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The 2"¥ Announcement
The 21st Annual Conference of JHEA

B Date: September 5, 2026, 9:00 a.m. to 5:20 p.m. (Registration starts at 8:30 a.m.)
B Venue: 13F, Faculty of Medicine Experimental Research Bldg, 1F, Faculty of Medicine Bldg.3,
The University of Tokyo, Hongo Campus
{OGeneral Presentations: (24 presentations) 9:00 - 11:50, 15:10 - 16:30
Room A : N101 (1F, Faculty of Medicine Bldg.3)
Room B : S101 (1F, Faculty of Medicine Bldg.3)
Room C : S102 (1F, Faculty of Medicine Bldg.3)
Room D : SPH Lecture room (13F, Faculty of Medicine Experimental Research Bldg)
<{Seminar for Young Scientists : (6 presentations) 9:00 - 11:50, 15:10 - 16:30
Room Y : Seminar Room 5 (13F, Faculty of Medicine Experimental Research Bldg)
<OSymposium(Online streaming available) 12:50~14:50
Venue: Seminar Room 6,7(13F, Faculty of Medicine Experimental Research Bldg)
Theme: " A Roadmap for Sustainable Healthcare: Driving Medical Cost Optimization through Cost-
Effectiveness and Frontline Management "
U Introduction

Hideo Yasunaga (Professor, Department of Clinical Epidemiology and Health Economics,
Graduate School of Medicine, The University of Tokyo)

<« Panel Discussion >

[OModerator Hideo Yasunaga (Professor, Department of Clinical Epidemiology and Health
Economics, Graduate School of Medicine, The University of Tokyo)

[OOModerator Kenshi Hayashida (Project Professor, Department of Nursing Data Science,
Graduate School of Medicine, The University of Tokyo)

[IPanelist Takeru Shiroiwa (Senior Researcher, Center for Outcomes Research and Economic
Evaluation for Health, National Institute of Public Health)

Presentations:"Value-Based Healthcare: The Role of Clinical Practice Guidelines and Cost-
Effectiveness Evaluation”

OPanelist Atsushi Miyawaki (Associate Professor, Public Health Research Group,

Department of Public Health and Health Policy, Institute of Medicine, University of Tsukuba)
Presentations:”Understanding Low-Value Care (LVC) / No-Value Care (NVC) to Develop
Evidence-Based Reduction Strategies”

OPanelist Naoki Wakamori (Professor, Faculty of Business and Commerce, Keio University)
Presentations:"The Economics of Service Providers: Competition among Healthcare Providers
and the Mechanisms Behind Low-Value Care”

[IPanelist Motohiro Sato (Professor, Graduate School of Economics / Faculty of Economics,
Hitotsubashi University)

Presentations:”Current Fiscal Status of Japan and Healthcare Cost Issues: Conditions for
Sustainability from a Macroeconomic Perspective”

B Annual Meeting of the Health Economics Association* 16:50-17:20
Venue: Seminar Room 6,7 (13F, Faculty of Medicine Experimental Research Bldg)
*On-site participation for JHEA members only
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1. Reception
September 5, 2026, 8:30 a.m. start, 13F, Faculty of Medicine Experimental Research Bldg, The University of
Tokyo, Hongo Campus
Please submit your presentation slides (PPT or PDF) for general sessions to the secretariat via email
( conference@ihep.jp ) by Wednesday, September 2. If you cannot send them by email in advance, please

submit them via USB at each venue after registration on the day of the event, according to the following
schedule:

Morning Sessions: Please submit by 08:45 to each venue.
Afternoon Sessions: Please submit between 11:50 and 12:50 to each venue.
*Registration is online/in advance only. There will be no on-site registration on the day of the event.

2. Registration and Payment for the Conference and Social Gathering

*Payments for the conference and Social Gathering fees cannot be accepted on-site on the day of the
event.

Application Period: Mid-July — August 21 (Friday)
How to Apply: Please fill out and submit the "Application Form" posted on the JHEA conference website.

Participation fee: Please transfer the participation fee to the following account by Friday, Auqust 21 (please
bear the bank transfer fee).

Payment for the Conference

. JHEA Non-
JHEA member: 5,000 JPY Participation JHEA Student HEA
. uden
JHEA Student member: free of charge fee member
Non-JHEA member: 10,000 JPY member member
Payment for the Social Gathering free of
. Conference 5,000 JPY 10,000 JPY
Flat Rate: 6,000 JPY charge
Branch : Shimbashi Gathering 6,000 JPY 6,000 JPY 6,000 JPY
Account : LiETHE 2418647
Name : EEREFEL HEAL Conference +
Social 11,000 JPY 6,000 JPY 16,000 JPY
Gathering
3. Information

- Smoking is prohibited on campus.
- Please turn off or put your cell phone on silent mode while in the venue.
- Please refrain from entering any areas other than the conference venue.

