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Al TREHUNEYT—2av Nt ADEBEFEEMERE~DE]

(FAE) RRARFRFRAABREFERHREREF -REF LDERHE
(#REE) RERAXZFRFRBREFRE? RKFLE

ER)EMHAEMMZESE (COPD) DEAMEEEZDAMMARDOERLLY . EEED LFEE F-.
HEGZ AL COPD BEDEMFE - EERELTELSE. SoLLIAREBCERRTLELSE S,

SMHE COPD AREEFIZHITIHRLUNE)T—3 N A (Early rehabilitative intervention: LR
ERD [FBARYRVZETSELIENBED/NREL RCT OBRMSTREIATOEAEETHhNIT
RCT TlX. FELGBAREDETEIRDOoNGI o1z, F-. 21H COPD AREHEICXNT S ERI @
Efficiency [EHREIDEINTLDED D, EERRKTO Effectiveness IZTDWTDRREEIEFR+5TH D,

([BEMI]AMEDOEHMITAEME COPD AREBEHEICN T S ERI D3R % Diagnosis Procedure
Combination (DPC) T—AR—XRZRAWTHREIITEETH5S,

[5:£]1DPC T—42AEMEIICE>T, 2010 HEEMS 2012 FEFETITEE 1,247 @ DPC fFkRA HINE
iz DPC EBIREHIT—2Z L. 90 BLUR OB AR Primary Outcome &L, 7EE B (LOS) KU,
ADL B3RPt # Secondary Outcome &L71=,20104 7 B 1 HAS 2013 £ 12 A 31 BETICEHE R
Lfz, #@aWEShiz COPD fEHI(ICD10: J419$,J42$,J43$,J44$) TRISMDUNE)T—aVETo1-fE
BIEHIR AR ELT=. 180 HULDERBHDBE IHERRNOIRIN 1= ABEik 48 Kl LARIZFIS D
YNEYT—2avmMAZEZT=iERZE. ERI 22 (T -EHlEERL. TNUNDIESIZE I BEELTz, FH6-
3 - Hugh-Jones 37, BMI, Charlson comorbidity index, ARelF ADL. & B 0DE2KE AR $h < B2 (E o £
TEZEIND Smoking Index. AIRFBDRATASMNEESE, ATFROFE. MERADEFE. ICU AZE,
ABZRT 180 BREIDAIRE &, EEHEOERD COPD EEH. EEFFHOAOZEEZRLESLLTHE
WITH|A LTz, BATICIE, BEBE A DEREBOREZTICE H LTz Differential Distance (DD)
FREEHELTAL: 2 BRER/N_FE (2SLS) AWV, =, RAICLLIZEICHTHIRESTELT,
BIICIRALE2TOERZAWNV-Z2ERAZMI) %1TL Rubin’s Rule THAL#ERE Complete
Case TOHERELELT,

[(#ER]F—EN—R &Y 12,572 EHINEFT R ELTHBE SN, 4113 FEFIH ERI 2F(F TV = RN
% (LUF OLS) THEt SNz ERI @ 90 HUUABABRANDIRIFTIRIZET-3.5% (95%CT; -5.6% to -1.3%).
2SLS THEFtESN=%1E(1E-3.4%(95%CL; -18% to 11%, F = 133.8, Hausman test; P = 0.984) T#H27=,
OLS THEtESNn Tz ERI O LOS ~DXRITFADET 41% (95%CL 46% to 37%). 2SLS THEFTSN =%
BI1E 90%(95%CT; 117% to 64%) TH o1z, OLS THFtSNIz ERI @O ADL BRI ~DHRIIVRIE
T-0.1% (95%CL -2% to 1.8%). 2SLS THEETSN =R 6.4%(95%CT; -8.2% to 21%) TH o1z MI %17
ST —2tybTEHELNT=FERIL. Complete Case TOHRREFETREZVTIEMNI=(Table),



[ZZ]ERI [FBEEEELI- COPD FEFID 90 BUNBARIRVZETIE. ERBREERIE T,
ADL BB E(E ERI OFETENENOI-, Missing at Random Z{REL. ZERAEIZE>TXRA
26t LT=#E R Complete Case TOHEREFETAETEVIEL BROTERMEEZRL TV,

Table: Complete Case dataset Jav+ Multiple imputed dataszet {Z31Y2 OLS, 23038 =5t WS 7o b FaisxfT 2 280 P =
=ig L AmihE

readmizsion within 90 day ADL at admission Lo toransofared LOS

Eztirrated cosfficient P walie  Esztimated coefficient P vale E=ztirated cosfficient F vale

oLs =000 (—00EE3, —0036) 00013 —00008 (—0.0204, 00188) 05ES  -04136 (-04583, 037100 < 00001
23LE -0036 (01818, 01147 0AERE 0064 (-00RZ3, 0 2106) 0210 -09048 (—1.1653, 064040 < 000
F statigtics 1328 <0001 1163 < 0001 1338 <0000
Hausrman test Q5844 0.3581 < 0000
CLS with irmputation 0021 (—00ET, —0008) 00085 0008 (-0.024, 0008 03ME 0405 (-0463, 0357 <0000
232 with imputation -0.048 (0,156, 0.053) 03784 008G (~0.061, 0.174) 03458 -0927 (-1147,-0697) <0000
F statistics 1105 < 00001 11085 < 00001 1105 < 00007
Havzrman test 0525 02433 < 000

