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Harvard School of Public Health
Takemi Program 30th Anniversary Symposium, Tokyo, 2013

Conferences and Lectures

Congratulatory Message

Yoshitake YOKOKURA
President, Japan Medical Association

On behalf of the Japan Medical Association (JMA), I would like 
to express my heartfelt congratulations on the 30th anniversary 
of the establishment of the Takemi Program in International 
Health at the Harvard School of Public Health (HSPH), which we are celebrating this year.

As you know, this program is a course bearing the name of Dr. Taro Takemi, a past-president 
of the JMA. Recognizing the importance above all else of nurturing capable leaders with broad 
global knowledge and experience in order to improve healthcare in Japan, Dr. Takemi established 
this program at Harvard University.

At that time, Dr. Takemi asserted based on the theme “Development and Allocation of  
Medical Care Resources” that it was important to resolve various domestic and international 
problems from the standpoint of what is now referred to as “global health.” Subsequently,  
the theme “Development and Allocation of Medical Care Resources” also became an eternal 
issue for the World Medical Association and is a broad-ranging fundamental issue that medical 
associations around the world continue to tackle today—one whose importance we medical  
professions must re-acknowledge.

I would like to offer my sincere respect and warmest congratulations to all the HSPH faculty 
who have Dr. Takemi’s wisdom and sustained the Takemi Program, particularly Professor Michael 
R. Reich, who has played a central role in the program over decades. I would also like to express 
my heartiest thanks to the Japan Pharmaceutical Manufacturers Associ ation, which has supported 
the Takemi Program over 20 years through the provision of operating funds.

Japan is currently facing the arrival of the super-aging society and of the reality of the declin-
ing birthrate. Under these circumstances, how to best protect the health of the general public 
while firmly maintaining the universal health insurance system is becoming an extremely large 
and pressing issue. Such problems cannot be resolved from only a domestic perspective; they are 
problems that need to be tackled from a dynamic and international perspective.

It is also imperative that the world also seek solutions to health issues—such as transnational 
systems of cooperation amongst medical professions for addressing infectious diseases spreading 
internationally and natural disasters, etc.—from an international perspective through the true 
cooperation of all countries.

The JMA holds high expectations for the Takemi Program, which has the excellent perfor-
mance record of producing a large number of Takemi Fellows from around the world—242 fellows 
from 51 countries thus far—and has over many years endeavored to enhance and expand the 
program content.
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It is my hope that Takemi Fellows will take advantage of their experience studying under the 
Takemi Program—a course with a high degree of international contribution—and continue to 
make great leaps forward in the future. The JMA also intends to proactively provide support for 
activities aimed at these objectives.

With this 30th Anniversary Commemorative Symposium marking the close of one chapter  
and the beginning of another, I would like to conclude my congratulatory remarks by having a 
strong hope that the Takemi Program will continue to contribute even further to the enhancement 
of global health in the future.
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Harvard School of Public Health
Takemi Program 30th Anniversary Symposium, Tokyo, 2013

Congratulatory Message

Masami ISHII
Executive Board Member, Japan Medical Association

The Takemi Program is an interdisciplinary research program that Harvard University established 
in its School of Public Health (HSPH) and named after Dr. Taro Takemi, former president of the 
Japan Medical Association (JMA), in recognition of his ideas. Dr. Takemi pointed out the global 
necessity of enhancing and improving health services and the worldwide problems stemming from 
limited resources and he advocated the development of new, efficient health resources and the 
improvement of their methods of distribution.

The JMA has supported this program since its establishment, especially since 1994, from when 
it has selected and provided scholarships to send two Japanese fellows to take part in the program 
each year.

The Takemi Program 30th Anniversary Symposium held in Boston on October 11th and 12th 
this year is a milestone that just so happened to coincide with HSPH’s 100th anniversary, and so 
it was positioned as part of a number of celebratory events.

I am sure that the opportunity for the Takemi Fellows who assembled again from around  
the world to have discussions with Professor Michael R. Reich and other Harvard community 
members on several topics and to verify the actual situation in the world with each other was 
more than a chance to catch up with old friends; it was also an invaluable opportunity to take a 
new step toward the program’s 31st year.

I have been in a position supporting this program for eight years now, and just during that 
time it has not always been easy to carry out the task of providing underlying support for stable 
administration in the midst of social upheavals synchronized to global factors.

I am honored to be awarded the title of Honorary Takemi Fellow that was conferred on me 
in conjunction with this celebration, having gone through that transition, together with the mem-
bers of the Japan Medical Association, including President Yoshitake Yokokura, as a symbol of 
Harvard University’s warm thanks for the entire history of the JMA’s activities.

The Program Committee established in the JMA Global Health Committee planned this  
celebratory event in the JMA office building so that it would become an opportunity for further 
project continuation in the future as well as being conducted in a form that makes activities that 
connect international and community health seem closer in the eyes of JMA members and the 
Japanese public.

I pray that it becomes an opportunity to share not only with JMA members but also with all 
relevant organizations and the public that the cherished wish of former JMA President Taro 
Takemi passes on to the next generation of national healthcare, that Japan’s community health 
care shows firm endurance in any time of difficulty, and that it becomes the cornerstone for  
creatively protecting the universal health insurance coverage that supports the lives and health  
of the entire nation.
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Congratulatory Message

Michael R. REICH
Director of the Takemi Program, 
Taro Takemi Professor of International Health Policy, 
Harvard School of Public Health

Dear Friends of the Takemi Program,
It is a great pleasure for me, as Director of the Takemi Program in International Health at 

Harvard University, to welcome you to the 30th Anniversary Symposium for the Takemi Program. 
This event has been organized, in partnership with the Japan Medical Association, to help explain 
the Program’s contributions to health in Japan and to global health. The Symposium also  
celebrates thirty years of the Takemi Program at Harvard and provides for a reunion of the  
community of Takemi Fellows.

Thirty years have passed so quickly. It seems just a short time ago that Dean Howard Hiatt, 
Professor David Bell, and Dr. Taro Takemi were talking about their dreams for the Takemi Pro-
gram at Harvard. In these thirty years, 242 Takemi Fellows from 51 countries have participated 
in the program.

Many have served in leadership positions in their countries, as Minister of Health, Deans  
of Schools, Vice-Chancellor of Universities, Chairs of Departments, founders of civil society  
organizations—leading organizations and scholarship in new directions. During these three  
decades, 52 Takemi Fellows have participated from Japan.

These Japanese Takemi Fellows have served in leadership positions in many organizations, in 
government, in academics, and in healthcare, providing a strong foundation for a global health 
perspective throughout Japanese society.

On behalf of Harvard University I wish to express our profound appreciation to all the  
individuals and organizations in Japan who have supported the Takemi Program over these thirty 
years. The Takemi Program has become globally recognized as a unique example of US-Japanese 
collaboration to advance global health and promote health research and policy-making in low and 
middle income countries.

We appreciate all who have helped us these thirty years, and we look forward to continuing 
collaboration for another thirty years.
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The Takemi Program in International Health 
was established in 1983 from the shared interests 
of Dr. Taro Takemi in Japan and Dr. Howard 
Hiatt in the United States. Each had long been 
concerned about the problems of promoting 
health and preventing disease, both in industrial-
ized nations confronted by rising health costs 
and in developing countries burdened by persis-
tent poverty. Each year since then, the Program 
has brought together at Harvard a small group 
of Takemi Fellows from around the world, to 
engage in a program of research and advanced 
training on how to improve global health. Over 
the past 30 years, 242 Takemi Fellows from 51 
countries have participated in the program. 
Many Takemi Fellows have achieved leadership 
positions in their own countries and in interna-
tional organizations.

This presentation reviews the history of the 
Takemi Program, the accomplishments of Takemi 
Fellows, and challenges for the Takemi Program’s 
future.

History of the Takemi Program

Dr. Taro Takemi, as President of the Japan Med-
ical Association from 1957 for 25 years, provided 
the initiative to establish the Takemi Program at 
Harvard. During his career, Dr. Takemi empha-
sized the need to bring together experts from 
medicine, public health, economics, law, politics, 
and other fields to find effective and equitable 
solutions to the development and allocation  
of health care resources. Dr. Hiatt, as Dean of 
the Harvard School of Public Health, similarly 

stressed the development of interdisciplinary  
approaches to the study of health problems and 
health policy (Slide 1).

In April 1981, Dr. Takemi invited Dean Hiatt 
to Tokyo to address a meeting of the World 
Medical Association on the development and  
allocation of medical care resources. We recently 
found a copy of this invitation letter in the archives  
of the Takemi Program. Dr. Hiatt accepted the 
invitation from Dr. Takemi to visit Japan. Out of 
their discussions in 1981 grew the idea of the 
Takemi Program in International Health at Har-
vard. To move the ideas forward, Dean Hiatt 
included Professor David Bell, who was Chair of 
the Department of Population Sciences, in a visit 
to Tokyo in December 1981 (shown in Slide 2).

Dr. Takemi and Dean Hiatt agreed that the 
Program would concentrate on the problems  
of mobilizing, allocating, and managing scarce 
resources to improve health, and of designing  
effective strategies for disease control and pre-
vention and health promotion, with a focus on 
the world’s poorer countries. Each year the Pro-
gram would bring together at Harvard a small 
group of Takemi Fellows, with an emphasis on 
participants from developing countries.

The Program started in July 1983, with funds 

Reflections on the Takemi Program,  
Past and Future*1

JMAJ 57(1): 6-9, 2014

Michael R. REICH1

*1 This article is a revised transcript of the presentation delivered by the author at the Takemi Program 30th Anniversary Symposium, which was 
held at the JMA Auditorium, Tokyo, on November 23, 2013.

1 Taro Takemi Professor of International Health Policy, Harvard School of Public Health, Boston, USA (reich@hsph.harvard.edu).
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donated by two private companies in Japan, and 
was named after Dr. Taro Takemi. The funds 
provided for an endowed chair named after Taro 
Takemi, and for start-up funds for the Takemi 
Program. Professor Bell served as Acting Direc-
tor of the Program, and I was hired as the Pro-
gram’s Assistant Director, to organize the Program 
and make it run.

In 1986, the new Dean of the Harvard School 
of Public Health, Dr. Harvey Fineberg, recruited 
Dr. Lincoln Chen as the first Taro Takemi Pro-
fessor of International Health at Harvard. They 
visited Tokyo in the late 1980s for a Takemi Sym-
posium on International Health, and met with 
Mrs. Takemi and Professor Seiji Kaya, former 
President of Tokyo University and chair of the 
Japan Committee for the Takemi Program at  
the time.