4. Access for parking

There is no parking area for the conference. Please use public transportation.

5. Lunch

For lunch, please use restaurants and convenience stores around the campus.

6. Contact

Secretariat of the Japan Association of Health Economics 3F Tokyu Toranomon Building, 1-21-19 Toranomon,
Minato-ku, Tokyo 105-0001, Japan

Tel: +81(0)3-3506-8529 Fax: +81(0)3-3506-8528


mailto:conference@ihep.jp
https://www.ihep.jp/
https://www.m.u-tokyo.ac.jp/information/map_hongoarea.html#map

E-mail: conference@ihep.jp URL: https://www.ihep.jp

Attn: Hitomi Aramaki, Kaori Nishizawa

Conference Secretariat (Available on the day of the conference only)
TEL: +81-70-3981-8627 (Attn: Aramaki)

7. Access to the Venue
For information on how to access the Hongo Campus by public transportation, please search for "Access to
Hongo Campus, The University of Tokyo".

(https!//www.m.u-tokyo.ac.jp/information/map _hongoarea.html#map)
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The 21st Annual Conference of the Health Economics Association of Japan

"Best Young Presentation Award

The 21st Annual Conference of the Health Economics Association of Japan will determine
and award the "Best Young Presentation Award" to a graduate student who is the first author
of a general abstract paper and who has given a presentation. We would like to inform you
of the implementation of this award as follows.

The name of the award is as follows

Name of Award: The 21st Annual Conference of the Japanese Association for Health
Economics (JHEA) Best Presentation Award for Young Scholars

Awardee: The 21st Annual Conference of the Japanese Association for Health Economics
(JHEA) Research Conference Chair

Eligible applicants: Graduate students (enrolled in the first or second semester of a master's
course) who are the first author of a paper and who have made a presentation.

*However, those who have received the award in the past are excluded.

Selection method: Evaluation by the chairperson of the conference session. One winner will
be selected by the Program Committee based on the chairperson's evaluation.

Selection Result: The winner will receive a certificate and a supplementary prize (to be
announced at the General Meeting to be held on the same day).

(The same information will also be published in the Journal of Health Economics.)
Supplementary Prize: The recipient will receive a supplementary prize of JPY 50,000,
provided by the Japan Health Economics Association.
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Physician, Pharmacist, and Patient Responses to a Brand-Name Drug
Surcharge: Evidence from Japan’s 2024 Reform
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<EE>

Demand-side cost-sharing instruments are widely used to promote generic substitution. Their
effects may operate through multiple actors rather than through patient-facing price response alone
because drug choice in Japan involves multiple actors: physicians choose the prescribing mode,
pharmacists dispense and explain substitution options, and the final product is determined at the
pharmacy counter through pharmacist—patient interaction. We use Japan’s October 2024 reform
as a quasi-experimental setting to study responses to a patient-facing “special charge” on eligible
brand-name drugs.

<B8>

This study examines whether the surcharge increased generic drug use, identifies where along the
prescribing—dispensing pathway the response occurred, and assesses whether it is consistent with
a simple patient-facing price response or with broader non-price behavioral mechanisms.

<AHiE>

Using approximately 180 million pharmacy dispensing claims from April 2024 to March 2025,
covering 846 surcharge-exposed and 90 institutionally exempt drug categories, we estimate
difference-in-differences, event-study, and decile-level specifications. Outcomes include the
generic dispensing rate, the generic-name prescribing rate, and conditional generic-dispensing
probabilities under each prescribing mode.

<fER>

The surcharge differentially increased the generic dispensing rate by approximately 2 percentage
points among exposed categories. Conditional generic dispensing increased under both
prescribing modes. We document three patterns that a simple patient-facing own-price response
alone cannot easily explain. First, the prescribing-stage margin responded despite no direct
physician exposure. Second, conditional generic-dispensing outcomes show a flat plateau across
lower surcharge deciles followed by a discrete top-decile premium, inconsistent with a smooth price
elasticity mechanism. Third, a substantial reform-coincident common shift was observed in
institutionally exempt categories (about 4pp).