ERI: Early rehabilitative intervention, OLS: Ordinary least square, 28L5: Two atage least square, ADL: Activaty of daily living, LOS:
Length of stay
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(HAE) RRAFRZFREFRARMLOABBREFERHERET -BREF BKFLE
(KEVEE) RRRXFRZFREFRVRBBREZ-BEFF LRERH
RREMENXZXZRERBIERFRFZDHT KREF

(BERIEMICHET LR DHEERARTEDOREFEEZEZSTLEEZELALOBERIINETIE
EAEEL,

[ B #]Diagnosis Procedure Combination (DPC)ABREET—2ZRAL. BRSO HDMHIERE)
A2 #E LT Lk (Risk-standardized Mortality Ratio, RSMR)ZR & . ZD N HmEFAT-, £1=
RSMRICEZ T SMBFERFL DL -,

(Ai%£]12010F 78 —201443 A O #Af . DPCRRFE11665EEKICR MO FHEEICDI—FI2) TARKLL:
20l EDEEFEEZRREL-, AIRE A -2 B DMBEAN DEREEFI LRI LT-. EEDERFETEZ A
$HOACRTAYIEIRETIILOMILERIC. F&e- 45 - 2 LFHEEOKlipH BLRELERALIZ, F
BIDFEEZFANB=HDReceiver Operating Curve (ROC)ZEH#EE . Area under curve (AUC)ZER
e RICRESEDERETHEFRARETHDLEEZLEYRSMREEH LTz, RSMREZRBEE .
Hospital volume (F&E%BISEGIZK) . MR DIER . Wt BB EFMIBETOEMD P RIEZHRIILEH
LI BEMEFANEIT o=, SHICRTRREEZRBERELEBZBLANIL-RRLANILOERZE R FHE
L1=CoxBlIIF AT ZE1To7=,

(R EBEEHIL132,140 A, ERIFET (12,661 A(9.6%) THof-. FPRRTDHEEIL.
AUC=0.920(95%{S8X §0.917-0.922) T o7, Hospital volume 20| L1 ED7861EERIZFEE L1=
54 . RSMRAHY<0.50, 0.51 - 1.00, 1.01 - 1.50, 1.51 - 2.00, >2.00MD % % (%) [EFNFN55(7.0%),
346(44.0%), 310(39.4%), 60(7.6%), 15 (2.0%) TH>T=. EEIFH T TI&. Hospital volume, KZFERF
FEARSMREBEICEHEL T3 O D, fFlRE B EFATHISE TOERMIEEELBEELROHEMN o1,
CoxBIRETIVICEVWT, B RIRITFEH - MR -KillipHn BLEEOEBZFARFEHEEICBEEL.
Hospital volume, XZEHEEELBEIZEELT -,

(ZFZ]IDPCT—2ZAVTEVVEETALLHEEARBE DERETZ TR TE, RSMR O KM
LA REL G o=, BEAZERZABLTILGE . ERETCEOARLRRHEIBEZRO . CORE
[ZHospital volume A& &HL Tz, ARRBRIF. &R QU LDHEEZSEBROEFILZRTT S
EODEREHERETEDILDTHS,
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(FHAE) RARZEZHABERBREFZLET KHE
(XREE) RBRZEFMRABMERBEFELT HE &
REBRXZEFMEREREFTEST ELRATF
RREMEHRKZXZRERBRERFZSH KEES
RBRFPEPMRHNEREFFLE SPiE—

[(BERIZS<OBRRERVHEZEL-OICEEREDOZRICS ML, RERHICIETEE DOZEME O ERMN
RENDBDTHENTREND ERAFVIRDEDLAMERBDTFREDEDEEEICONTIE,
K S AR P B RAREREF LEZMETRRIA TS,

[BEMIAHETIH. ZFRHARDAREAEDHEEREDAERE T LEOBREISOVTRET S,

[(AZ]2011EML2013FICITON-AABRBFZFS - BRADRBFRER - BXRLDOENT—TILERH]
REFHMELIz, DPCT—42ZRAWNT., RIPMFIZARLIZ1SHEU LD M OLHIEEEE (ICD100
—R;R2)ERREL. FREMBELANR LBEMICABEL LB LB -5 L -, BMERETERET
EL.TIILFLANAS AT AR HEIT oz, BEMBEINRA A —A a3V ENBEREEE
[ZDLTH, B -1&ETLT=,

[(ERIEREEFIFSHME1985 A, LLEE#434TATHY . HERFELTIEZTN TN, 147N (7.4%). 369
AN(B.5%)THo1-. AIRFDEEERNEFTHELCH. FRLUBDAREERFETEOREEEIEZ LA
21z (VXL 0.796. 95%IEEEXE 0.614-1.031) , SHICAREH BICREMBEEARA > 2—~0 3y
EHEITSNEZILI507 A (75.9%) . 4347 N (76.2%) &, BEHEIZROHEI 1= (p=0.824),

(ZEISEOHRTHEZRYFDOARLSEDHEEEEDERETICIERAFZNICHEELGRE LR
Otz FREMBHRA 2 F—R 230 DETEEICLEZROEN o=, BADEREE
IRAVB—A AV R REERMN SN EN, —HEFEZoN T,
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EMEXRPESEEHAREERL XS5 /IO RRRR /
RRZFEHKREZ - ERMBRZARKXZRAREREGERFER X8 &

(BRDBEF. N—F 2V RPD)ERMRELIIRARRBFEE(DBS) D 2R G E RAZBH LN TINDA,
ZORFEFMICEVTIE+DLEREALGESN TR,

(BEM]BRIZEITEPDEMRELI-DBSOERMMIE S FEITI.

