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Principles of Medical Ethics

Japan Medical Association

The mission of medical science and health care is to 
cure diseases, to maintain and promote the health of 

the people; and based on an awareness of the importance 
of this mission, the physician should serve 

society with a basic love for humanity.

1. The physician should strive to achieve a lifelong dedication 
to continuing education, to keep abreast of medical 

knowledge and technology, and to support its 
progress and development.

2. The physician should be aware of the dignity and 
responsibility of his/her occupation and strive 

to enhance his/her cultural refinement, 
education, and integrity.

3. The physician should respect the individuality of 
his/her patients, treat them with compassion, 

provide full explanations of all medical treatment, 
and endeavor to earn the trust of the patient.

4. The physician should maintain respect for his/her fellow 
physician, cooperate with medical care personnel and 

serve the cause of medical care to the best 
of his/her abilities.

5. The physician should respect the spirit of public 
service that characterizes health care, contribute 
to the development of society while abiding by 

legal standards and establishing legal order.

6. The physician will not engage in medical activities
for profit-making motives.
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JMA—President’s Speech

In these past two years, with the slogans of  
continuity and reform and from the community 
to the nation, I have called for the medical com-
munity to come together and become even more 
unified for redevelopment of community health 
care by working toward solutions to the various 
problems that are affecting health care. Along with 
urging the construction of a health care provi-
sion system compatible with the actual situation 
in our communities, I have also clarified specific 
goals for facing the super-aged society that is 
coming in 2025.

First, what is most important to me is the 
position of standing with the people. This is  
because my duty as a physician is to help pro-
vide decent and healthy living for the people 
throughout their entire lives. The philanthropic 
benefit of the medical science and health care 
that we provide is something that should be 
spread widely among the people.

The real task of nation building is to make  
a society in which people can live healthy and 
secure lives, as well as to raise people who are 
able to support such a society. Health care is  
certainly at the root of such a society.

My duty in my second term as president is 
to gather our strength to find solutions to the 
numerous difficult problems affecting health 
care. For this, a map is required that shows the 
correct route to achieve our goals. The higher  
the benchmarks, the more detailed they become, 
and thus require even more concrete plans.

As president, I propose three policy direc-
tions in order to bring the conceptual direction 
of Japan Medical Association (JMA) closer to 
the form of health care that we should have.

The first direction is strengthening the  

organization.
In order to improve further the health of the 

people as we advocate, we must strengthen and 
increase the previous level of organizational 
power of medical associations. In September of 
last year, a working group considering organiza-
tional strengthening was launched, and discussed 
the current state of the organization and specific 
measures to increase the acquisition of mem-
bers. Some of these measures have already been 
implemented, and the details have been pub-
lished as a preliminary report.

On the one hand, it has not yet been com-
municated well to the people just how medical 
associations contribute to community health and 
how they have prepared the groundwork for the 
health and welfare of residents. We physicians 
consider the contribution to community health 
to be the duty of physicians as a matter of course, 
but it is true that we have not made a positive 
campaign to tell this to the people. However, this 
means that the organization known as a medical 
association is not properly understood. Concern-
ing the way of thinking about health care and 
the measures that I advocate, it has remained 
difficult to obtain support or a feeling of com-
monality with the Japanese people. As former 
Prime Minister Kakuei Tanaka once said, in 
democratic politics, no matter how excellent one 
policy is, it cannot be effective if it is not able  
to receive the support of the citizens.

To this end, we have developed the Japan 
Medical Association Mission Statement, which 
emphasizes the unity of physicians and the rela-
tionship between the JMA and the people, in 
order to express the principles and goals of the 
JMA clearly to the nation and to all physicians 

Policy Address*1

JMAJ 57(3): 109-112, 2014

Yoshitake YOKOKURA1

*1 This is a revised English version of the policy address delivered in Japanese by Dr. Yoshitake Yokokura at the 132nd Regular General 
Assembly of the JMA House of Delegates held in Tokyo, June 28, 2014.

1 President, Japan Medical Association, Tokyo Japan (jmaintl@po.med.or.jp).
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in way that is easy to understand, and par tic u-
larly to raise awareness that the JMA is a group 
of medical professions that stands with the peo-
ple and is definitely not a pressure group,

Continuity is power, and for this, a variety  
of efforts are required, and reform cannot be 
achieved in just one day. Therefore, we have 
made the Japan Medical Association Mission 
Statement our banner, and while planning even 
greater unity of the health care sector, and build-
ing a community-based vision of health care for 
the people, will continue to communicate broadly 
with our members and the people, and deepen 
our various public interest activities intended to 
improve the health of the people.

The second direction is support of commu-
nity health care.

In anticipation of 2025, when baby boomers 
will become late-stage elderly, the development 
of a system of health care that comprehensively 
supports the community (“comprehensive com-
munity health care”) in the public universal health 
insurance system that is based on primary care 
physicians who are not just gatekeepers but 
 actively coordinate care, should be carried out 
through functional specialization of and coop-
eration among hospitals, provision of adequate 
in-home health care and long-term care, recruit-
ing and retaining health care personnel, and 
 improvements in the workplace environment. 
On the one hand, the way of providing health 
care for the people will change along with this, 
and the demands and trends in society will also 
change.

By 2040, this demographic shift will also 
place some localities at risk of disappearing due 
to reduced population. But people are unable to 
live in a place without health care. Health care 
is an indispensable lifeline and also the basis for 
community building.

The way of providing community health dif-
fers depending on the community. This is because 
the demand for health care and the health care 
resources required are different in various com-
munities. There is a concern that the currently 
functioning community health care system will 
be broken by the national government operating 
a single system across different conditions of 
health care.

As a group of medical professions, the JMA 
expresses a clear vision from the standpoint of 
protecting health care for the people, and must 

exercise the appropriate power to realize this  
vision. In August of 2013, the JMA issued a joint 
declaration on the state of the health care provi-
sion system with the Conference of Four Major 
Hospital Associations.

In the future, we will implement a hospital 
function reporting system as part of a new fiscal 
support system for reform of the health care and 
long-term care service provision system. Based 
on a vision that takes into account the special 
characteristics of each prefecture, we will work 
to develop policies that continue to protect the 
health of community residents.

Protecting community health means having 
local government and local medical associa-
tions as the main actors instead of a top-down 
approach led by the national government. Human 
and physical resources in a community will be 
employed after re-evaluation, and community 
building in a manner in the context of and reflect-
ing the actual conditions in the community.

When thinking about the future of Japan and 
the coming super-aging society, medical associa-
tions that know the community and stand with 
the community must build a comprehensive 
community care system that provides integrated, 
appropriate health care, long-term care, welfare, 
and livelihood services in a community network 
centered on primary care physicians. The JMA 
must also cultivate them and develop their capa-
bilities in the aging society.

The third direction is thinking about the  
future of health care.

Our country’s public debt is over 1,000 tril-
lion yen or ca.10 billion USD, and economic 
growth is sluggish. Furthermore, the working age 
population in Japan is projected to shrink by 
20% in the future, even if our birth rate recovers, 
if womens’ participation in the workforce were 
at Swedish levels, and if older persons stayed in 
the workforce for five more years.

Under these conditions, the costs of social 
insurance, mainly for health care and long-term 
care, are projected to rise, so in the future,  
policies called “regulatory reform” or “growth 
strategies” will continue to bring pressure to  
restrict the scope of insurance benefits from the 
standpoint of fiscal crisis, Repeated health care 
reforms driven by fiscal concerns have and will 
continue to run the risk of leading to the col-
lapse of universal health insurance in Japan. 
Even now there have been loud cries for regula-
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tory reform to reduce “excessive medical care” 
and the move towards commercialization of the 
core of medical care has accelerated.

On June 24, 2014, the cabinet approved the 
main policy recommendations of the three con-
sultative councils of the cabinet: the Basic Policies  
of the Council on Economic and Fiscal Policy, 
regulatory reform plans of the Council for Regu-
latory Reform, and the Growth Strategy of the 
Industrial Competitiveness Council. In these, the 
following measures are notable: (1) Expansion of 
treatment only partially covered by health insur-
ance; (2) Spending targets for each prefecture/
metropolitan area; (3) Frequency of revision of 
the pharmaceutical price list; (4) Healthcare  
delivery system; (5) Funding sources for health 
insurance; (6) Promotion of self-medication;  
(7) Promotion of health care-related industries; 
(8) Promotion of the information technology 
transformation of health care and long-term care; 
(9) Encouragement of female physicians. The 
JMA intends to scrutinize closely each of these 
points, while expressing a clear direction for the 
form of health care we should have.

In particular, there is a proposal to expand 
the treatments that are only partially covered by 
health insurance. For new ways of providing 
health care, safety and effectiveness must be  
assessed. Moreover, a major precondition is that 
the people someday be able to have equal access 
to these treatments by their eventual complete 
inclusion in health insurance coverage.

There is also a proposal for targets for health 
care spending set for each prefecture. We are 
currently working to ascertain precisely the con-
ditions in communities, and are preparing a  
community health care vision that unifies pre-
fectural government authorities and community 
medical associations. There is a concern that 
numbers-based targets alone could make it  
more difficult to provide appropriate community 
health care.

For the pharmaceutical price list revision, the 
wording is that the way of conducting the phar-
maceutical price survey and revisions of the 
pharmaceutical price list, including their fre-
quency, will be considered while taking into  
account the effects on the main fee schedule for 
health insurance treatment, but at first an annual 
revision is called for.

For the health care delivery system, the estab-
lishment of a primary care system is proposed, 

but in Japan, primary care is already being pro-
vided by primary care physicians.

What have repeated health care reforms 
driven by fiscal concerns actually brought for  
the people? When these arguments have been 
brought repeatedly, I have always spoken up 
clearly to protect the people’s health care sys-
tem, while at the same time asking for the coop-
eration of JMA members and the understanding 
of the people. But now, I feel painfully aware 
that again, we must argue clearly for a way of 
evaluating regulations that are to protect the 
health of the people.

To build a society in which there is neither 
too much nor too little health care necessary for 
all people, we must promote lifelong health pro-
grams, extend the healthy life expectancy, and 
advance reforms appropriate for the times, while 
at the same time we must preserve universal 
health insurance that is sustainable.

For the future of health care, we are putting 
our effort into gathering and analyzing the  
essential information, particularly from the  
primary care physicians and community medical 
associations who are the closest to the people,  
in order to build a system that makes it possible 
to make policy proposals about what is truly 
necessary in the community, rather than about 
the policies which the national government or 
the Ministry of Health, Labour and Welfare con-
sider to be necessary. In order to convey the 
JMA perspective in an understandable manner 
that ends information disparities among the 
mem bership, we will communicate after devel-
oping specific points based on assessing and 
analyzing the actual situation. Moreover, health 
care politics is also important, and in the budget 
process, it is important to assure the availability 
of funding sources.

The purpose of carrying out what I have set 
forth today as three directions—strengthening 
the organization, supporting community health, 
and thinking about the future of health care—is 
the health and health care of all of the people.

For this, I will continue to maintain a criti-
cal attitude for future government policies, judg-
ing according to the criteria of whether these 
policies contribute to safe health care for the 
people and whether these policies can protect 
universal health insurance through public health 
insurance.

The JMA itself represents all physicians in 
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Japan, and takes pride in being the only group 
that leads the entire health care sector. It will 
continue to lead medical science and medical 
care at the national level, cooperating at the 
same time with many relevant organizations.

In preparing to build an improved health 
care system for the people, we are determined 
to follow the three directions and carry out  
the duties of the JMA, aiming to be a medical 
association that stands with the people as a 
group of medical professions.

While municipal medical associations, pre-
fectural medical associations, and the JMA each 
have their own roles to play, we are now at a 
critical moment concerning whether it is possible 
to establish a sustainable health care system.

There are some difficult issues under the 

present organizational structure, represented by 
the handling of comprehensive community care. 
In the past two years, there have been rapid 
changes in the kind of health care delivery  
system that is being sought, as it is necessary  
to have the power to handle a variety of sce-
narios such as large scale disasters and pandemic 
diseases.

In order to bring about the community health 
care that Japan should have, the JMA will use 
its strong communication power to work to lead 
national policies in the proper direction, while 
continuing to warn that national policies should 
not go in the wrong directions. It will at the same 
time work for even closer unity in the health 
care sector in the future.
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JMA Policies

Introduction

Following the Tokyo Electric Power Co., Inc. 
(TEPCO) Fukushima Daiichi Nuclear Power 
Station accident in the aftermath of the Great 
East Japan Earthquake in 2011, there was great 
pressure to overhaul Japan’s nuclear emergency 
preparedness measures. The nuclear emergency 
response guidelines were formulated by the  
Nuclear Regulation Authority (NRA) on Octo-
ber 31, 2012, and subsequently revised on June 
5, 2013. Under the revised policy, local public 
authorities in Precautionary Action Zones (PAZ) 
are to construct a system enabling the distribu-
tion of iodine*1 to local residents in advance,  
and shall hold information meetings for local 
residents regarding the distribution of iodine at 
which physicians explain the prophylactic use 
and adverse reactions, etc. of iodine.

Thus, the Japan Medical Association (JMA) 
has formulated the guidelines for the administra-
tion of iodine, because it is anticipated that an 
emergency resulting from an accident at a nuclear 
power facility will affect not only the area  
immediately surrounding the nuclear facility but 
also a broader area including numerous prefec-
tures; the guidelines are intended as reference 
materials for many physicians acting as local 
opinion leaders at information meetings on the 
distribution of iodine to enable them to smoothly 
explain the benefits and risks of iodine prophy-
laxis to block the uptake by the thyroid gland of 
radioactive iodine released to the environment, 

as well as to enable physicians and medical  
associations to swiftly distribute iodine at the 
time a nuclear emergency occurs.

These guidelines are distributed to local phy-
sicians in areas surrounding the Sendai Nuclear 
Power Plant (NPP) in Kagoshima Prefecture to 
provide a better understanding of predistribu-
tion of iodine to residents in the areas.

We hope that physicians and local medical 
associations will use their medical knowledge 
regarding the timing of distribution and admin-
istration of iodine to actively advise local resi-
dents and local public authorities, and thereby 
help reduce the risks of radiation exposure of 
the thyroid gland in local residents upon a  
nuclear emergency.

In future, the JMA intends to continue to pro-
mote various disaster prevention measures, includ-
ing nuclear emergency preparedness, in order to 
protect the lives of the people of Japan as a 
healthcare professionals’ organization. We ask 
for your continuing support in these endeavors.

Necessity of Iodine Prophylaxis as a 
Protective Measure in the Event of  
an Accident at a Nuclear Facility

Radiation exposure and internal  
contamination
In the event that an accident occurs at a nuclear 
facility (a nuclear power station; nuclear reactor; 
or facility that separates radioactive isotopes, 
processes or reprocesses used nuclear fuels, or 

Guidelines for Iodine Prophylaxis as a Protective 
Measure: Information for Physicians

JMAJ 57(3): 113-123, 2014

Sumito YOSHIDA,1 Mayo OJINO,1 Takayoshi OZAKI,1 Takushi HATANAKA,1  
Kaori NOMURA,2 Masami ISHII,3 Kazuaki KORIYAMA,4 Makoto AKASHI5

*1 Iodine: Potassium Iodide (KI) for thyroid blocking in a radiation emergency.

1 Researcher, Japan Medical Association Research Institute, Tokyo, Japan (ojino@jmari.med.or.jp); 2 General Manager, Pharmaceutical Policy 
Office, Japan Medical Association, Tokyo, Japan; 3 Executive Board Member for Emergency and Disaster Medicine, Japan Medical Association, 
Tokyo, Japan; 4 Emergency Life-Saving Technique Academy of Kyushu (ELSTA KYUSHU), Fukuoka, Japan; 5 Executive Director, National Institute 
of Radiological Sciences (NIRS), Chiba, Japan.
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stores used nuclear fuel), the radioactive materi-
als (substances that emit radiation) released to 
the environment from the facility through vents, 
etc., include iodine, cesium, strontium, pluto-
nium, and others. The radiation emitted by these 
substances damage the DNA of cells. This is the 
main cause of health damage by radiation.

Exposure to radioactive materials is called 
“radiation exposure”; exposure from outside the 
body is called “external exposure,” while expo-
sure from radioactive materials that are incorpo-
rated into the body is called “internal exposure 
or contamination”. These guidelines have been 
formulated in anticipation of cases of expo-
sure—mainly “internal exposure”—to radioac-
tive iodine (which has a tendency to accumulate 
in the thyroid gland).

The impact of internal exposure is deter-
mined by the effective dose coefficient (sievert/ 
Becquerel: Sv/Bq), which expresses the radiation 
dose when 1 becquerel of radioactive materials 
has been incorporated. This is determined by 
such factors as the type of the radioactive  
materials, their chemical forms, incorporation 
pathway, seize of particles and age.

In the case of internal exposure, the radioac-
tive materials emit radiation within the body, 
and the effects of incorporated radioactive  
materials depends on the time required for the 
disintegration of one-half of the radioactive  
material (physical half-life) and also the time an 
organism takes to eliminate one half the amount 
of a radioactive material incorporated (biologi-
cal half-life). The physical half-life of iodine-131 
(131I) is approximately eight days.

Based on basic research and epidemiological 
studies conducted thus far, in Japan the annual 
dose limit for the public other than naturally  
occurring radiation or radiation used by medical 
facilities for testing and medical treatment has 
been deemed to be 1 mSv per year as an effec-
tive dose, and this level has been protected 
throughout the regulatory system.