Throughout the Takemi Program’s existence, 
it has received support from Keizo Takemi, as a 
representative of the Takemi family, and core 
support from the Japan Medical Association, 
which has become a key partner for the Takemi 
Program. In 1988, I was appointed Director  
of the Program—a position I continue to hold  
at present—and in 1997 I was appointed Taro 
Takemi Professor of International Health Policy.

Accomplishments of the Takemi Fellows

The first group of Takemi Fellows arrived at 
Harvard in late summer 1984, to begin their  
research fellowship year at the Harvard School 
of Public Health. They included (from the left in 
Slide 3): Lukas Hendrata (Indonesia), Hacheong 

Yeon (South Korea), Prakash Gupta (India), 
Hong-chang Yuan (China), and Keiji Tanaka  
(Japan). Their research topics remain relevant 
today, three decades later: effective family plan-
ning and community participation in Indonesia; 
economic analysis of Korea’s health system; con-
trolling the health consequences of smokeless 
tobacco use in India; strategies for schistosomia-
sis control in China; and how the fee schedule 
works for paying physicians in Japan.

The accomplishments of the 242 Takemi  
Fellows to date are impressive. Many Takemi 
Fellows have achieved leadership positions in 
their own countries, and have pushed the fron-
tiers of knowledge and action in many fields.  
Let me cite just a few of these leaders in global 
health, to illustrate what Takemi Fellows have 
achieved:

(Slide 3)

(Slide 2)(Slide 1)
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x Dr. Keiji Tanaka, who was in the first group of 
Takemi Fellows and rose to a leadership posi-
tion in Japan’s Ministry of Health, Labour and 
Welfare;

x Dr. Bong-min Yang, who has served as Dean 
and Professor in the School of Public Health at 
Seoul National University in Korea and has 
pushed reforms in several fields of national 
health policy;

x Dr. Nafsiah Mboi, who currently serves as the 
Minister of Health for Indonesia and also 
Chair of the Board for the Global Fund to 
Fight AIDS, TB, and Malaria;

x Dr. Uche Amazigo, who served as Director  
of the African Programme on Onchocerciasis 
Control and received the prestigious Prince 
Mahidol Award in Public Health in 2012 for 
her work in promoting community-directed 
treatment for infectious diseases;

x Dr. Ranganayakulu Bodavala, who founded an 
independent non-governmental organization, 
called THRIVE, to produce and promote por-
table solar-powered LED lights for the poorest 
people in India, Africa, and other countries 
around the world.

It is also worth noting that 52 of the 242 
Takemi Fellows to date have been from Japan. 
These Japanese participants have assumed key 
positions in global health in Japan, including pro-
fessors in many universities and leadership roles 
in hospitals, global health agencies, and govern-
ment agencies. They have helped to shape the 
field of global health in Japan over the past three 
decades.

One goal of the Takemi Program has been  
to increase participation by women as Takemi 
Fellows over time. There were no women in the 
Takemi Program until the fourth year of Fellows 
(1987-88), with 7 men and 1 woman.

Women did not out-number men in a sin-
gle year until 1998-99 (with 4 women and 3 
men). Since 2008-9, however, women have out-
numbered men in 4 out of 6 years. By decade, 
the percentage of women has increased from 
20% in the first decade, to 37% in the second 
decade, and to 48% in the third decade. When 
considered as a cumulative percentage over time, 
the trend is moving in the right direction, with 
greater representation of women as Takemi Fel-
lows. The recent group of Takemi Fellows in 
2013-14 clearly demonstrates this pattern.

Challenges for the Future

Many organizations have contributed to sus-
taining the activities of the Takemi Program at 
Harvard over the past 30 years. In particular, two 
Japanese organizations deserve special mention. 
The long-standing partnership with the Japan 
Medical Association has provided a solid foun-
dation for the Program, reflecting the special 
relationship with Dr. Taro Takemi. A generous 
annual donation from the Japan Pharmaceutical 
Manufacturers Association has contributed most 
of the Program’s annual operating expenses for 
many years (Slide 4).

For the past decade, most Takemi Fellows 
have raised their own fellowship funds, from 
many different sources, in order to participate in 
the Program. In the Program’s second decade, 
the Carnegie Corporation of New York and the 
Merck Company Foundation made generous 
grants to the Program that provided financial 
support to individual Takemi Fellows from low- 
and-middle income countries. These contribu-
tions are greatly appreciated.

One of the challenges for future of the 
Takemi Program is funding to support Takemi 
Fellows from low-income countries. At the 30th 
Anniversary Symposium for the Takemi Pro-
gram, held at Harvard on 11-12 October 2013, 
nearly 80 Takemi Fellows gathered to celebrate 
the event. One result of the gathering was a  
decision by Takemi Fellows to participate more 
actively in fund-raising to support the future of 
the Takemi Program, to contribute their own 
money to help finance Takemi Fellows from  

(Slide 4)
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of participants by region, as shown in Slide 5. 
The predominance of Takemi Fellows from East 
Asia (40%) reflects the strong financial support 
from Japan and the availability of sabbatical sup-
port from Korean universities. The relatively low 
participation from Africa (at 19%) was sup-
ported by external grants from foundations,  
as noted above, during the Takemi Program’s 
second decade. The Program hopes that future 
funding for low-income countries will help sup-
port the participation of Takemi Fellows from 
regions of the world that could especially benefit 
from leadership development in health.

During its three decades of activities, the 
Takemi Program at Harvard has evolved into  
a unique example of global health leadership 
development supported by US-Japan private  
cooperation to advance the welfare of develop-
ing countries. The Program especially appre ciates 
the commitment of individual Takemi Fellows, 
and many individuals and important partners in 
Japan, at Harvard University, and in other coun-
tries around the world, who have contributed to 
realizing the dreams of Dr. Takemi and Dean 
Hiatt in the Takemi Program. We hope that con-
tinuing support will allow the Takemi Program 
to sustain its activities long into the future.

low-income countries. In addition, one Takemi 
Fellow who works for the Ford Foundation  
encouraged the Program to submit a grant  
application to provide financial support for per-
sons from West Africa with leadership potential 
in women’s health and adolescent development; 
in February 2014 that application was approved 
and awarded.

The availability of funding for Takemi Fel-
lows has influenced the geographical distribution 

Eastern Europe 2 (1%)Middle East 10 (4%)
Central Asia 2 (1%)

East Asia 96 (40%)

Africa 45 (19%)

South Asia 31 (13%)

Latin America 18 (7%)

South East Asia 14 (6%)

Europe 12 (5%)

North America 12 (5%)

(Slide 5)
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I was in Boston as a Takemi Fellow from 2001 
to 2002. Before that, I worked in the Gaza  
Strip and West Bank for two years and Nepal 
for five years during the maoist conflict, and so 
I expected that I would finally be able to do 
some solid studying in a safe place. However, the 
9.11 attack occurred a week after I arrived in 
Boston. Although danger seems to follow me, I 
was able to spend a very meaningful year there.

The topic of my talk today is universal health 
coverage. These days it is one of the hottest topics 
in global health and it is sometimes abbreviated 
UHC. The out-of-pocket (OOP) expenditure for 
health care is considered as a key indicator for 
UHC and it is extremely high in many develop-
ing countries. Reportedly, 150 million people  
suffer from financial catastrophes and 100 mil-
lion are pushed into poverty due to OOP pay-
ments every year. In some of the South and 
South East Asian countries, on average, patients 
were required to pay 35% of the total health 
care expenditure in 2010. They are currently 
aiming to reduce this to 15 to 20%. Health care 
and poverty are closely related and UHC is an 
extremely important measure to fight poverty.

High healthcare costs can indeed lead to 
poverty, and this was also a major issue in Japan 
about 50 years ago. According to the Ministry of 
Health and Welfare’s annual health report, 1.77 
million people were on welfare in 1956 and dis-
ease or injury was its cause in 64.5% of those 
welfare cases. In those days, medical care was 

also considered an extremely expensive luxury.
Globally, UHC is defined as follows: All peo-

ple receiving quality health services that meet 
their needs without exposing them to financial 
hardship. This is a movement aiming at covering 
all people in every country with UHC systems 
and ensuring that paying health costs does not 
cause economic catastrophes.

Although UHC has been in the spotlight  
recently, its concept is by no means a new devel-
opment. Let’s look at WHO’s movements since 
the WHO charter of 1948. Notably, the “Health 
for All” slogan advocated after the Declaration 
of Alma-Ata in 1978 has continued since then 
and come into the spotlight now as the realiza-
tion of UHC. In Japan, a universal health insur-
ance system was already established in 1961,  
and its successful outcomes, such as equity and 
reduction of medical costs, have been taken up 
in different professional journals.

Japan’s universal health insurance system was 
even taken up in a 2011 edition of the Lancet  
as one of successful UHC cases in the world. 
Looking back at the chronology of UHC in  
Japan from 1922 to 1961, however, progress has 
been made by trials and errors than a series of 

Power of Community Health in Implementing  
the Universal Health Insurance System in Japan*1

JMAJ 57(1): 10-14, 2014

Masamine JIMBA1

(Takemi Fellow 2001-02)

*1 This article is a revised transcript of the presentation delivered by the author at the Takemi Program 30th Anniversary Symposium, which was 
held at the JMA Auditorium, Tokyo, on November 23, 2013.

 Due to space limitations, not all of the slides shown in the original presentation appear in this article.

1 Professor, Department of Community and Global Health, Graduate School of Medicine, The University of Tokyo, Tokyo, Japan 
(mjimba@m.u-tokyo.ac.jp). Chair of the JMA Global Health Committee.
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evidence-based policies. Interestingly, when we 
focus this period of approximately 40 years from 
1922, we can see that the phrase “global health” 
hardly appears in the scientific literature. It was 
not completely absent, but it certainly was not 
used very frequently. Also, it was not the case 
that Japan was initially thinking about its con-
tribution to the rest of world when UHC was 
developed in Japan; it worked single-mindedly  
to create the system for the Japanese citizens. 
Yet today it is attracting attention as having 
global significance. Yesterday it was suggested 
that community health and global health are  
two sides of the same coin. The tireless journey 
taken locally for the Japanese people is globally 
applicable now, and the prime example is Japan’s 
universal health insurance system.

As UHC began to spread within Japan, there 
were some undesirable findings. For example, 
some areas continued to have no medical doctor 
available, and tail chasing of emergency patients 
took place where specialist doctors were not 
available (Slide 1). This was because invisible 
problems became visible as the nationwide sys-
tem was put into practice. Problems lurking in 
every corner came into sight as the system was 
developed and then put into practice. How 
should we tackle this? The introduction of the 
UHC was highly appreciated, but it was no easy 
matter to make it work. This situation is similar 
to the Takemi Program, which faced a variety  
of trials after it had started, and the same went 
for Japan’s UHC. 