<EZ>

Japan’s brand-name drug surcharge increased generic drug use, but the response cannot be
explained as a patient-facing price response alone. The findings suggest that surcharge-type
reforms operate as multi-stakeholder interventions, with behavioral responses shaped by non-
price channels — prescribing-side accountability, mandated explanations at dispensing, charge
labeling, and implementation burdens that raised the salience of generic availability — alongside
the monetary amount. The apparent spillover to exempt categories further suggests that even
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partial implementation may shift behavior beyond its formal scope through provider attention and
salience.

<F—TJ—F>

generic substitution, patient cost-sharing, pharmaceutical policy, behavioral economics
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Reducing Consumer Switching Costs in Generic Drug Markets: Evidence
from a Pharmacy Incentive Reform
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<EH=>

Prescription drug spending is a major component of healthcare expenditure in advanced
economies, and promoting the use of generic drugs has become an important policy issue for
controlling medical costs. Although generic drugs are less expensive than brand-name drugs while
providing comparable therapeutic effects, generic substitution remains incomplete for some drugs.
This suggests that patients may face switching costs that not explained solely by differences in
prices, including attachment to familiar brands and concerns about quality.

<BH®>

We focus on informational and psychological switching costs as barriers to generic drug adoption.
We develop a theoretical model in which pharmacists exert effort that lowers patients' switching
costs, distinct from the copayment channel. The model predicts larger responses to incentive
reforms in segments with lower baseline generic adoption. To test this prediction, we exploit the
April 2022 revision of Japan's medical fee schedule, which strengthened pharmacies’ incentives to
dispense generic drugs, as a quasi-experimental shock.

<AHE>

We use Basic Information on Original Drugs and Generic Drugs data provided by the Japan Health
Insurance Association and construct the service month, prefecture, five-year age group, and
therapeutic-class level panel data, restricting the sample to dispensing. The main outcome is the
quantity-based generic share, calculated as the share of generic drugs in the total quantity of
substitutable drugs. We define treatment and control groups based on the pre-reform average
generic share. We then estimate event-study models.

<$fER>

The results show that the strengthening of pharmacy incentives promoted generic substitution,
particularly in markets where there was greater room for switching.

<EZ>

This study therefore highlights the importance of considering switching costs and other behavioral
frictions in the design of generic promotion policies.

<F—T—F>

Generic substitution, Switching cost, Pharmacy behavior, Consumer behavior
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State-Contingent Pricing for Congestible Public Services: Evidence from
Ambulance Policy in Japan
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<B=>

Free, open-access emergency medical services (EMS) face a screening problem: discouraging
low-urgency demand without deterring genuine emergencies. In Japan, completely free ambulance
transport invites low-urgency use and generates probability of congestion externalities.
Consequently, ambulance congestion has intensified, with a growing share of dispatches involving
mild cases that do not require hospitalization.

<BH®>

This study aims to provide causal evidence on ex-post state-contingent pricing as a screening
device. Specifically, we evaluate a 2024 Japanese ambulance policy reform to estimate the extent
to which the introduction of this pricing system reduced ambulance dispatches.

<AHE>

We develop a theoretical model predicting that retrospective, diagnosis-based pricing selectively
deters low-severity dispatches for ambulance. To test this prediction, we empirically evaluate the
policy reform of the Matsusaka District in Mie prefecture in June 2024, which uniformly introduced
the Selective Medical Care Fee (sentei-rydyohi)—a 7,700- yen charge exclusively for transported
patients deemed not to require hospitalization by the attending physician. This represents the first
district-wide implementation of ex-post state-contingent pricing in Japanese EMS. We estimate the
policy’s impact using district-level administrative dispatch records and the Synthetic Control Method
(SCM).

<fER>

The reform reduced monthly ambulance dispatches by approximately 12% (about 165 calls)
relative to the synthetic counterfactual. Furthermore, the mild-case share among transported
patients fell by 6 percentage points post-reform, which is consistent with our theoretical model’s
prediction of demand-side compositional screening.

<EZ>

Our findings demonstrate that ex-post state-contingent pricing offers a practical screening device
for open-access public services. Reducing low-urgency demand also eases congestion, thereby
improving response quality for severe patients.

<F—T—F>

Emergency Medical Services, Ambulance Use, State-Contingent Pricing, Congestion Externalities
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Figure 1. Synthetic Control Method Results: Monthly Comparison between Actual Matsusaka and the Synthetic
Control

Nore: The dashed ventical line indicates the timing of the policy reform (June 2024). The analysis period is from January 2022 o December 2024,
The pre-treatment period covers January 2022 through May 2024 (T = 29 months), and the post-treatment period covers June through December
2024 (Ty = T months).
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Physician-induced demand; MRI; Hospital competition; Medical technology investment; Public and
private hospitals; Healthcare expenditure
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Breaking the Vicious Cycle: Reciprocal Links Between Job Insecurity and
Health Stock

(RRB)AEFHRAT REFFE RS Bt
(HERR)RBRFAFREFMAN HBREFFR BE HHE

<EHE>
Deteriorating health directly impairs worker performance, and a decline in productivity can lead to

job insecurity. The interdependence between job insecurity and health among non-regular workers
has created a “vicious cycle” in Japan.