The “effective dose” is the tissue-weighted 
sum of the equivalent doses in all specified  
tissues and organs of the body; this quantity 
takes into account each organ or tissue being  
irradiated. When radiation exposure to only the 
thyroid gland is being considered, the equivalent 
dose is used. The “2007 Recommendations of the 
International Commission on Radiological Pro-
tection” (ICRP Publication 103) defines 1:25 as 

the ratio of effective dose to equivalent dose in 
the case of internal exposure to iodine-131; when 
the equivalent dose for the thyroid gland is 
25 mSv, the effective dose is 1 mSv. The dose limit 
for physicians, radiological technologists (the 
same as for nuclear power facility workers), and 
other workers in occupations involving radia-
tion exposure is “100 mSv over 5 years, but the 
dose limit should not exceed 50 mSv in any 
single year.

Health damage caused by radioactive iodine
When radioactive iodine is incorporated into the 
body, it accumulates in the thyroid gland, and 
the radiation emitted can cause thyroid cancer 
within a few years to a few decades. While the 
Japan NRA has presented papers finding that 
“the results of epidemiological studies conducted 
on external radiation exposure in Hiroshima and 
Nagasaki indicate the possibility that increased 
risk of thyroid cancer persisted for people also 
in aged 40 years or older,” it must be noted that 
there is no current international consensus 
reached on this point.1

Furthermore, in the case of exposure to a 
high radiation dose, over a period of several 
months hypothyroidism may develop as a result 
of reduced excretion of thyroid hormone due  
to the death of thyroid gland cells.

Radiation can affect the thyroid gland both 
in the case of external radiation exposure and in 
the case of internal exposure where radioactive 
iodine accumulates in the thyroid gland. How-
ever, in the event that a serious accident occurs 
at a nuclear power facility, radioactive iodine is 
released into the atmosphere, and there is an  
increased risk of people inhaling the radioactive 
material or ingesting it by eating contaminated 
food.

Effects of iodine
If the radioactive iodine released by nuclear 
power facilities enters the human body through 
inhaling or ingestion it, approximately 10-30% of 
the amount incorporated will accumulate in the 
thyroid gland within 24 hours of contamination, 
and most of the remaining radioactive iodine 
will be eliminated from the body by the kidneys 
in urine.

As the result of exposure to radiation from 
this radioactive iodine, thyroid cancer or other 
diseases may develop in four years to a few 
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 decades.
The dose of this thyroid exposure can be 

averted by taking iodine (127I) within 24 hours 
before intake of radioactive iodine. This measure 
has been also reported to be effective for block-
ing radioactive iodine in the thyroid if iodine is 
administered within four hours after intake of 
radioactive iodine.2

When adequate quantities of iodine are  
administered, the iodine is incorporated into  
the circulation system and the concentration of 
iodine is increased in the blood, leading to high 
concentration of iodine in the thyroid gland. The 
synthesis of thyroid hormone requires iodine  
in the blood. Whereas detailed mechanisms for 
the blocking of thyroidal uptake of radioactive 
iodide are not established, several mechanisms 
have been postulated: saturation of the iodide 
transport mechanism, interference with intra-
thyroidal organification of iodide, isotope dilu-
tion, and inhibition of hormone release.2 Thus, 
saturation of the iodide transport system by  
excess iodide leads to blockage of radioactive 
iodine uptake in the thyroid and the interference 
with intra-thyroidal organification of iodide  
results in inhibition of the thyroid hormone syn-
thesis. Dilution of the radioactive iodine with 
one reduces probability for uptake of radioac-
tive iodide.

When a healthy adult takes iodine, the  
concentration of iodine excreted in the urine 
peaks within 1-2 hours of taking the preparation, 
the amount of iodine in the urine gradually  
decreases, and the most of incorporated iodine 
will be eliminated from the body within 72 hours.

Iodine cannot prevent radioactive one from 
entering the body. Iodine is only effective for 
reducing the internal exposure of the thyroid 
gland to radioactive iodine and cannot reduce 
the dose of exposure to radioactive materials 
other than materials. Furthermore, administration 
of iodine will not treat injury of the thyroid gland 
or make the thyroid release radioactive iodine 
restore the thyroid gland after incorporation.

Administration of Iodine

Instructions for administration
Concerning administration of iodine to residents, 
the NRA has provided as below in the guide-
lines; information on pre-distribution of iodine 
to the local residents has to be provided based 

on the Authorities policies at meetings
Administration within Precautionary Action 
Zones (PAZ)
For commercial nuclear reactors to generate 
electricity, in Precautionary Action Zones (PAZ) 
within a radius of approximately 5 km of the  
reactor, when a “General Emergency” is called, 
the Nuclear Emergency Response Headquarters 
or the local public authorities will issue instruc-
tions for the administration of iodine in addi-
tion to instructions for evacuation, therefore  
iodine should be taken in accordance with these 
instructions in principle.

However, those who cannot take iodine such 
as infants (whose thyroid glands are more sensi-
tive to radioactive iodine than those of adults), 
and the parents/guardians of infants are to evac-
uate on a priority basis at the “Site Area Emer-
gency” stage where administration of iodine is 
not necessary.
Administration in areas outside Precautionary 
Action Zones (PAZ)
In areas outside PAZ, when a “General Emer-
gency” is called, based on the instructions of the 
National Government or local public authorities, 
people should immediately shelter indoors, 
thereafter the NRA will determine whether it  
is necessary to distribute/administer iodine in 
addition to evacuating or sheltering indoors,  
depending on the status of the nuclear power 
facility and amounts of airborne radiation. If the 
Nuclear Emergency Response Headquarters or 
the local public authorities then issue instruc-
tions for the administration of iodine, it should 
in principle be taken in accordance with these 
instructions.

Dose and frequency
As a general rule, iodine should be taken once 
only; continuously repeated administration 
should be avoided. However, in the case that the 
possibility of internal exposure from radioactive 
iodine continues for 24 hours or more and a sec-
ond administration is unavoidable, subsequent 
iodine should be administered at an interval of 
24 hours or more.

As a general rule, repeated dosing should 
only be carried out when the NRA has deter-
mined that another administration is necessary.

Dose (Table 1)
(1) Adults and adolescents aged 13 years or 
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over: 2 tablets (1 tablet contains 50 mg of 
potassium iodide; 2 tablets contain 100 mg)

(2) Children aged between 3 and 12 years: 1 tab-
let (50 mg of potassium iodide)

(3) Infants aged between one month and 35 
months: 32.5 mg of potassium iodide

(4) Neonates: 16.3 mg of potassium iodide
Note that for infants aged under three years 

(36 months), neonates, and others for whom tak-
ing tablets is difficult, liquid iodine prepared from 
powder by a pharmacist should be administered.

Furthermore, people of all ages should be 
administered with iodine, but in principal prior-
ity is to be given to small children and youth.

Precautions Regarding Administration 
of Iodine

Adverse reactions
At the time of the Chernobyl nuclear power 
plant accident in 1986, iodine was distributed  
to 10 million children and 7 million adults in  
Poland, and follow-up studies were conducted  
on 34,491 of these people. The results of these 
studies showed a 0.37% of neonates with hypo-
thyroidism, and 4.6% of children experienced 
symptoms such as vomiting, skin rashes, stomach 
pain, diarrhea, and headache. It is not clear 
whether these symptoms were adverse reactions 
of iodine, and since then it has been reported 
that these adverse effects were transient.4

Contraindications and precautions
Those with a medical history of hypersensitivity 
to iodine substance are deemed to be inappro-
priate for the administration of iodine. When it 

has been revealed that a resident may develop 
such symptoms after predistribution of iodine, 
he/she has to be informed to no take iodine.

In addition, iodine should be administered 
with caution in the case that the person exhibits 
any of the following symptoms.
(1) Hypersensitivity to iodinated contrast me-

dium
(2) Thyroid dysfunction
(3) Renal dysfunction, myotonia congenital,  

hyperkalemia
(4) Hypocomplementemic urticarial vasculitis, 

Duhring dermatitis herpetiformis
(5) Pulmonary tuberculosis

Medicines possibly interacting with iodine
For people currently under medical treatment,  
in the case that they take iodine in addition to 
their medicines currently being taken, there is 
the possibility of health effects due to interaction 
between the medicines and iodine. As a general 
rule, iodine is administered once only following 
a nuclear power facility accident, and so the risk 
of serious health effects due to the interaction  
of the drugs seems less concerned; however, 
citizens taking the medicines shown in Table 2 
should be encouraged to consult a physician 
before taking iodine. The same applies when 
people who have received iodine in advance 
newly start any of these medicines.

Since the medicines that people are currently 
taking should be checked, it is recommended to 
distribute iodine based on advise of pharmacists 
at information meetings to local residents for 
iodine predistribution.

Table 1 Recommended single dose of Iodine prophylaxis

Age groups
Iodine amount (mg)

Amount equivalent to 
potassium iodide

Potassium iodide amount 
(mg) Potassium iodide pills

Neonates
(Birth to 1 month)

 12.5  16.3 —

Infants
(1 month to 35 months)

 25  32.5 —

Children
(3 years to 12 years)

 38  50 1 tablet

Adults and Adolescents
(13 years or over)

 76  100 2 tablets

(Source: Nuclear Regulatory Agency.3)
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Administration to children
An iodine product currently available for predis-
tribution is potassium iodide (50 mg), “Potassium 
Iodide Tablet 50 mg (Nichi-Iko Pharmaceutical 
Co., Ltd.),” which has a shelf-life of approxi-
mately 3 years.

For this reason, dose is 1 tablet for children 
aged between 3 and 12 years and 2 tablets for 
adolescents aged 13 years or over.

However, for infants aged under three years 
(36 months), neonates, and others who cannot 
take tablets, liquid iodine prepared from powder 
by a pharmacist should be administered. For this 
reason, in addition to constructing a system for 
preparing and distributing liquid iodine at times 
of emergency, the development of syrup-type 
 iodine products that can be stored for a certain 
period of time is required.

In addition, in case of pediatric use, beware 
that there is the possibility that administration 
may cause rashes or suppress thyroid function.

Pregnant, nursing and lactating women
Women who are or could possibly be pregnant 
should be administered with a single dose of  
iodine in a case where the effectiveness of reduc-
ing internal exposure of thyroid gland outweighs 
the risk of taking iodine. However, multiple 
doses must be avoided.

Furthermore, in the case that iodine is  
administered during the third trimester of preg-
nancy, there is a risk that hypothyroidism may 

affect mental development to neonates.

Iodine can cross the placental barrier and 
cause thyroid adenoma or thyroid dysfunc-
tion in the fetus.

Nursing mothers must avoid breastfeeding 
when they take iodine and for a certain period 
of time afterwards.

Iodine can transfer into breast milk so 
breast-fed infants may develop skin rashes 
and/or its thyroid functioning may be sup-
pressed. In addition, it is reported that  
65-80% of the potassium iodide in iodine 
tablets is eliminated from the body in urine 
within 24 hours.

The elderly
The NRA has announced that “based on recent 
research, it has been reported that the risk for 
developing thyroid cancer for people aged 40 
years or above decreases with age, but this risk 
remains amongst the elderly. It has also been 
reported that the possibility of adverse reactions 
[from taking iodine] such as temporary suppres-
sion of thyroid function increases with age.”

However, it must be noted that international 
evaluations have not been established regarding 
the risk of developing cancer amongst elderly 
people.

(1) Preparations containing potassium: potassium supplements
Drug examples: Slow-K, Aspara Potassium

(2) Lithium preparations: Bipolar disorder
Drug examples: Limas

(3) Antithyroid agents: hypothyroidism, etc.
Drug examples: Thyradin, Propacil, Mercazole

(4) Potassium-sparing diuretics: hypertension
Drug examples: Aldactone A, Selara, Triteren

(5) ACE inhibitory agents: hypertension
Drug examples: Adecut, Captopril, Renivace

(6) Antihypertensives: hypertension
Drug examples: Preminent, Micombi, Rezaltas

Note: It is possible to search for detailed names of pharmaceuticals using the RAD-AR 
Council, Japan “Kusurino-Shiori [Drug information Sheet].” (http://www.rad-ar.or.jp/siori/
english/index.html)

Table 2 Examples of medicines with which the iodine could interact
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As age increases, organ function may be  
reduced in addition to decrease in vision and 
hearing. For example, if gastric acid secretion 
and/or gastrointestinal movement is reduced,  
absorption of drugs may be suppressed.

Furthermore, because it becomes easier for 
the ingredients of administered drugs to remain 
in the body due to decrease in liver detoxifica-
tion and renal excretion, elderly people should 
be encouraged to consult a physician before tak-
ing iodine.

Effects of overdose
Taking more than the recommended dose of  
iodine will not increase the protective effects; it 
rather increases the possibility of adverse events 
such as thyroid dysfunction. Therefore, no more 
than the recommended dose can be adminis-
tered. Even if a dose higher than the prescribed 
dose is accidentally administered, it is not neces-
sary to take such measures as to get the person 
vomited, it is recommended that the person be 
checked to determine whether there has been 
any abnormal change in their physical condition 
and a physician consulted.

Predistribution of Iodine at Residents’ 
Information Meetings

At residents’ information meetings regarding the 
predistribution of iodine, residents should check 
the items explained by the physician on the 
check sheet themselves and have these items 
cross-checked by a pharmacist or local govern-
ment employee before being issued with a iodine 
in exchange for a receipt. Of the items residents 
fill out on their check sheets, if the person checks 
items under “Inappropriate for administration” 
(does the person have a health history of hyper-
sensitivity to the ingredients of iodine or iodine?) 
or items under “Administer with caution,” the 
following measures should be taken.
Items under “Inappropriate for Administration”
•	Residents who reply “item does not apply to me”
 Distribute the iodine in exchange for a receipt.
•	Residents who reply “do not know”
 It is important to take the necessary prepara-

tions and for all staff involved to work together; 
for example, if it is possible for a physician to 
determine whether iodine can be administered 
through interviews at the meeting venue with 
the residents regarding their health history, it 

can be decided that iodine can be distributed.
•	Residents who reply “item does apply to me”
 Do not distribute iodine to such residents.
Items under “Administer with Caution”
•	Residents who reply “item does not apply to 

me/do not take medication”
 Distribute the iodine in exchange for a receipt.
•	Residents who reply “do not know” or “item 

does apply to me/do take medication”
 It is important to take the necessary prepara-

tions and for all staff involved to work together; 
for example, if it is possible for a physician to 
determine whether iodine can be administered 
through interviews at the meeting venue with 
the residents regarding their health history, it 
can be decided that iodine can be distributed.

Residents should be instructed to consult 
their family physician if there are any aspects  
of the items explained by the physician at the 
information meeting that they do not under-
stand, including items other than the two men-
tioned above. They should also be instructed to 
take their completed check sheet with them 
when consulting with their family physician.

Evacuation in the Event of a Nuclear 
Power Facility Accident and  
Administration of Iodine

Evacuation or relocation in the event of a 
nuclear power facility accident
Evacuation and relocation in the event of a  
nuclear power facility accident are both safe-
guards to be implemented in the case that there is 
the possibility that local residents may be exposed 
to radiation levels higher than a prescribed  
level. Residents can reduce their exposure doses 
by distancing themselves from the radioactive  
materials and/or the radiation source.
Evacuation
Evacuation is carried out urgently when the  
levels of radiation being released into the atmo-
sphere are higher than an approved level or 
there is a risk that they will become high, or in 
order to quickly separate residents from the site 
from which the radioactive materials are being 
released.
Relocation
Relocation is carried out in order to reduce 
needless exposure to radiation that would occur 
if residents continuously lived in the affected 
area, as well as to separate residents from the 
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affected area for a certain period of time.

Sheltering in place
Sheltering in place is a countermeasure carried 
out to reduce radiation exposure by the inhala-
tion of radioactive substances and from neutrons 
and gamma radiation.

Sheltering in place is carried out under the 
instructions of the National Government or local 
public authorities in the case that residents are 
required to wait in order to reduce the risk of 
radiation exposure following a nuclear power 
facility until the National Government or local 
public authorities order evacuations, etc., or in 
the case that carrying out evacuations is difficult.

For hospitals and nursing care facilities in 
particular, in certain cases priority needs to be 
given to sheltering in place rather than evacua-
tion. In such cases, sheltering in place in concrete 
buildings—which generally have a shielding effect 
and are relatively airtight—is effective.

Responses by medical facilities in  
consideration of vulnerable people
In consideration of vulnerable people requiring 
nursing care, etc., in the case that a nuclear 
emergency occurs and a recommendation or  
order to evacuate is issued, administrators of 
hospitals and other medical facilities shall swiftly 
and safely evacuate or transfer to another med-
ical institution all inpatients, outpatients, and  
patients’ visitors, etc. in accordance with an  
evacuation plan formulated in advance by each 
medical facilities and under the direction and 
guidance of physicians, nurses, and other staff.

Physicians’ advice regarding distribution 
and administration of iodine
Regarding the timing of administration and  
efficacy of iodine, “administration of iodine 24 

hours prior to exposure to radioactive iodine” 
has “an inhibitory efficacy of 90% or higher,” 
but “administration of iodine 8 hours after expo-
sure to radioactive iodine” has “an inhibitory  
efficacy of 40%.” Moreover, “administration of 
iodine 24 hours after exposure to radioactive  
iodine” has “an inhibitory efficacy of only 7%”5 
(Table 3).

Accordingly, it is important that, based on 
their understanding of the nuclear accident  
status and evaluation of risks for a broad area, 
not only the nuclear power facilities and the  
surrounding area, physicians and medical asso-
ciations provide advice to local public authorities 
based on their medical knowledge regarding  
the timing of distribution and administration  
of iodine in order to reduce the risks to local 
residents.

In addition, one lesson learned from the  
Tokyo Electric Power Co., Inc. (TEPCO) Fuku-
shima Daiichi Nuclear Power Station accident 
was that, in the case that local residents are  
unable to obtain information regarding instruc-
tions for evacuation and taking iodine due to 
interruption of telecommunications, as well as in 
the case that discussions are held with local pub-
lic authorities regarding the necessity and timing 
of iodine administration—including when iodine 
are to be taken and their efficacy—the following 
items need to be checked.
(1) Collection of information to enable a decision 

to be made as to whether or not there is a 
possibility of local residents being exposed to 
a certain level of radiation within 24 hours

(2) Situation regarding iodine stockpiles
(3) Situation regarding the preparation of explan-

atory pamphlets, etc., describing the health 
damage caused by radioactive iodine and the 
benefits/efficacy as well as adverse reactions 
of iodine, etc.

