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Executive summary from attendance on the training course
“Countermeasure for Maternal and Child Health and Child Welfare” at Tokyo, Japan
Dr. Chompoonut Tepothai, Bureau of Health promotion, Department of Health, MOPH

This training course was held by Japan International Cooperation Agency (ICA) and Japan
Internaticnal Corporation of Welfare Services JICWELS), during 14" January- 147 February 2015 in Tokyo
and lwate, Japan. There are 9 participants from 6 different countries joined in this course including 2
participants from Thailand. The course aimed to provide knowledge of policies in Japan in the scope of
Maternal and Child Health and Chitld Welfare from the viewpoints of alleviation of disparities to the
participants. All participants had opportunities to learn from lecture, field visits to government offices in
Tokyo such as hospital, maternity home, nursery and kindergarten. Moreover, all participants went to
lwate prefecture to learn the real experiences in irmplementing MCH and child welfare services using high
technology, telemedicine, to improve the quality of services in the area where serious shortage of dectors
and transportation inconvenient remain.

Having joined this course, | realized that Japanese system is different from Thailand in many
views including 1) decentralization: the administrative system s divided into 2 levels, the national
government take role on policy formulation, supervision, and evaluation VS the local government take
role on implementation; 2) merging of health, labor, and welfare national government inta the Ministry of
Health, Labor, and Welfare, so that all health and welfare policies could be integrated since the policy
formutation process at national level and could be easily implemented as a package in the community.
In terms of Health system, the coverage of medical insurance for Japanese people is 100%. Out-of-pocket
at the point of services for each patient is around 30% of total medical costs. Patients can choose to
acquire medical treatment in either public or private hospitals/clinics because they provide the same
medical services at the same prices according to the standard set by the national government.

In scope of maternal and child health policies, the continuum of care is the main strategy for
establishing health services. The continuum of care composes of many measures including 1) pregnancy
registration as the starting point for recognizing the pregnant women, 2) 14 times ANC visits using
vouchers, 3} Using MCH handbcok as main tool for taking note about mother and children , 43 Skilled
birth attendants for delivery 5) Hospitalization after delivery for 5 days (health education for mothers and
newborn mass screening 19 diseases for infants) and 6) child health check up with vaccination and child
developmental screening. Additionally, others good examples of policies and services are included 7)
Welfare support for disable children including monthly allowance and special school 8) telemedicine for
peri-natal care in rural areas 9) emergency medicine center located in the fire department in each city 10)

.appointing referral coordinater staff to manage the referral system for peri-natal care.

The knowledge gained from this course helped improving my understanding on MCH policies.
will try to apply some interesting policies from Japan to Thai contexts especially the pregnancy
registration system and the utilization of MCH handbock in Japan after reviewing the current situation of
MCH in Thailand and the possibility to adaptation. Apart from academic side, | exposed to lots of
Japanese cultures, and gocd social norms including punctuality, disciplines, and teamwork which | will

apply to improve my life in the future.
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Japanese Health system
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Policy recommendations for Thailand

4 Objectives of the course
—  Within the scope of Maternal and Child Health and Child

welfare, and also from the viewpoints of alleviation of disparities,
participants would gain knowiedge of policies in Japan and
examine the application of these policies to participant's country.

Course period: 14 Jan- 14 Feb 2015

Participants: 9 participants from 6 different countries including

Cambodia, Myanmar, Nicaragua, Thailand, Timor-Leste, and Vietham

<+ Course activities:

— Lecture about Japanese society and health system

— Lecture about MCH and child welfare system

— Field visits in Tokyo and Iwate Prefecture

4 Course Outputs:

— To confirm the current status of MCH in the participant's country
including existing policies, health and welfare problems in view
of disparities and remaining challenges.

— Togain an understanding on current Japanese MCH and child
welfare policies.

~ To exchange information and experiences on MCH and child
welfare among Japanese expert and participants from 6 different
countries

— To examine method to improve the surrounding on MCH and
child welfare in the participant’s country.

- +



4+ Total population is around 127
million
4 Total area 378,000 square km
o The whole country is
composed of 4 main islands
which divided into 7 regions.
o Within 7 regions, there are
totally 47 prefectures.
4 Demographic transition:

~ As Japanese society has already
become aged society and faced with the low birth rate, the national
government pays the highest attention to every mother and child by
providing them the best quality of care and welfare support.