To overcome such undesirable findings, the 
roles of community health should be more  

emphasized. Let me show you an example  
of community actions which took place during 
the process of establishing the UHC in rural  
Japan. In 1957, the UHC was still incomplete and 
a new system was about to start to increase fund 
for its implementation. The aim of this system 
was to make a national policy to collect the 
medical expense at the time of a visit to a med-
ical facility.

However, Yachiho Village (now Sakuho Vil-
lage) in Nagano Prefecture in central Japan 
strongly opposed this new policy. Before, the 
municipal office of the village used to pay  
medical cost to a medical facility on behalf of 
patients, who would then pay back the costs 
when they had sufficient cash to do so. This  
enabled villagers to go to medical institutions 
when necessary without worry. But, if the medi-
cal expense were to be collected at the time of 
visit, the municipal office would not be able to 
pay expenses on patients’ behalf. In that case, 
villagers might not go to medical institutions  
unless they had an irreversibly serious illness. By 
having anxiety about such a possibility, Yachiho 
Village waged a yearlong opposition campaign 
(Slide 2).

However, resistance was not kept up long, 
and they were obliged to change their thinking 
(Slide 3). If, the villagers thought, the collection 
of the medical expense was too difficult at the 
time of a visit, then they would try to avoid 
people getting sick. Thus they launched a health 
promotion campaign. First of all, they introduced 
health handbooks and health registers. The idea 
of using health register was used based on their 

(Slide 1) (Slide 2)
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experience of using livestock registers. At that 
time the village had many livestock, and a good 
system had been developed for checking the 
health of livestock, since the death of farm ani-
mals meant financial problems. And so the idea 
was to apply these registers for people to avoid 
people getting sick. This concept is not limited 
to Japan. When I met a specialist fighting polio 
in western Africa I heard that there are ethnic 
minorities who were hesitant to receive vaccina-
tion; however, similar to Yachiho Village, the 
ethnic minorities were vaccinating and managing 
the health of their livestock. With this informa-
tion in hand, the medical personnel could say,  
“If you vaccinate your animals, you should also 
vaccinate your children.” With this argument, the 
vaccination program went well.

After these health promotion activities, 
Yachiho Village could drastically reduce its 
healthcare costs. Data show that the village 
saved 200,000 yen per senior citizen in health-
care costs, or 200 million yen for a population  
of 1,000, as the outcome of 50 years of effort. 
Their community health programs also had a 
major impact on national policy.

It was Saku Central Hospital that supported 
these efforts. I am sure that most of you know 
about Saku Central Hospital, I would like to  
emphasize the efforts they made through theater 
and movies. Such art-based approaches created  
a rapport with the people and were extremely 
beneficial in practicing community health activi-
ties. The inspiration for these efforts came  
from the ideas of Kenji Miyazawa, an early 
twentieth-century poet and modernist. Accord-

ing to Miyazawa, one of keys to successful  
cultural activities in a rural community is to  
perform drama as an actor. Inspired by these 
words, Dr. Shunichi Wakatsuki, director of Saku 
Central Hospital, started theatrical activities and 
movies. Such activities are not limited to Japan; 
similar efforts have been made in other coun-
tries such as the UK, Australia, and South Africa. 
The importance of the arts in community health 
is suggested in a book entitled Arts Development 
in Community Health: A Social Tonic. In this 
way, the efforts undertaken by Dr. Wakatsuki 
have been similarly implemented in the world, 
not just in Japan.

Now let’s turn our attention to the present. 
Japan’s UHC has been maintained comparatively 
well thus far. Nevertheless, there are problems, 
such as the aging of the population. Figuring out 
how to resolve these problems has become a 
major issue. Several researchers have pointed 
out the psychological challenges brought about 
by this system. They wonder whether the spread 
of this system has caused a decline in awareness 
of the need to manage one’s own health by  
oneself. People have come to perceive that they 
can leave their health issues to specialists, since 
health services are easily accessible. And the  
researchers question whether such an attitude 
has caused the rapid rise in the national health-
care expenditure. For example, ambulance trans-
port has increased enormously as more and 
more patients become too accustomed to conve-
nience. The number of patients who used an  
ambulance increased from 3.24 million in 1996 
to 4.89 million in 2006. Meanwhile, patients  

(Slide 3) (Slide 4)
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aged 65 and older more than doubled, from 1.06 
million to 2.20 million. Thus, the reasoning goes, 
soaring healthcare costs are associated with the 
patients who are overly accustomed to con-
venience. And so the challenge now is to figure 
out what can be done in community health to 
counter this trend (Slide 4).

Put another way: a community research  
specialist, John L. Mcknight, said this. “As the 
power of a system, such as Japan’s UHC, grows, 
the power of community declines. As control 
magnifies, consent fades. As standardization  
is implemented, creativity disappears. As con-
sumers and clients multiply, citizens lose power. 
To build a healthy society, we need two tools:  
a system and a community.” It is important  
to strengthen systems. But, unless communities 

become just as strong, a balanced society will  
not be created. A book has come out in Japan 
that addresses those kinds of questions. An  
English translation of the title would be some-
thing like Toward a Society with Community 
Health. It is a very useful book, and it introduces 
many examples of community health activities  
in Japan.

For example, in Kochi Prefecture there is 
something called “lively 100-year-old exercise.” 
The other day I went to Ghana, where people 
were doing yosakoi dance, an energetic form  
of traditional Japanese dancing. Perhaps people 
will start doing lively 100-year-old exercise in 
Ghana, Thailand, and other places to get healthy. 
It really is a great community health action. This 
is something worth disseminating to the rest of 
the world. In that sense, it is becoming increas-
ingly certain that community health and global 
health are two sides of the same coin nowadays.

Systems are important. But, it is the power of 
everyone together that brings a system into  
fruition. At the beginning of my talk, I men-
tioned the phrase “Health for All.” Now, the  
important message is not “Universal Health 
Coverage for All” but rather “Universal Health 
Coverage by All” (Slide 5). Community health 
has a very big role to play toward that end. The 
members of prefectural medical associations  
involved in the realization of community health 
will make a big mark in the future. I hope that 
you will all do your best with the thought  
that someday what you are doing now will be 
accepted throughout the world.

(Slide 5)

Akira AKAGAMI 2

Dr. Jimba’s talk noted the need for both top-
down and bottom-up policy approaches when 

establishing a community health and medical sys-
tem in developing countries. He used the exam-
ple of initiatives by Yachiho Village in Nagano 
Prefecture during the creation of Japan’s uni-
versal health insurance system to highlight the 
importance of the role of bottom-up approaches. 
I felt that the talk was very instructive, consider-
ing the various problems faced by the current 
universal health insurance system.

Comment

2 Tokyo Medical Association, Tokyo, Japan. Member of the JMA Global Health Committee.
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Within the social milieu in Japan, which has 
a rapidly graying population with a declining  
birth rate, an important role of community health 
will be to establish comprehensive community-
care systems appropriate to the special character-
istics of each community.

I would like to take this opportunity to intro-
duce initiatives of local medical associations  
in regards to 1) emergency geriatric care and 2) 
24-hour at-home care systems.

1) Emergency geriatric care: I live in the 
Hachi oji City in Tokyo. Emergency transport of 
elderly patients has been increasing with the  
aging of the population. Dr. Jimba mentioned 
that patients are sometimes refused because of 
lack of space at medical institutions, and it is  
becoming increasingly difficult to find hospitals 
to transport patients to. In Hachioji, the Hachioji 
Geriatric Emergency Medical System Network 
was launched and an Emergency Medical Infor-
mation Form (Fig. 1) created as a measure to 
establish a reliable and safe emergency transport 
system to handle the emergency requests of  
senior citizens. The participating institutions are 
emergency hospitals, psychiatric hospitals, geri-
atric facilities, nursing care companies, the fire 
department, Hachioji City, and the medical asso-
ciation. The special feature of this Emergency 
Medical Information Form is that it includes, in 
addition to the general medical information, 
check boxes for items that the patient would like 
to communicate to the doctor just in case, such 
as: “I want lifesaving and life-support measures 
taken as much as possible,” “I want measures 
taken if they will ease pain,” and “I want to be 
watched over in as natural a condition as possi-
ble.” This form is for senior citizens aged 65 and 
older, and I think that it is important for older 
persons to talk in advance with their families 
about the kind of end-of-life care they would  
like to have.

2) 24-hour at-home care systems: Last year 
the Tokyo Metropolitan Government commis-
sioned the Tokyo Medical Association to create an 
at-home mutual assistance system. The Hachi oji 
Medical Association took over this project and is 
studying the establishment of an at-home care 

system to assist member physicians.
With respect to at-home care, many phy si-

cians tend to be hesitant about home visit care 
for reasons such as they are too busy with out pa-
 tients to do home visit care or that it is difficult 
to respond on weekends, at night, or while travel-
ing. So, we are considering three-way cooper ation 
among primary care physicians, visiting nursing 
stations, and enhanced at-home assistance clinics.

The first step is to set up visits from a 24-hour 
visiting nursing station to the patient who will 
receive at-home care. This puts medical informa-
tion such as visit instructions and visit nursing 
records in the station. The second step (Fig. 3) is 
to have a system for handling emergency house 
call requests at times when the patient’s primary 
care doctor is not working, such as on days off, 
at night, or while traveling. As the first call, the 
visiting nursing station contacts the primary care 
doctor. If the primary care doctor cannot respond, 
a second call is made, this time to an enhanced 
at-home assistance clinic (on a rotating system), 
and the assistance clinic on duty will respond. 
The progress is then reported to the primary care 
doctor the following day. Future challenges will 
be to deepen cooperation between the govern-
ment and logistical support hospitals, to develop 
safe IT for sharing information, and to conduct 
publicity so that more doctors can participate in 
at-home care.

Lastly, Figure 4 shows the medical asso cia-
tion perspective for establishing comprehensive 
community-care systems. President Nonaka of the 
Tokyo Medical Association prepared this figure. 
The Tokyo Medical Association has expressed its 
active support for the creation of a medical pro-
vision system and comprehensive community 
care through the cooperation of local medical 
associations and multi-occupation organizations, 
for the benefit of people who live in the com-
munity. The elevation of bottom-up policies is 
critical for medical initiatives from the perspec-
tive of residents, from local medical associations 
to the Tokyo Medical Association and then up to 
the Japan Medical Association: the local medical 
associations can play such important roles.
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Harvard School of Public Health
Takemi Program 30th Anniversary Symposium, Tokyo, 2013

Today I would like to talk about Japan’s disaster 
medicine from a global health perspective. The 
term “disaster medicine” covers mass casualty 
incidents, in which many people are injured by 
a disaster or an accident, and triage and trauma 
care are of primary importance. Based on the 
experience of the Great East Japan Earthquake, 
three H’s are believed to be important in disas-
ter medicine, especially when considering large-
scale disasters in Japan. The first H stands for 
public health, the second, for community health, 
and the third, for global health. I believe that 
these three H’s will be important in understand-
ing Japan’s disaster medicine for the future.