(FEIRREETEHPDOD60ORBHELLOPDDERKRZBZEEL-VIILATEBRETILEBEL &
RAEIEEEREDAHEL. SHREEXQOLEMKL-ERBEAFEF(QALY)EL-. BR-SRELICE
3%DENFIZATLY, BT (X10FELz, EMBEEDHDBEELBELTEYAEIZMATDBSEE
EL-5ENERESHRLEICER) DEHETST-,

[#£R)IDBSZEHETEHAPD D60 E D ABEICAHA D E, IBINMIZ3.2 QALY NELNEH10305HD
BINERNI IO, DBSEEYABRBDLEEIZHSTAHICER [X1QALYH=Y#310 AETH-1=,

[ZR]ERICIIBRFEOEBLEZHITIHRMEEREXENS., REE M ERBM T MEENRRE
DB L ELIE I HREEL20,000—£30,000 (#9 320 FA-480 FA)ZH# L9 5L BRIZEBWLNTEST
EAPD OAEICEMABEICMZATDBSZANAZLIFEAXNNRICEBNIAEETHAIZENTESN
T=o



[A £15 : 11 B£E 502)
A5~9
98 3A(L) 15:50~19:10



A5 TERBBICBTEIM/R—2avORIRIEMBICET 524 - HFEBRBBLLT
RERUNE LS - RN E 4% (<R T S/ B IR LR EMIEDE BT HF R
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(KXFEE) RRAXFEHKE BEMEXRZHARKER KFELHEGENFEER B2 &
RRAZFEHKRZ -BERBRZARXZR HRALEHEGENFER 5& FE
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(ERIOAETE., 2HERRRFEDLLE, RIRZEICEVTAVLGNSERERORIREERE LORYEK
WERUZDEEMEILEEFBREICIYRESND, BAE. RER S C1EHHAR) . C2 (Fitkae - i)
DRREEMEEET AL REDTTIELEERSEBRAXIENREFEARXIOZOTHLHH, HR
HICTEE IR DIERINDNFFALLTMIEETVSH . RO EHMLTERBRRARE~D LT
17 DBERRVERRIZMBOBRAOEEMN D ERE[FORK LOMEZEE D &S5 L AR UR S 1%
[CEDRIITRBREFHRENMETFH L TUKDELH D,

(BM]A/R—2av OFHRD B RALTRITU AT LDREEZHLONTHEEBMICHEREIRLELT C
R TRIRINE Lo - R AT RICE D RIRINE ML DIRRK 2T E1To1=,

(AR RHERBEEGFS (FER) ITEYR—LR—U EIZARSATWAIBER 10 £R9(2005 &
11 B—2015 & 12 B)D C1-C2 RN TIREBINE LG -EE#BEZDNRICDEDF LM B EREMIB DX
YT DWW THEToT =,

(#ERIDRELSTZAET 177 & B 250 A—YD55. 8 EINNELENRARL-ERTH o=, HEM
BEREMEDELF v TIEHELTEHLAMERECAH RIBEHEA R LY IFELBRER S LEEAR
DADERADAITEL SHEMELSHIERIZDOVTIERBY D KECRENKRENIEN LMz, MEZFH
FBLERAE 124 X—YHS=D TDSHFZRYDMEN DOV D(E 11 - THo7=,

(BFRIBRITURATLTE., BUBERSAGHEEELLOHREOSVRAZFRELLEE. £E0F
R EREMBICENECTLESIAREENH D, T, 10U TATRETO—REE > TV MERIE(S
DVTHRRELTRIFBENBDARERITIENCEND, 10U TATELTRYBEESEAH-OICIERELD
RBEICENELLBVSSGHEEADNBETHEEEZDND,
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A-7 [Disability, Poverty, and Role of the Basic Livelihood Security System on Health Services
Utilization among the Elderly in South Korea |

(EA3A%) Boyoung JEON, University of Tsukuba
(£[;E®&) Haruko NOGUCHI, Waseda University
Soonman KWON, Asian Development Bank, Seoul National University

Tomoko ITO, Tsukuba International University
Nanako TAMIYA, University of Tsukuba

[# = ]With rapid aging, many of the elderly suffer from poverty and high healthcare needs. In Korea,

there is a means-tested and non-contributory public assistance, the National Basic Livelihood Security
System (NBLSS).

[E 8 ]The purpose of this study is to show older population’s condition of disability and poverty, to
evaluate the impact of NBLSS on health services utilization, and to examine the differential effect of the

NBLSS by disability status among the elderly.

