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Policy Cycle:

1. Assessment of Population Health

2. Assessment of Potential Interventions

3. Policy Choices

4. Policy Implementation

5. Policy Evaluation

Epidemiology can contribute to each step of the policy cycle
(RA Spasoff: Epidemiologic Methods for Health Policy, Oxford University Press, 1999. p88
[ The Policy Cycle]XY)
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The 7*" Japanese Young Epidemiologists Meeting

Date : January 25 (Fri), 2002

Time:18:00~19:45

Venue : Sirogane—hall, The Institute of Medical Science, The University of Tokyo
4-6-1 Shirokanedai, Minato—ku, Tokyo 108-8639

Theme: "Role of Epidemiology and Epidemiologists in Evidence—based Health Policy”

Chairpersons:
Shunsaku Mizushima (International Research Center for Medical Education, The

University of Tokyo)
Takeo Nakayama (Department of Medical System Informatics, School of Public Health,

Kyoto University)

Speakers:
1. Masatoshi Watanabe (General Affairs Division, Health Service Bureau, Ministry of

Health, Labor, and Welfare) (15m)
"Health Japan 21 — National Health Promotion in the 21°* Century -

2. Takashi Kadowaki (Department of Health Science, Shiga University of Medical

Science)(15m)
"Effectiveness of Intervention based on Health Japan 21"

3. Michikazu Sekine (Department of Welfare Promotion & Epidemiology, Toyoma Medical

and Pharmaceutical University)(15m)
"Prevention of Child Obesity on the Basis of the Toyama Birth Cohort Study:

From Epidemiology to Health Policy ”

4. Robert A Spasoff(Professor, Department of Epidemiology and Community Medicine,
University of Ottawa)(25m)
"Epidemiology and Health Goals”

Discussion:
“Role of Epidemiology and Epidemiologists in Evidence—based Health Policy” (30m)

Language : Japanese and English

Party 20:00~20:45 (same place)
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2. Effectiveness of Intervention based on Health Japan 21

Takashi Kadowaki, MD, MPH, PhD
Department of Health Science, Shiga University of Medical Science, Ohtsu,
Shiga, Japan

The Individual Health Education is a program implemented under the 4t Elderly
Health Care Scheme in 2000-2004 supervised by the Ministry of Health and Welfare. It is
an intervention program for those with mild risk factors found in regular health check-ups
to modify them and prevent lifestyle-related diseases. National Health Promotion in the
21st Century (Health Japan 21) stipulates specific targets and goals for preventive
measures, and the Individual Health Education is one of the measures to achieve them. It
has been two years since the program was introduced, and it now spreads through not only
local administrations but also industrial health fields.

The second step of Dr. Spasoff's Policy Cycle is ‘Assessment of Potential
Intervention.” In this symposium, | would like to show you how the Individual Health
Education has undergone the evidence-based assessment procedure. The story goes back
to 1995, when the Ministry of Health and Welfare had not yet introduced the concept of
‘lifestyle-related diseases,” and they were just called ‘adult diseases.” The research project
called ‘The Intervention Study to Reduce Cardiovascular Risk Factors through Lifestyle
Modification’ led by Prof. H Ueshima (Shiga University of Medical Science) was launched
with randomized controlled design of approximately 1,500 subjects. The success of this
study appealed to the government, which drove the project toward one of the national
health policies. In 1999, one year prior to the implementation of the Individual Health
Education, Prof. A Okayama (lwate Medical University) examined the effectiveness of this
program in a real-world situation. This procedure ascertained the effectiveness of the
Individual Health Education in mild hypertension, mild hypercholesterolemia, and mild
hyperglycemia. As for smoking, there is no specific numerical target in Health Japan 21. |
would like to show you one of our intervention findings regarding how effective intensive
individual health education on smoking-cessation is.
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1. Kagamimori S, et al. Child Care Health Dev 1999; 25:235-247.
2. Takahashi E, et al. Prev Med 1999; 28:293-296.