Administration 24 hours prior to exposure to 
radioactive iodine

Protective effect of 90% or higher

Administration 8 hours after exposure to 
radioactive iodine

Protective effect of 40%

Administration 24 hours after exposure to 
radioactive iodine

Protective effect of 7%

(Source: Preston LD, et al.1)

Table 3 Timing of administration and effect of iodine
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(4) Situation regarding the preparation of medi-
cal questionnaires

Instructions for administering iodine in the 
accident/emergency zone
Under Japan’s nuclear emergency policy, criteria 
have been established for prompt implementa-
tion of evacuation and other measures following 
the occurrence of a nuclear power facility accident.

Depending on the accident status, emergency 
situations are classified into three categories: 
“Alert,” “Site Area Emergency,” and “General 
Emergency.” In cases such as when the level  
of radiation near the perimeter of a nuclear 
power facility site is 5 μSv/h or higher, if facil-
ity workers have received a warning from the 
National or a Prefectural Government, the situ-
ation is deemed a “Site Area Emergency,” and 
at this stage safeguards for local residents, etc.—
that is, making preparations for the distribution 
of iodine while at the same time evacuating and/
or administering iodine to vulnerable people—
are to be implemented.

Furthermore, in the case that the above- 
mentioned radiation level rises to 500 μSv/h or 
higher, the situation is deemed to be at the 
“General Emergency” stage—the level at which 
the general public is affected (or there is a high 
possibility the general public will be affected) by 

radiation—and the distribution/administration of 
iodine and evacuations are carried out (Table 4).

Accordingly, it is important that local medical 
associations discuss with local governments con-
crete measures such as methods for administer-
ing iodine following evacuation procedures.

Administration of iodine in radiation 
 emergency medical
When a nuclear emergency occurs, medical treat-
ment for injured and sick people who could have 
been contaminated with a radioactive material 
or exposed to radiation is to be carried out 
smoothly at the first response stage in accor-
dance with a medical care system that has been 
prepared in advance.

Under this system, as a general rule the person 
responsible for nuclear emergency preparedness 
for the affected area overall is to communicate 
instructions to medical institutions, etc., to 
promptly administer iodine in accordance with 
National Government instructions in the case 
that the release of radioactive iodine is antici-
pated or radioactive iodine has been released.

Methods for obtaining necessary  
information regarding evacuation and 
 iodine administration instructions
In order to ensure the safety and security of  

Classification “Alert” “Site Area Emergency” “General Emergency”

Accident status
Radiation effects to the general public
(Statement of the Nuclear disaster 
response policy)

 
No

(Not an emergency)

 
Rare

(Possible)

 
Yes

(Highly possible)

Main countermeasures
Monitoring in emergency situations

 
Preparation

 
Implementation

 
(Implementation)

Preventative evacuation of people 
requiring evacuation*

Preparation Implementation (Implementation)

Safeguards for residents Preparation Implementation

Laws and regulations
Act on Special Measures Concerning 
Nuclear Emergency Preparedness

 
—

 
Article 10

(Obligation to Notify of  
a Nuclear Emergency 

Preparedness Manager)

 
Article 15

(Declaration of Nuclear 
Emergency Situation)

(Source: Japan Atomic Energy Agency (JAEA).)

* Persons requiring evacuation: persons requiring support at times of disaster (people who are sick or injured, hospitalized, elderly, or disabled; 
foreign nationals, infants, pregnant woman, and others who require assistance in disasters) for whom evacuation would take more time than 
normal and who amongst those whose health risks would not increase due to evacuation, to whom iodine cannot be distributed in advance, 
or for whom administration of a stable iodine preparation is inappropriate but needs safeguards such as early evacuation at the “Facility  
Emergency” stage.

Table 4 Overview of Japan’s emergency situation classifications
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local residents as well as support appropriate 
decision-making and action-taking by local  
residents themselves, the National Government 
and local public authorities are to endeavor to 
promptly convey and disclose accurate and easy-
to-understand information to the general public. 
In the case of a nuclear emergency in particular, 
the following information is to be conveyed.
(1) The situation concerning the nuclear power 

facility accident
(2) Monitoring results
(3) Weather forecasts
(4) Forecasts for the diffusion of radioactive 

 materials in the atmosphere, etc.
Furthermore, government information at the 

time the accident occurs can be conveyed via 
various methods, and so people should try to ob-
tain information through the following methods.
(1) TV, radio, one-segment (digital terrestrial) 

broadcasting
(2) Local community broadcasting
(3) The Internet, electronic bulletin boards for 

government announcements
(4) Mobile terminals and other emergency flash 

news e-mail
(5) Police information
(6) Information from fire departments or volun-

teer fire companies, etc.
Moreover, it is important that local medical 

associations and other organizations obtain in-
formation from the local disaster response head-
quarters using telecommunications methods 
such as community wireless disaster information 
systems, satellite telephones, and disaster priority 

telephones, to relay appropriate information to 
doctors and medical institutions.

Actions of Local Medical Associations 
in a Nuclear Emergency and Advance 
Preparations

It’s important that local medical associations 
take the following 3 actions—(1) Collecting  
Nuclear Emergency-related Information, (2) 
Evaluating Risks of Radiation Exposure, (3) 
Sharing their Information with Medical and 
Health Professions—in a nuclear emergency and 
make each preparation for doing so in advance.

Collecting nuclear emergency-related  
information
First, local medical associations should turn on 
the following two “switches” in order to collect 
nuclear emergency-related information.
(1) Turn on the TV and/or radio
(2) Turn on their “risk management switch”
 The “risk management switch” refers to  

beginning to gather information from the 
nuclear power facility, the prefecture/munici-
pality headquarters for disaster control, the 
Off-site center, and health and medical care 
departments, and promptly beginning to pro-
vide the collected information to physicians 
and medical institutions. In preparation for 
this, a table of names of the organizations 
from which information can be obtained is 
to be drawn up in advance (Fig. 1).

Department in charge/ 
Telephone number

Name of person in charge

Nuclear power facility

Municipality

Disaster:

Nuclear power:

Healthcare:

Other:

Prefecture

Disaster:

Nuclear power:

Healthcare:

Other:

Fig. 1 Example of a table of relevant organizations
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Evaluating risks of radiation exposure
Next, it is necessary to evaluate risks of radiation 
exposure based on highly reliable information. 
For example, there is the System for Prediction 
of Environmental Emergency Dose Information 
(SPEEDI) data as useful information in Japan.

SPEEDI is a system to predict the atmo-
spheric concentration of radioactive particles in 
the surrounding environment, radiation exposure 
amounts, and other environmental impacts, based 
on information of radiation source, weather 
conditions, and topographical data. This system 
can forecast the critical information such as the 
concentration of radioactive materials in the 
atmosphere, effective radiation doses from exter-
nal exposure, and equivalent dose for the thyroid 
gland through inhalation (Fig. 2).

However, since some uncertainty is inherent 
in the forecasted information, decisions should 
be made based on the actually observed or  
detected values as much as possible.

Sharing information with medical  
professions on the affected areas
Medical professions such as physicians, nurses, 
and pharmacists will be involved in administer-
ing iodine tablets on the affected areas. The local 
medical associations should establish the system 
for providing nuclear emergency-related infor-
mation and risk evaluations of radiation expo-
sure for them promptly in a nuclear emergency.

Disaster Preparedness in Local  
Medical Associations

Collecting nuclear emergency-related  
information
Hospitals or medical association in local govern-
ments with nuclear facilities should share infor-
mation required for evacuation and iodine with 
local governments in advance.
1. Information regarding the disaster prevention 

plans of the company of nuclear power plant,

Nuclear
power facilities

Japan Weather
Association

Nuclear Regulation
Authority

Information on
radiation source

Central information
processing
computer

Nuclear Safety
Technology Center

Information on
radiation source

Calculation order

AMeDAS data

Weather/environmental radiation
observation data

Diagram of predicted wind speeds
Diagram of predicted wind speeds
for 1-6 hours after the accident in
the area surrounding the facility
where the accident occurred

Diagram of predicted concentrations
Diagram of predicted atmospheric
concentration and surface
accumulation of radioactive
substances for 1-6 hours after the
accident in the area surrounding the
facility where the accident occurred

Diagram of predicted radiation doses
Diagram of predicted atmospheric
absorbed radiation dose rates and
effective radiation doses for 1-6 hours
after the accident in the area
surrounding the facility where the
accident occurred

Local government

Offsite center, etc.

Prediction time range
The maximum time range possible for calculating predictions depends on the GVP data forecast time 
range, the time taken until data transmission, and the time prediction calculations were begun, and is 
within the range of 73 to 79 hours.

GPV data

Fig. 2 Flow of SPEEDI information



GUIDELINES FOR IODINE PROPHYLAXIS AS A PROTECTIVE MEASURE: INFORMATION FOR PHYSICIANS

JMAJ, May / June 2014—Vol.57, No.3 123

2. Information about the social infrastructure 
environment
(1) Information regarding designated evacua-

tion centers and concrete buildings suit-
able for sheltering in place

(2) Local government evacuation plans
(3) Documents regarding the location of 

public facilities, etc.
a. Daycare centers, kindergartens, schools, 

clinics, hospitals, nursing care facilities, 
facilities for disabled persons, etc.

b. Maps showing distance between these 
facilities and the nuclear power facility 
and localization of the nuclear power 
facility

(4) Information regarding radiation emer-
gency medicine facilities

(5) Information regarding the content and lo-
cations of stockpiles of iodine and equip-
ment for medical care

(6) Documents and lists of names, etc. for 
people requiring assistance to evacuate, 
etc.

Training and education against a nuclear 
disaster
At the time of the accident at the Fukushima 
Daiichi Nuclear Power Station, physicians were 
asked for explanations on health effects of  
radiation and advice about iodine administration 
by residents, when they provided medical care  
at first aid stations. However, they could not 
make satisfactory responses to the residents  
because of lack of information and knowledge 
on radiation and its effects.

Since physicians use radiation for their clini-
cal works and are experts of health care, they 

have to have basics on radiation. They also play 
important roles in radiation emergency. There-
fore, it is necessary to conduct training and  
educational programs against a nuclear disaster 
for physicians.

JMA held a symposium of “Disaster Medi-
cine and Medical Associations” (http://www.med.
or.jp/english/journal/toc/v55no05.html) and “the 
JMAT Training Course on Disaster Medicine” in 
2012. The reports of these conferences have been 
posted on the JMA website and are available to 
anyone for reference.
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Introduction

The Japan Medical Association (JMA) launched 
the Global Health Committee in 2008 to invigo
rate its domestic activities and to enhance its 
international influence in the global community. 
Each committee operates for a term of two 
years, and the 3rd Global Health Committee 
 carried out its activities in 2012 and 2013.

The 1st JMA Global Health Committee 
Report summarized the activities and achieve
ments of the JMA’s Global Health Committee 
and was issued in March 2010. In addition, the 
report detailed the history and significance of 
the JMA’s global health activities and presented 
examples of activities in recent years. It also 
indicated that the JMA should strengthen its 
internal organizational structure to promote 
global health activities.

For the 2nd term, the JMA President pro
posed the following theme: “Promoting JMA 
strategies for future global health and commu
nity health.” First of all, in response to the rec
ommendations of the 1st report, the Global 
Health Committee’s organizational structure was 
transformed. It was decided that committee 
membership would comprise specialists in global 
health and representatives of prefectural medical 
associations. In addition, all committee members 
were made editorial staff of the JMA’s interna
tional journal, the Japan Medical Association 
Journal (JMAJ). Moreover, the Great East Japan 
Earthquake disaster occurred on March 11, 2011, 
and as the committee identified this disaster as 
one of the most important issues for the JMA, 
a report was compiled and it summarized the 

domestic and inter national activities of the JMA 
centered on the disaster. This report presented 
four major recommendations: (1) Community 
health specialists and global health specialists 
should cooperate and work together to tell the 
disaster experience to the world, focusing on 
 Japan’s characteristic community health activities; 
similarly, the committee team should communi
cate the JMA’s earthquake support activities to 
the world as they were characterized by the 
mobilization of available resources both from 
the affected areas and other supportive Japanese 
prefectures; (2) JMA should demonstrate strong 
leadership in the World Medical Association 
(WMA), Confederation of Medical Associations 
in Asia and Oceania (CMAAO), and the Takemi 
Program in International Health as part of the 
JMA’s global health program; (3) Cooperation 
should be promoted among several committees 
within the JMA (coordination between the Global 
Health Committee and Disaster/Emergency 
Medical Care Committee, etc.); and (4) The les
sons learned from the Great East Japan Earth
quake should be put to effective use in the event 
of future disasters.

For the 3rd term, the JMA President pro
posed the following theme: “Enhancing interna
tional contributions centered on WMA activities 
and community health.” This theme is directly 
related to the cooperation of Japanese com
munity health and global health specialists as 
described in the first recommendation above. It 
is also related to strengthening the JMA leader
ship in international health programs as described 
in the second recommendation above, although 
the JMA has already demonstrated strong leader

Enhancing International Contributions Centered 
on WMA Activities and Community Health*1

JMAJ 57(3): 124-134, 2014

JMA Global Health Committee

*1 This article is based on the report compiled by the JMA’s Global Health Committee in February 2014 (jmaintl@po.med.or.jp).
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ship in the WMA, CMAAO, and the Takemi 
Program as part of committee activities during 
the committee’s 2nd term.

During the committee’s 3rd term, WMA 
 undertook the huge task of revising the Declara
tion of Helsinki, and this was a period in which 
the JMA’s contribution was especially required. 
As young and upcoming physicians from around 
the world were beginning to participate in WMA 
meetings, young Japanese physicians were also 
expected to join them during this period. More
over, the 30th anniversary of the Takemi Pro
gram took place in 2013, and the Global Health 
Committee played a key role in organizing it. 
Lastly, the Great East Japan Earthquake, which 
had been a key issue since the committee’s 2nd 
term, remained an issue in Japan. As global 
 society had watched the process of recovery in 
the disaster zone, the Global Health Committee  
reported the JMA’s activities on these through
out the world.

This report first of all describes the JMA’s 
global health activities that are directly con
nected to the WMA and CMAAO. Second, it 
describes the activities of the Junior Doctors 
Network (JDN), which has become active as 
part of the committee’s global health activities. 
Third, the report provides a summary of events 
held in  Japan to commemorate the 30th anniver
sary of the Takemi Program. Finally, it describes 
the JMA’s support activities for the Great East 
 Japan Earthquake and other disaster/emergency 
support activities, and then presents recommen
dations about how the JMA’s future global 
health activities should be strengthened.

WMA and CMAAO Activities

Of the activities carried out by the Global Health 
Committee during the 1st and 2nd terms, WMA 
and CMAAOrelated activities have already been 
described; however, because they are directly 
related to the theme proposed by the JMA Pres
ident for this term, the histories of these organi
zations are worth mentioning here.

History of the JMA in relation to the WMA 
and CMAAO
The international activities of the JMA cannot 
be discussed without mentioning the history of 
the WMA (established in 1947) and CMAAO 
(established in 1961).

After WWII, GHQ ordered the JMA to dis
band, and the new JMA was relaunched post
war as a voluntary membership organization. 
The new JMA expressed profound regret for the 
association’s undesirable actions during WWII, 
such as its relationship with the military as a 
compulsory membership organization. Following 
procedures stipulated by the international com
munity, alongside the German Medical Associa
tion, in 1951 the JMA was allowed to become a 
member of the WMA as the only organization 
representing Japanese physicians. Even when 
simply unrolling and examining this history of 
how the JMA was reestablished in international 
relations, the relationship between the JMA and 
the international community should not be over
looked. As the JMA had to resolve huge domes
tic problems, it tended to be perceived as an 
organization which focused only on domestic 
 issues, and the significance of its international 
activities was forgotten. However, when the 
JMA was relaunched postwar, the raison d’etre 
of the association as Japan’s representative med
ical association was undoubtedly established 
through international activities. We should recall 
this history from time to time.

In establishing CMAAO, it was the fervent 
desire of former JMA President Taro Takemi for 
the JMA to unite the voices of Asian countries 
and regions. He believed that uniting Asian 
voices would strengthen the involvement of 
Asian countries in the WMA. To realize this 
 mission, he worked together with representatives 
of the relevant national medical associations, 
eventually launching CMAAO in 1961 as a con
federation of national medical associations in the 
AsiaOceania region. Formulated over 50 years 
ago, this broad platform has included Hong 
Kong and Macao and been centered in Indo
china. Now it covers an area reaching from India 
to Australia and New Zealand, and it of course 
includes Japan, as well as the Republic of Korea 
(ROK) and Taiwan. It is useful to look at the 
characteristics of CMAAO’s 18 member national 
and regional medical associations. It should be 
noted that there is a variety of different religions 
(including Buddhism, Hinduism, Islam, and 
Christianity), languages, cultures, and national 
situations represented. Despite such differences, 
CMAAO members have worked together con
tinuously for more than half a century. Unfortu
nately China—which is a member of the WMA 
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alongside Taiwan—has not joined CMAAO yet; 
however, the size of the population included 
in the CMAAO membership in the AsiaPacific 
region is overwhelming other regions.

WMA activities during the 3rd term
During the 3rd term, the Global Health Com
mittee was deeply involved in WMA activities. 
A major agenda item at the 2013 WMA General 
Assembly in Fortaleza, Brazil, was the revision 
of the Declaration of Helsinki (DoH). Its 50th 
anniversary was celebrated in 2014 and several 
years have been spent in completing the revision 
in time for this occasion. As is widely known, the 
WMA formulated the “Declaration of Helsinki: 
Ethical Principles for Medical Research Involv
ing Human Subjects” to provide ethical guide
lines for physicians. WMA working groups have 
been continuously carrying out revision work. 
The revisions adopted at the 2008 WMA General 
Assembly in Seoul, ROK, were also extensive 
and also took several years to complete.