[75:%]This study used the Korea Welfare Panel Study data 2005-2013 with the final sample of 35,518,
who were 65 years and older. The participants were divided into people with mild disability, severe
disability, and without disability according to the Korean disability registration system. The
income-level was defined to the low-income with NBLSS, the low-income without NBLSS, and the middle
and high income, using the relative poverty line as a proxy of the low-income. The dependent variables
were the number of outpatient visits and inpatient days, experience of home care services, total
healthcare expenditure, and financial burden of healthcare expenditure. We performed Generalized
Estimating Equations (GEE) population-averaged model using the nine years of panel data. When the
dependent variables were count data, such as the number of outpatient visits or inpatient days, we
performed GEE population-averaged negative binomial regression model. When the dependent variable
was dummy variable, such as whether the respondents had experience of home care services, we applied
GEE population-averaged logistic regression model. And when the dependent variable was continuous,
like logarithm of healthcare expenditure or financial burden of healthcare expenditure, we adopted GEE

population-averaged model with the assumption of normal distribution.

[#58 ]Our study showed that the prevalence of disability among the elderly has significantly increased
while the relative poverty rate has decreased from 2005 to 2013. The elderly with disability were more
likely to be in the low-income groups (less than 60% of median income). If the elderly with severe
disability were in the low-income group but lived without social protection by the NBLSS, their use of

healthcare services was lower and they suffered from higher financial burden of health expenditure.



[#22]0ur study provides empirical evidence that the disability population is increasing among the
elderly and poverty is still a meaningful concern although the poverty rate has decreased slightly. Even
though national pension service and basic old-age pension system are implemented, the role of NBLSS is
crucial to relieve poverty, increase the access to health services, and mitigate the burden of health
expenditure among the low-income elderly. Especially, since people with severe disability usually have
permanent functional difficulties, they have lower probability to engage in contribution-based pension or
stable income. Therefore, if a low-income older person with severe disability could not get support from
public transfer, he or she was more likely to experience difficulties in access to necessary health services
and suffer from higher burden of health expenditure.

The limitation of this study is a possibility of bias on the estimated effect of NBLSS by disability status,
due to potential endogeneity problems. The direction of the bias is not clear: If those who have disability
are expected to use more healthcare because they are unhealthy, this could overestimate the impact of
NBLSS. On the other hand, if people with severe disability have lower access to healthcare due to
mobility difficulties or social environment factors, this could underestimate the effect of NBLSS. Further
studies need to put efforts for reducing the possible effect of endogeneity problems.

In conclusion, this study presented disability and poverty situations among the elderly and examined the
role of the NBLSS on health services utilization and financial burden of healthcare expenditure
according to person’s disability status in South Korea. The result implies that the low-income disabled
elderly without adequate social security are the most disadvantaged because they suffer not only from
unstable income or ill health but also from high out-of-pocket payments for healthcare. Policy attention
is called for to mitigate the poverty and low access to health services along with high burden of health

expenditure in this venerable population.



A-8 [Spillover Effect of Japanese Long-Term Care Insurance as an Employment

Promotion Policy for Caregivers]

(B3iA%E) University of Tsukuba, Department of Health Services Research, Faculty of Medicine,
Adjunct Researcher, Rong FU
(£[E;E®&) Waseda University, Faculty of Political Science and Economics, Professor
Haruko NOGUCHI
University of Tsukuba, Department of Health Services Research, Faculty of
Medicine, Associate Researcher
Akira KWAMUA
Fukushima Medical University, Department of Public Health, Professor
Hideto TAKAHASHI
University of Tsukuba, Department of Health Services Research, Faculty of Medicine, Professor
Nanako TAMIYA

[#F=])Japan’s population has aged much faster than that of any other country. The long-term

care insurance (LTCI) responds to a rapid increase in the demand for long-term care (LTC)
among old persons in Japan, whereby they would receive formal care and be financially
supported. Behind this official purpose, the LTCI brings spillover effects to household members
living with old persons who need LTC. One of the significant effects is the alleviation of family
caregivers’ burden by outsourcing informal to formal care provided by the LTC market. This
would release caregivers from long hours of commitment for informal unpaid caregiving that
may interfere with their capability and willingness to work. Accordingly, the LTCI is expected

to act as a quasi-employment-promotion policy for caregivers.

[ B#J]The major objective of this study is to evaluate a spillover effect of the Japanese public
long-term care insurance (LTCI) as an employment promotion policy for family caregivers,
using a nationally representative repeated cross-sectional data, the Comprehensive Survey of
Living Conditions, from 1986 to 2013.

[Ai%£]We investigate the effect in three periods: before and after the introduction of the LTCI
in 2000, before and after its large amendment in 2006 due to government’s financial stringency,
and post-amendment as of 2006. We apply the difference-in-difference method on the common
support with kernel propensity score matching in the first two periods and the multinomial

logistic regression method in the third period.



[#58 ]The results show that the introduction of the LTCI in 2000 would raise family caregivers’
labour participation, while the amendment in 2006, which restricted the use of formal care to
elderly with less server disability, tends to demotivate it. Nevertheless, we find a stronger
substitution effect than income effect of the LTCI on caregiver’s labour supply even after the

amendment.

[ %2]The significant positive spillover effect of the LTCI on caregiver’s labour supply through
Japan’s experience for more than a decade is a good lesson to all countries facing the population

aging and the shortage of workforce.