3. BIRRIEFND. JEAOFREE 2001; 48:14-21.



3. Prevention of Child Obesity on the Basis of the Toyama Birth
Cohort Study: From Epidemiology to Health Policy

Michikazu Sekine, MD, PhD
Department of Welfare Promotion & Epidemiology,

Toyama Medical and Pharmaceutical University, Toyama, Japan

Growing Importance of Obesity Prevention:

The increase in the prevalence of child obesity is of worldwide concern. In Japan, the
prevalence of child obesity increased from 3% in 1970's to 10 % in 1990's. More than 50% of
obese children continued to be obese in adult. Adult obesity is difficult to treat. Therefore,
prevention of obesity from childhood is desirable.

Evidence from Epidemiological Studies:

We are currently conducting a birth cohort study comprising of approximately 10000
children living in Toyama prefecture, who were all born in 1989. The study enables us to
evaluate the relationship between social background, parental factors, lifestyle factors, and
child obesity in cross-sectional and longitudinal design.

Lifestyle factors associated with child obesity included skipping breakfast, irregular
snacking, physical inactivity, long periods of TV watching and videogames, late bedtime, short
sleeping hours, and frequent intake of instant noodles and fastfood. Some social and familial
factors were associated with these lifestyle factors. For example, children living in villages
were negatively associated with physical inactivity. Children living with grandmothers were
related to frequent snacking, long periods of TV watching, and short sleeping hours. Only child
was linked to long periods of videogame and short sleeping hours. Maternal full-time
employment was associated with frequent snacking, long periods of TV watching, and short
sleeping hours. While paternal obesity was not associated with possible lifestyle risk factors for
child obesity, maternal obesity had consistent links with these obesity-related lifestyle factors.

Policy Perspectives:

Toyama prefecture has 35 municipalities (9 cities, 18 towns, and 8 villages). Naturally,
different municipalities have different social characteristics including population density, the
rate of expanded families, the rate of maternal employment, and etc. In addition to population
strategy (e.g. raising the average physical activity level of children in school education),
high-risk strategy on the basis of indenting high-risk regions and groups in terms of social and
familial characteristics, leading to child obesity, would be helpful to reduce the prevalence of

child obesity in Toyama prefecture.

References:

1. Kagamimori S, et al. Child Care Health Dev 1999; 25:235-247.

2. Takahashi E, et al. Prev Med 1999; 28:293-296.

3. Sekine M, et al. Journal of Welfare Statistics 2001; 48:14-21(in Japanese).



4. EPIDEMIOLOGY AND HEALTH GOALS

Robert A Spasoff, MD, MSc
Professor
Department of Epidemiology and Community Medicine,

University of Ottawa, Ottawa, Ontario, Canada

I am delighted to participate in this symposium, since health goals are one of my favourite
topics. | shall comment [slide 2] on the need for a framework for thinking about health goals,
on the relevance of the policy cycle to health goals, on the need for extensive consultation, and

on the relationship between national and local health goals.

0

I chaired a task force to advise the Ontario government on health goals in the late 1980sL.
Under the influence of the WHO Health for All by the Year 2000 initiative, we used a
framework that we found helpful in clarifying our thinking and in producing a comprehensive

and coherent product [slide 3]:

Focus of Health Level of Health Goals

Goals Broad Goals Subgoals Objectives Targets
Equity 1 3

Outcomes 2 12

Determinants 3 15

Strategies 1 11

One dimension incorporated several levels of goals (I am sure that you have discovered that
everyone who talks about health goals uses different terminology), while the other dimension
(the “focus” of the goals) was based on values (equity and health outcomes), on the health
determinants defined in A New Perspective on the Health of Canadians (the Lalonde Report, a

1 Panel on Health Goals for Ontario (Spasoff RA, chair). Health for All Ontario.
Toronto: Ontario Ministry of Health, 1987.



1974 report that contributed importantly to the health promotion movement), and on
strategies needed to achieve the goals. You will note that there were seven very broad goals,
and that these were elaborated into 30 more specific subgoals and 11 strategies. Objectives
(specific statements in measurable form) and targets (specifying how much progress was to be

made by what date) were to be developed in the future.

As a quantitative discipline, epidemiology has a special contribution to make to any health
goals process. The policy cycle | used in my textbook? has five steps [slide 4]: assessment of
population health, assessment of potential interventions, policy choices, policy implementation,
and policy evaluation. In the book, | placed health goals in step 4, Policy Implementation
(partly because I did not want to lose them by spreading them across all five steps, and partly
because step 4 needed filling out!), but here the entire emphasis is on health goals, so I shall

spread the relevant activities across the whole cycle.