1950 2008 2056 (Projection)

i}
a0

90 wears and averl

[ 6 4 2 0 2 4 G
Millions Millions Millions

Source: Statistics Burean, MIC. Ministry of Health. Labour and Welfare.

4 Integration of Health and welfare at national level

In Japan, the national authority that responsible for establishing
policies on health, labour, and welfare is the Ministry of Health, Labour
and Welfare (MHLW). So, all national health and welfare programs



especially the MCH programs are integrated into comprehensive
programs since the process of policy formulation at the national level.

+ Decentralization: The administrative system in Japan is divided into
national and local government (prefectures and municipalities) which
could be explained as 3-layer structures as following.

o At national level, the MHLW establishes policies and national
guidelines for local government to provide health, labor, and
welfares programs for people.

o At local government, all 47 prefectures which is composed of
around 1800 municipalities have to implement the health,
medical and welfare services in the community according to the
national guideline.

+ The national government has 4 main mechanisms to provide social
security for Japanese people as following;

1.1.1 Public support: the government provides money to those poor
people to guarantees the minimum standard of living, around 1200
US$ per month per person. Approximately 2.3% of Japanese
people are dependent of this support at the moment. Thaitand has
the similar public support but only 3 times/person/ year, 3000 bath
per time.

1.1.2 Social welfare: public assistance to people with handicaps
(physical disability, mental retardation, elderly persons, and mother
& babies)

1.1.3 Public health: free health prevention and promotion services for
people including disease prevention, drugs, water, sewage
management provided by local government.

1.1.4 Social insurance: mutual assistance system in which individuals
pay insurance premiums in advanced to provide for accidents
{social insurance contribution)

o Medical care insurance (the level of premiums varies
upon salary level) including all medical services except:
=  Cosmetics
* Industrial injuries (company responsibility)
» Traffic accidents (the fault responsibility)



* Normal delivery (out of pocket  with
reimbursement)

o Pension insurance: the monthly salary support for people
after retirement.

o Long-term insurance: the budget support for those
dependent elderly or disabled people who need long-term
care.

o Employment insurance: the monthly salary support for
those who lose their jobs for temporary period.

4 Separation of health and medical care system in Japan.

- For health services:

o Public health center established in each district by the local
government is responsible for providing comprehensive PP
programs (health promotion and prevention services) to people
including;

* Personal health service: vaccine, health check-up, health
promotion, mental heaith, and disease control.

* Food and property services: food sanitation-related
services, environmental sanitation, medical care
inspection, TA

o It also supervises and evaluates the municipality health centers
which provide comprehensive PP programs to people at the
community level.

- For medical services (all about treatment):

o There are 3 choices provides medical services to ill patients
including hospital, clinic, and midwifery practices.

o Both public and private hospital/clinic provides medical services
with the same prices determined by the national government,

o People can choose their own clinics or hospitals either public or
private.

o Every time patients receive treatment/medical services, they
have to pay 30% at the point of service, the rest of the medical
costs, 70%, will be covered by medical insurance.

o In high-cost medical services (more than 10000 US$), patients
will co-pay only 3000 US$ and the rest will be covered by
medical insurance according to the maximum limit policies
determined by the national government.



o Health care expenditure is around 9% of GNP. The budget
provided for total social security is around 30% of total budget of
the government per year.

o The remaining challenge of Japanese health system is shortage
of health professional in rural areas (no compulsory services for
graduated doctors, drain of nurses to other career around 40%).
The increasing rate of court-case for Obstetricians and
Pediatricians effect to the severe shortage of these groups of

£000 Persons —‘
Medical Professional in Japan -
(No. of pEysicians per 100,000 people}
| Qccupations 126¢
Doctor 201.5 30t
Dentists - 7L ’
Phzrmacistc 171.3 306
Public Health Nurse 29
Midwife 19.3 566
Nurse 3214
Lt
g
Changes in the Number of Doctor P
Dorvims 1989 19580 L' EH 1952 1993 1994 $99%8 i586 1597 1598 14949 Q00
200806
20.008 1 a0 Changes in the number of Nurse
e : :}TS-’.’;:
150 Reference:
150000 |
e Lecture paper from
100000 Dr.Tamotsu Nakasa,
1., Health system and
50,000 L zf, . A .
_‘ . medical insurance in
o b B = , Japan, page 28
1955 1350 1965 19°0 1675 1280 1684 1935 1988 130g T9E2 1984 1486 103 7008
[ 538 tio.of Gocor ~— Ha 3F Dovtar pr 100508 poorie |
doctors in rural areas.