A-9 [Use of rehabilitation care services and the reduction of long-term care spending using

Japanese national long term care insurance claim data ]

(F3iA#E) Felipe SANDOVAL, Department of Health Services of Health

University of Tsukuba

(XEVEE) BMAXE BUAERFFEMRE HFOBTF

RBRREANILRY—ERYS—F JIIF R

RERENILAY—ERYY—F HE REF

[#&]As a result of the ongoing increase of public care expenditure that implies the population
aging of Japan, the long-term care insurance spending is expected to increase even further.

Aiming to improve the sustainability of the system, the government introduced preventive

rehabilitation services to improve and maintain the conditions of the users.
So far, no studies have verified whether or not there is a cost effect on the long-term care

insurance financial sustainability by using these services at the national level.

[B89])In the present study, it is analyzed whether or not the use of rehabilitation services
during one year in the first two levels of care helps to reduce the overall cost of long term care

during a three-year follow-up period.

[5:£]We run a regression model on secondary data of users aged 65 and over, who have been
certified and newly enrolled into care level 1 and 2, who have been using rehabilitation service
for one year after enrollment. The data comes from the National-level nursing care benefits
individual questionnaire (Service delivery from April 2006 to March 2014) received from the
Ministry of Health, Labour and Welfare of Japan. Outcome variable is the cost (in yen) per unit
of time (monthly). Explanatory variable, were gender, age, the level of care required, prefecture,
and time.

The use of “Visiting Nursing Service” during a year in the first two levels of care will decrease
the overall cost of long term care in a three-year follow-up, when compared to those who did not

us those services.

[#58 ]Due to the fact that the use of rehabilitation services is not a random assignment it is

necessary to address the possible endogeneity using propensity score matching.

[Z%]Due to the present and future interest of promoting rehabilitation and preventive
services, the findings of the present study seem to be relevant to municipal bodies that may
want to discuss possibility of decreasing the long-term care expenditure, from the point of view

of future policy planning or reforms to be implemented.
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B-1 [Pay-For-Performance for Long-Term Carel]

(B3A%E) Graduate school of information science and technology, University of Tokyo

Shinya Sugawara

(£RESE) RRXF RIFHRE. REMEKRE BFOBF

[&F&=]A concern for payment in long-term care (LTC) is that care providers may not have
proper incentive to improve or maintain the health status of users especially when providers

earn more profits from a user with higher care need.

[B#9])This paper investigates effects of a pay-for-performance (P4P) payment mechanism in

Japanese LTC insurance.

[A:%]Taking advantage of a policy experiment in Shiga prefecture, we evaluate the P4P

mechanism using the difference-in-difference method.

[#2]Our empirical analysis detects influence of the P4P policy on several aspects of LTC
users and providers. Also, there is indication of selective referral by care managers who are

integrated to providers.

[&%2]Introduction of a P4P payment mechanism in to LCT can be beneficial, but selection
might be an issue as anticipated because a P4P policy is likely to reward those providers who

are good at selecting users.
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B-5 [Socioeconomic Inequity in Excessive Weight in Indonesia ]

(FA#E) Asian Development Bank Institute, Toshiaki Aizawa
(¥RE;E®E) Asian Development Bank Institute, Matthias Helble

[£F=]In recent years, countries in Asia have led worldwide rankings in terms of their

economic growth rates. However, a lesser-known fact is that Asian countries have also
ranked highly for increases in the prevalence of overweight and obesity. The growing
number of cases of overweight and obesity is one of the more pressing public health issues,
particularly in developing Asia. In Southeast Asia, the prevalence of overweight ranged
from 4.9% in Timor-Leste to 46.3% in Malaysia; and for obesity from 1.6% in Viet Nam to
14.2% in Malaysia. An estimated 300,000 people die of overweight or obesity every year in
the region (WHO 2011). The case of a Southeast Asian developing country is intriguing not only
from a public health perspective, but also from an economic viewpoint. Indonesia has shown high
economic growth in recent years and has the largest population in Southeast Asia. Indonesia thus
represents an excellent case study among the emerging economies of Southeast Asia. Better
understanding of the transition during the period in Indonesia can provide important guidance for
the design of appropriate policies to tackle the problem of overweight and obesity in Indonesia and

beyond.

[ B 89]This paper studies the socioeconomic disparities of overweight, obesity, and excess weight in
Indonesia from 1993 to 2014 and their changes during the period. A great deal of effort has been
made in the literature on the inequity in health including overweight and obesity, but what is
lacking is study on the change over time using panel data of a household survey. The purpose of this
paper is to fill the gap in the literature by exploring the change in the trend of overweight and
obesity.

[Ai%])The research is based on the Indonesian households’ data, Indonesian Family Life Survey
(IFLS). We employ the inequality index and measure the disparity of excessive weight from 1993 to
2014. We then trace the change in these disparities between 2000 and 2014, when the large
reduction of the concentration index was observed, and attempt to explain the change by

decomposing the change in the inequity into several potential contributing factors.