First, I would like to talk about how I grew 
up and what I learned from the Takemi Program. 
I was born in 1970 and my father was sent as a 
company engineer to Nicaragua in the Central 
America from 1970 to 76. This is a photo of my 
early childhood spent in Nicaragua, and I became  
a disaster victim there. A large earthquake struck 
Nicaragua in 1972. My home was in Managua, 
the capital of the country, and the earthquake 
killed more than 6,000 people. At that time, 
there were only three Japanese families there: 
the ambassador’s family, the third secretary’s 
family, and my family. When a large disaster  
occurs in a poor country such as Nicaragua,  
public safety is not secured; order breaks down 

quickly and the situation becomes quite danger-
ous. Therefore, the ambassador decided to leave 
the country immediately. The three Japanese 
families were packed into two small taxis  
arranged by the ambassador and fled to the  
Nicaragua-Costa Rica border after a 20-hour 
journey, and thus I survived the disaster. This 
destined me for a career involving disasters. 
Later, I enjoyed the life of a normal medical  
student, but driven by a spirit of adventure in 
my late twenties, I joined the medical mission in 
Pakistan and Afghanistan four times with the 
support of Peshawar-kai, a renowned medical 
NGO located in Fukuoka Prefecture.

This photo from 2000 shows me instructing 
an Afghani doctor how to perform a lumbar 
puncture (Slide 1). Afghanistan was going 
through a severe drought at that time and the 
Taliban was in control, but luckily we managed 
to enter the country, only to find that drought 
had shattered the community.

The Taliban is an issue in Afghanistan. Tali-

Disaster Medicine From International Health  
Perspective*1

— The Takemi Program as the origin of the Japan Medical  
Association Team—

JMAJ 57(1): 15-18, 2014

Takashi NAGATA1

(Takemi Fellow 2004-05, 2005-06)

*1 This article is a revised transcript of the presentation delivered by the author at the Takemi Program 30th Anniversary Symposium, which was 
held at the JMA Auditorium, Tokyo, on November 23, 2013.

 Due to space limitations, not all of the slides shown in the original presentation appear in this article.

1 Assistant Professor, Department of Advanced Medical Initiatives, Faculty of Medical Sciences, Kyusyu University, Fukuoka, Japan  
(nagata.takashi@gmail.com). Member of the JMA Global Health Committee.
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ban members wear black turbans and have a 
negative image for many people. What I actually 
saw was Taliban members engaged in public  
affairs like public servants. They were serving  
in a broad range of positions from military men 
to politicians, local government personnel, local 
elder council members, and religious leaders.  
I witnessed them working hard to restore the 
community based on old religious ways in a 
country devastated by war, inner conflict, and 
drought. In this extreme situation, the Taliban 
and local residents cooperated to dig wells and 
collaborated for irrigation works (Slide 2).

I witnessed irrigation works going well, wheat 
growing, and communities recovering. However, 
this reality was beyond me when I was in my 
early thirties. I lost confidence and eventually 
returned to normal life as a physician in Japan.

Later I had the opportunity to study on the 

Takemi Program at the recommendation of Dr. 
Hokuto Hoshi of Fukushima Prefecture, who is 
here today. I studied many things through the 
program. Additionally, I made wonderful friends.

This picture shows Stephanie Rosborough, 
now Stephanie Kayden, an emergency physician 
at Brigham and Women’s Hospital in Boston 
(Slide 3). She has a connection with the Japan 
Medical Association and is the boss of Dr. Maya 
Arii (who is also here today), who undertook 
oper ations to deliver drugs during the Great East 
Japan Earthquake using a carrier plane provided 
by the US military. Dr. Kayden also offered help 
to Japan immediately after the earthquake. She 
has been a friend since my time in Boston, and 
I have felt that having a con nection with her really 
could be of tremendous benefit for Japan.

Another important topic during my stay in 
the US was Hurricane Katrina in 2005 (Slide 4). 

(Slide 2)

(Slide 3) (Slide 4)

(Slide 1)
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The hurricane itself was not that big, but the 
large city of New Orleans was submerged under 
water after the hurricane passed, resulting in the 
breakdown of city functions. This is similar to the 
disasters in Japan, isn’t it? Here, people who 
could not stay in a nursing home were collected 
onto a military carrier plane for evacuation 
(Slide 5).

Some patients who came from healthcare  
facilities were stretchered out like this and trans-
ported in military planes like this. I heard that 
unfortunately some people died while waiting. 
After I came back to Japan, I showed these  
photos to some people engaged in emergency 
medicine in Japan and the leaders of Japan’s  
disaster medical assistance team or DMAT. I 
wanted to share my shock at the fact that a 
highly developed country such as the United 
States could do no better than developing coun-
tries in responding to a disaster. However,  
Japan’s DMAT related people showed no interest, 
and I was really disappointed. After this home-
coming in 2006, I joined the Japan Medical  
Association Research Institute and became a 
member of JMA’s Emergency and Disaster 
Medicine Management Committee, through 
which I was involved in planning the Japan  
Medical Association Team or JMAT. I was  
invited to the JMAT plan when it started in 
2010. At that time, I applied what I had learned 
at Harvard and what I saw personally. In the 
JMAT planning, we collected various reports 
from local medical associations describing their 
medical responses to various disasters that had 
occurred in Japan. The biggest was the Great 

Hanshin Earthquake of 1995. We read the  
reports carefully, and found that local medical 
associations were the cores for a wide range of 
actions. We developed a concept of the JMAT 
activities based on the strong belief that local 
medical associations could be the cores for  
disaster response across the country. Now I 
would like to show a one-minute video about 
JMAT’s actual operations in 2011.

(Video shown about JMAT operations in Fuku-
shima Prefecture)
Narration: Because of social fear against radia-
tion exposure after 3.11, drugs in addition to 
food, water, basic supplies, and gasoline were  
not delivered to the people of Iwaki City from 
outside. The doctors sent by prefecture medical 
associations from across Japan solved this critical 
situation. They visited evacuation shelters, exam-
ined and treated the survivors, and thereby 
helped communities get over the worst. At pres-
ent (about one month after 3.11), as many as 
80% of local medical institutions have resumed 
their medical services and are sustaining local 
healthcare while struggling with the difficulties 
of misconceptions and misinformation about  
radiation exposure.

This is the last slide. It shows the frequency 
of disasters over time. The blue line indicates 
disasters associated with climate change. The red 
line indicates economic loss. Compared to the 
1980s, there were three times as many disasters 
related to global warming in the 2000s. The  
resultant economic effects are also increasing 
enormously. Now and in the future, disaster pre-
paredness should become the core of medicine, 
and the idea of the three H’s is the key compo-
nent. We must understand disaster medicine 
based on the ideas of public health, community 
health, and global health.

As a practicing emergency physician and  
as a former Takemi Fellow, I want to do my  
best to stand at the frontline of medical care  
in Japan. Lastly, I would like to take this oppor-
tunity to express my appreciation for many  
people involved, including the Japan Medical 
Association, which readily sent me to the US, 
and Harvard University, which hospitably  
accepted me, as well as the members of the  
Japan Pharmaceutical Manufacturers Associ-
ation. Thank you.

(Slide 5)
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Sho HASHIMOTO2

I would like to say something related to Dr.  
Nagata’s talk that is also related to the earth-
quake that struck two years and eight months 
ago.

First, I will show a video of the tsunami. I am 
sure that some of you have seen this, but I would 
like you to watch it again and remember the  
horror of the tsunami. Miyagi and Iwate Prefec-
tures have still not recovered from this tsunami 
disaster. Miserable conditions are still ongoing, 
and reconstruction, including healthcare, needs 
to be hastened much faster from now on.

This is the city of Miyako in Iwate Prefecture. 
I often went to perform surgery at this hospital, 
and so this image gave me a real shock. This  
is the city of Kesennuma. At first, the water 
comes gradually, but then it rushes in, destroy-
ing the buildings in town as it goes. Whether we 
are talking about Kesennuma, Minamisanriku,  
or Ishinomaki, no place that was hit by the tsu-
nami has been reconstructed yet. Healthcare has 
not been restored at all. Even if the physicians 
return, there are no residents to treat.

You can get a sense of the height of the tsu-
nami from the photo on the right. The upper left 
photo shows the public hospital in the town  
of Minamisanriku, and you can see that it was 
submerged up to the fourth floor. This is a view 
of Minamisanriku from above. This situation  
has hardly changed at all until now. On the right 
is Sendai Airport in the city of Natori, Miyagi 
Prefecture. This airport was hit by the tsunami 

on March 11, but thanks to the cooperation of 
the US military and the Japan Self Defense 
Forces, the runways were usable again on the 
14th or 15th. Dr. Arii, who was just mentioned, 
made all kinds of efforts, got the cooperation of 
the Harvard Humanitarian Initiative, and came 
in a US military aircraft loaded with medical  
supplies arranged by the Japan Medical Associa-
tion. On the left is a US military C130 transport 
plane. On the right you can see Mr. Goto, a US 
military coordinator in the Ground Self-Defense 
Force and me. This person was an ophthalmolo-
gist. And there is President Kakazu (then-Vice 
President) of Miyagi Prefecture Medical Asso-
ciation. Led by then-President Ito, the drugs that 
came on this plane were delivered to pharma-
cies. Here is an evacuation shelter from that  
time. This is right after the disaster, and as the 
first few months went by, everyone continued to 
do their best with the intention of maintaining 
privacy as best they could in this way. There were 
80,000 evacuees, and the total financial damage 
was said to be 17 trillion yen or about 170 billion 
US dollars.

In this situation, the JMAT turned out to  
be the most helpful. One after another JMAT 
teams would arrive at a location and stay for 
three or four days each. And since they always 
came from the same prefecture, they did a really 
important job in an efficient manner, looking  
after the community practically without the need 
for handover procedures each time the teams 
changed. As Dr. Nagata just mentioned in his 
talk, the JMAT was created out of the Takemi 
Program, and that has been extremely beneficial. 
I had no idea where the DMAT teams went and 
what they were doing, but the JMAT were very 
much disciplined and everything they did was on 
the dot. Thank you.