4 MCH Law established in 1965: In order to improve the MMR that still
remained high, efforts were made to strengthen MCH measure by
establishing the MCH law. This law is obligation for the local
government to provide MCH services including providing health check-
up and health guidance focusing on motherhood, MCH handbook, and
medical care for infants for people in designated area.
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o Pregnancy registration is the customary practice according to
the MCH law that asks all pregnant women to register at the
local government office immediately after pregnant. By doing
this, the pregnant women will receive many incentives including
MCH handbook, prenatal check-up vouchers. pregnancy
guidance packages, and also the advices from public health
nurses.

o Prenatal check-up: the local government has to provide free
vouchers for 14-times prenatal check up to pregnant women to
acquire health check-up during prenatal period at the hospitals
or clinics with the Obstetricians. in the rural area that has no
Obstetricians, midwifes will play an important roles as the

o Home visit: the health and welfare staffs working in the public
health center will visit pregnant women’ homes at least once
during prenatal period to check the condition of living and
provide counseling services for women who has any difficulties.

Only Obstetricians or midwifes are allowed to attend delivery, and
midwifes are allowed to attend only normal pregnancy and delivery.
Place of birth in Japan:

1} Hospital 53% 2) clinic 46% 3) maternity home 1%

For delivery, mother pays 30% of medical cost as it is not covered by
medical insurance. Only mother who needs cesarean sections will be
covered by the insurance. However, after delivery, mother will receive
childbirth allowance around 4000 US$ from the local government which
could be similar amount as the payment for delivery.

Postpartum hospitalization in Japan is commonly last for 5-7 days.
Currently, the screening of congenital metabolic disorder for newborn
covers total 19 diseases (tandem mass-screening)

Child Health check-up: based on the MCH laws, the national
government will provide budget for all municipalities to provide
compulsory health check-up for children at 18 months and 3 years of
age. The local government also has to provide additional health check-
up for children during 3-4, 5-6, 7-8, 9-10, 12 months, or 2 year of age
up to their budget and resources.

Home visit for baby- Hello baby project: the health and welfare staffs
will also visit pregnant women' homes at least once within 4 months



after delivery to check the condition of the child and advice mother for
child-rearing issues.
Maternity leave: according to the labor standards law, mother will
receive compulsory maternity leave with full payment including;

o Before delivery 6 weeks

o After delivery 8 weeks
Child-rearing leave: by laws, parents have their rights to take child-
rearing leave up to 1 year after childbirth or more than that if they have
disable child. Currently, the government officers will receive around
67% of monthly salary for the first 6 months leave, and will receive
around 50% for the last 8 months. However, there is no obligation for
the employers/ the private company about the salary payment for child-
rearing leave and there is no guarantee for keeping the job position.

MCH handbook: Japan is the first country that utilized MCH handbook
since 1942 with the aim to encourage mothers to receive regular
check-up and get something with priority for health. The handbook is a
home-based health record from pregnancy to infanthood. Also, the
school enrollment need to confirm the vaccination status of each child
based on information in the handbook.

Format of Japanese MCH handbock: The Japanese handbook
composed of two parts which are 1) compulsory part designed by the
national government that required all local government to follow in
uniform, and 2) the additional part which allows each local government
to design and add necessary information based on their context.

thatov’ system: the ICT-based information system that shares
information of pregnant women among medical institutes and local
government in lwate prefectures. All health professionals can access to
the information of pregnant women regardless of places, so that the
health professional can provide appropriate care when pregnant
women has emergency situation and need to be referred.