<BH®>

Identifying the factors contributing to the deteriorating health of workers who experience job
insecurity is of the utmost importance.

<AHiE>

To examine the factors underlying the declining health of Japanese workers, we use longitudinal
data drawn from the Japan Household Panel Survey conducted by Keio University. Considering
the potential endogeneity between poor latent health stock (LHS) and perceived job insecurity, we
use a control function approach to test the hypothesis that a decline in LHS during the current
period has a significant positive effect on job insecurity in the following year.

<fER>

Although strong job insecurity and poor LHS are found to be endogenous, good LHS significantly
reduces perceived job insecurity in the following year. A clear income gradient and significant
disparity in educational attainment are also observed. These results suggest that prioritizing the
health of vulnerable groups with income support generates significant socioeconomic returns by
closing health gaps and increasing overall productivity.

<EZ>

To break the vicious cycle between precarious employment and poor health in Japan, the top
priority must be improving the health of low-income workers. Because high levels of current job
insecurity can diminish the positive impact of better health in the future, interventions should be
tailored to how strongly individuals perceive job instability.

<F—TJ—k>

control function approach; job insecurity; latent health stock; precarious employment
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Electricity Tariff Hikes and Home-Origin Heat-Related Ambulance Uses:
Evidence from Japan

(RFREB)—BAFRFE R BAEFMREN ME 55
<HE>

Air conditioning is the primary protective technology against indoor heat exposure, but cooling
requires electricity. Prior energy-affordability research has focused on winter heating, while cooling
affordability in summer remains underexamined despite rising heat exposure under climate change.
Recent evidence shows that electricity-saving campaigns can increase heat mortality through
reduced air-conditioning use, but the price channel of cooling affordability has not been directly
examined this context.

<BH®>

This study examines whether electricity tariff hikes increase home-origin heat-related ambulance
uses in Japan, focusing on the price channel of cooling-based adaptation.

<AHiE>

| construct an ambulance-service-area-by-month panel for May—September 2021-2023, combining
FDMA ambulance records, EPC retail electricity prices, weather, and COVID-19 information. A
reduced-form difference-in-differences model exploits Japan's June 2023 regulated tariff revision,
comparing areas served by EPCs that raised tariffs with those served by other major EPCs. The
outcome is the log of home-origin heat-related ambulance uses per 100,000 population. Models
include area and year-month fixed effects, weather and COVID-19 controls; inference uses wild-
cluster bootstrap at the EPC level. Supplementary 2SLS uses the tariff-hike indicator as an
instrument for log electricity prices.

<{ER>

The reduced-form DID estimate is 0.106 log points, equivalent to approximately an 11% increase
in home-origin heat-related ambulance transports in treated areas after the tariff hike, statistically
significant under wild-cluster bootstrap inference. Pre-policy event-study diagnostics show no
systematic upward trend in treated areas relative to control areas. Supplementary 2SLS estimates
are qualitatively consistent; instrument strength is moderate and inference relies on weak-1V robust
methods. Heterogeneity analyses suggest larger effects for moderate-or-worse cases than for
minor cases.

<EZ>

The findings suggest that summer electricity affordability is an important component of heat
adaptation. Higher electricity costs may constrain households' use of protective cooling,
increasing clinically consequential heat-related health risks. Limitations include the small number
of EPC-level clusters, the indirect measurement of heat-related cases via aggregate disease
classification, and unobserved household-level cooling behavior.

<F—T—F>

electricity prices, heat-related illness, emergency medical services, difference-in-differences
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Another form of maternal penalty? Preliminary cross-sectional analysis of
gender-related normative gap in a married couple on women’s wage rate

(RREB)RAKFE BF =f
(HREEE)FERKF RBH XF
<EE>

Maternal penalty on wage rate attracts research and policy attention as one of key factors
explaining women’s decision on labor force participation and fertility behavioral choice. Despite
recent policy introduction to reduce the penalty, e.g., paid maternity leave, remaining variance in
women’s choice requires further consideration on a normative conflict within a couple related to
gender-bound role.

<BH®>

To provide preliminary evidence on the significance of normative conflict within a couple on
women’s wage rate.