[#52R JFirst, we showed that the proportion of overweight and obese people grew rapidly in the
country and overweight and obesity were becoming rapidly more prevalent among the less wealthy
groups. Although the overweight and obesity prevalence rate was still higher among the wealthy,

the growth of the prevalence rate among the less advantaged groups was higher than that of the



rich. Second, from the concentration index in each year of the survey, we found that the
socioeconomic-related disparity decreased over time. The largest fall was found after 2000 for both
women and men, suggesting that all findings considered, overweight and obesity are no longer
problems only for the rich people but increasingly for the poor. Third, we implemented
decomposition analyses. We decomposed the concentration index for excess weight in 2000, and
2014 for both sexes. Most parts of the concentration index were explained by the unequal
distribution of living standards and sanitary conditions. Finally, we decomposed the largest change
in the concentration index of excess weight, found between 2000 and 2014. The results showed that
a large part of the change could be explained by the decrease in inequality in living standards,

sanitary conditions, and food expenditure.

[Z%2])This paper presented new evidence that the socioeconomic disparity of overweight and
obesity in Indonesia has been rapidly changing over the past 2 decades. Hand in hand with
economic growth, lower income groups increased in body weight at a higher pace than higher
income groups. Overall, overweight in Indonesia is no longer affecting only the wealthier segments
of the population, but the entire socioeconomic spectrum. This also implies that population groups
that are less well prepared for the incidence of noncommunicable diseases are now running a higher
risk of developing them. Policy makers in Indonesia need to think about policies to effectively slow
down the increasing speed of the prevalence of obesity, especially among poorer households. Given
the sharp increase in overweight and obesity in Southeast Asia, more research is needed to better
understand the problem and to be able to design appropriate responses that fully take into account

the strong socioeconomic disparities.



B-6 [The role of technological progress to health status in developing countries]

(A% ) Fatin Aminah Binti Hassan, Department of Technology Management,
Ritsumeikan University

(#[EE®%) Norashidah Mohamed Nor, Faculty of Economics and Management,
Universiti Putra Malaysia

Assoc. Prof. Nobuaki Minato, Department of Technology Management, Ritsumeikan University

Prof. Shuichi Ishida, Department of Technology Management, Ritsumeikan University

[# =]Notwithstanding remarkable improvements in health over the past 50 years, there are

still a large number of health challenges around the world.

[B 897 Ai%]This study generally to examine the relationship between life expectancy rate as a
proxy for health status with health expenditure, gross domestic product, education index,
improved water coverage and improved sanitation facilities in selected of 108 developing

countries using annual panel data for the period of 2006 to 2010.

[#5 8 ]The empirical result shows a positive relationship between all those explanatory
variables on life expectancy rate by using the panel data approach. Both education index and
gross domestic product variables are significant at the level of significance 1% and 5%

respectively.

[%&%]These variables can be said as important determinants of an investment in health status.
For this reason, this study can be used as a guideline and might be significant for future

researchers and policy makers in improving developing countries’ life expectancies.



B-7 [Can Redistributive Policies Reduce Health-Related Income Gap in Japan? |

(EA3A%) TFaculty of International Social Sciences, Gakushuin University
Meng Zhao /NP BA

Previous studies have well documented that individuals with poorer health tend to be economically
disadvantaged. Similar patterns are also observed in Japan well-known for her healthy population
and universal coverage of health insurance. For example, among working individuals aged 25-60,
age-sex specific annual personal income was ¥245,000 higher for those with good health than their
counterparts with poor health in 2010, even controlling for their education level. And this gap has

been increasing, 24.8% higher in 2010 compared to the level in 1989.

"When low income and poor health go together, the poor are doubly deprived and thus have a
greater claim on our attention than is warranted from their incomes alone." (Deaton, 2002). Such
concerns differentiate the inequality associated with health from other poverty issues and drive
growing debates on what policy makers can do to reduce the double burden for those in bottom tail

of income distribution.

Many economists believe that this is essentially an economic problem and redistributive
instruments such as reduced taxes or subsidies provided to low income groups are the solutions. If
income is affected by health status which is further affected by income, this solution, if properly
designed, may be an effective way to help those trapped in this negative cycle. On the other hand, if
the relationship between income and health is mainly driven by the causal effect of health or the
“unobservable third factors”, the effectiveness of redistributive polices may be smaller than
expected, and policy makers need to consider instruments such as direct health interventions for

target population.

There is a huge body of literature on the relationship between income and health, yet the findings
are rather mixed. Moreover, few studies explicitly examine the effectiveness of redistributive
policies in reducing health-related income gap. To bridge this gap, this study empirically
investigates the direct effects of redistribution policies in Japan that involve progressive taxation
and social security programs, using data from a national representative survey (Comprehensive
Survey of Living Conditions) conducted in Japan from 1989 to 2010 that involved 1.93 million

households and 5.6 million individuals in total.

We innovatively focus on examining the differences between pre- and post-tax per capita household

incomes, the latter being the remaining income after deducting income taxes, residence taxes,



property taxes and various payments to social security programs. More specifically, we compare the
health-related pre-tax income gap versus the health-related disposable income, controlling major
personal and family characteristics, which is defined as the direct effect of redistribution policies
considered. We also examine how the income gap varies at the changes in incomes taxes, residence
taxes and payments to social security programs. Secondly, considering the complicated
interrelationship among health, income and population aging, we adopt the newly developed
unconditional quantile regression (UQR) approach (Firpo et. al., Econometrica, 2009) to analyze the
health-related income gap at different points along income distribution for different age groups.
Unlike traditional quantile regression (QR) which estimates the effect of a covariate on the
quantiles conditional on specific values of other covariates, the UQR allows us to derive more
generalizable results as it gets at the impact on the quantiles of the unconditional distribution of

1Income.