However, at the 2013 WMA General Assem
bly, opinions about the use of placebos differed 
amongst Latin America, Africa, and other regions 
of the world. Therefore, the final outcome remains 
in the balance until the moment when the Gen
eral Assembly adopts the revisions. For this 
reason, at the 2013 General Assembly, then
WMA President Dr. J. Edward Hill established 
a working group to continue discussing the pla
cebo issue. As the deliberations of this working 
group continued, members also discussed other 
sections of the DoH. Consequently, the working 
group was allowed to expand its role to revise 
the entire DoH document.

Following lively debate within the working 
group over several years, the structure of the 
DoH has been changed. For example, subtitles 
were added and chapters were modified. Fur
thermore, various elements of the DoH were 
also revised. These include measures addressing 
socially vulnerable groups, compensation, big 
data, advanced medical care, and Ethics Com
mittee functions. The revision process continued, 
and finally resulted in major amendments.

The Expert Conference on the Revision of 
the DoH was held in Tokyo from February 28 to 
March 1, 2013. It provided a precious opportu
nity for the working group to hear opinions from 
the Asia region. The JMA also made suggestions 
about compensation, big data, and Ethics Com

mittee functions, in particular. The essence of 
these suggestions was included in the final revi
sion proposal following further discussions by 
the working group and the expert conference 
held in Washington D.C. at the end of August 
2013. It was then agreed to prepare a separate 
statement focusing on specific elements—in line 
with the times, these were informationrelated 
themes, including big data, and DoH sections 
concerning advanced medical care, including 
gene therapy and iPS cells—while the DoH 
would provide a general framework.

At the 2013 WMA General Assembly in For
taleza, a statement regarding individual compen
sation was removed based on opinions expressed 
from African countries. In addition, minor amend
ments were accepted regarding the necessity of 
not preventing the activities of local researchers. 
The overall revision proposal was then approved. 
At the same time, the database working group 
was strengthened, with the JMA joining this 
group also.

The General Assembly also adopted other 
resolutions regarding the conflict between de
mands for financial reductions and the advance
ment of medicine; warnings against various forms 
of governmental intervention in healthcare; and 
the definition of homosexuality, etc., as normal 
variants.

CMAAO activities during the 3rd term
The highlight of CMAAO activities during the 
3rd term was the 2013 CMAAO General 
 Assembly in New Delhi. The meeting’s main 
theme was “Stop child abuse.” Improving the 
wellbeing of children in the CMAAO region, 
which is the world’s population center, is very 
meaningful for discussing the current situations 
and futures of children. This issue also has a 
grave impact on our own society as well as the 
very future of our planet. The General Assembly 
participants had a common understanding of  
this idea. It is the role of physicians to realize 
the importance of the issue of child abuse and 
to keep a watchful eye on the lives of children 
in their local communities. The General Assem
bly also shared this view amongst participants. 
The meeting adopted a statement titled the 
“CMAAO Delhi Resolution on Prevention of 
Child Abuse” as the consensus of the assembly.
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Activities of the JDN

JDN
The JDN, which the WMA approved in October 
2010, is the first international platform for young 
physicians. The network provides a forum for 
these physicians worldwide to share their experi
ences, ideas, and passion as they play an active 
role with a common mission from the perspec
tive of global health.

In Japan, the “Junior Doctors and Medical 
Students Subcommittee” was established under 
the JMA Global Health Committee in October 
2012. Prof. Yasuhide Nakamura (Graduate 
School of Human Sciences, Osaka University) 
chairs the subcommittee and is supported by two 
other members: Dr. Izumi Maruyama (President 
of the Japan Primary Care Association) and Dr. 
Naoki Kondo (Graduate School of Medicine, 
University of Tokyo). They have worked hard to 
achieve full cooperation for setting up the JDN 
subcommittee.

JDN members are physicians who are resi
dents undergoing clinical training before special
ist training, and many of JDN representatives 
from various countries attend WMA General 
Assemblies. For example, 29 junior doctors and 
medical students from 11 countries attended 
the WMA Bangkok General Assembly held in 
 October 2012, and their represen tatives pre
sented a report at the meeting. Unfortunately, 
however, there were no JDN member attendees 
at this General Assembly because the JMA had 
not yet established a JDN at that time.

In response to the recent worldwide trend, 
the JMA established the JMA Junior Doctors 
Network (JMAJDN), mainly to enable young 
doctors to attend WMA and CMAAO General 
Assemblies. During the settingup period of  
the JMAJDN, the members of the “Junior Doc
tors and Medical Students Subcommittee” took 
leader ship, but subsequently JDN members were 
actively involved in the decision making process 
for formulating an action plan and structure for 
the network. Junior doctors and medical students 
will take a central role in proactively proposing 
appropriate recommendations to the JMA and 
WMA as well.

Participation in international meetings
With the support of the JMA, four junior physi
cians from the JMAJDN have had the opportu

nity to participate in international meetings so 
far. One member of the JMAJDN attended the 
WMA Midterm Council Meeting in Bali in 
April 2013, one attended the CMAAO General 
Assembly in New Delhi in September 2013, and 
two attended the WMA General Assembly in 
Fortaleza in October 2013. In addition, several 
JDN members attended both the Expert Con
ference on the Revision of the Declaration of 
Helsinki, held in Tokyo in February 2013, and 
the Harvard School of Public Health Takemi 
Program 30th Anniversary Symposium, held in 
Tokyo in November 2013. The JMAJDN repre
sentative at the CMAAO General Assembly in 
New Delhi learned about the situation regarding 
child abuse as well as the complicated socio
economic and cultural backgrounds in each 
country. The General Assembly also provided a 
onceinalifetime opportunity for the junior 
doctor to broaden his/her perspective by experi
encing the dancing and food culture of India. 
Participants at the WMA General Assembly  
in Fortaleza had the opportunity to discuss  
medical ethics and other health related issues 
with junior doctors from around the world at  
the JDN meetings.

Through these experiences, the JMAJDN 
representatives gained an understanding of the 
social backgrounds of many other countries. At 
the same time, they felt that the meeting  provided 
a valuable forum for junior doctors worldwide 
to share their ideas and experiences. However, 
one regret was the lack of interest amongst Japa
nese junior doctors in global health activities.

The National Medical Associations with 
 JuniorDoctorsNetworks have expressed high 
expectations for the JMAJDN to continue to 
contribute to international activities by partici
pating in these kinds of meetings in the future. 
Also, in the longterm, the JMAJDN also needs 
to build up a stronger relationship and coopera
tion with JDNs in other countries.

Future outlook for the JMA-JDN
The JMAJDN has a broad potential capacity 
and resources. Its philosophy is to “serve as a 
network of junior doctors and aim to improve 
public health through medical care, medical 
 science, and health services with a broad per
spective and high sense of ethics and mission 
working with the international community.”  
This philosophy also expresses the desire of the 
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JMAJDN for the network to become a new 
platform for all young Japanese physicians. Pre
viously, groups for young physicians were only 
seen in medical specialty societies, medical  
offices at university hospitals, local regions, and 
NGOs. However, it is now expected that the 
JMAJDN will provide a forum that enables  
a diverse range of young physicians to break 
away from these various conventional frame
works and facilitates their activity, based on their 
own fresh and free ideas.

Many young physicians are overwhelmed by 
their heavy load of daily duties. Their efforts 
have been focusing on constantly learning and 
acquiring specialist knowledge and skills. This  
is a very important period for their careers as 
medical professionals. In addition to this train
ing, JMAJDN provides young physicians with 
new learning opportunities, such as opportunities 
for discussing medical ethics and other impor
tant health issues with colleagues around the 
world. By this, they can search for solutions to 
these issues, learning about and gaining an 
 understanding of diverse social and cultural 
backgrounds in other countries, releasing policy 
statements which reflect the opinions of young 
physicians, and studying abroad. These experi
ences may help them to learn things that they 
can only do during this period of their lives. 
Above all, these are precious opportunities for 
them to meet fellow junior doctors and mentors 
throughout the world. Thus, junior doctors with 
a background in JMAJDN activities may have 
huge potential to grow and play an active inter
national role in coming decades.

Based on the concept above, the JMAJDN 
launched an Annual Survey Project which aims 
to clarify the current situations of young physi
cians in Japan. This project surveys the work and 
life environments, interests and concerns, and 
requests of young Japanese physicians. Based 
on the results of the survey, it may be necessary 
to develop policy statements which reflect the 
collective opinion of junior doctors. These kinds 
of efforts, which seem to have been lacking in 
the past activities, are some of the best ways to 
convey their opinions to the world community. 
The JMAJDN is also planning to investigate the 
possibility of creating a support program similar 
to the Takemi Program at Harvard for young 
doctors to study abroad.

The JMAJDN will focus its future activities 

on the following three points: consolidating the 
organizational structure of the network, increas
ing the visibility of the network, and conducting 
annual surveys of young physicians. This funda
mental platform will enable young physicians in 
Japan to demonstrate their abilities to the maxi
mum. The JMAJDN has already hosted a JDN 
meeting in Tokyo following the WMA Council 
Meeting held in Tokyo in April 2014. The JMA
JDN will continue to contribute to the activities 
of the JDN worldwide by participating in inter
national meetings such as the CMAAO and 
WMA General Assemblies.

Harvard School of Public Health Takemi 
Program 30th Anniversary

To celebrate the landmark 30th anniversary of 
the Harvard School of Public Health Takemi 
Program, commemorative events comprising 
alumni reunions and lectures were held in Bos
ton and Tokyo during 2013.

For the Boston event, Takemi Program grad
uates (Takemi Fellows) gathered from around 
the world. Leaving an especially deep impression 
was the words of praise for the Takemi Program 
expressed by Fellows—high appreciation for  
the luxury provided by the program of being 
able to study for one or two years with virtually 
no research restrictions together with multi
national research fellows. This experience does 
not immediately influence career formation; 
however, it was clear that the program has  
undoubtedly influenced Fellows in their long 
 career histories. Takemi Program Professor Dr. 
Michael Reich spoke about the principles of 
“mutual respect” and “individual freedom” after 
which he described the role of the Takemi Pro
gram as follows: “One premise of the Takemi 
Program is that, ultimately, it is individuals who 
create the relationship between the local and the 
global. The growth of each and every person in 
the Takemi Program, when they go back to their 
organization, makes the organization better, and 
when the organization becomes better, the com
munity becomes better, and when the commu
nity becomes better, the country becomes better, 
and when the country becomes better, the world 
becomes better. This all starts with each and 
 every individual. One year of studying on the 
Takemi Program is a luxury. For one year in your 
life, you have the freedom to study whatever you 
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want to. How will you grow? That is a very rare 
year in a person’s life. This will make the world 
a better place.”

What awed me about the Takemi Program is this: 
There was a health economist from South Korea 
on the program at the same time as me. He was 
not a physician. People who do economics come 
into medical schools to do public health and dis-
cuss medical economics there. I learned that such 
people are 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 discus-
sions not just among healthcare professionals but 
also with people in various fields. In that respect, 
I thought that the people from so-called develop-
ing countries were ahead of us. 

(Prof. Yasuhide Nakamura)

I went to Harvard University twice, and what 
struck me was that many different kinds of values 
are respected equally. For example, there was a 
researcher who, even though he didn’t have a doc-
torate or even a master’s degree, loved research 
and had written more papers than Japanese pro-
fessors. He was extremely satisfied with his posi-
tion. 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. However, I felt that having the 
depth of character to not be like that would be 
wonderful. On a personal note, a professor previ-
ously in my department told me that he wanted 
me to fulfill a role of connecting the medical front 
and the university. People on the frontlines of 
medical and health activities do not write papers, 
while researchers in universities who write papers 
do not know the realities of working in the field. 
He told me that people who have both skills will 
be needed in Japan from here on. I am grateful 
to the Takemi Program for allowing me to 
strengthen myself for that kind of work. 

(Prof. Masamine Jimba)

The requirements of Takemi Fellows are that 
they participate in seminars once a week and 
write one highquality paper during their time in 
the program. It is entirely up to the  individual 
whether they conduct research at the library or 
enjoy the intellectual environments provided by 
Harvard University and related graduate schools 
(government, education, etc.).

The program for the 30th anniversary com
memorative symposium held in Tokyo comprised 
a keynote speech by Dr. Michael Reich and 
 presentations by five past Takemi Fellows. All 
members of the Global Health Committee par
ticipated in the event in roles such as commenta
tor or chairperson for each of the lectures, which 
ranged in content from Japan’s universal health 
insurance system, which is worldclass; to earth
quake/tsunami disasters; maternal and child 
health; key risk factors for health; and obesity.

The 1980s—when the Takemi Program was 
established—was a period during which health
care in Japan achieved certain standards.

Under the concept that the JMA should 
strengthen ties with the international community, 
especially developing countries, rather than sim
ply taking pride in Japan’s healthcare achieve
ments, the JMA President at that time—Dr. Taro 
Takemi—took the initiative in seeking a forum 
in which Japan and other countries could mutu
ally cooperate.

That is to say, perhaps the times have finally 
caught up with Dr. Taro Takemi’s idea today, 
some 30 years later. Undoubtedly this concept 
was shared from the beginning by Dr. Michael 
Reich, who has supported the program through
out its 30year history.

It is most appropriate and natural that the 
program is named for Dr. Taro Takemi, an out
standing physician as well as a scientist.

New Developments in Disaster and 
Emergency Activities

Great East Japan Earthquake
The 2nd report focused on the Great East Japan 
Earthquake in 2011. Subsequently, the JMAJ—
the role of which is to disseminate information 
about JMA activities to the world—published 14 
English articles related to the disaster, and the 
Disaster Medicine and Public Health Prepared
ness journal published one earthquakerelated 
English article written chiefly by a JMA officer.



JMA Global Health Committee

130 JMAJ, May / June 2014—Vol.57, No.3

At the abovementioned Takemi Program 
30th Anniversary Symposium held in Tokyo, a 
presentation was made by Dr. Takashi Nagata, 
who was actively involved in disaster response 
efforts beginning immediately after the earth
quake occurred. His presentation clarified the 
flow of JMA activities immediately following the 
disaster. Below is an excerpt from Dr. Nagata’s 
presentation.

The Great East Japan Earthquake, which struck 
Japan at 14:46 on March 11, 2011 and affected 
mainly three prefectures in the Tohoku region—
Iwate, Miyagi, and Fukushima—wrought immense 
damage on local communities. Added to the dev-
astation caused by the earthquake and tsunami, 
the radiation damage caused by the accident at the 
Fukushima No.1 Nuclear Power Station, oper-
ated by Tokyo Electric Power Co., Inc., resulted 
in a serious situation. Because virtually no victims 
sustained the severe traumatic injuries that had 
been projected for such an earthquake disaster, 
the national government-designated leaders in 
 disaster medical care, Japan Disaster Medical 
 Assistance Teams (DMATs), were unable to fulfill 
their role sufficiently before their period of activ-
ity ended.

Meanwhile, in response to the many problems 
immediately after the disaster—400,000 victims 
living in evacuation centers, postmortem exami-
nations, harmful rumors triggered by radiation 
damage—the JMA instigated new activities on 
March 15, 2011 in the form of Japan Medical 
Associ ation Teams (JMATs), comprising physi-
cians from prefectural medical associations 
throughout Japan. In the four months up until 
July 15, approximately 1,400 JMATs comprising 
approximately 9,000 medical professionals were 
engaged in relief activities and were able to con-
tribute to the disaster response in disaster-stricken 
communities.

After July 15, the JMA also continued to 
 cooperate with prefectural medical associations  
in promoting preparedness for responding to  
disaster scenarios anticipated for an earthquake 
occurring directly beneath the Tokyo metropoli-
tan area, which the Japanese Government predicts 
will cause tremendous damage, or a massive Tokai, 
Tonankai, or Nankai earthquake. JMATs are cen-
tral to these response efforts.

There tends to be a misconception that JMATs 
suddenly surfaced in response to the Great East 

Japan Earthquake. However, the JMAT concept  
itself was proposed in the 2009 JMA Emergency 
and Disaster Medicine Management Committee 
Report. Established in 2009, the JMA Disaster 
Management Subcommittee gradually hammered 
out the JMAT concept while carrying out discus-
sions with Japanese experts on disaster medicine 
regarding the disaster medicine it would be pos-
sible for the JMA and prefectural medical asso-
ciations to perform.

The springboard for the JMAT concept was 
the United States’ natural disaster response mea-
sures. In 2005, the United States was devastated 
by Hurricane Katrina. In New Orleans, which 
Hurricane Katrina tore through, residents who 
had been too late in evacuating took refuge  
in appalling evacuation facilities and elderly peo-
ple were transported to other areas by air force 
planes.

At that time, disaster medicine in the United 
States focused on terrorism countermeasures, 
 especially bio-terrorism countermeasures, due to 
the terrorist attacks on the World Trade Center 
and the anthrax incident. In contrast, prepared-
ness for responding to a humanitarian disaster 
that leaves huge numbers of victims and generates 
public health problems was insufficient. Conven-
tional disaster medicine was premised on there 
being a large number of injured or sick victims 
(situations such as car accidents in which a large 
number of people are injured), and triage, trauma 
care, and transportation were emphasized. Con-
versely, humanitarian crises such as evacuation 
center problems were not emphasized in devel-
oped countries. A huge paradigm shift in disaster 
medicine was required.