<AHiE>

A web-based survey targeting married women aged 18-45 were recruited from a nationwide
monitor pool of Intage, Itd. Co. in March 2026. Out of 5,392 recruited, 4,592 who provided labor
status, own income, and hours were included. A 4-level response to a statement (“How much do
you agree with the statement that a husband works/earns and a wife stays home?”) were used to
measure women’s own normative belief and their perception of husband’s. A Mincer wage equation
using a robust regression by Li (1985) was regressed on couple’s normative believes, adjusting for
age, educational attainment, job career change after marriage/childbirth, job skill requirement,
number of children, and health status.

<fER>

Those who continued own job career had 44.6% higher wage rates compared to those who had
interrupted careers after marriage/childbirth. Adjusted for the career trajectory, having the second
child showed additional 2.8% decline in wage rate, while the third child and after showed a
diminishing impact. Husband’s normative belief agreeing with the traditional bread-earner norm
was related to 3.6% decline in the estimated wage rate.

<EE>

The results preliminarily indicate the significance of gender-role related normative conflict within a
married couple on women’s wage rates, adjusting for the number of children and job trajectory
and types. Normative conflict around gender role may deserve further empirical analysis to
investigate the source of remaining wage differential in Japan.

<F—TJ—F>

Gender norms, wage rate, maternal penalty, Mincer regression
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Exploring Preferences of Community Health Volunteers Towards Reward
Packages using a Discrete Choice Experiment

(REB)—MMEEN PITPRKEFRFR 8 F&
<EE>

The effectiveness of monetary rewards in motivating community health volunteers (CHVs), who are
assumed to have strong prosocial motivation, is widely debated. Village offices are responsible for
managing their activity and should sustain CHVs’ work motivation; however, empirical evidence on
what kinds of rewards are effective for enhancing their motivation remains limited.

<BH®>

This study explores CHVs’ preferences towards reward packages and examines whether CHVs
with high levels of altruism exhibit any difference in their preferences compared to those with low
levels of altruism.

<FHE>

To elicit reward preferences, a discrete choice experiment (DCE) was conducted in the suburbs of
Yogyakarta, the second-largest city in Indonesia, among 691 CHVs. To capture the levels of
altruism, a hypothetical dictator game (HDG) was employed. To explore the reward preferences of
CHVs, multinomial linear regression models are estimated. Moreover, by combining the responses
of the DCE and the levels of altruism measured by the HDG, the threshold regression is applied to
examine the heterogeneity across CHVs with different levels of altruism.

<HER>

The results show that the CHVs are willing to accept both monetary and non-monetary rewards.
Specifically, CHVs prefer rewards with higher salaries (=0.043 per 10,000 IDR increase) and
activity certificates (=0.239 to 0.301) reflecting social recognition. These estimates suggest
certificate from the village office is the most preferred (70,695 IDR), followed by one issued from
the primary health center (57,545 IDR) and the university (56,022 IDR). The threshold regression
further reveals that more altruistic CHVs place higher value on the certificates, except for the one
issued by the village office. The village-issued certificate appears to have additional value for less
altruistic CHVs.

<EZ>

Rapid economic growth and urbanization have reshaped CHVs' preferences, blending traditional
values such as mutual help and modern social values such as materialism. Given this coexisting
blended value system, policymakers should combine monetary and non-monetary rewards
considerately and tailor the balance to maximize its effectiveness.

<F—TJ—F>

Community health volunteers, activity rewards, Indonesia
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Does Targeting Matter at Age 65?7 Basic Pension Eligibility and Later-Life
Health and Welfare Outcomes in South Korea

(RFRB)ILBEXRTFE = IBH
<>

South Korea’s Basic Pension is a central old-age income support program, but age 65 alone does
not determine exposure. The program screens older adults through an age-and-means-tested rule
based on income-recognition amounts. Recent reform debates question the current bottom-70-
percent selection rule, as improving income and asset profiles among older adults may bring less
vulnerable older adults into eligibility. The relevant question is not simply what changes after age
65, but how outcomes differ for those classified as eligible under the program’s rule.

<B8y>

This study examines whether entry-time eligibility under the Basic Pension targeting rule is
associated with overall life satisfaction, health-related outcomes, medical-care use, and financial
protection. It estimates the effect of being classified as eligible at age-65 entry, rather than the
effect of actual receipt.

<AHiE>

This study uses the Korea Welfare Panel Study from 2009 to 2023. A statutory-style eligibility proxy
is constructed from observed income, assets, debt, adjudication-unit type, year-specific
thresholds, and occupational-pension exclusion information. Eligibility is fixed at the first observed
age-65 entry year. The main analysis applies a staggered difference-in-differences design. Age-
only estimates and age-entry event studies distinguish eligibility-based assignment from changes
associated with turning 65.