In sum, the UQR results suggest the following major preliminary findings. (a) The relationship
between health and pre-tax income is very similar to that between health and disposable income,
suggesting little direct effect of redistributive policies in Japan on reducing the existing
health-related income gap indeed. (b) The health-related income gap, in both pre- and post-tax
incomes, actually varies significantly along the distribution of income: it is the largest for the
bottom tail, gradually decreasing until the 50th percentile, and flattens out towards the top tail.
Payments to social security has some effects on reducing the health-related income gap for low
income groups. (c) Compared to the UCQ results, the QR significantly under-estimates the gradient
for those in the bottom tail, while over-estimates it for the middle and top income groups. (d)
Significant heterogeneity exists across age groups, especially for those in the bottom tail of income
distribution: the income gap increases at age, reaching its peak around 45-55 and then gradually

drops.

References:

[1] Deaton, A., 2002. “Policy implications of the gradient of health and wealth”, Health Affairs 21(2),
13-30.

[2] Firpo, S., Fortin, N., Lemieux, T., 2009. "Unconditional quantile regressions", Econometrica
77(3), 953-973.
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C-4 [The effect of reducing cost-sharing for children on utilization of inpatient services: Evidence

from Japan ]
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D-1 [Vaccination policies of Japanese municipalities |
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[# & ]Japan’s immunization policy is often perceived as lagging behind those of other

developed nations because of the delay in vaccine licensing and exclusion from the national
program of some vaccines widely used elsewhere. In Japan, municipal authorities provide
financial support for voluntary vaccinations, which are not included in the national program.
As financial support is a crucial factor for vaccination decisions of individuals, the availability
of vaccination subsidies affects population health. Thus, it is essential to understand what
influences decisions of municipal authorities regarding policies related to financial support for

vaccination.

[B#]To understand the process of vaccination policymaking by municipal governments,

focusing on the interdependency of such policy between municipal governments.

[75i%]We use the spatial lag model with data on subsidy programs for vaccination implemented
by municipal governments in 2010. Our analysis focuses on the following seven vaccination
that were considered to be voluntary vaccination at the time of our analysis; influenza, Hib,
PCV7, PCV23, varicella, mumps and HPV. In the spatial lag model, the dependent variable is a
binary to indicate the provision of subsidies for vaccination, and the main independent variable
is the lagged variable of the subsidy provision of other neighboring local governments. We
control for other variables that could potentially affect the policymaking, and use an
instrumental variable approach to deal with an endogeneity problem in the regression analysis.
We analyze the impact of policies of neighboring local governments using two alternative
definitions of neighbors. We also analyze the impact allowing a difference in the local
governments within and outside of the prefecture to understand the mechanism in the

dependency in policymaking.

[#682 ]We make the following three findings. First, there are no systematic priorities on
vaccines across municipalities. Second, vaccination subsidy policy is statistically significantly
correlated with neighboring municipalities in the same prefecture, but not outside, indicating
that Japanese municipalities engage in “yardstick competition” in the same prefecture. Third,
no strong correlations between the other socio-economic or fiscal characteristics of

municipalities and vaccination subsidy policy are detected.



[%#%2]The interdependency in vaccination policies could affect the efficiency of the policies.

Further studies are needed to conclude on the welfare implication of the results.



D-2 [The Effect of School Lunch on Early Teenagers’ Body Weight |
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D-5 [Positive and Negative Effects of Social Status on Longevity:

Evidence from Two Literary Prizes in Japan |
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[F=]1t is said that a rise in social status boosts longevity. There are three possible explanations

that support this association. First, people with a higher social status generally have higher income,
better living conditions, and more access to quality medical care (Williams 1990). A rise in social
status extends longevity through improved economic conditions. Second, people with a lower social
status have monotonous and stressful jobs. In addition, they do not get much emotional or practical
support from people close to them (Marmot et al., 1991; Putnam, 2000). A fall in social status
shortens longevity through low satisfaction and psychological stress. Third, perceived lower social
status induces embarrassment and anxiety. A fall in social status shortens longevity by eroding
mental health (Wilkinson, 2000).

To exploit a causal effect from status to longevity, empirical studies examine datasets of candidates
for prestigious prizes, including Academy Awards and Nobel Prizes. Recipients and nominees of
distinguished awards plausibly are homogeneous in multiple respects, and thus, being awarded a
prize can be viewed as an exogenous shock to social status. Therefore, we can exploit a causal effect
from heightened social status to longevity by comparing the life expectancies and mortality rates of
recipients and fellow nominees.

Redelmeier and Singh (2001a) show that actors and actresses who receive Oscars live 3.9 years
Ilongerthan Oscars nominees. In contrast, screenwriters who receive Oscars live 3.6 years less than
their fellow nominees (Redelmeier and Singh, 2001b). Abel and Kruger (2005) show that players
inducted into the Baseball Hall of Fame live 5.0 years Jess than players of similar age. However,
Rablen and Oswald (2008) find that Nobel laureates in chemistry and physics live 1.6 years longer
than fellow nominees.