In considering the form that JMATs should 
take, something else that was used as a reference 
was the efforts of regional medical associations  
in Japan when disasters have occurred domesti-
cally in the past. Requests have been made to 
prefectural medical associations and surveys con-
ducted of their disaster response reports. Of these, 
the detailed report of activities conducted in the 
wake of the Great Hanshin-Awaji Earthquake  
of 1995 that was compiled by the Hyogo Prefec-
tural Medical Association and the Kobe Medical 
Association became the archetype for JMAT  
activities. In the Hanshin-Awaji earthquake disas-
ter, the focus was on trauma patients and crush 
syndrome. However, there were also huge prob-
lems with evacuation centers and postmortem  
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examinations, and the activities of local medical 
associations drew attention. Furthermore, the sur-
veys enabled us to know about the important role 
that local medical associations played in disaster 
response. When a Japan Airlines B-747 crashed 
on Mt. Osutaka in 1985, the Gunma Medical  
Association took the central role in performing 
postmortem examinations. When the Unzen Vol-
cano (Mt. Fugen) in Nagasaki Prefecture erupted 
in 1991, local medical associations took the cen-
tral role in treating people who were injured. In 
this way, it became clear that there is a close  
relationship between community health and  
disaster medicine. Based on these experiences, 
JMATs dispatched to disaster zones make sure 
that they carry out their activities under the direc-
tion of the local medical association, which takes 
the lead in community health and acts as the  
final medical stronghold. This has consequently 
enabled the implementation of JMAT activities in 
disaster zones to go smoothly.

Economic losses caused by climate change 
and disasters are increasing year by year. In 
 future, disaster medicine needs to be positioned as 
a central field of healthcare. In doing so, disaster 
medicine will need to be based on public health, 
global health, and community health.

Collaboration with the Japan Self-Defense 
Forces in the Philippines’ Disaster Zone
Super Typhoon Haiyan struck the Philippines  
on November 9, 2013, causing immense dam
age. From November 12, three days after the 
typhoon, the Association of Medical Doctors of 
Asia (AMDA) began dispatching coordinators 
and nurses to the disaster zone to provide emer
gency medical services for the victims. This was 
the first time a medical team had been sent from 
Japan to this area. The disaster zone covered the 
“Typhoon Road” islands: Leyte, Samal, Cebu, 
and Negros. There were three important issues 
to be resolved in order for the AMDA teams to 
be able to carry out rescue activities: medical 
licenses, safety, and transportation. The Philip
pine Government does not allow physicians with 
overseas medical licenses to practice medicine in 
the Philippines. On the swift decision of JMA 
President Dr. Yoshitake Yokokura and Execu
tive Board Member Dr. Masami Ishii, JMA sent 
relief funds to ADMA on behalf of the JMA, 
while the activities of the Philippine Medical 

 Association and Japan’s Self Defense Forces 
were coordinated. The Philippine Medical Asso
ciation helped AMDA to resolve the medical 
license problem. Joint relief activities were car
ried out by medical teams from various member 
organizations of the Asia SogoFujo Network for 
Emergency Relief (Secretariat: AMDA), which 
was launched on April 15, 2013; medical teams 
from various national branches of AMDA; and 
navyrelated medical teams working together 
with local medical associations of the Philippines 
Medical Association. These activities were the 
largestscale collaborative efforts by multina
tional medical teams since the rescue activities 
in the wake of the 2004 Sumatra Earthquake 
and Tsunami. Furthermore, the International 
Conference on Yolanda/Haiyan Reconstruction 
was held in Manila on March 8, 2014.

Disaster medicine and emergency medicine 
are decisively different. Emergency medicine is 
aimed at a small number of patients and can  
be provided in a normal and stable healthcare 
environment. In contrast, in disaster medicine,  
a small number of medical staff must treat an 
overwhelmingly large number of casualties in 
unpredictable and diverse environments. The 
role played by medical staff in affected areas 
comprises 20% of disaster medicine; the roles 
played by others comprise 80%. For emergency 
medicine, this ratio is reversed. The most impor
tant issue is to ensure the safety of aid stations 
for relief activities, followed by the transporta
tion of patients to aid stations, and communica
tions among those involved in rescue activities. 
Only after these three requirements are met and 
appropriate human and other resources have 
been secured can medical services begin. The  
disaster zone in this case comprised several  
islands. Safety and transportation were secured 
with the assistance of the Philippine Navy; com
munications were supported by mobile tele
phones; medical supplies and living support 
goods were procured in Manila; aid stations were 
set up in health centers in local villages; health 
committee volunteers brought patients to the aid 
stations; and home visits were carried out. The 
Philippine Navy acted as bodyguards to protect 
the rescue teams amidst deteriorated public  
security. The Japan SelfDefense Forces, which 
withdrew at the end of the year, demonstrated 
their important role in crisis management, as the 
following case example shows.
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This is a case example of activities from 1994, 
when the JMA coordinated with the Japan Self
Defense Forces, which had dispatched relief 
teams for the first time to the city of Goma in 
Zaire as part of Rwandan refugee relief activi
ties. A large number of militiamen with weapons 
were mixed in amongst the refugees. Polluted 
water from Lake Kivu, which was used for drink
ing and cooking, was a main cause of problems, 
with more than 100 people dying from Cholera 
each day. The “Goma bathtub” provided by the 
Japan SelfDefense Forces was very popular for 
washing away the stench of death. The AMDA 
medical teams dispatched translators not only to 
the refugee camp but also to the Goma Civic 
Hospital for surgical operations performed by 
Japan SelfDefense Forces medical teams. As 
part of crisis management measures, AMDA and 
Japan SelfDefense Forces personnel synchro
nized their wireless frequencies. However, one 
day members of the AMDA medical team were 
attacked by refugees in the refugee camp. A 
small yet heavilyarmed company of Defense 
Forces personnel immediately rushed to rescue 
them and the AMDA team members were saved. 
It was later revealed that the reason for the  
attack was that the car the AMDA medical team 
had borrowed had been stolen, and the original 
owner (a refugee) had been trying to retrieve his 
stolen vehicle. Even after this incident, medical 
activities continued with the close cooperation of 
the Japan SelfDefense Forces. At the time of 
the incident, a member of the Japanese opposi
tion party questioned Japan’s dispatch of Self
Defense Forces overseas, saying, “Rescue is not 
part of the duties of SelfDefense Forces sta
tioned overseas.” The government’s response 
was, “They transport victims, not rescue them.” 
Awareness about the presence and roles of the 
Japan SelfDefense Forces at that time seems 
somehow behind the times.

In the aftermath of the Great East Japan 
Earthquake, the SelfDefense Forces, JMA, and 
Japanese Red Cross Society also worked hard as 
the “Big Three” of disaster medicine in Japan. 
The next step is overseas disaster medical sup
port, the basic concept of which is to carry out 
the mission of “open and mutual assistance.” 
Many years ago, the CMAAO health network 
was proposed by former JMA President Dr. Taro 
Takemi. It is a comprehensive concept and still 
holds tremendous potential for ensuring both 

the safety of activity sites and transportation as 
well as medical licenses and medical staff in this 
region with the support of military forces in 
various countries. The JMA, which incorporated 
Dr. Takemi’s philosophy of “Professional Free
dom and Noblesse Oblige” into its principles,  
has made much of this philosophy in regard  
to disaster medicine activities a reality. What  
action, then, should the JMA take in order to 
“help and save lives; never forsake a patient” 
with regard to people in the AsianPacific  
region? The relief activities carried out in the 
Philippines in the wake of Super Typhoon Hai
yan provide a good opportunity to demonstrate 
this spirit. Furthermore, based on the sistercity 
relationship between Tacloban on the typhoon
devastated island of Leyte and Fukuyama City 
in Hiroshima Prefecture, the Fukuyama Medical 
Association dispatched a medical team to the 
disaster affected areas in collaboration with 
AMDA. The Mayor of Tacloban and the Taclo
ban Medical Association extremely appreciated 
this action. When you encounter a fateful diffi
culty, who will come to help you? Who are your 
true friends? Disaster medicine is also diplomacy 
of the heart. These relief efforts were an epoch
making first step in local gov ernment medical 
diplomacy. Expectations are growing for the 
JMA to take the initiative in formulating a 
model for the disaster medicine required by 
 Japan, other Asian countries/regions, and the 
 entire world in the 21st century.

Conclusion

The theme proposed by the JMA President for 
the 3rd term was “International contributions 
centered on WMA activities and community 
health.” During this period, the JMA made great 
contributions globally as part of its WMA 
 activities through the revision of the DoH. In 
addition, the JMA participated actively in discus
sions at the CMAAO General Assembly on the 
theme of child abuse. Moreover, the JMAJDN 
was also launched, and junior doctors were able 
to attend both WMA and CMAAO meetings, 
providing good opportunities for them to gain 
invaluable experiences. The Global Health Com
mittee published some 14 articles in the JMAJ, 
proactively transmitting information to the 
world. International contributions centered on 
AMDA activities cannot be overlooked either, 
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and we hope that these activities will continue 
in the future.

What, then, is the contribution of the inter
national activities mentioned above to commu
nity health in Japan, a question proposed by the 
JMA President? Further discussion on this ques
tion may be necessary. For example, how is the 
DoH related to improvements in community 
health? To what extent are discussions on big 
health data and advanced medicine at interna
tional conferences relevant to community health? 
What kind of influence does the “CMAAO 
Delhi Resolution on Prevention of Child Abuse” 
have on future community health? In summary, 
how best to incorporate themes discussed at  
international meeting into community health  
activities is an important issue that requires  
addressing in the future.

The issue of the maldistribution of physicians 
in different regions was brought up for discus
sion in committee meetings several times. The 
issue of medical interpreters for foreigners was 
also raised. What hints can global health provide 
for such important issues faced in community 
health, and what solutions can it bring about? 
Another step towards future efforts may be  

required.
Finally, based on the discussion above, we 

would like to propose the following recommen
dations.
1. Contributing to community health through 

global health
Several specific examples were given with regard 
to the Great East Japan Earthquake. Global 
health contributions should be pursued for com
munity health even in times of peace.
2. International contributions of the JMA and 

JMA-JDN in WMA and CMAAO
Following earnest discussions about the DoH, 
the WMA and CMAAO are continuing to dis
cuss global health issues. In future, expectations 
will further increase regarding the international 
contributions of the JMA, including the JMA
JDN.
3. Enhancement of information transmission 

capacity
Using not only the current publications (JMAJ 
and domestic journals), but also other media, the 
JMA should enhance its capacity to transmit  
information regarding successful cases of com
munity health and the contributions of global 
health to community health.
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The influenza A/H1N2 subtype prevalent world-
wide in 2009 engendered global confusion at that 
time, but the mortality rate remained extremely 
low in Japan in comparison with other countries 
worldwide, thanks to the cooperation of numer-
ous health professionals and citizens of this 

country (Fig. 1). It seems that relevant back-
ground situations included high awareness of 
public health and hygiene among Japanese 
people, with good accessibility to and the high 
level of health care services in Japan and dedi-
cated efforts of health professionals in providing 

Efforts of the Japan Medical Association toward 
the Resolution of Vaccine Gaps*1

JMAJ 57(3): 135-138, 2014

Takashi KOMORI1

*1 This article is based on the presentation made at the JMA-PhRMA Joint Symposium “How should we operate the vaccination for resolving 
the issues on Vaccine Gaps?” held on May 21, 2014.

1 Executive Board Member, Japan Medical Association, Tokyo, Japan (jmaintl@po.med.or.jp).

Fig. 1 Comparison of influenza (H1N1) mortality in various countries in 2009

Prepared by the Ministry of Health, Labour and Welfare based on data from URL of each country and WHO.

(Source: Reference material from the 7th Review Meeting on Measures Against Pandemic Influenza (A/H1N1) held on June 8, 2010.)
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patients with anti-influenza drugs virtually within 
48 hours of onset.

The Japan Medical Association (JMA) has 
formulated “Children’s Vaccination Week” as the 
first week of March every year since 2003, pro-
viding counseling about vaccination at local 
medical facilities collaborating with the local 
medical associations (Photo 1). The local medical 
associations have also prepared a system to pro-
vide the opportunity to receive vaccinations on 
a Saturday or Sunday or during evening hours 
to people who cannot come during usual office 
hours, and has also been continuing educational 
activities by means of training sessions aimed at 
vaccination facilities and the general public.

In 2010, JMA produced an enlightening TV 
commercial and aired it as part of their activities 
toward resolving the issue of vaccine gaps. This 
TV commercial aimed to facilitate the national 
government providing seven vaccines including 
human influenza type B (Hib), pediatric pneu-
mococcus, varicella, and adult pneumococcus 
vaccines, making them routine, because these 
remain voluntary vaccinations in Japan in con-
trast to other countries where they are given 
routinely. Our sincere message that we want to 
protect the people of Japan including children, 
was contained in this work.

The JMA began to launch a signature- 

collecting campaign to demand the enhancement 
of routine vaccination in August of the same 
year. We have undertaken a series of activities 
including airing TV commercials and providing 
open lectures for the public. Thereafter, the 
JMA resumed the signature-collecting campaign 
to demand routine vaccination with the above 
vaccines in January 2013 in parallel with delib-
eration on a bill to amend the Preventive Vac-
cination Act.

During a short period of just one month, 
the JMA collected signatures from more than 
1,600,000 people, and submitted a written 
 demand to the Minister of Health, Labour and 
Welfare under the name of Yoshitake Yokokura, 
President of the JMA. The demand of citizens 
and our organization came to fruition, i.e., the 
amended Preventive Vaccination Act was enacted 
on April 1, 2013, making Hib, pediatric pneumo-
coccus, and human papilloma virus (HPV) vac-
cines became routine. Two of the remaining four 
vaccines, i.e., varicella vaccine and adult pneu-
mococcus vaccine, were scheduled to become 
routine starting in October of 2014.

In 2009, a new type of influenza became 
prevalent worldwide. However, the mortality 
rate in Japan was lowest in the world, because 
of the rapid response and high awareness of 
public health and hygiene in this country.

How to Solve the Revenue Shortage 
Problem

On the other hand, the issue of revenue shortage 
for promoting enhancement of vaccination has 
been pointed out. In Japan, routine vaccina-
tions are carried out by municipal governments. 
Therefore, the financial burden imposed on 
municipalities rises as the need for and number 
of routine vaccines increase and the implementa-
tion of vaccinations may itself be disturbed. In 
fact, all seven types of vaccines were not made 
routine at one time despite our longstanding 
demand. Three types of vaccines above which 
were considered to be of higher priority, pre-
ceded the other four.

Vaccination serves as means of safety assur-
ance during peacetime, and therefore, it is desir-
able that vaccination be implemented by the 
national government with responsibility under a 
system in which the vulnerable people are pro-
tected by entire population of Japan. The JMA 

Photo 1 Poster to promote vaccination among children 
“Child Vaccination Week March 1 to 7” from 
JMA, MHLW and Japan Pediatric Association
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has been requesting that the national gov-
ernment agree to this claim. As a result, the 
amended Preventive Vaccination Act achieved 
90% coverage of the vaccination cost for Cate-
gory A diseases*2 utilizing public expenditures 
by means of ordinary tax allocation, the same 
 extent of coverage as for the HPV vaccination 
project (Fig. 2).

Many municipalities have limited financial 
resources and are facing difficulty in continuing 
vaccination projects according to their financial 
conditions, and disparities among municipalities 
have been pointed out. Although the financial 
issue has rarely been highlighted, finance is 
considered to be an extremely important issue 
from the aspect of resolving vaccine gaps.  
This fiscal move by the national government 
should be  appreciated in that it assured a stable 
financial resource as the government’s responsi-

bility, in addition to the correction of disparities 
among municipalities, although problems await-
ing resolution remain, such as the need to give 
consideration to bodies that do not receive tax 
allocations.

Future Tasks for Resolving Vaccine 
Gaps

Tasks to achieve the resolution of vaccine gaps 
may include spreading correct response and 
knowledge about rare, but certainly present, 
 adverse reactions to vaccination, and decreasing 
mislead by information on the Internet, which 
can be either useful or unuseful, or by other data 
sources. To resolve the current vaccine gaps and 
to enhance the system to protect people from 
infectious diseases, it is necessary to take educa-
tional activities to widely diffuse the proper 

*2 In Preventive Vaccination Act of Japan, Category A diseases are diphtheria, pertussis, tetanus, polio, measles, rubella, Japanese encephalitis, 
TB, Hib, pediatric pneumococcus, human papilloma virus (HPV) and chickenpox. The vaccination for these diseases which is on a voluntary 
basis aims at preventing mass infection and critical diseases.

Fig. 2 Costs of regular vaccination (after the 2013 revision of Preventive Vaccination Act)
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knowledge of the effect and need of vaccination 
over people in Japan. For this purpose, it is 
 important for the national government, local 
governments, health professionals, and the 
 media to send accurate and easily understand-
able information and to develop effective public 
relations activities in a unified and coordinated 
manner. Transparency of information and the 
fulfillment of accountability represent a first step 

toward the resolution of vaccine gaps.
JMA further intends to deepen the discus-

sion with people and continue to ask ourselves 
what we can do to accomplish our mission from 
the viewpoint of preventing the spread of infec-
tious diseases and protect people’s lives from 
vaccine-preventable diseases (VPD), i.e., infec-
tious diseases for which an effective preventive 
vaccine exists.
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Introduction

Physicians are granted various privileges because 
medical practice directly impacts the life of  
patients. At the same time, great emphasis has 
been placed on physician quality improvement 
and the importance of ethical discipline. Profes-
sional associations have rules and measures for 
these purposes, and many rules and guidelines are 
provided by administrative authorities. Although 
an individual physician’s ethical awareness and 
self-discipline is essential, sometimes a human 
can engage in misconduct or inappropriate con-
duct because of laziness, spontaneous impulse,  
or casual carelessness. Therefore, regulation by 
professional organizations such as medical asso-
ciations, academic societies, and administrative 

authorities is important. For years, we have  
examined the measures to be taken to govern 
physicians by focusing on the activities of the 
Japan Medical Association (JMA) Committee 
for Ethics and Quality Improvement of Mem-
bers, with a particular emphasis on continuing 
ethical education as well as government admin-
istrative frameworks for managing physicians’ 
medical practice status. In our activities, we have 
consistently pointed out that the government 
management of physicians in Japan has many 
problems compared to other nations.