- The emergency ambulances are managed under the fire department;
The fire department is the responsible authority that manages the
ambuiance system. All ambulance cars park at the fire department.
The paramedic staffs will stand by at the fire department. The call
center for fire notification and emergency heaith care is the same
number (119).



+ The possible explanations for success in improving IMR, MMR.

o}

O 0O o o©

Narrowing socio-economic distribution by providing high
education level for women.

Universal coverage of national health insurance

Utilization of MCH handbook

Population-based screening and health check-ups

The social attitude that give highest value on child-rearing

4 Remaining MCH health problems

C

Japan is now facing with the increasing rates of low birth weight
newborn due to the increasing number of artificial pregnancy as
a result of older age at marriage of parents, the high prevalence
of smoking mothers, and the advancement of medical care that
is able to save lives of very low birth weight infant after birth.
The LBW rate in 2010 is 9.6%.

Child abuse is one of the remaining health challenges for Japan.
Due to the socio-economic cultural, people tend to have high
stress and higher risk to behave child abuse.

4 MCH policies and services

Issues Japan Thailand Note
Policy MCH laws 1965 National policy LLong term plan
MCH handbook gains | Aithough the MCH Revise the
high involvement from | handbook is available | MCH handbook
both parents and at nationwide scale, by applying the
medical institutes there is low Japanese
participation from format (2 part
parents/ private model)
hospitals/ and medical
university hospital.
Prenatal 14 times ANC 1) The new guideline |-
Services recommends at least 5

times ANC for normal
pregnancy.

2) The general
guidelines provide 8-

12 times ANC.
Free ANC by Free ANC services by | -
vouchers the national policies




Issues Japan Thailand Note
Pregnancy No registration Should be
registration implemented.

Delivery | Obstetricians/midwifes | Obstetricians/ GP/ Shortage of

nurses health
professionals
for MCH

Postnatal | Hospitalization 5-7 Hospitalization 2 days | The longer

services | days for normal delivery, 3 | period in

days for C/S hospitalization,
the more
opportunity for

teaching child-
rearing practice

19 diseases newborn
screening

Screening for PKU,
TSH and BB

Maternity leave and
child-rearing leave for
1 year

Maternity leave with
full payment for 3
months.

No child-rearing leave.

Advocate more
for longer
period of
maternity leave

4 Thailand could apply the pregnancy registration system from Japan to
improve the health and welfare services for pregnant women during
prenatal period.

o Optional idea: Pregnancy registration by heaith professional at
the first time of prenatal check-up (facility-based model). The
registration will record the information of pregnant women
including personal profile, pregnancy history which can be used
for identifying those vulnerable group and prone to have low
quality of life during prenatal period.

o The expected outcomes of implementing pregnancy registration.

Correct number of pregnant women

2. Provide MCH handbook and other
package.

3. Basic screening for suspected vulnerable group such as high-
risk pregnancy, teenage pregnancy, low-income mothers, and
single mothers.

4. Sharing information among health and welfare sector for
providing home visit to target group and support those who lose
to follow-up in prenatal check-up.

3. Recheck information of MMR and IMR with local government.

—_—

pregnancy guidance



6. Reduce MMR, LLBW, and increase breastfeeding rate as a result
of better health care during prenatal period.

<+ In Thailand, MCH handbook is handed to the pregnant women at the
first time she received pregnancy confirmation and prenatal check-up
by health professional. The national government designed the MCH
handbook as uniform. The division of Maternal and child health,
Department of Health is responsible for distributing it to all public
hospitals in Thailand with the budget supported by the National Health
Security Office.

Although the MCH handbook has been utilized by public hospital
in nationwide scale, the private hospitals and clinics usually have their
own version which may share some overlap contents. Some MCH
experts working in medical universities complain that the current MCH
is not convenient to use due to its format,

+ Welfare sector collaboration: The welfare sector particularly those
social workers who work in shelter and infant home use the MCH
handbook as a tool for tracing down and recording the history of each
child. However, there is no collaboration from health to train welfare
staffs on how to maximize use the handbook.

4 To revise the MCH handbook, it is possible to apply the format of
Japanese MCH handbook that composed of two parts including:

1) Compulsory part designed by the national government that
required all local government to follow in uniform

2) The additional part which aliows each local government to
design and add necessary information based on their context.
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