2 Miyagi Medical Association, Miyagi, Japan. Member of the JMA Global Health Committee.
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Harvard School of Public Health
Takemi Program 30th Anniversary Symposium, Tokyo, 2013

It was quite a while ago that I studied in Boston 
as a Takemi Fellow, but the days I spent in the 
scholarship program still remain one of the  
most exciting and fruitful periods of my life. It 
was a year in which I encountered many differ-
ent people, learned a lot, and came to realize 
many things that I hadn’t noticed before. The 
participants of the program included a number 
of brilliant people from all over the world, who 
are now working in influential roles such as  
professors in Thailand, Korea, and Brazil. 
Through daily interactions with them, I found 
that they wanted to learn about Japan during  
the era when it was a developing country. They 
wanted me to share about the process of how 
Japan achieved a healthcare wonder. I didn’t 
have the answers at that time, and through my 
discussions with these colleagues, I learned that 
Japan should be more aware of the value of its 
past achievements.

One thing that I came to appreciate in the 
course of these discussions was the magnificent 
decrease in Japan’s infant mortality rate (Slide 
1). Today, the world is striving to attain the UN 
Millennium Development Goal of reducing by 
two-thirds the child mortality rate over a 25-year 
period. Although countries are working towards 
this goal with the target year of 2015, many are 
frustrated by the slow progress. Japan reduced  
its infant mortality rate at twice that speed, cut-
ting it down to one-sixth in 25 years, and this 

incredible achievement was based on the coun-
try’s own initiative. At present, the average life 
expectancy at birth for females in Japan is 86.4 
years, which is a surprisingly long life expectancy 
for anyone in the world. Everyone wants to 
know how this was achieved, and I feel that we 
need to understand and fully appreciate the 
value of this process.

This slide shows a comparison of the infant 
mortality rates in Japan and the US (Slide 2). The 
infant mortality rate in Japan declined rapidly 
after the end of the chaotic period following 
World War II, falling below that of the US in 
1964, which just so happened to be the year  
of the Tokyo Olympics. Japan was still a develop-
ing country then. Although Japan developed the 
bullet train, it had to take a loan from the World 
Bank to do so. Despite this dependence on inter-
national assistance, Japan recorded a mortality 
rate lower than that of the US. What enabled 
this achievement? Japan’s health indi cators went 
up before the country developed economically, 
and this fact aroused considerable interest among 
American researchers. I conducted joint research 

Maternal and Child Health*1
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health handbook—
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with the team of Professor Wallace, who is an 
expert in maternal and child health, at the Uni-
versity of San Diego, as well as Dr. Hirayama 
and his colleagues at the Japan Child and Family 
Research Institute. We arrived at five reasons for 
Japan’s low infant mortality rate.

Among others, the second reason is universal 
health insurance coverage. The fourth reason  
is health checkups for expectant and nursing 
mothers and for babies and toddlers. The first 
reason is a narrow socio-economic gap. The fifth 
reason is the high social value placed on raising 
children. Because this study was conducted in 
the 1990s, there is some question as to whether 
these explanations still hold for Japan perfectly 
today. However, what we listed as the third rea-
son—the maternal and child health handbook 
(MCH handbook)—was used then and is still 
used today.

The MCH handbook is a record of prenatal 
checkups, delivery, child development, and vac-
cinations. One feature of the handbook is that it 
treats maternal and child health as one. Another 
feature is that the parent keeps the handbook. 
Under the Maternal and Child Health Act, the 
handbook is provided for free to expectant 
mothers who submit a notice of pregnancy to the 
government. The handbook is divided into pages 
that are the same nationwide, as prescribed by 
the Ministry of Health, Labour and Welfare, and 
other pages.

Today, MCH handbooks are used in over 30 
countries, but only in Japan the book was handed 
out to a pregnant woman upon submission of a 
notice of pregnancy to the government (Slide 3). 

This practice in Japan startles people in other 
countries, who would observe; “Do you really 
notify the government of such a private thing as 
pregnancy?” This has made me feel that the 
Japanese, who have continued to notify the gov-
ernment of pregnancies, have special attitude  
in this regard. MCH handbooks originated in 
Japan. Handbooks for expectant and nursing 
mothers were distributed with a food ration 
handbook during the war in 1942. Thereafter, 
Japan created the world’s first MCH handbooks 
in 1948 in a way separately from but based on 
their predecessors. It was the first time in the 
world that a maternal handbook, pregnancy and 
delivery handbook, and child’s handbook had 
been combined. Seventeen years later, “maternal 
and child handbooks” were legislated in Japan 
under the Maternal and Child Health Act. Later 

(Slide 2)

(Slide 3)

(Slide 1)
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they were renamed “maternal and child health 
handbooks.”

Let us consider the role of this handbook 
from a global health standpoint. It is clear that 
the handbook is not merely a pocket notebook 
(Slide 4). OB/GYNs or midwives conduct pre-
natal checkups. After the delivery, the midwife or 
a public health nurse conducts a newborn visit to 
the family’s home. Infant checkups and vaccina-
tions are conducted at a health clinic. Throughout  
the process of pregnancy and delivery, many dif-
ferent specialists are involved at different loca-
tions and different times in a continuous flow of 
events leading to the birth of a child. The ques-
tion of how to ensure continuity across these 
different medical services is a major issue not 
only in developing countries but also in devel-
oped countries. In this respect, Japan has used 
MCH handbooks for the past 60 years to ensure 
a continuum of care by enabling the entire train 
of medical events from pregnancy to be grasped.

Now, realizing the usefulness of this tool,  
different countries are starting to introduce 
MCH handbook initiatives. Already more than 
30 countries have started initiatives and the  
International Conference on MCH handbooks 
was held in Nairobi in October 2012. Dr. Kiyoshi 
Kurokawa and Kenya’s Minister of Health  
attended the conference. This slide shows the 
Kenyan MCH handbook. It was created by  
a Kenyan pediatrician who studied at Tokyo 
Women’s Medical University and is very familiar 
with Japan’s MCH handbook. That physician 
said that the MCH handbook is the best tool for 
providing a continuum of care for mothers and 

children in Kenya, including fighting AIDS. 
Three hundred people from 25 countries, includ-
ing African countries that have developed or 
envisage introducing MCH handbooks, gathered 
together for discussion.

The various MCH handbooks that have been 
developed in different countries are really inter-
esting (Slide 5). They have been adopted not 
only in developing countries but also in developed 
countries. Utah in the US designed maternal and 
child handbooks as a keepsake to be passed on 
from mother to child. The person in charge of 
the program said that the state had copied  
Japan’s MCH handbooks. Fathers appear on the 
covers of Indonesia’s MCH handbooks.

In this context, an important element of any 
international cooperation is “Lessons Without 
Borders.” When the Great East Japan Earth-
quake hit, Japan instantly turned from an assis-
tance donor to an assistance recipient. In Sudan, 
which I visit often, high school students created 
a Great East Japan Earthquake Special Week, 
during which they made friends, raised money, 
and donated it to the embassy. They worked 
hard for a week to collect money for the people 
afflicted by the disaster. These efforts are really 
appreciated. I felt that in return, instead of  
interacting from the donor-recipient standpoint, 
we should develop relationships of mutual learn-
ing and cooperation among all the countries  
involved. The experience of developing countries 
regarding MCH handbooks has also been used 
for the improvement of Japan’s MCH hand-
books. Japan’s Health Ministry conducted a 
study on MCH handbooks making use of a ques-

(Slide 4) (Slide 5)
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tionnaire developed in Indonesia. Color-printed 
pages were added for the first time to Japanese 
MCH handbooks with a revision in April 2012, 
following the examples of developing countries 
using color-printed handbooks. In response to 
the question from a developing country asking 
whom MCH handbooks belong to, Japan wrote 
in the handbooks for the first time, “It is mean-
ingful for you as parents to give the handbook 
to your child when he or she becomes an adult.” 
We have reached a time when we can learn from 
each other in this way.

For your information, the 9th International 
Conference on MCH handbooks will be held in 
2014 in Cameroon, which was the first country 
in the world to make a bilingual MCH hand-
book in English and French.

What I learned through my efforts to spread 
MCH handbooks outside Japan are the prob-

lems in Japan. Dr. Miriam Were (past Dean  
of the Faculty of Medicine at the University of 
Nairobi and Director of the United Nations 
Population Fund office in Ethiopia) has said that 
MCH handbooks are a miracle. We Japanese 
have come to take MCH handbooks for granted 
so much that we don’t even realize what a bless-
ing they are. People in Africa, on the other hand, 
say that Japan is a wonderful country because it 
has these amazing MCH handbooks. We need  
to take more notice of the high value of MCH 
handbooks. JMA physicians gathered here today 
should make an effort to improve MCH hand-
books within our communities, adapting them to 
community circumstances and needs, for the 
benefit of the children who will take over Japan’s 
future. That is what I learned in working with 
people from developing countries.

Shigehito ISHIGURO2

For us pediatricians, the maternal and child 
health handbook is an extremely important 
source of information for learning about the  
relationship between a mother and her child. 
They have been improved successively for ease 
of use, especially with the addition of informa-
tion on management of the mother’s body, 
check-ups after delivery, and vaccinations, as  
well as the revision after each amendment to 
vaccination and other programs. In the past, I 
was involved in revising the maternal and child 
health handbook. After hearing today’s speech,  
I agree with Dr. Nakamura that a maternal and 
child health handbook should be considered a 
special gift that carries a message from the 
mother to her child. A mother can write down 
her worries, joys, expectations, and many other 

feelings when they occur while raising her child 
and, as Dr. Nakamura said, give it to the child.  
I would like people to know that this kind  
of maternal and child health handbook, in addi-
tion to being a gift filled with parental love, con-
tains extremely important information connected 
to health over an individual’s entire lifespan,  
including school health, community health, and 
developmental health. I hope that maternal and 
child health handbooks will evolve so that the 
information in them may be used even after the 
child reaches adulthood.

There are eight United Nations Millennium 
Development Goals, the 4th and the 5th of  
which are related to maternal and child health. 
Goal number 4 is to reduce child mortality. 
Shortly after World War II, the infant mortality 
rate in Japan was 78 or 80 per 1,000 births,  
but today it is around 2.3 in Japan, which now 
has the lowest child mortality rate in the world. 
In the developing world, on the other hand, 
many countries are tracking numbers like those 
seen in Japan following the war at around 80, 
while there are some countries, especially in  

2 Kochi Medical Association, Kochi, Japan. Member of the JMA Global Health Committee.
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sub-Saharan Africa, with numbers as high as 157.
As for the 5th UN Millennium Development 

Goal—to improve maternal health—the devel-
oping world has the inconceivably high number 
of 480 delivery-related deaths per 100,000 preg-
nancies. Making use of maternal and child health 
handbooks in countries such as these would be 
very important.