Recently, we conducted a questionnaire survey 
of 13 national medical associations that belong to 
the World Medical Association (WMA) including 
some major Western countries, through the JMA 
International Affairs Division. The survey con-

Regulatory Organizations for Physicians’ Status 
and Administrative Sanctions on Physicians
— Examining the Framework of Government Administrative 

Systems for Physicians in Japan Based on a Questionnaire 
Survey Conducted on 13 National Medical Associations—

JMAJ 57(3): 139-145, 2014

Yasuhiko MORIOKA,1 Norio HIGUCHI,2 Tatsuo KUROYANAGI,3 Jiro NUDESHIMA4

Abstract
Society bestows professional privilege on physicians. At the same time, it expects physicians to strive constantly 
to improve their ethics and quality in medical expertise. In every nation, some level of government is responsible 
for certifying or licensing physicians and imposes strict management, including revoking licenses from inappro-
priate physicians or providing severe sanctions for misconduct or conduct unbecoming of a physician. In reality, 
however, it is difficult to reduce the number of inappropriate or indiscreet physicians, and each nation faces  
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cerned the following 5 topics: (1) organizations 
in charge of physician’s license management; (2) 
whether the license is permanent (or needs to be 
renewed); (3) organizations in charge of sanction-
ing physicians showing misconduct or inappro-
priate physicians; (4) the number of physicians 
sanctioned and the details of their sanctions; and 
(5) the main reasons for sanction. We also reevalu-
ated the issues of the management system in 
Japan according to the survey results.

Organizations in charge of managing  
physicians’ licenses and medical practice 
status (Table 1)
Due to the social importance of the medical  
profession, nations across the world have cur-
rently adopted a national licensing system for 

physicians, and many countries have a national 
examination or an equivalent assessment that 
must be passed to acquire a physician’s license. 
Therefore, we can say that physicians’ licenses 
are strictly managed on the national govern-
ment’s responsibility. The exact organization in 
charge of managing the license varies among 
countries; it may be a government ministry/
agency or statutory body. Overall, there are 3 
types of regulatory organizations: (1) a govern-
ment ministry or agency, as seen in Japan, Korea, 
Taiwan, Thailand, Singapore, Israel, and Brazil; 
(2) a public institution independent of but des-
ignated by government ministries/agencies, as 
seen in the United Kingdom, some states in the 
US, and South Africa; and (3) a medical associ-
tion or other physician organization with com-

Countries Agency for monitoring 
physicians Punishment body/Final decision Renewal 

program

1. Brazil
Federal Council on 
Medicine

Regional Council on Medicine −

2. Canada
Provincial College of 
Physicians & Surgeons

Provincial College of Physicians & Surgeons +

3. Denmark
Danish National Board of 
Health

Danish National Board of Health −

4. France
Conseil National de 
l’Ordre des Medecins

Regional Medical Council Disciplinary Chamber/French 
Council Disciplinary Chamber

−

5. Germany State Ministry of Health
① Landesärtztekammer (State Medical Association)
② Disziplinarverfahren (Professional Court Proceedings)
③ Criminal Proceedings

−

6. Israel Ministry of Health Ministry of Health −

7. Korea
Ministry of Health and 
Welfare

Ministry of Health and Welfare −

8. Singapore Medical Council
Complaints Committee in MC
Disciplinary Tribunal in MC

+

9. South Africa
Health Professions 
Council

Medical and Dental Board of Health Professions Council/
Appeals Committee of the Council

+

10. Taiwan Ministry of Health
Committee on the Discipline of Physicians in the Ministry 
of Health

+

11. Thailand Medical Council Subcommittee of MC/Board of the Medical Council −

12. UK
General Medical Council 
(GMC)

Medical Practitioners Tribunal Service +

13. USA State Medical Board State Medical Board +

14. Japan
Ministry of Health, Labor 
and Welfare

Medical Ethics Council −

Table 1 Organizations for regulating sanctions of inappropriate physicians, physicians with misconduct, and 
license renewal by countries
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pulsory membership, as seen in France, Germany, 
and Canada. Each type has its own advantages 
and disadvantages, and we cannot hastily con-
clude which type is the best. Type 1 appears to 
be common in countries with a relatively small 
population size, with the exception of Japan. 
The typical examples of Type 2 are the state 
licensing boards in the US and the General 
Medical Council (GMC) of the UK. In Type 2, 
the attitudes of non-physicians, namely the gen-
eral public and patients, are valued in monitoring 
physician conduct. The GMC in particular deals 
with a wide range of subjects in medicine and 
medical care, such as the health care system and 
medical education. Type 3 applies only to the 
countries that have medical associations or phy-
sician organizations in which membership is 
compulsory for all physicians. The purpose of 
establishing such organizations is not only to 
guarantee the status of physicians, but to nurture 
physicians’ ethical self-regulation and discipline. 
They may look more like an organization for 
managing physician status. In these countries, 
monitoring and cleaning among physicians are 
expected to contribute to physicians’ ethics and 
to quality improvement.

Renewal systems of physicians’ licenses  
(Table 1)
About half of the surveyed countries, including 
the US and Canada, have adopted a renewal 
system for physicians’ licenses; however, there is 
no similar system in nations such as Germany, 
France and Japan. The UK adopted a renewal 
system very recently. Renewing physicians are 
obligated to complete certain training within the 
renewal period, which is expected to improve 
their clinical skills. However, such renewal pro-
cedures require efforts from physicians, and some 
question their efficacy compared to the amount 
of effort. Many countries refer to this as one 
reason for their reluctance to adopt a renewal 
system.

Organizations for regulating sanctions of 
inappropriate physicians and physicians 
with misconduct (Table 1)
Each nation has strict sanctions for inappropri-
ate physicians and physicians with misconduct. 
The details of sanctions are typically decided  
by the aforementioned regulatory organization 
in each nation; however, the actual procedure 

can vary among nations. Many countries adopt  
a system in which an initial sanction is followed 
by review with a possibility of appeal. Some 
countries have more complicated systems. In 
Germany, for example, only the state government 
has the authority to grant, suspend, and revoke 
a physician’s license in principle. But in excep-
tional cases, a criminal court can also suspend  
or revoke a license. Furthermore, Germany has 
a compulsory medical association for physicians, 
Landesärtztekammer, and its internal board has 
the final authority to punish the members. The 
review of severe sanctions, however, is in prin-
ciple entrusted to a special occupational court, 
Berufsgerichtliche Verfahren, consisting of physi-
cians and a judge. The German system is quite 
complicated because insurance doctors (doctors 
working under the health insurance program) 
are also subject to their sanction. In the UK, 
an independent adjudication organization called 
the Medical Practitioners Tribunal Service was 
recently launched to take charge of administra-
tive sanctioning of physicians.

Number of sanctioned physicians and  
the details of sanctions in a recent year  
(Table 2)
Each nation presumably has a very strict attitude 
when dealing with administrative sanctioning  
of physicians. Unfortunately, some countries do 
not have statistics on the total number of sanc-
tioned physicians, so we were only able to obtain 
answers from 21 of 23 respondents. One clearly 
noticeable statistic is the large number of sanc-
tioned physicians in the US. Of course, the num-
ber varies among the states, and some states have 
figures much lower than others. Nevertheless, the 
number observed in the US as a whole is excep-
tionally large compared to other countries. In 
that respect, the proportion of the sanctioned 
physicians to the total number of licensed physi-
cians is much lower in Japan and Thailand. We 
cannot easily conclude whether this is because 
the regulatory system is too soft or because few 
physicians commit misconduct in those countries.

Grounds for physician sanction (Table 3)
The top 4 grounds for sanctioning physicians  
in Japan are: (1) committing indecent acts; (2) 
causing death or injury through professional 
negligence (medical errors/negligence); (3) sub-
mitting false claims for medical fee payments; 
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and (4) causing death or injury through personal 
negligence (traffic accidents and driving viola-
tions). In this survey, we asked the respondents 
to list 5 main grounds. The responses suggest 
that the grounds for sanction vary considerably 
among countries, which may reflect the social 
situations or culture of each country. Neverthe-
less, we noticed some useful insights.

The first notable finding is that pecuniary 
reasons (e.g., false claims of medical fee pay-
ments, tax evasion, fraud, forgery of documents 
such as medical certificates, and bribery) are 
common. There are no nationwide statistics on 
the grounds for physician sanction in the US.  
In some states, however, tax law violations and 

insurance reimbursement fraud are prominent. 
This suggests that humans are vulnerable to  
pecuniary temptation, and that physicians are  
no exception. Physicians often do not consider 
the forgery of documents, whether intentional  
or not, to be a crime. Therefore, it is extremely 
difficult to eradicate this type of misconduct.  
The number of physicians sanctioned for sub-
mitting false claims of medical fee payments has 
remained relatively stable over time in Japan as 
well. False claims appear to be a major problem 
in countries that have an extensive nationwide 
public health insurance system, and thus poses a 
challenge for those countries. However, some 
countries with nationwide public insurance sys-

Table 2 Details of sanctioned physicians and the details of sanctions

Countries Year
Total No. of 
physicians

Details of sanction
Restriction/ 

Total physiciansRestriction of 
license

Revocation 
Suspension

Reprimand Fine Others

1. Brazil 2012 377,561 No data

2. Canada* 2000-2009
69,700 active

(2010)

Total for 10 years from 2000
 382  Revocation 89
  { Suspension 293

273 416 446
382/69,700/

10 years
0.05%

3. Denmark 2012 26,238 61 Rare
61/26,238

0.2%

4. France 2012 271,970 154
24

130
163 112

154/271,970
0.05%

5. Germany 2011 449,409 No data

6. Israel 2011
34,657

23,500 active
No data

7. Korea 2012 84,544 355
13

342
76

355/84,544
0.4%

8. Singapore 2011 10,057 15
0

15
23 20

15/10,057
0.1%

9. South Africa 2012 39,912 18
1

17
12 67

18/39,912
0.04%

10. Taiwan 2012 42,310 active No data

11. Thailand 2011 43,408 2
1
1

17
2/43,408
0.004%

12. UK 2011 245,918 158
65
93

16 24
158/245,918

0.06%

13. USA** 2011 834,769 active  3,228
1,905
1,323

1,768
3,228/834,769

0.3%

14. Japan 2012 295,049 52
8

44
6

52/295,049
0.01%

The figures listed in this table except for Canada and the US are basically copied from the answer sheets to the questionnaire collected from each NMA.
 * The data for Canada except for the total number of physicians are cited from “The characteristics of physicians disciplined by professional 

colleges in Canada” by Asim Alam, et al., Open Medicine Vol.5, No.4, 2011.
 ** Based on the figures shown in “the Federation of State Medical Boards, Summary of 2011 Board Actions”, the data for the US are arranged 

by the editorial board of the JMA Journal to fit this table.
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Countries Description

1. Brazil No data

2. Canada

① Sexual misconduct
② Failure to meet a standard of care
③ Unprofessional conduct
④ Fraudulent behavior
⑤ Inappropriate prescribing

3. Denmark

① Failure to comply with regulations of the National Board of Health on medication
② Failure to comply with other regulation
③ Failure to comply with regulations on medical records
④ Having received three reprimands on malpractice from an independent board on complaints 

will result in the publication of the name of the doctor on website.

4. France

① Confraternity
② Conscientious care
③ Certificates
④ Duties or behaviours towards patients
⑤ Advertising

5. Germany No data

6. Israel No data

7. Korea

① False claims for medical fee payment
② Practicing under an employer who is unqualified to run a medical institution (by the Medical 

Law)
③ Advertising without going through a due process of medical advertisement review or making 

a false or exaggerating advertisement
④ Letting non-medical professionals do medical practices or do medical practices beyond the 

legally admitted purview
⑤ Issuing prescriptions, medical certificates, death certificates, other certificate without seeing 

patients in person

8. Singapore No data

9. South Africa

① Fraudulent claims to medical funders 44%
② Medical negligence 30%
③ Practicing/employing unregistered persons 15%
④ Sexual misconduct 6%
⑤ Breach of confidentiality 5%

10. Taiwan
① False claims for medical fee
② Exaggerated advertisement
③ False medical certificate

11. Thailand

① Practice with poor medical standard
② Indecency
③ False claim for medical fee payment
④ Lack of patient safety
⑤ Issuing false medical certificates

12. UK

① Clinical care
② Relationships with patients (respect)
③ Relationships with patients (communication)
④ Probity—criminal conviction
⑤ Probity—writing reports/documents

13. USA No data

14. Japan

① Indecency
② Medical errors/negligence
③ False claims for medical fee payment
④ Professional negligence causing injury and death

Table 3 Grounds for physician sanction
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tems have apparently low rates of false claims; 
those countries may have circumstances that 
make it difficult to make a false claim.

In recent years, serious malpractice associ-
ated with medical accidents and substandard and 
incompetent skills are becoming increasingly 
common reasons for sanction in each nation.  
Institutional improvement regimes are adopted 
to address the problem of medical accidents,  
and continuing education for physicians is being 
offered more often.

Although it is not directly tied to medical 
care, personal conduct that relates to the charac-
ter and dignity of a physician is also subject to 
sanction in many countries. In Japan, indecency 
has been the most common reason for sanction 
for the last 10 years. Indecent acts forced on  
patients are subject to severe sanction, includ-
ing revocation of the physician’s license. How-
ever, more than half of indecent acts are not 
associated with medical care (prostitution with a 
minor, peeping photos/videos on public streets, 
etc.). Such acts are sanctioned by fines or other 
methods under criminal law before a physi-
cian’s license or medical practice is restricted. 
In some cases, the question has been raised 
whether such double sanction is necessary. The 
UK, Canada, and Thailand listed indecent acts 
as one of the top reasons for sanction, but there 
appears to be a gap in the details of sanctioning 
across countries.

Other grounds for punishment listed in the 
survey include medical practice by non-licensed 
persons, exaggerated/misleading advertising, and 
violations in handling narcotics and psychotropic 
drugs. These problems seem to be common 
among the surveyed countries. France is charac-
teristic in that their top reasons for sanction  
included breaches of professional duty to patients 
and the interference in professional doctor-to-
doctor relationships or family problems. Japan is 
unique in that many kinds of traffic violations—
driving under the influence, driving accidents, or 
causing death or injury through negligence in 
traffic accidents—can become grounds for sanc-
tion, even though they are not directly related to 
medicine.

Discussion

As medicine advances and becomes more  
accessible to the general public, people’s expec-

tations toward medical care is elevated, and the 
professional ethics of physicians has become  
increasingly important. Ethics primarily depend 
on the awareness of each individual physician. 
Nevertheless, efforts by professional organizations 
such as medical associations, academic societies, 
and administrative authorities are also needed. 
In this paper, we investigated the conditions of 
13 surveyed countries with regard to administra-
tive issues, management systems of physicians’ 
medical practice status, and administrative sanc-
tioning of inappropriate physicians and physi-
cians with misconduct or conduct unbecoming of 
a physician. In light of the survey results, we 
believe that Japan has the following problems.

First, there are close to 300,000 physicians in 
Japan, and their licenses and medical practice 
status are all managed by one bureau in the 
Ministry of Health, Labour and Welfare. This  
is quite exceptional in comparison to the other 
nations’ systems of other countries, and the cur-
rent system needs a reform as we have been 
pointing out. Under the Medical Practitioners’ 
Act, the Minister of Health, Labour and Wel-
fare is supposed to sanction unfit physicians 
upon hearing the opinion of the Medical Ethics 
Council. Such physicians include (1) physicians 
incapable of performing his/her professional 
duty due to mental/physical disability; (2) physi-
cians who are addicted to narcotics, marijuana, 
opium, or other illegal substances; (3) physicians 
who received civil or criminal punishment that 
is more serious than a fine; and (4) physicians 
who have committed a crime or misconduct in 
his/her medical practice or who have committed 
conduct unbecoming of a physician. In reality, 
however, a sanction on anyone who receives 
punishment more serious than a fine (item 3) is 
entrusted to the Medical Ethics Council, and  
is determined solely based on precedent. The 
Council has a right to conduct its own investi-
gation, but it is rarely exercised in case review; 
the Council is merely reviewing a case in which 
facts have been already established and a court 
ruling has already been made. There is a channel 
to accept complaints and claims from the public, 
patients, and medical/healthcare personnel in 
many countries, and the referred cases are sub-
ject to sanction. Such channels have been estab-
lished in each prefecture in Japan. However, 
their function has yet to reach their full poten-
tial, and there is no particular flow of processing 
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from accepting a relevant case for review to  
assessing a sanction.

In addition, the number of sanctioned physi-
cians in Japan is comparatively small globally, 
and the public in Japan may not regard the prob-
lem of inappropriate physicians or physicians’ 
misconduct as a serious issue. Nevertheless, even 
a small number of offenders can lead to damage 
people’s trust in all physicians. Although the 
number of sanctioned physicians has remained 
relatively unchanged for the last 10 years, the 
regulatory system of physicians’ medical practice 
status requires improvement.

At any rate, as we have discussed, the root 
of the problem in this nation lies in the fact 
that a small number of government bureau-
crats in one ministry manage the sanctioning of 
all physicians nationwide. One possibility for 
reform would be to transfer the authority to 
license and manage physicians to municipal gov-
ernments. Alternatively, a medical association 
with compulsory membership for all physicians 
can be established, as in France and Germany. 
Examining these possible measures is an essen-
tial challenge in order to improve the physician 
management system in Japan.