<f{FER>

The proxy strongly separated entrants by realized receipt. At entry, 85.3% of proxy-eligible entrants
received the pension, compared with 32.1% of proxy-ineligible entrants. In the proxy-based design,
the estimated ATT was close to zero for overall life satisfaction (0.01). Health satisfaction showed
a positive but statistically insignificant effect (0.06), while logged out-of-pocket medical spending
showed a negative but imprecise estimate (-0.09). Outpatient visits showed no clear average
change. In contrast, the age-only design showed a statistically significant decline in overall life
satisfaction (ATT=-0.09), suggesting that age-based exposure captures a different policy margin.

<EZ>

The proxy identifies a policy-relevant assignment margin with large differences in realized receipt,
but the corresponding estimates do not show broad improvements in these outcomes. These
findings are relevant to debates over whether the bottom-70-percent rule remains appropriate as
new older cohorts become less economically vulnerable.

<F—TJ—k>

Basic Pension, Eligibility, Targeting, Korea
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Do Age Restrictions on IVF Increase Fertility? Evidence from the
Introduction of Age Limits in Japan

(RFREB)—R/AF REFMAN SAKE
<HE>

Following the decline in birth rates, many developed countries have covered IVF in their public
health systems. Some form of public funding is available in 39 out of 43 European countries, while
most countries have explicit limitations on subsidies based on age and the existence of previous
children. In particular, there has been heated debate on how to set age limits for IVF eligibility for
public funding.

<B#y>

This paper explores the effects of a female age limit for public subsidies for IVF use, exploiting its
introduction in 2016 in Japan.

<HE>

We use the national registry for IVF treatments from 2011 to 2021. The data cover all IVF use
regardless of the eligibility for public subsidy. For the analysis, we focus on 4.02 million IVF cycles
among women aged 30 to 47 years old during 11 years from 2011 to 2021. With this dataset, we
use a bin-level difference-in-differences model commonly used in empirical analyses of minimum
wages.

<fER>

The results are threefold. First, we find that the age limit induced a significant shift in the age
distribution of users toward younger ages, specifically those under 43 years old. Second, we find
that the age limit did not reduce total use because women continued to seek treatment even when
they were not eligible for public subsidy. Third, the age limit increased overall fertility due to the
shift of users toward younger ages. Numerically, our empirical analysis reveals that the age limit
increased the number of pregnancies and live births among women aged 39-47 by 1.5% and 1.7%,
respectively.

<EBE>

Overall, this paper presents clear evidence that the age limit for fertility treatment, while it may
raise some ethical concerns, enhances the overall efficiency of public funding by inducing a
significant shift in the age distribution of users toward younger ages.

<F—T—k>

IVF, age limit, bin-level difference-in-differences design, fertility
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The effect of patient-centred primary care integration and management of chronic
disease among patients with multimorbidity: evidence from a quasi-natural experiment in
China

(Presenter) Health economics, Renmin University of China, Yang Bai
(Co-author) Renmin University of China, Jun Wang

[Background]

Multimorbidity, particularly the coexistence of type 2 diabetes and hypertension, has become a major challenge
for chronic disease management and health expenditure control. Fragmented health-care systems often fail to
provide continuous and coordinated care for patients with complex long-term conditions. Patient-centred
primary care integration has been proposed as an important strategy to improve chronic disease management,
health outcomes, and cost control, but causal evidence from real-world settings remains limited.

[Purpose]

This study aimed to evaluate the effect of patient-centred primary care integration on chronic disease
management effect and medical expenditure among patients with multimorbidity, especially those with both
type 2 diabetes and hypertension, in China.

[Method]

Longitudinal follow-up data from 2020-2024 were collected from two county-level health systems in China. A
primary care integration reform implemented in 2022 was treated as a quasi-natural experiment. Propensity
score matching difference-in-differences models combined with multilevel analyses were used to estimate the
effects of the reform on chronic disease management, health outcomes, and medical costs among patients with
multimorbidity.

[Results]

Primary care integration significantly improved chronic disease management and reduced health-care
expenditure among patients with type 2 diabetes and hypertension. Improvements were also observed in self-
rated health, quality of life, and psychological well-being. The effects were stronger among middle-aged and
older adults and among patients enrolled in family doctor services. Results remained robust across multiple
sensitivity analyses.