In particular, three conditions are necessary 
to derive the full value of the handbooks. The 

first is to raise the national literacy rate, espe-
cially the literacy rate of women. The second is 
to improve knowledge of public health. Lastly, 
the most important thing is to create countries 
where children can be born and raised with 
peace of mind—that is, create peaceful societies 
that are free of conflict. This is the most impor-
tant thing for a country that uses maternal and 
child health handbooks.
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I was a Takemi Fellow in 2006-2007 and subse-
quently remained at Harvard University under 
another fellowship for nearly two years. The 
Takemi Program has determined the direction of 
my work for many years.

My opinion is similar to that of Dr. Jimba 
and Dr. Nakamura. The health of the Japanese 
people has been built by the marvelous national 
policy of universal health coverage and its  
embodiment in community medicine. This pre-
sentation explains, using available data, the  
factors behind Japan’s achievement of excellent 
health following the realization of universal 
health coverage.

Japanese women nowadays have the longest 
healthy life expectancy in the world. This status 
was achieved in the late 1980s marking major 
improvement from the early post-World War II 
era, when Japanese women had a life expectancy 
of only 55 years. In this process of rapid progress, 
Japan overtook leading countries in the world, 
and has been the top runner ever since it  
attained this position. Japanese men have also 
been showing similar trends.

How has this been possible? This leads us  
to question what determines health. Although 
there are known risk factors related to genetics 
and aging, it has been shown that there are no 
special genes conferring long life on the Japa-
nese. The next thing to consider is the difference 
in lifestyle factors, such as eating, exercise, and 
smoking. These, in turn, are affected by “up-
stream” social factors, such as poverty, living  

environment, and human connections. At a  
further upstream level, all these factors are  
regulated by national policies including universal 
health coverage. The area of my work relates to 
the extent to which these kinds of social factors 
affect health. What, as a practical matter, has 
made the Japanese so healthy? Using objective 
data to the extent possible, I will describe the 
transitions in health status in postwar Japan,  
dividing the period into three phases. Thereafter, 
I will try to answer the questions: what health 
challenges are we facing today and how should 
we resolve those challenges (Slide 1)?

Postwar reconstruction and rapid economic 
growth began around 1950. This was also the 
time when so-called mammoth housing com-
plexes started to appear across the country.  
Japan enacted many health-related laws in this 
period. For example, the government promoted 
preventive strategies such as spreading the use 
of X-ray exams. Tuberculosis treatment became 
free in 1951 and universal health coverage was 
achieved in 1961. However, a system does not 
work just because it is there. Community resi-
dents, physicians, and healthcare personnel 
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worked together as bearers of the new system, 
supporting initiatives such as health checkups. 
This resulted, for example, in the rapid rise of 
women giving birth in hospitals and midwifery 
centers, and the hygienic environment also  
improved considerably. What prominently con-
tributed to the growth in life expectancy during 
this period was the reduction in mortality from 
tuberculosis among adults. Analysis has shown 
that this increased the life expectancy of women 
by two or more years. The reduction in infant 
mortality from infectious diseases also added 
two to three years onto life expectancy. The 
same trends were also seen in men.

From 1965 onward, rapid economic growth 
continued and medical costs increased. After a 
certain degree of success was achieved in infec-
tious disease control, chronic diseases emerged 
as a major problem in this period. Particularly in 
the case of Japan, death from stroke in associa-
tion with salty food was a very serious problem 
that was pushing medical costs up. The policy  
the national government took in response was  
to expand insurance coverage to preventive 
medications such as antihypertensive drugs. That 
enabled doctors to provide preventive care.  
Furthermore, residents, physicians, and public 
health center personnel have joined hands and 
continued to conduct health education and 
awareness building to restrict salt intake. Health 
check-ups were also made compulsory. As a  
result, the incidence of stroke declined at a sur-
prising speed from 1965 forward, nearly reaching 
the same level as developed countries. In rela-
tion to life span, the decrease in mortality from 

stroke in adults (aged 15 and older) added four 
to five years onto life expectancy. Similar results 
were also seen in men.

What I want to emphasize here is that while 
disease incidence rates clearly decreased with 
the development of legislation, this achievement 
depended on human resources in the commu-
nity. Were it not for well-established fundamen-
tal community health services that embraced the 
national system, Japanese people would not have 
achieved long life expectancies. In other words, 
communities in the country had what they 
needed for success. In this way, improvement of 
health was achieved through the ideal combina-
tion of top-down and bottom-up approaches.

From the 1980s onward, the life expectancy 
in Japan has retained the top position in the 
world and still continued to increase despite the 
pressing need to curb healthcare cost in the  
time of hardship. This persistent trend may also 
be attributable to the historical development of 
fundamental community health services.

Lastly, let us consider current health policy 
issues. With respect to direct risks, smoking  
and hypertension are the most important risk 
factors raising mortality (Slide 2). It is estimated 
that overcoming smoking and hypertension 
would reduce Japanese mortality by more than 
200,000 people per year. The aging of the popu-
lation and the prevention of the need for nursing 
care are problems that must also be considered 
when aiming to resolves these issues (Slides 3, 4). 
Moreover, there is the problem of so-called 
health disparities, which has become a concern 
in recent years. Because Japan’s social security 

(Slide 2)(Slide 1)
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system, including universal health coverage, is 
designed on the premise that the household is 
the basic unit of society, it is no longer able to 
subsume all members of society well, as a result 
of the diversification of lifestyles. Nowadays, 
there are people who do not fit perfectly into the 
system. Examples include single-parent house-
holds, the problem of non-regular employment, 
and young adult men who are isolated from  
local society. A challenge from here on will be 
to establish new safety nets that can accommo-
date the diversification of lifestyles.

Last year the Ministry of Health, Labour and 
Welfare raised the reduction of health disparities 
as a goal of the second Healthy Japan 21 cam-
paign. Now we need to consider how we can 
actually achieve that goal.

As seen above, there are many challenges. If 
we were to resolve these challenges, it would 
mean healthier and longer lives for the Japanese 
people. It has been calculated that resolving 
smoking and metabolic risk factors could add 
another three or more years to life expectancy. 
In what kind of people within society do these 
risk factors accumulate? Who should be the tar-
gets for countermeasures? We need to answer 

these questions (Slide 5).
We therefore have to promote transparency. 

More specifically, we need to make the most  
effective use of the existing data to build an  
information base for deciding who is at risk and 
who should be prioritized in the allocation of 
limited resources. This kind of persistent reform 
will be integral to the perpetuation of an equi-
table public healthcare system, which is the pride 
of Japan.

(Slide 3) (Slide 4)

(Slide 5)
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I would like to comment based on things I feel 
in the course of my everyday practice. We just 
heard from Dr. Kondo that the universal health 
coverage system allows equal access to medical 
care and that medical progress has made Japan 
into a country where the people enjoy high rates 
of longevity. However, there is also a tendency 
for physicians to concentrate in hospitals in big 
cities that have advanced medical technology 
and equipment. In particular, the shortage of 
doctors in rural hospitals is a problem. The short-
age of doctors in Yamanashi Prefecture where  
I live, especially in the remote areas, is very  
serious. Under the new post-graduate clinical  
internship system, young interns leave for more 
attractive hospitals outside the prefecture, caus-
ing a loss of young physicians. The University of 
Yamanashi cannot dispatch physicians to local 
hospitals, and so no one is sent to work with us 
physicians at remote hospitals. I feel that these 
medical disparities are getting worse, since in  
actuality people cannot receive the medical care 
that they need. Local physicians such as me,  
serving as family doctors, are also getting older 
now. We doctors in private practice also have to 
handle emergency cases, and so I feel that it 
would be good if the Japan Medical Association 
were to dispatch physicians and provide support.

I live in Minamikoma, a mountainous area in 

Yamanashi Prefecture. I would like to speak 
about an initiative in which our medical associa-
tion is engaged. The aging of society is occurring 
throughout the country. As of April 1, 2013, the 
percentage of senior citizens aged 65 and older 
was 24.7% nationwide and 25.7% in Yamanashi 
Prefecture. In Minamikoma County where I live, 
it is very high at 34.8%. This situation would be 
fine so long as elderly people were in good 
health, but the number of elderly people living 
alone at home, confined to bed, or living with 
dementia is increasing year by year. In response, 
the medical association in Minamikoma launched 
the Kyonan Area At-Home Medical Care Assis-
tance Center with the cooperation of hospital 
doctors and doctors in private practice with the 
aim of supporting healthcare. When a person 
comes to need at-home care, we assign an  
attending physician or a deputy attending phy-
sician and cooperating physicians in different 
specialties. We also make arrangements such  
as searching for a most appropriate hospital 
when a patient needs to be hospitalized. Now  
we are studying of adopting an IT-based health  
management system that will enable the sharing 
of information with dentists, nurses, pharmacists, 
care managers, and helpers. We have started  
preparatory work, and are considering of shar-
ing information on individuals with everyone in 
this way.

If Japan is to maintain its position as a coun-
try of good health and longevity in the future, we 
must ensure that specialists are able to keep 
track of the condition of every person and pro-
vide finely tuned medical care.

2 Yamanashi Medical Association, Yamanashi, Japan. Member of the JMA Global Health Committee.
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In this presentation, I would like to share with 
you a view of the health issues in the near future 
after 2015. What kind of society and what types 
of problems are going to confront us?

First, I will talk about the Millennium Devel-
opment Goals, which were mentioned by previ-
ous speakers. There are three health-related 
goals with the target year of 2015. Furthermore, 
it was agreed at Rio+20 to establish major sus-
tainable development goals that are universally 
applicable to all countries from 2015 onward. 
Sustainable development means development 
that meets the needs of the present generation 
without compromising the ability of future gen-
erations to meet their own needs.

This slide shows a view of the world we live 
in today (Slide 1). In 2000, the year the Millen-
nium Development Goals were established, we 
were facing acute problems needing urgent  
responses: civil wars, famines, debt crisis, north-
south disparity, AIDS, etc. Now, 15 years later, 
while we still have a north-south disparity,  
we seem to have entered a period where the  
entire world needs to address more chronic or 
structured problems such as disparities within 
countries, youth unemployment, the frequent  
occurrence of disasters associated with climate 
change, the aging of society, and chronic diseases.

In that context, here we are looking into  
obesity, which is a chronic condition. The present 
situation of obesity in the world is as follows.  
Of the population aged 20 and older, more than 
1.4 billion people are overweight, and of these 

people, 200 million men and 300 million women 
are obese. Forty million children aged five and 
under are overweight. As has been pointed out, 
this situation is likely to increase the risks for 
future diabetes, heart disease, and cancer, and 
may drive the developing world into the prob-
lem of the double burden of infectious and 
chronic diseases.