Conclusion

We conducted a questionnaire survey of the  
national medical associations of 13 countries,  
including several major Western countries, on 
the regulation of physicians’ licenses, manage-
ment of physicians’ medical practice status, and 

administrative sanctioning of physicians, in order 
to examine the problems in Japan. At present, a 
large number of physicians in Japan are managed 
by a small number of bureaucrats in a ministry 
and agency. We conclude that the current system 
is inadequate, and that system reform is required 
to improve care quality and professional ethics 
among physicians.
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Introduction

According to the World Health Organization,1 
“health literacy represents the cognitive and  
social skills which determine the motivation and 
ability of individuals to gain access to, under-
stand and use information in ways which pro-
mote and maintain good health.” Health literacy 
not only manifests in people’s ability to interpret 
health information, but also extends to preventive 

behaviors and health consequences including hos-
pitalization and mortality.2 Although the World 
Health Organization’s definition only makes  
reference to individual skills, a broader concept 
of health literacy has been emerging3—one that 
includes attention to health care providers’ roles 
in making health information accessible and  
understandable [USDHHS, 2010].4 The US  
National Action Plan to Improve Health Liter-
acy delineated goals focused on developing and 
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disseminating health information that is accu-
rate, accessible, and actionable.

In Japan and many other nations outside 
North America, the concept of health literacy 
has gained attention only in recent years.5 A 
quick search of publications using PubMed with 
the following search string, “health literacy AND 
Japan,” yielded 30 hits, with the earliest article 
dated 2001. Nearly one third of these publica-
tions reported the development of new Japanese 
tools to assess health literacy levels of individuals, 
while none focused on the provider. Although 
the scope of health literacy research in Japan has 
been expanding, its importance surged after the 
catastrophic Fukushima nuclear accident, as sci-
entists and health care professionals encountered 
significant challenges to communicate radiation-
related health information to the community.

Our recent post-disaster study among public 
health nurses in Fukushima City delineated how 
public health nurses’ recognized the responsibili-
ties and needs to improve their communication 
skills to better transfer scientific knowledge and 
information to the community.6 During parental 
counseling of mothers, the nurses recorded that 
mothers were concerned with differences in risk 
perception among their family members, and 
asked technical questions that were related to 
radiation. We further demonstrated that the dif-
ferences in risk perception within the family were 
associated with mothers’ depressive symptoms.7 
These data triangulate to suggest an association 
between mental health and the degree of under-
standing of health information in the face of 
 disaster. Thus, improved access to health infor-
mation may help to alleviate people’s anxiety 
and concerns in a disaster setting.

Aiming to improve the comprehensiveness  
of information provided through public health 
nurses and their community activities in Fuku-
shima City, a health literacy training for nurses 
was planned, implemented and evaluated. The 
training was adapted from Rudd’s “Eliminating 
Barriers-Increasing Access Workshop.”8 The 
training program was designed to help health 
professionals understand the gap between pro-
fessional knowledge—including terms and con-
cepts, and the public’s understanding of health 
and science related information. Studies have 
documented how the terminologies and scientific 
concepts health professionals learn from their 
training are unfamiliar to the general public, and 

how these professionals could benefit from 
health literacy training in order to interact more 
appropriately with their clients.9 Likewise, this 
workshop was designed to help health profes-
sionals recognize and bridge the gap. This case 
study also illustrates the importance of adapta-
tion rather than adoption. Here, a model devel-
oped with a Western perspective was modified 
in accordance to the cultural and specific needs 
of a professional group of nurses in Fukushima 
City. It is hoped that this report can inform  
future trainings in Fukushima and other disaster 
settings so that initiatives related to health  
literacy can be implemented using a culturally 
sensitive approach.

Methods

A health literacy training model posted online 
and rigorously piloted in the United States was 
adapted for use in Fukushima City. Five major 
components of the training protocol were modi-
fied to fit the Japanese public health setting: 1) 
project organization, 2) intervention tools, 3) 
practice sessions, 4) piloting, and 5) evaluation 
and planning for the future. Similar steps were 
undertaken in a previous study that culturally 
tailored a Western parenting support program 
into Japanese and Vietnamese settings.10

Project organization
The Fukushima Health Literacy program was 
incorporated into existing information-sharing 
meetings for public health organized by Depart-
ment of Public Health and Gender-Specific 
Medicine Center at Fukushima Medical Univer-
sity. The information-sharing meetings started  
in 2011 as one of the post-disaster restoration 
activities,11 and has been conducted regularly 
since then. The purpose of the meetings is three-
fold—to improve knowledge and skills with  
regard to radiation and parenting support, to 
provide opportunities to share information 
among peer nurses, and to reduce anxiety and 
stress. Core project members consisted of one 
public health nurse and two physicians, who 
managed the meetings, gave lectures and facili-
tated discussions. In addition, guest lecturers and 
graduate students have been invited as facilitators.

Intervention tools
The model program developed by Rudd8 was 
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part of the Health Literacy Studies project at 
Harvard School of Public Health designed for 
public health professionals interested in improv-
ing health literacy in their practice. The initial 
focus was on assessing and improving written 
materials. Major components of the workshop 
were introductions with ice-breaking activities, 
an introduction to health literacy, instructions for 
and hands on experience with assessment tools, 
review discussions, and training evaluation. The 
facilitator’s guide is published online.8

We modified the training content to fit with 
local context and to incorporate tools appropri-
ate for Japanese language and risk communi-
cation issues specific to Fukushima. Firstly, we 
searched for Japanese tools to assess written 
materials and individuals’ health literacy level. 
As a substitute of SMOG (Simple Measure of 
Gobbledygook) to assess readability, we selected 
a free online tool named Obi-2.12 The original 
workshop included Suitability Assessment of 

Materials (SAM), a comprehensive assessment 
tool of written materials. To fulfill this compo-
nent, a version translated by Noro adapted  
to Japanese materials was chosen,13 and permis-
sion was obtained for use in the workshop. We 
also identified a Japanese version of single-item 
assessment of health literacy level of patients.14 
Secondly, we searched for guidelines to improve 
Japanese text and found Sasaki’s study to list 
practical instructions.15 Thirdly, in order to pro-
vide tips for communicating risk information—
of particular importance in health communi-
cation in Fukushima, we referred to Apter’s 
numeracy levels16 and Woloshin’s guidelines.17

Other techniques taught in the training 
(listed in Table 1) were: an assessment method 
asking readers to mark difficult words and 
phrases (“Marker Method”),18 instructions to 
improve graphics,19 and step-by-step procedures 
to develop a leaflet.20

Table 2 shows the overall structure of the 

Statements

N (%) of 4 and 5a

Total 
(N=23)

Attended once 
(N=13)

Attended twice 
(N=9)

Workshop evaluation

I gained confidence in assessing and revising written materials. 13 (59%) 7 (53%) 6 (67%)

I applied learned skills in practice. 16 (73%)  8 (62%) 8 (89%)

Self-evaluation of achievements

Knowledge about health literacy

I can explain health literacy needs. 19 (79%) 12 (92%) 7 (70%)

I can explain definition of health literacy. 9 (38%) 5 (38%) 4 (40%)

I can explain numeracy levels. 6 (26%) 4 (33%) 2 (20%)

I can explain people’s health literacy level in Japan. 5 (23%) 3 (27%) 2 (20%)

Skills to assess written materials

I can use Marker Method. 22 (92%) 12 (92%) 9 (90%)

I can use Obi-2. 8 (35%) 4 (33%) 4 (40%)

I can use SAM. 8 (35%) 4 (33%) 4 (40%)

I can use single-item screening of health literacy level. 7 (30%) 3 (25%) 4 (40%)

Skills to revise written materials

I can write easy-to-read text. 13 (54%) 7 (54%) 6 (60%)

I can develop a leaflet step-by-step. 8 (33%) 4 (31%) 4 (40%)

I can develop easy-to-understand graphics. 6 (25%) 3 (23%) 3 (30%)

I can explain risk. 2 (8%) 0 (0%) 2 (20%)

a A five-point Likert scale ranging from ‘highly disagree’ (1) to ‘highly agree’ (5) was used, and the numbers in the table are the summated fre-
quencies of ‘highly agree’ and ‘agree.’ The total numbers of items do not add up to the numbers indicated in the top row due to missing data.

Table 1 Participants’ self-evaluation of achievements toward training objectives in the follow-up survey
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program. A three-day training was initially  
recommended, but due to the intense work 
schedules of public health nurses who are con-
tinuing to undertake post-disaster restoration 
activities, the duration was shortened to two 
days with a follow-up survey. Each session lasted 
two hours, and a follow-up was conducted one 
month later. The session structure followed 
Rudd’s original workshop plan, which consisted 
of lectures, exercises and discussions.

Pilot sessions
Prior to the first trail, two practice sessions were 
held to concretize the training flow and adequacy 
of training materials. In both practice sessions, 
2-3 graduate students and a teaching staff of  
Department of Public Health participated. Train-
ing materials were revised based on their feed-
back. In addition, preparatory meetings were 
held with facilitators.

The first session was conducted in the early 
fall of 2013 and the second session one month 
later. The follow-up survey questionnaires, along 
with additional information leaflets on health 
literacy, were distributed to all participants a 
month after the second session. The training 
took place at Fukushima City Health and Wel-
fare Center. There were 39 nurses working at the 
center, and all except those assigned to duties 
during the conduct of the workshop attended.

Evaluation and planning for future
At the end of each session, we asked participants 

to fill out a course evaluation form. There were 
six evaluation indicators related to adequacy of 
teaching materials, time allocation, facilitation, 
knowledge gain and practicality of the lecture 
and exercises. Possible responses were formu-
lated according to a five-point Likert-scale, rang-
ing from “highly disagree” (1) to “highly agree” 
(5). Similar methods of assessments has been 
used in our previous studies.10

In the follow-up survey, we asked partici-
pants whether they have gained confidence in 
assessing and revising materials, applied learned 
skills in practice, and further assessed their 
achievements toward 12 specific training goals. 
Out of which, four items were about basic 
knowledge of health literacy, four on material 
assessment, and four on material development. 
In addition, we asked participants to describe 
their applications in daily practice, barriers in  
applying learned skills, what they wanted to 
learn further, and what they have planned for 
the city’s community health activities. These 
training goals and additional follow-up questions 
were developed through discussions between the 
first author and the workshop developer (the 
second author).

Quantitative data was analyzed using STATA 
statistical software, version 10 (Stata Corpo-
ration, College Station, TX). Qualitative data 
was analyzed by the first and third authors by 
referring to Carey and colleagues’ coding and 
intercoder agreement methods.21 A code list was 
first developed by the first author, and text data 

First session Second session Follow-up survey

1. Ice-breaking activity 1. Review quiz 1. Review of one-month application
2. Training evaluation
3. Distribute additional information 

leaflet about tips to apply health 
literacy in practice

2. Lecture
• General background of health 

literacy
• Instructions to use material  

assessment tools

2. Lecture
Techniques to improve;

• Text
• Graphics
• Risk presentation

3. Exercise
• Assessment of an assigned written 

health material

3. Exercise
• Revision of their own materials that 

they had assessed as homework
4. Training evaluation 4. Training evaluation
5. Homework

• Assessment of materials that  
participants themselves developed

5. Homework
• Apply learned knowledge and skills 

in practice

Table 2 Content of the health literacy training program in Fukushima City
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was categorized individually by the two authors 
independently. The first author then compared 
the results by calculating agreement proportions. 
During this process, the number of codes was 
reduced by combining the ones with similar 
 context to ensure categorizations that were more 
accurate. Rates of agreement were high, ranging 
from 80-84%, although it was low (43%) in terms 
of nurses’ planned community health activities. 
As such, the data set was reviewed carefully, with 
consensus achieved with the third author subse-
quently, and the agreement reached 71%. Plans 
for the future were discussed with chief nurses, 
facilitators and the workshop developer.

Ethical consideration
The study was conducted in collaboration with 
the Fukushima City Health and Welfare Center. 
All data were anonymous in accordance with 
Ethical Guidelines for Epidemiological Research 
issued by the Ministry of Education, Culture, 
Sports, Science and Technology and the Ministry 
of Health, Labour and Welfare. Since anony-
mous data with no identifiers was used, an ethi-
cal review at the Fukushima Medical University 
was waived.

Results

Seventeen public health nurses attended the first 
session, and 22 attended the second session. The 
follow-up materials were distributed to a total  
26 nurses, who attended at least one of the train-
ing sessions.

Quantitative assessment
Table 3 shows results of session evaluation by 
participants. Response rates of the first evalua-
tion was 88% (15/17), and 95% (21/22) for the 
second evaluation. Over 85% of respondents 
agreed to all statements on the appropriateness 
and effectiveness of both sessions.

Table 1 shows results of participants’ evalua-
tions and self-evaluation of achievements toward 
training objectives in the one-month follow-up 
survey. The response rate of this evaluation was 
88% (23/26). Fifty-nine percent gained confi-
dence in assessing and revising written materials, 
and 73% had applied the skills they have learned 
in practice during the follow-up period. These 
proportions were higher among those who have 
attended both sessions. While 79% could explain 
health literacy needs, 92% could use the Marker 
Method, and 54% could write easy-to-read text, 
only 8% could explain risk in their practice.

Qualitative assessment
Table 4 shows the frequencies of codes. The  
component that received the most number of 
responses in the follow-up evaluation was the 
application of learned skills at the individual 
level, followed by barriers of application. The 
most common application of learned skills was 
in the form of health information/education ma-
terials. Besides technical issues, nurses voiced 
difficulties in sharing learned skills and changing 
work norms, in addition to time and staff con-
straints. Respondents recognized the need to  
further learn by practice and through repeated 

Statements
N (%) of 4 and 5a

First session 
(N=15)

Second session 
(N=21)

Teaching materials were appropriate. 14 (93%) 21 (100%)

Time allocation was appropriate. 13 (86%) 21 (100%)

Facilitation was appropriate. 15 (100%) 21 (100%)

I gained knowledge about health literacy. 14 (100%)b 20 (95%)

What I learned from lecture is useful for health activities. 15 (100%) 21 (100%)

What I learned from discussion is useful for health activities. 15 (100%) 21 (100%)

a A five-point Likert scale ranging from ‘highly disagree’ (1) to ‘highly agree’ (5) was used, and the numbers in the table are 
the summated frequencies of ‘highly agree’ and ‘agree.’

b There was one missing answer.

Table 3 Participants’ session evaluation at the end of first and second sessions
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training.
In the review discussions, facilitators recom-

mended that the training be repeated for city 
officers in different sectors involved in health 
promotion activities and in other regions. The 
city’s public health nurses also suggested a plan 
to organize regular meetings among themselves 
to reinforce their health literacy knowledge and 
skills. In order to scale-up the present training, 
the workshop developer pointed out a need to 
train additional facilitators.

Discussion

According to a recent report of the Institute  
of Medicine’s roundtable workshop on inter-
national health literacy efforts, no educational 
efforts targeting health professionals has been 
reported from Japan.22 Our presented case is 
likely be the first initiative in the country to take 
a step forward to build health literacy skills of 
health service providers in order to lessen the 
burden of community residents when gaining  
access to the health information they need.  
The scores for post-session evaluations, and self-
evaluations of gained confidence in developing 
written materials were high. Participants in our 
workshop learned the importance of health  
literacy, gained confidence in involving commu-

nity residents using the Marker Method, and 
have applied the skills they have learned during 
the follow-up period.

The nurses have, however, raised major bar-
riers in the application of their new competency. 
Specifically, they were difficulties in the sharing 
of newly learned skills, and changing of work 
norms at their workplaces. In the Institute of 
Medicine report, building capacity of public and 
health professionals, scientific evidence, and  
infrastructure were the three components high-
lighted as part of an inter-sectorial approach  
to strengthen the presence of health literacy.22 
Henning and colleagues further described from 
a transnational perspective (one case was from 
Fukushima) how community workers’ leadership 
is enhanced through skills development in com-
bination with professional networking opportu-
nities, and authorization and legitimization of 
their new tasks in health systems and policies.23 
Simultaneous efforts are thus needed to repeat 
the training for different sectors and regions that 
aim at a wider application of health literacy 
skills, and to involve stakeholders to incorporate 
initiatives related to health literacy into the 
health system.

Another issue to be solved was participants’ 
extremely low scores in self-evaluations of their 
ability to use graphics and explain risks. The 

Codes (Total N of respondents) Na

Application of learned skills (19)

Applied to health information/education materials 12

Will apply 6

Applied to other written materials 4

Application barriers (15)

Technical difficulties to improve sentences, tables and graphs 10

Work place difficulties to share learned skills, change work norms, and time 

and cost constrains

7

Further learning (11)

Need to continue learning by practicing and attending more training 6

Need to learn more skills in communicating scientific/technical information and 

verbal/motivational communication

5

Plans for municipal activities (7)

Apply health literacy skills in health information/education 4

Work with community and different sectors 3

a Codes were created from the open-ended responses from participants, and intercoder agreement was calcu-
lated as part of the analysis.

Table 4 Frequencies of coded answers in the follow-up survey
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most difficult challenge public health nurses  
in Fukushima face in the post-disaster phase  
is to communicate evidence on health risks of 
radiation exposure.6 Public health nurses are  
not only required to inform on scientific data, 
but also communicate their interpretations in 
layman terms.6 Among the various types of  
numerical information, probability and risk have 
been ranked as the most difficult concepts to 
understand.16 Previous reviews and randomized 
studies have therefore recommend risks or prob-
abilities to be presented in terms of event rates 
rather than relative risk reduction, and to use 
pictographs or bar charts.24,25 Moreover, a focus 
group study in linguistics found that people’s  
understanding of literacy and numeracy is inter-
weaved with communication and interpersonal 
relationships with their service providers.26 Health 
literacy training for effective risk communication 
between public health nurses and community is 
therefore recommended to balance technical and 
communication skills components.