[Discussion]

Patient-centred primary care integration may improve chronic disease outcomes while reducing unnecessary
medical expenditure among patients with multimorbidity. By strengthening service coordination, continuity of
care, and resource integration, integrated primary care systems can enhance both health management
efficiency and cost control. These findings provide policy-relevant evidence for improving chronic disease
management in resource-constrained settings.

[Key Word]

Type 2 diabetes
Hypertension

Integrated primary care
Quasi-natural experiment
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Equity impacts of HPV vaccination: An exploratory case of equity-informative cost-
effectiveness analysis in Japan

(Presenter) Keio University, Kyoko Shimamoto
(Co-author) University of York, United Kingdom, Tim Doran

[Background]

Social and geographic inequalities in health are receiving increasing attention in Japan, yet the national HPV
programme currently has no explicit equity target. Although HPV vaccination coverage has increased following
the resumption of active recommendations, substantial geographic disparities in uptake persist. Internationally,
equity considerations are increasingly being incorporated into cost-effectiveness analyses (CEA) of public
health interventions but evidence relating to HPV vaccination in Japan remains limited.

[Purpose]
To evaluate the equity impact of Japan’s national HPV vaccination programme for girls and young women, with
particular focus on the temporary catch-up vaccination intervention for ages 17-28.

[Method]

This study employs the distributional cost-effectiveness analysis (DCEA) approach, adapting a version of the
University of York’s web-based health inequality impact calculator for England. The analysis follows the UK
five-subgroup modelling framework. Parameter were derived from Japanese government statistics, the national
cancer registry mostly at prefecture levels, relevant reports (including fact sheets from the former National
Institute of Infectious Diseases) and published literature. Sensitivity analysis explored alternative assumptions
using both domestic and international data, including baseline distributions of health in South Korea and the
UK.

[Results]

The DCEA demonstrated that the temporary programme is cost-effective, consistent with findings from previous
CEAs. However, under the current programme design, the estimated impact on reducing health inequalities
was modest. This finding was based on the application of equity weights derived from a Japanese study, which
suggested approximately sixfold greater weighting for the most deprived group compared with the least
deprived group (health-related social welfare function, Atkinson = 13.9). Sensitivity analysis incorporating
alternative assumptions regarding baseline health distributions and disparities in HPV vaccine uptake indicated
the potential for a more favourable equity impact.

[Discussion]

The findings suggest that the current national HPV vaccination programme has the potential to improve both
efficiency and equity. However, considerable uncertainty remains due to data limitations. Future analyses would
benefit from equity-informative real-world data at smaller geographic levels, alongside further research into
inequalities in HPV vaccination uptake, cervical cancer screening, epidemiology, and treatment. Greater
incorporation of equity considerations into CEAs of cervical and other cancer interventions is warranted in Japan
and across Asia to inform future policy development.

[Key Word]
equity, HPV vaccination, cost effectiveness analysis, distributional cost effectiveness analysis
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Is There a Trade-off between Health Management and Environmental Engagement for
SMEs? Evidence from Japan

(Presenter)the Faculty of Political Science and Economics, Waseda University, XU ZIHAN

[Background]

Following the recent global shift toward mandatory ESG compliance (e.g., the EU’s CSRD), firms are now
subject to social requirements to disclose their environmental impact and human capital metrics, including
employee well-being. However, due to their limited resources, small and medium-sized enterprises (SMEs) may
find it difficult to pursue both environmental and human capital goals simultaneously, necessitating a strategic
trade-off between these two objectives.

[Purpose]
This study examines how SMEs balance health management and environmental engagement, focusing on the
case of the Health and Productivity Management (H&PM) initiatives in Japan.

[Method]

To conduct the analysis, first, we employed a two-way fixed effects (TWFE) model to examine how Japanese
SMEs balanced health management and environmental engagement. Moreover, to address potential firm-level
endogeneity induced by firms’ managerial capacity, we employed an instrumental variables two-stage least
squares approach. Last, we further explored whether the relationship varied across two different levels of
environmental engagement, and whether it differed across ownership structures and industry types through
TWFE estimations.

[Results]

We found that distinct environment-related keywords in firms’ reports were positively associated with H&PM
certification, suggesting general complementarity between health management and environmental engagement
among Japanese SMEs. However, IV-2SLS estimates showed an insignificant effect for the full sample and
unlisted SMEs, while effects were significant positive for listed SMEs, possibly reflecting stronger sensitivity to
industry norms and external pressures. Heterogeneity analysis through TWFE models further showed that the
relationship varied across levels of environmental engagement, ownership structures and industries.