At present, the prevalence of overweight 
people, defined as a BMI of 25 or higher, in  
the US, Australia, and other developed countries 
has reached 60 to 70%. In low-income countries 
such as Mexico, South Africa, Fiji, and Brazil  
are also seeing increases in the percentage of 
overweight and obese people. We can see that 
obesity is emerging as a problem imposing a 
double burden on developing countries and  
also an issue affecting them in common with  
developed countries (Slide 2).

When did this situation begin? The obese 
population has increased rapidly since 1980.  
Today, one out of five people in the world is said 
to be overweight. This situation has expanded at 
a much greater speed than the AIDS pandemic 
(Slide 3). We might be in a situation in which the 
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entire world will suffer from obesity. This figure 
shows the percentage of obese adults against a 
time axis. You can see that the rate of obesity 
has increased at an extremely fast pace.

This slide shows calorie consumption by  
region. In North America and Western Europe, 
daily energy intake exceeds 3,500 kcal. The world 
average was 2,800 kcal in 2009, and obesity has 
increased in this situation. This slide shows per 
capita GDP and per capita consumption. As per 
capita nominal GDP goes up, so does energy  
intake. Accordingly, there are obese people  
in developed countries. Obesity has also been 
increasing even in countries with low per capita 
consumption. Despite low energy intake in the 
national average, an increasing number of peo-
ple are consuming a lot of calories. This means 
that some people are consuming few calories.

Looking at obesity and income disparity, this 
slide shows the result that obesity increases as 
economic disparities grow.

The world seen from this perspective may be 
paradoxical in a sense. While 2.4 billion people 
(34%) are overweight, one billion people in the 
world are starving. The two opposite conditions 
exist side-by-side within the same world, within 
a region, and within a country. This is the reality 
of the world today.

The results of a study on homeless people in 
Boston in the US showed that one in three falls 
under the category of clinical obesity. It wasn’t 
very long ago that being thin indicated malnutri-
tion, but it has been pointed out that nowadays 
obesity could be disguised malnutrition.

This figure shows the trends in the obese 
population aged 0-5. The childhood obesity pop-

(Slide 2)

(Slide 3) (Slide 4)

(Slide 1)
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ulation in developing countries stood at about 20 
million in 1990, grew to 35 million in 2010, and 
is estimated to approach 50 million in 2020 
(Slide 4). Childhood obesity is a cause of adult 
obesity and maternal obesity is a cause of child-
hood obesity. Moreover, childhood obesity has a 
long-term impact lasting into future generations. 
If obesity is a cause of many chronic diseases,  
we may be holding a time bomb that could result 
in a dramatic increase in health problems in  
the future.

Meanwhile, globalization has brought about 
many changes. This slide shows the global distri-
bution of McDonald’s restaurants. The highest 
numbers of outlets are in developed countries, 
with the US in the top place and Japan in second 
followed by Canada, the UK, and Germany. 
However, if we take into account McDonald’s 
prospects of future expansion potential over the 
next 20 years, we get a list including developing 
countries: China could easily accommodate 
38,000 economically viable outlets while India 
could have about 34,000 (Slide 5).

This slide shows obesity and fat accumula-
tion within that context. Interestingly, it has been 
pointed out that the metabolic changes triggered 
by obesity closely resemble the changes in  
energy metabolism occurring in hibernating ani-
mals. The adaptive changes occurring in obesity-
prone people are considered to have evolved 
from the adaptive process that would enable  
us to endure long periods of food shortage. 
However, in this age of plenty, it is highly likely 
that this has become a maladaptation, what is 
technically known as the mismatch paradigm. 

The world today may have this kind of compli-
cated health problem.

Obesity has been around since the distant 
past. As a rare phenomenon, obesity is thought 
to have been a symbol of beauty and wealth, as 
exemplified by the Venus statue from a site in 
Germany that is over 20,000 years old, and a 
portrait of Daniel Lambert of England depicting 
a person who might be the fattest individual 
known at that time. So, these symbolized beauty 
and wealth.

Keeping that situation in mind, lastly I would 
like to give you some near-future issues indi-
cated by obesity. The world has been seeing  
a rapid increase in obesity since 1980. At pres-
ent, between one and 1.3 billion people fit the 
definition of obesity. This appears to be the next 
pandemic following on from AIDS. There are 
clusters in the distribution of obesity like those 
seen with infectious diseases. Assuming there is 
a cultural infection factor, we might be able to 
apply infection epidemiological and mathemati-
cal models that we have cultivated in the area  
of infectious diseases. In America, obesity has 
increased rapidly since 1980. There are 12 million 
Americans with a BMI over 40. There are said 
to be about one million Americans with a BMI 
over 70. Sixty-three percent of adult women are 
overweight and a half of this group are said to 
be obese. However, these percentages are level-
ing out. Does this mean we have reached satura-
tion of obesity in the modern environment? 
What will happen in Japan in the future? How 
will obesity spread in the world? We need to 
address these issues. Meanwhile, in the South 
Pacific, obesity and type II diabetes affects 70% 
and 40% of people, respectively. What should we 
think about this problem? It has been pointed 
out that the people in Tibet and other high-lying 
lands who are adapted to higher altitudes are 
more likely to have a greater risk for obesity and 
diabetes. This may be explained by the possible 
involvement of thrifty genes or as an example  
of past adaptation turning into modern mala-
daptation. On the other hand, gut peptides that 
suppress eating and influence obesity have an 
antibacterial effect, and the relationship between 
obesity and infectious disease has been gather-
ing attention recently. How should we approach 
these problems? Finally, here is something to 
consider that may be a little more fundamental. 
Human babies have the highest amount of body 

(Slide 5)
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Actually, I brought here is a book written by  
Dr. Yamamoto, a paperback book entitled Infec-
tious Diseases and Civilization published by  
Iwanami Shoten. His previous book treated new-
type influenza, and I expect that his next book 
from Iwanami will cover the topic of this speech.

What are our future prospects when faced 
with the obesity problem? Genetically modified 
foods such as wheat and cornstarch are being 
imported into Japan. There is a cornstarch plant 
in Nara. When I visited it on an industrial health 
tour, I asked whether the corn they were using 
was genetically modified, but they did not  
answer, claiming that it was a trade secret. When 
we were children, there was a school break dur-
ing the rice-planting season. Children of rice 
farming families helped to plant rice from the 
time they were in kindergarten and elementary 
school. Even children of non-farming families 

were told to help with cleaning the house, and  
so they too worked hard, moving their bodies  
a lot. Food supply was basically insufficient up 
until about 1965 or 1975, but nowadays, high  
energy intake has become a major problem due 
to various factors. The government, educators, 
and we who are engaged in healthcare now have 
to do our best to address this problem.

Masao Fukasawa, who would become the 
mayor of Sawauchi Village in Iwate Prefecture, 
moved to Taiwan with his wife. She died there, 
and he later returned to Japan, leaving his chil-
dren behind. Considering he had to do some-
thing for his home village, he campaigned for 
and achieved zero infant mortality in Sawauchi 
Village. Doctors are important, but it is the role 
of local medical associations to enlist everybody, 
including public health nurses, all residents, rice 
sellers, confectionery shops, etc. so that all these 
people work together to build a healthy com-
munity. I am always saying this at the Rotary 
Club meeting, but I can never seem to find com-
mon ground with businessmen. Nevertheless, I 
want to keep pushing forward and addressing  
the problems of today and the future.

2 Nara Medical Association, Nara, Japan. Vice-Chair of the JMA Global Health Committee.

fat among mammals, and some authors consider 
this a necessary adaptation to support our large 
brains. This abundance of adipose tissues has  
an effect on the immune system and has been 

suggested to have a protective effect against  
infection. Is adapting to obesity in the future the 
direction in which humanity should evolve? The 
time has come for us to confront these issues.
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[Dr. Suzuki] We now begin the panel discus-
sion. Dr. Ishii and Dr. Suganami, who is a mem-
ber of JMA’s Global Health Committee and 
president of AMDA, will chair the discussion. As 
you know, AMDA participated in on-site relief 
operations after the recent large-scale typhoon 
disaster in the Philippines, and JMA provided 
funding to help support their efforts. Well then, 
let us have a good discussion.
[Dr. Ishii] Speaking of AMDA and the typhoon 
damage relief efforts in the Philippines, the Japan  
Self-Defense Forces and the AMDA teams, 
which are now in the interior of the Philippines, 
finally started to collaborate with each other yes-
terday. They are now able to engage in humani-
tarian assistance while securing safety. The JMA 
would like to continually support AMDA, and 

so it recently provided a first round of funding. 
JMA members have asked me how the fund 
raising is progressing. I will let you know and ask 
for your support when we obtain clear informa-
tion on the situation.

Let’s move on to the main topic. The speeches 
we heard today clarified many aspects of the 
main theme of this symposium—“From the com-
munity to global perspectives, from the global to 
community perspectives.” We would like to hear 
anything that the speakers would like to add.
[Dr. Kondo] As Dr. Jimba mentioned in his 
talk, Japan went from being a developing coun-
try to joining the ranks of developed countries 
in terms of health. There is no doubt that the 
achievement of universal health coverage was 
very much tied to that, but Japan did not reach 
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the healthiest nation in the world 
just because of universal health 
coverage. Well then, what else did 
Japan do? How was it able to over-
come so many infectious diseases? 
I talked about the fundamental  
assets that existed in Japan and com munity initi-
atives, and I would like to see those kinds of 
Japanese experiences communicated more to  
the world. I would like to ask Dr. Jimba how to 
convey this message to the world and what the 
current status of such initiatives is.
[Dr. Jimba] The establishment of the system  

is only part of the story; commu-
nity health efforts and the practice 
of community medicine, which  
together brought the system into 
fulfillment, had a big part to play. 
By the way, something that I  

noticed while preparing for today’s speech was 
the extreme dearth of literature in English relat-
ing to community health in Japan. Most accounts 
are only in Japanese books and essays. Given 
this situation, it will be difficult for the people  
of the world to discover the community health 
initiatives in Japan. In this respect, we did not 
make enough effort. As for Yachiho Village, the 
thing that got the village going on its health pro-
motion activities was an outbreak of dysentery 
in 1953. That outbreak of dysentery killed 222 
people. The village created health instructors to 
fight the dysentery outbreak, and based on this 
experience, the initiatives talked about earlier 
were started. The health instructors who worked 
to combat dysentery or infectious disease later 
worked as health instructors fighting hyper-
tension and other non-communicable chronic 
diseases (NCDs). This initiative could be intro-
duced as a very effective example for developing 
countries, where the pattern of disease is shifting 
from infectious diseases to NCDs. However, 
these kinds of initiatives have not been recorded 
in the English literature sufficiently. If this situa-
tion is improved, the efforts made in Japanese 
communities could be disseminated better to the 
rest of the world. There is a wealth of Japanese 
literature, and it needs to be summarized well 
and disseminated.
[Dr. Nakamura] I would like to add two points 
to this discussion from the perspective of mater-
nal and child health. The collaboration between 
public health nurses, midwives, and physicians 

was very important in improving 
maternal and child health after  
the war. We use the term “team 
medicine” nowadays, but a lot of 
collaboration has been taking place 
in community medicine since much 
earlier. When I talked with midwives who are 
now in their 70s and 80s, they said that it was 
the community OB-GYNs who helped them  
out back in the old days when there were only 
very limited resources. That kind of collabo-
ration existed within the community. It is just 
that nothing is left as hard evidence.