This was a single trial of health literacy train-
ing, describing its planning, implementation and 
evaluation processes. More rigorous assessments 
in the long-term with a larger group of partici-
pants are needed to confirm the effectiveness of 
this newly built program. As requested by the 
nurses, we are planning to repeat the training in 
various regions in Fukushima. Despite the limi-
tations, we believe that this first trial of a health 
literacy training launched after the Fukushima 
nuclear accident shows a practical way toward 
improving community health services in a chal-
lenging post-disaster situation.
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1. What constitutes the exact definition and 
 concepts of the term profession is not clear. 
In Europe, where the word profession was 
born, clergy, physicians, and attorneys have 
been traditionally referred to as the 3 major 
professions. Here, I would like to state the 
fundamental features of profession bearing in 
mind the latter two in particular: physicians 
and attorneys. (Please note that many of the 
following statements are based on The Profes-
sion of the Modern Times [Ishimura 1969].1)

The fundamental features of a profession 
are as follows:
(1) Advanced knowledge and skills

The first characteristic is that people in  
a profession have a certain systematic 
knowledge and professional skills (i.e., 
professionality) that are substantiated by 
scientific, historical, and other academic 
principles, and often require long-term 
education and training to master.

(2) Recognition of qualification and privi-
leges by state
Secondly, the usefulness of physicians and 
attorneys has been approved both his-
torically and socially. The government  
approves their licenses through public 
qualification exams and other means, pro-
vides privileges, and legally prohibits those 
who are not qualified from performing 
the acts of professionals.

(3) Non-profitability
Thirdly, the aim of physicians or attorneys 
is to contribute to the benefit of the gen-
eral society by providing necessary ser-
vices that clients demand. This feature 
distinguishes physicians and attorneys 
from the commercial activities and busi-
ness transactions with its primary objec-

tive to seek profits. (Please refer to Article 
1 of the Medical Practitioners’ Act and 
Article 1 of the  Attorney Act.)

(4) Activities as professional organizations
The fourth feature is that physicians and 
attorneys have professional organizations 
in order to function expeditiously. To be 
 acknowledged by society as a professional 
and to gain, maintain, and further develop 
their social status, it is considered a neces-
sity for physicians or attorneys to form 
professional organizations and perform 
useful activities. These organizations share 
certain characteristics, such as: 1) carrying 
out political and social activities to gain 
approval from the society as profession-
als; 2) bearing the essential responsibility 
to educate, train, maintain, and improve 
the members’ skills as professionals; and 
3) setting up regulations for members’ be-
haviors and serving as an entity of ethical 
autonomy by providing disciplinary pun-
ishments for members’ misconducts as 
needed.

These are the fundamental features of a 
profession. All 4 features relate to the theme 
of this paper, professional autonomy. How-
ever, the last feature, activities as professional 
organizations, is particularly pertinent, and I 
will later describe them in more details.

2. The term of professional autonomy. The first 
question is what autonomy means.

Autonomy in English is translated as  
“self-discipline” or “jiritsu” in Japanese. In its 
common use, autonomy means to proactively 
regulate one’s behavior or to behave accord-
ing to one’s established standards, and not 
based on external governance or control. In 
the field of philosophy, it is the term that con-
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stitutes the fundamental concept in Kantian 
ethics. It refers to “the state in which the prac-
tical reasoning power is not bound by non-
reasonable senses such as external authorities 
or natural desires, and one sets up and fol-
lows his/her own universal rules of ethics” 
(Shinmura 2008).2 It is also considered an 
antonymic concept of heteronomy.

In his Critique of Practical Reason, Kant 
states that “the autonomy of will is the one 
and only principle in all moral rules and  
their corresponding duties [Die Autonomie 
des Willens ist das alleinige Prinzip aller  
moralischen Gesetze und der ihnen gemäßen  
Pflichten]” (Kant 1979: p.78).3 Then, the ques-
tion is what the autonomy of will is. On this 
matter, Kant calls the principle of following 
the universal rules that one has set up (and 
not the duties placed externally) as “the prin-
ciple of autonomy of will” (Kant 1979: p.78, 
and Kant 2012: p.147).3,4

So, then, what are “the universal rules that 
one has set up”? According to Kant, these 
moral rules (or universal rules) are something 
that anyone with reason and will is naturally 
equipped with without exception. Kant con-
tinues, “It is not particularly difficult to deter-
mine what must be done when following 
moral rules, so even an ordinary person with 
insufficiently trained understanding can easily 
decide even if he/she is not well versed in 
worldly wisdom” (Kant 1979: pgs.84-86).3

With these considerations, Kant instructs 
you to “act so that the maxim of thy will can 
always at the same time hold good as a prin-
ciple of universal legislation [Handle so, daß 
die Maxime deines Willens jederzeit zugleich 
als Prinzip einer allgemeinen Gesetzgebung 
gelten könne]” as the moral categorical  
imperative (Kant 1979: p.72).3 The “maxim of 
thy will” mentioned here refer to the actor’s 
subjective principles of actions, and the “prin-
ciple of universal legislation” are the universal 
rules (or moral rules) mentioned above. Why 
did Kant address it as the moral categorical 
imperative?

Kant states that man belongs to the realm 
of intellect as an intelligent subject, and, at 
the same time, is also a member of the realm 
of senses. All of our actions would conform 
to the principles of autonomy of pure will if 
man belonged only to the realm of intellect. 

On the other hand, if man belonged only to 
the realm of senses, then we would be follow-
ing the natural rules of our desires and men-
tal tendencies and all of our actions would 
conform to the natural heteronomy. However, 
man belongs to both the realm of intellect 
and the realm of senses, and therefore, we 
cannot say that all of our actions are appro-
priate in light of the principle of autonomy  
of will—but we can say that they ought to be 
(Nakayama 2012: pgs.206-207).4

The above descriptions in Kant’s works are 
not easy to comprehend for us by any means. 
However, a scholar who is believed to be the 
leading expert in Japan in the study of Kant 
provided the following, simpler explanation.

In the Kantian moral philosophy, the auton-
omy of will and the freedom of will are not 
really inseparable but rather synonymic. In 
Kant, the autonomy of will means that the will 
is independent of anything except moral rules, 
and that the will adopts moral rules as its own 
personal standards of will based on his/her 
own purely rational will. Therefore, the auton-
omy of will is not simply freedom in a passive 
sense that it is not bound by sensory or natural 
desires. Rather, it refers to freedom in a proac-
tive sense, wherein moral rules are imposed as 
the regulatory foundation of his/her own will, 
which leads to his/her own actions, and his/her 
own actions are subsequently judged by these 
rules. In this way, the moral of an individual 
actor can be realized only under the premise 
of free will as the autonomy of will in a proac-
tive sense. Kant thus calls the autonomy of will 
“the best principle in morality (human ethics).”

(Arifuku 2012: pgs.181-182)5

The above is the outline of what Kant 
stated with regard to the autonomy of will. 
Kant never specifically mentioned profes-
sional autonomy. Nevertheless, Kant stated 
that the moral rules that demonstrate founda-
tion of the autonomy of will can be applied 
not only to people but also for all intellectual 
beings in general (Nakayama 2012: p.72).4 

The autonomy of will that Kant describes, 
therefore, should be naturally applicable to 
the profession of physicians and to pro-
fessional organizations of physicians. It is  
also deemed difficult to deny that the term 
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 autonomy in the expression professional  
autonomy is derived from Kant’s statements 
on autonomy.

3. Who uses the term professional autonomy, 
and how? The term professional autonomy is 
being used with increasing frequency at the 
World Medical Association (WMA) meetings 
where physicians from around the globe meet.

It seems to have started from the WMA 
Declaration of Madrid in 1987 (hereinafter 
referred to as the “old Declaration of Madrid”). 
Officially entitled the WMA Declaration of 
Madrid on Professional Autonomy and Self-
Regulation, the old Declaration of Madrid 
consisted of 10 Items regarding professional 
autonomy and self-regulation. The main points 
regarding professional autonomy described in 
the declaration were as follows.
(1) The core of professional autonomy is the 

guarantee that physicians can freely exer-
cise their professional judgment in patient 
care. (From Item 1)

(2) The WMA and national medical associa-
tions reaffirm that professional autonomy 
is an essential factor in high-quality care 
and therefore should be preserved for the 
benefit of patients, and urge physicians to 
uphold and assure professional autonomy 
in the care of patients as a basic principle 
in medical ethics. (From Item 2)

(3) As a corollary to professional autonomy, 
the medical profession has a continuing 
responsibility to self-regulate the profes-
sional conduct of individual physicians. 
(From Item 3)

(4) Professional autonomy in patient care  
is ultimately guaranteed through active 
efforts for effective self-regulation, and 
therefore, the WMA urges national medi-
cal associations to establish and maintain 
self-regulatory systems for physicians and 
to recommend that their members ac-
tively participate in them. (From Item 4)

The opinions shown here concerning  
professional autonomy appear to be the com-
mon perception among people in the current 
medical profession since these points are  
succeeded by the new revised declaration. I 
will elaborate on this later.

The old Declaration of Madrid also  
addressed other issues, such as the detailed 
notes on self-regulatory systems, information 

exchange among national medical associa-
tions, public campaigns, and joint actions by 
national medical associations. (Please refer to 
the declaration document for more details.)

In 2008, a portion of the old Declaration 
of Madrid was separated and adopted as the 
Declaration of Seoul. The remaining portion 
was adopted as the revised version of the 
Declaration of Madrid in 2009 in New Delhi. 
(The old Declaration of Madrid was thus sub-
stantially divided into these 2 declarations.)

The Declaration of Seoul, which is entitled 
the WMA Declaration of Seoul on Profes-
sional Autonomy and Clinical Independence, 
states in its preamble that “The World Medi-
cal Association, having explored the impor-
tance of professional autonomy and physician 
clinical independence, hereby adopts” the 5 
principles.

The Declaration of Seoul inherited the con-
cept of professional autonomy stated in the 
old Declaration of Madrid in general. Yet, the 
Declaration of Seoul is characteristic in the 
way that it closely focuses on the significance 
of “professional autonomy and clinical inde-
pendence” from the standpoint of physician-
patient relationship as well as the management 
of healthcare costs involved in clinical medicine, 
and considers it the most important principle 
in physicians’ professionalism.

The revised Declaration of Madrid (the 
new Declaration of Madrid) adopted in 2009, 
which is entitled the WMA Declaration of 
Madrid on Professionally-led Regulation, states 
in its preamble that “The collective action by 
the medical profession seeking for the benefit 
of patients, in assuming responsibility for 
 implementing a system of professionally-led 
regulation will enhance and assure the indi-
vidual physician’s right to treat patients with-
out interference, based on his or her best 
clinical judgment,” and urges national medical 
associations and all physicians to take actions 
on the 8 Items stipulated in the declaration.

The new Declaration of Madrid is char-
acteristic in the way that it emphasizes self-
discipline in professional autonomy. The  
content of the old Declaration of Madrid has 
been carried on to the new Declaration of 
Madrid, except for the points, which will be 
described next. (Please refer to the declara-
tion document for more details.)
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4. We will consider what professional autonomy 
for physicians boils down to and what current 
challenges there are (if any). As mentioned 
previously, professional autonomy for physi-
cians is generally believed to be similar to the 
action principles for modern physicians and 
their collectives.

Upon examining the overall picture of the 
old and new Declaration of Madrid as well as 
the Declaration of Seoul, all of which address 
the issue of professional autonomy among 
physicians, it becomes clear that the central 
element of professional autonomy for physi-
cians is self-regulation within the medical pro-
fession. Simply stated, the word “self-regulation” 
entails freedom from external control and the 
proactive responsibility that comes with that 
freedom, namely: 1) to be free of external 
control (i.e., heteronomy) in patient care, such 
as governmental or administrative regula-
tions; and 2) to fulfill the proactive responsi-
bility in providing patient care to establish 
and act upon effective self-regulatory systems.

Needless to say, the self-regulatory systems 
mentioned above must not be self-righteous 
ones in service of physicians or their organi-
zations. Naturally, such systems must be able 
to win consensus among physicians and their 
organizations as showing a right direction  
for their profession. With regard to those 
points, the contents of the previous WMA 
declarations seem to have paid due con-
sideration, generally. However, the following 
Items in the new Declaration of Madrid seem 
to raise more proactive concern from a new 
perception.

Item 4. To avoid being influenced by the inher-
ent potential conflicts of interest that will arise 
from assuming both representational and regu-
latory duties, National Medical Associations 
must do their utmost to promote and support 
the concept of professionally-led regulation 
amongst their membership and the public.

Item 8. An effective and responsible system of 
professionally-led regulation by the medical 
profession in each country must not be self 
serving or internally protective of the profes-
sion, and the process must be fair, reasonable 
and sufficiently transparent to ensure this. 
 National Medical Associations should assist 

their members in understanding that self- 
regulation cannot only be perceived as being 
protective of physicians, but must maintain the 
safety, support and confidence of the general 
public as well as the honour of the profession 
itself.

A professional organization of physicians 
bears the responsibility to perform politically, 
economically, or socially promotive actions to 
represent its member physicians to the public. 
On the other hand, the organization has the 
duty to make its member physicians fulfill 
self-regulatory principles. Item 4 above 
 addresses potential conflicts of interest that 
can be produced between the roles of self-
promotion and self-regulation, and encour-
ages the minimization of the effects of such 
conflicts and to promote understanding and 
support of the concept of professionally-led 
regulation of physicians from member physi-
cians as well as from the general public. The 
problem of potential conflicts of interest has 
been recognized for a long time, but rarely 
addressed directly. Item 4, which stipulated 
this challenge, demonstrates a progressive 
 effort on the part of the WMA.

The professionally led regulatory systems 
by physicians that are addressed in Item 8 will 
not receive external evaluation in contrast 
with laws or ordinances. Nevertheless, these 
systems must not be tainted with self-interest, 
nor be protective of physicians; the systems 
must be fair and rational with sufficient trans-
parency. I would insist that fulfilling these 
 criteria will be essential in protecting the 
honor of the medical profession and con-
tributing to the safety of the general public as 
well as gaining their support and trust.

Items 4 and 8 appear to share certain 
 aspects with the aforementioned Kantian 
principle of autonomy of will. Further, Items 
4 and 8 appear to step away from the ordi-
nary concept of professional autonomy and 
show the WMA’s determination to proactively 
challenge further difficult problems.

I discussed the issue of physicians and pro-
fessional autonomy in the foregoing. One 
 final note is that the old and new Declaration 
of Madrid and the Declaration of Seoul 
 including Items 4 and 8 quoted above only 
present basic challenges and proposals. 
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Achieving the goals the WMA Declarations 
set forth above is principally left to the spe-
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The range of activities carried out by the Japan 
Medical Association (JMA) is extremely exten-
sive. I believe that this can clearly be observed 
by readers of this issue of the JMA Journal.

First, the guidelines for administering stable 
iodine that we developed in case of a radiologi-
cal emergency arising from a nuclear accident 
are good examples. In the accident at the Fuku-
shima Daiichi Nuclear Power Plant after the 
Great East Japan Earthquake and Tsunami in 
2011, we experienced considerable difficulties 
when we tried to provide sufficient medical 
 advice regarding the evacuation of local resi-
dents in response to radiation risks.

In view of this incident, the JMA established 
new guidelines that stipulate that physicians 
should clearly present their professional opinions 
and actions to the public. It should be noted that 
the task-force members of JMA and its research 
institute (JMARI) engaged in sufficient discus-
sions with the authorities in charge and relevant 
government officials before doing so.

The next example is the JMA Global Health 
Committee’s report, which mentions current 
views and future perspectives about the JMA’s 
global activities. It discusses how global activities 
led by the WMA can potentially contribute to the 
improvement of community medicine in Japan. 
It is important that each physician considers, in 
their daily practice of medicine, what role their 
practice plays in the international arena, and 
 reflects those thoughts to improve their medical 

activities based on wider perspectives.
The article by Mr. Morioka, based on a ques-

tionnaire survey pertaining to disciplinary actions 
of physicians that was conducted in 2013 through 
collaboration with 13 national medical associa-
tions, is also intriguing. Mr. Tezuka’s article about 
physicians and professional autonomy is another 
interesting piece that contains opinions from a 
lawyer’s standpoint. The weight of his words 
leads me to believe that legal experts and physi-
cians need to share comprehensive understanding. 
These two articles will prove to be very signifi-
cant in facilitating deeper global understanding.

Incidentally, Vol.57 No.1 of the JMAJ was the 
last paper publication; it is now being released 
in e-journal format.

It is widely known that the Internet is assum-
ing leadership in transmitting information from 
journals, as seen in the speed of development of 
current international affairs. The contents of the 
JMAJ are available through the JMA’s English 
website as well as through PubMed Central.

We shall further investigate the potential 
 applications of the JMAJ as an e-journal and 
explore how the JMAJ can contribute more as 
a means of providing information to the WMA 
and CMAAO members.

Masami ISHII, Executive Board Member, Japan Medical Association 
( jmaintl@po.med.or.jp); Vice-Chair of Council, World Medical Asso-
ciation; Secretary General, Confederation of Medical Associations in 
Asia and Oceania (CMAAO).
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Principles of Medical Ethics
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The mission of medical science and health care is to 
cure diseases, to maintain and promote the health of 

the people; and based on an awareness of the importance 
of this mission, the physician should serve 

society with a basic love for humanity.

1. The physician should strive to achieve a lifelong dedication 
to continuing education, to keep abreast of medical 

knowledge and technology, and to support its 
progress and development.

2. The physician should be aware of the dignity and 
responsibility of his/her occupation and strive 

to enhance his/her cultural refinement, 
education, and integrity.

3. The physician should respect the individuality of 
his/her patients, treat them with compassion, 

provide full explanations of all medical treatment, 
and endeavor to earn the trust of the patient.

4. The physician should maintain respect for his/her fellow 
physician, cooperate with medical care personnel and 

serve the cause of medical care to the best 
of his/her abilities.

5. The physician should respect the spirit of public 
service that characterizes health care, contribute 
to the development of society while abiding by 

legal standards and establishing legal order.

6. The physician will not engage in medical activities
for profit-making motives.
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