[Discussion]
Overall, the findings suggest the need for differentiated policies that account for contextual heterogeneity to
mitigate trade-offs and foster balanced sustainable development practices for SMEs.

[Key Word]
Health management, environmental engagement, small and medium-sized enterprises, trade-offs
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Congestion-Quality Trade-off: Evidence from Nursing Facilities
(Presenter) Economic and Social Research Institute, Cabinet Office, Hiroki Saruya
(Co-author) Department of Economics, Sophia University, Masaki Takahashi

[Background]

Provider quality is considered a key determinant of service outcomes in various settings including hospitals,
doctors, and nursing facilities. However, in capacity-constrained industries, congestion is another important
determinant of outcomes, because it may cause lower service intensity or less access to necessary services.
Moreover, congestion and quality considerations may be in conflict, because higher-quality providers may tend
to be more congested. Thus, the effect of reallocating patients from a low-quality provider to a high-quality
provider is unclear.

[Purpose]
We evaluate the aforementioned congestion-quality trade-off in the context of Japanese nursing facilities, which
face severe congestion problems due to capacity regulations and rapid population aging.

[Method]

We proceed in three steps.

(1) Analyze the effects of bed occupancy on patient outcomes. We address the endogeneity of occupancy by
using the flow of short-stay patients.

(2) Examine the correlation between facility quality and occupancy.

(3) Estimate patient preferences for facilities and facilities’ admission rule. A key challenge is patients'
unobserved choice sets, which may bias the preference estimates, because better facilities may tend to be less
available. We address this problem by exploiting daily occupancy fluctuations, which arguably affect facilities’
decisions but not patient preferences, conditional on longer-run average occupancy and other facility
characteristics.

[Results]

(1) An increase in the average bed occupancy during a long-stay patient’s episode leads to a statistically
significant reduction in the probability that the patient is discharged to her home and a statistically significant
increase in the probability that she is discharged to a hospital.

(2) Our quality measure is positively correlated to occupancy, which suggests the existence of the congestion-
quality trade-off.

(3) Crowded facilities are less likely to admit a patient when they become more congested. In contrast, patients
do not have particular (dis)taste for congestion; they instead value the proximity and quality of facilities.

[Discussion]

Reallocating patients between facilities to smooth occupancy may have a net positive effect on patient
outcomes, even though such reallocation sends patients to lower-quality facilities on average. Since patients
consider quality but not congestion in their application decisions, policy interventions may lead to a more
efficient allocation of patients to facilities.

[Key Word]
Long-term care, congestion, value added, misallocation
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The Effects of Health Insurance Integration on Inpatient Utilization and Medical Debt: Evide
nce from China's URRBMI Reform

(RRE) BERZAFRELMN BLRE | U8
<HEs>

China’s health insurance system was historically fragmented for urban and rural residents, leaving rural
residents with higher out-of-pocket costs and weaker risk protection compared to urban residents. To address
these inequities, the Urban-Rural Resident Basic Medical Insurance (URRBMI) reform merged the New Rural
Cooperative Medical Scheme (NRCMS) and the Urban Resident Basic Medical Insurance (URBMI) into a
unified scheme. This integration aimed to release suppressed medical demand and alleviate financial burdens
by expanding coverage and lowering cost-sharing for rural households. Previous studies have examined the
impact of URRBMI using earlier data, but its effects during the nationwide implementation period (2015-2019)
across a broader range of provinces have not been examined yet.

<B®>

This paper uses China’s URRBMI integration to study how expanded coverage and lower cost-sharing affect
inpatient utilization and medical debt among rural residents.

<HE>

The analysis employs a staggered difference-in-differences (DID) framework, utilizing individual-level panel
data from the China Household Finance Survey (CHFS) between 2015 and 2019.

<{ER>

The results indicate that while the integration has no insignificant effect on average inpatient utilization on
average, it significantly reduces the likelihood of falling into medical debt by 2.10 percentage points and
decreases the average debt amount by 20.10 percent. Heterogeneity analyses show that the gains are
concentrated among middle-income households, while no statistically significant effects are found for low-
income groups.

<ER>

While URRBMI integration successfully functions as a buffer against catastrophic financial shocks by reducing
medical debt, it has not yet stimulated higher healthcare utilization in rural areas. The lack of benefits for the
poorest residents could suggest that high deductibles at higher-tier hospitals and liquidity constraints remain
significant barriers to access. Achieving health equity may require targeted subsidies or more generous
coverage specifically for low-income populations.
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Structural Barriers to Prevention: How Labor Institutions Create Health Inequality
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The Effects of a Workplace Mental Health Screening Program: Evidence from Japan
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