1. Assessment of population health [slide 5]. Epidemiology can help to identify priority topics
for health goal development, provide baseline measures, and make projections of future health
status in the absence of interventions.

2. Assessment of potential interventions [slide 6] is relevant to the important step of
developing strategies to achieve the goals: if we simply specify goals without developing a plan
for their achievement, it is unlikely that anything will happen.

3. Policy choices [slide 7]. Projections and disease modelling can help the authorities to select
among the potential goals, by quantifying the health impact that would result from
achievement of each goal. Using priority-setting techniques, epidemiologists can also help
decision-makers to achieve consensus in the actual choices.

4. Policy implementation [slide 8]. Given our expertise in measuring population health,
epidemiologists can suggest or develop appropriate indicators to monitor achievement of the
goals, and can advise on appropriate targets. Naturally, the targets should not be
unrealistically easy (or the process will lose credibility) or unrealistically difficult (or the whole
project will look like a failure). The targets should be challenging, but mostly achievable. It
is especially important that targets at all levels should be consistent, e.g., that the targets
proposed for risk factors should, if achieved, lead to achievement of the targets for health
outcomes. In fact, this was the purpose for which the disease model Prevent was originally
developed in the Netherlands. The US Healthy People initiatives used Can-Trol for a similar
purpose, in setting its objectives for cancer. Although quantification is important, and one of
our main contributions, we should not over do it, ignoring important simply because we cannot
measure them.

2 Spasoff RA, Epidemiologic Methods for Health Policy, Oxford University Press, 1999.



5. Policy evaluation [slide 9]. Given our expertise in surveillance, epidemiologists are well
equipped to monitor progress toward achievement of the health goals. This can be seen
especially in the USA Healthy People initiative, which has had a very strong epidemiologic

basis from the beginning (too exclusively so, in its first cycle).

After all this technical material, two general comments on health goals. First [slide 10], |
think the most important step in a health goals process is very wide consultation: getting as
many people talking about it and committed to it as possible. Our Ontario project ultimately
failed, partly because there had not been wide enough political commitment to it. The
implementation of the project had been assigned to an intersectoral Premier’'s Council on
Health Strategy, which did excellent work but did not include members of the political
opposition. When the government changed (twice!), the new governments regarded the
project as belonging to their predecessors; they could not see why they should support their
opponents’ policies, and the project faded away. The US project is a far more successful
example, having survived several changes of Administration. Perhaps this is because their
objectives were always identified as goals for the nation, not the government. | think
Australia has also got the balance between technical and consultative approaches right,

although only on their second try.

Finally [slide 11], a comment on the relationship of national to local goals. The US experience
is rather top down, with national goals developed first (after much consultation), and states
and local jurisdictions encouraged to pattern their own goals on the national ones. | believe
that a high proportion have done so. The WHO European targets were different in that
several countries had already developed their own goals; perhaps that is why the European
targets are more general than the US objectives. Again, many countries in the region have
followed up, although to varying degrees. In Canada the provinces are mainly responsible for
health, and in this respect can be regarded as equivalent to countries. Most provinces have
developed health goals and encouraged their regional health boards to develop their own goals,
but a recent survey by researchers at the University of British Columbia3 revealed that the
process has not gone smoothly. There had not been enough consultation: over half of
respondents reported having had no influence on development of the goals. Provincial
government commitment was perceived to be highly variable, and implementation pretty low
everywhere. Health system goals had been most acted upon, the high-minded health
promotion stuff having been pushed aside by concerns for hospitals and health care costs.
Population sub-group goals had been least acted upon, and there was also not much action on

physical environment or health equity. Goals had been used regionally to varying extents.

3 Frankish J, Health Goals: National Study of Implementation in Canada. UBC
Institute for Health Promotion Research, 1999

(www.ihpr.ubc/ca/frameset/frset publicat.htm).




Factors promoting action by regions were targeted resource allocation from the provinces
(although this had very rarely happened) and compatibility with a region's own goals.
Provincial mechanisms for monitoring achievement of the health goals were perceived to be

largely absent.

So we have not done a very good job in Canada, but many other jurisdictions have. | am
delighted to see Japan embarking upon a goals process, and am confident that you will benefit
from the successes and failures of other jurisdictions. 1 am equally confident that

epidemiology will contribute substantially to its success.
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