The other point is the bottom-up power  
of the people working in the community. This 
works in combination with the top-down sug-
gestions given by the national government, the 
Ministry of Health, Labour and Welfare, and 
more importantly local governments. These  
two approaches meshed together nicely. I feel 
that the quintessence of community medicine  
in Japan lies in the ideal interaction between 
protection from above and empowerment from 
the community, as Keizo Takemi’s concept of  
human security implies.
[Dr. Ishii] When we look at changes occurring 
around 1957 and 58, when Dr. Taro Takemi  
became president of JMA, we find that various 
networks were formed in the community involv-
ing school health, community health, health 
checkups, and health screenings in the work-
place. Something happened when these became 
entangled with community power. Universal 
health insurance became a tool to back that up. 
And the change had a positive effect in that the 
people who used to hesitate to access medical 
care came to feel free to access medical care 
whenever they needed it.
[Dr. Reich] This is a very impor-
tant question. How do we explain 
the fact that Japan is the healthiest 
nation in the world? Listening to 
your comments, I am inclined to 
conclude that there is no simple 
explanation. We can say that particular condi-
tions enabled Japan to achieve a certain success.  
But what about the effect of universal health 
coverage? This was a necessary condition, but I 
do not think it alone was sufficient to achieve 
success. If you think about it, the UK had uni-
versal coverage even before Japan. But, that 
alone did not make the UK the healthiest nation 
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in the world. In the end, multiple factors are  
involved. That is, the state of health improves 
when many factors, such as the political situa-
tion, the economic situation, the role of doctors 
in private practice, how drugs are used, food, and 
exercise, all fall into place. The next important 
question is, what will happen to Japan in the  
future? How will the situation change if the 
Japanese become fat like Mexicans and Ameri-
cans? If that happens, you will eventually need 
something that affects human behavior. At that 
time, who will do what? What will be the role  
of physicians in private practice? What will be 
the role of the Japan Medical Association? This 
is an important theme for future discussion.
[Dr. Ishii] Japanese medical care had reached 
a certain height in the 1980s when the Takemi 
Program was created. At that time, Dr. Takemi 
wanted to create a platform at Harvard that 
would create a strong link between domestic and 
global health so that Japanese information would 
be brought out and information brought from 
outside would be reflected in Japan. When you 
actually go there, what can you see? I would  
like to hear some comments on that.
[Dr. Nagata] What I got out of the Takemi 

Program was the conversations I 
had with other Takemi Fellows 
from many different countries. The 
high value of maternal and child 
health handbooks was something 
that we did not notice on our own; 

It was something we were reminded of by having 
it pointed out from another perspective. The 
strength of the Takemi Program is that it pro-
vides a place where one can obtain new points 
of view.
[Dr. Nakamura] I want to share with you what 
I thought amazing about the Takemi Program. 
There was a health economist from South Korea 
on the program at the same time. He was not a 
physician. People who do economics come into 
medical schools to do public health and discuss 
medical economics there. I learned that such 
people are around here and there. I feel that 
Japanese physicians have fallen into the habit of 
interacting only with other physicians. But on 
the program, it was not like that; there were 
people with all kinds of backgrounds. There were 
sociologists and journalists, and they would go 
and talk about health. I learned that to improve 
health, medical care gets better by having these 

kinds of discussions not just among healthcare 
professionals but also with people in various 
fields. In that respect, I thought that the people 
from so-called developing countries were ahead 
of us.
[Dr. Jimba] I went to Harvard University  
twice and what struck me was that many dif-
ferent kinds of values are esteemed equally. For 
example, there was a researcher who, even 
though he didn’t have a doctorate or even a 
master’s degree, loved research and had written 
more papers than Japanese professors. He was 
extremely satisfied in his position. There was also 
a person who was living a happy life, satisfied 
with his position, engaging enthusiastically in 
fieldwork as a lecturer; he didn’t need to become 
a Harvard professor to feel happy. In Japanese 
universities, on the other hand, one gets the  
impression that becoming a professor is the only 
goal. But, I felt that depth of character not like 
that is wonderful. On a personal note, a previous 
professor of my department told me that he 
wanted me to fulfill a role of connecting the 
medical front and the university. People on the 
front conducting medical and health activities 
cannot write papers while researchers in uni-
versities who can write papers do not know the 
reality in the field. He told me that people who 
have both skills will be needed in Japan from 
here on. I am grateful for the Takemi Program 
for allowing me to strengthen myself for that 
kind of work.
[Dr. Ishii] Dr. Suganami is involved in commu-
nity medicine and international contributions 
during disasters, and I would like to hear a com-
ment from him in that regard.
[Dr. Suganami] I always think to myself, “What 
would Dr. Takemi do?” Dr. Takemi used the 
phrase “fundamental, far-reaching, and eternal” 
and also spoke of “professional freedom.”  
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Having a medical license means that you should 
help patients, should save their lives, and should 
not turn your back on them. I am deeply inter-
ested in why Dr. Takemi chose the word freedom 
here instead of liberty. Freedom means not to 
allow oneself to be shackled, to be unfettered. 
Dr. Takemi probably meant to tell us to break 
any shackles in order to save patients’ lives.  
That is why he used the expression freedom as 
a professional, and in that I feel his sense of  
noblesse oblige (i.e. the responsibility of a person 
of high rank) as a physician. I associate every 
usage of the phrase professional freedom with 
noblesse oblige. This is true in community medi-
cine and disaster medicine. To go beyond ethnic-
ity, religion, and national borders is the essence 
of Dr. Takemi’s thought on noblesse oblige and 
professional freedom. I am working in commu-
nity medicine and disaster medicine and always 
thinking about what professional freedom means.
[Dr. Ishii] Here is a question from Mr. Inaoka 
of the Ministry of Foreign Affairs. What kind of 
system should Japan develop in order to draw 
on all of its human resources and wisdom, in 
terms of the challenges the country faces and 
learning from one another with developing 
countries. As mentioned by Dr. Yamamoto in  
his talk about the future, we are facing many 
demands in the field. What can the national  
government do to help? What do you think 
about this?
[Dr. Yamamoto] This was men-
tioned in Dr. Jimba’s speech, but 
when the system becomes strong, 
the power of communities weakens.  
When people are provided with a 
good system, the decision-making 
power of the people who participate in that sys-
tem declines. In other words, what we mean by 
a good system is to create a system whereby 
benefit is obtained reliably even if the people 
who benefit from it say nothing. Nevertheless, 
when the system gets into motion, it weakens  
the power of those people who participate in it. 
After the war, Japan built a really good system. 
It built a good system and managed it well, and 
because of that, we seem to be facing certain 
problems. Actually, after listening to today’s 
talks, I thought that the lessons and learning that 
Japan really needs to communicate to the world 
might be how to overcome and deal with those 
problems. Thirty years ago, Dr. Taro Takemi felt 

the bud of what might be a modern issue and 
created the Takemi Program. Sure enough, 30 
years later, it has become a reality. There is a 
lesson there. If we are currently noticing the  
germination of a problem like the conflict of the 
people participating in a good system, we should 
begin to consider how we can prepare for and 
overcome that problem when it occurs 30 years 
down the road and how it will emerge as a  
specific challenge. I felt that Dr. Takemi taught 
us that by creating this program.
[Dr. Ishii] Incidentally, participants in JMA’s 
Global Health Committee include not only  
physicians in community medicine, specialist 
physicians, and observers (Dr. Maruyama of the 
Japan Primary Care Association and staff mem-
bers from the Ministry of Foreign Affairs and 
the Ministry of Health, Labour and Welfare)  
but also people who are creating a network of 
young doctors called the Junior Doctors Net-
work. We now have a network of specialists 
brought together through the Takemi Program 
from all over the world and from Japan. The 
challenge in the next phase will be how the  
interns working hard in community medicine 
will use the network as a whole. Considering 
about that, what can we see if we look into the 
future from the current situation? Michael, may 
I ask you for a closing comment that includes  
an overall forecast?
[Dr. Reich] One premise of the Takemi Pro-
gram is that, ultimately, it is individuals who  
create the relationship between the local and the 
global. The growth of each participant in the 
Takemi Program (as Takemi Fellows) is what 
makes the program work. When they go back 
home to their organization, they make the  
organization better, and when the organization 
becomes better, the community becomes better, 
and when the community becomes better, the 
country becomes better, and when the country 
becomes better, the world becomes better. These 
connections all start with the individual. One 
year of studying in the Takemi Program is a 
luxury. For one year in your life, you have the 
freedom to study what you want to. How will 
you grow? That is a rare luxury year in a per-
son’s life. We hope that this will make the world 
a better place. And after listening to the com-
ments of these five people today, all former 
Takemi Fellows, I conclude that it is succeeding 
quite well.
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As Dr. Reich said, the 30th anniversary symposium for the Takemi 

Program in International Health was a great success. During his 

Keynote Speech, Dr. Reich introduced talks given by Takemi Fellows from many different  

countries at the symposium held in Boston. Listening to that and to the talks given here by five 

Takemi Fellows, I was genuinely moved by the foresight of Dr. Taro Takemi, who planned this 

program in international health 30 years ago. At yesterday’s party, there was discussion of keeping 

the program going for another 30 years. I believe that the program will continue, and I hope that 

young people will line up to participate and study the situations in other countries. Since the 

Japan Medical Association and the Japan Pharmaceutical Manufacturers Association are, after  

all, supporting such a great program, the outcomes need to be publicized more. Now, I would  

like to once again express my appreciation to Dr. Reich for giving the keynote speech and to  

the five Takemi Fellows who gave talks today. Thank you very much.



Financial Support for the Takemi Program

The Japan Pharmaceutical Manufacturers Association (JPMA) has been financially  

supporting the management of this program for twenty years since 1994.

Financial Support for the Harvard School of Public Health Takemi Program  

30th Anniversary Symposium

On the occasion of the HSPH Takemi Program 30th Anniversary Symposium which was 

held in Boston, the US on October 11 and 12, 2013, donation was made by the JPMA, 

the Japan Federation of Medical Devices Associations (JFMDA), and Pharmaceutical 

Research Manufacturers Association (PhRMA).
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