Why do studies present these conflicting effects? Sylvestre et al. (2006) and Han et al. (2011) point
out that Redelmeier and Singh (2001a) ignore immortal time bias, i.e., they do not consider that
actors and actresses who live longer have more opportunities to earn Academy Awards. To eliminate
this bias, Sylvestre et al. (2006) re-estimate Redelmeier and Singh’s (2001a) dataset by fitting a Cox
proportional hazard model with recipient status as a time-dependent covariate and survival
measured from the date of first nomination. They show that the effect of a rise in social status on
longevity is positive but statistically insignificant. When Rablen and Oswald (2008) use a method

similar to that of Sylvestre et al. (2006) to address immortal time bias, they show that causality



runs from social status to longevity. In sum, differences in how studies address immortal time bias
can cause differences in size and directionality of the effects of receiving prizes, but it remains

unclear why studies produce conflicting results about the effects of receiving prizes.

[ B #9]To solve this puzzle, we return to the three mechanisms introduced earlier. We suggest that a
rise in social status needs not boost longevity. First, a positive effect through improved economic
conditions can be strengthened when candidates have not obtained stable social status, and this
effect weakens as their social status stabilizes. Second, the negative effect of heightened stress can
strengthen in some occupations as social status rises. Third, a negative effect through erosion in
mental health can remain strong after social status rises.

We explore two hypotheses. First, positive and negative causal effects run from social status to
longevity. If both effects exist, sizes and directionality of the effects of receiving prizes depend on
which exerts the larger effect. Second, we can detect the effects on longevity from receiving a prize
when candidates occupy an unstable socio-economic status. In that case, the positive effect through
improved economic conditions can be strengthened, and it exceeds the negative effects caused by a
lack of job control. Conversely, when candidates’ socio-economic status is stable, the negative effect

prevails.

[Aix]To test these two hypotheses, we use a dataset of two Japanese literary prizes, the
Akutagawa and Naoki Prizes. The Akutagawa Prize is awarded to new and promising novelists. The
candidates are lowly ranked in a literary community. Also, they generally have low income,
vulnerable social network, and a high level of anxiety about their future. In those senses, the
candidates are expected to have unstable socio-economic status. In contrast, the candidates for the
Naoki Prize are recognized novelists and expected to have more stable socio-economic status.

Following Sylvestre et al. (2006) and Rablen and Oswald (2008), we use Cox’s proportional hazard

model for the analysis.

[#5 R )& [& %] The analysis shows that recipients of Akutagawa Prizes live 2.4 years longer than
authors who were nominated for the prize but did not receive it, and recipients of Naoki Prizes lived
5.1 fewer years than their fellow nominees. These results confirm our hypotheses that receiving
awards exerts positive and negative effects on longevity, and that the net effect depends on the
times and situations of receiving the prizes.

This study has extended the literature in several ways. First, it suggests why earlier studies show
conflicting effects on longevity from receiving awards. Namely, studies showing statistically
insignificant correlations between Academy Award winners and longevity (Sylvestre et al., 2006;
Han et al., 2011) would yield different results if samples were subdivided into beginning and
experienced performers. Second, it refines previous conclusions (Redelmeier and Singh, 2001a) by
explaining that findings of negative relationships between awards and longevity are relative—that

1s, positive and negative effects coexist, but the latter overshadow the former. Third, it introduces a



time factor that shows previous findings of an affirmative correlation between longevity and awards
(Rablen and Oswald, 2008) are attributable to lags between the dates of achievement and
recognition.

(935 words)



D-6 [Weekend Babies]
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[# %= ]Using population data drawn from Danish administrative registers, we find significantly
higher national test scores at age 16 for those born in weekend than their weekday counterpart, as
shown in figure 1. There are a number of studies that have reported a negative or insignificant
weekend effect regarding various outcomes in hospital, but no study has reported such a positive

assoclation.

[[Figure 1]]

National Exam at Grade 9: Mean of 4 subjects
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Nobs=637726.Based on cohorts 1986-1996.

[B 8 ]The aim of this work is to investigate the mechanism underlying this positive weekend effect.
Identifying the cause of the weekend effect has policy implications because of a possibility for an
effective intervention if this effect arises from some unknown causal effect that stems from hospital

environment during the perinatal period.

[5:;£]We use data drawn from Danish administrative registers. The data include all newborns
from the period 1986-1996 in Denmark. Linking with various registers allows us to include an
extensive set of variables, such as detailed medical information around birth, the socio-demographic
characteristics of the parents, and the future outcomes of the babies. We examine various potential
explanations by applying regression models and using these variables as determinants of weekend

births or outcome variables as mediating factors for test scores.



[#5 8 ]A number of evidences indicate that the weekend effect is not causal and it arises as a result

of selection.

[#&%2]The results suggest that the weekend effect is not a major public health concern. The results

also mean that the day of birth cannot be used as an instrumental variable.
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	ただし、は被説明変数、は説明変数、𝛽, 𝛾は推定すべきパラメータ、𝛿は要支援時に介護予防サービスを受けたかどうかのダミー変数、𝜈は個体効果、は誤差項とした。また、検定すべき仮説は、であった。
	【結果】介護予防サービス利用の有無はrandom assignmentではないため、𝛿の内生性を考慮して傾向スコアマッチングを行うことが必要となる。その内生性をコントロールしてもなお、𝛾は有意である場合、そうでない場合のどちらも予想される。

