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Cardiac Rehabilitation in Japan: Prevalence, Safety and Future Plans
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KOHZUKI: Cardiac Rehabilitation in Japan: Prevalence, Safety and Future Plans. The rate of cardiac
rehabilitation (CR) related incidents has been found to be exceedingly low. However, the outpatient phase II CR
program does not appear to be widely used in Japan. The major reasons for not implementing CR are lack of staff,
equipment and space, and the absence of approval for CR facility standards. Recently, there have been three attempts
to increase the implementation rate of CR in Japan. First, Ministry of Health, Labor and Welfare in Japan started to
relax restrictions on the approval for CR and to increase hospital charges for CR in 2006. Second, a 2-week hospitalized
program for phase II CR has been established and demonstrated considerable improvement in the physical and
psychological status in patients with myocardial infarction. Third, the phase III CR system in the ambulatory heart
groups, MedEx Club was started last year. Furthermore, an additional challenge will be to select, develop, and
provide attractive and appropriate rehabilitation programs and systems for individual cardiac patients; this includes
tailoring the delivery method of these services. (J HK Coll Cardiol 2006;14:B43-B45)
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The goal of cardiac rehabilitation (CR) is to
ensure the best possible physical, psychological and
social conditions for patients with chronic or post-acute
cardiac disease so that they may, by their own efforts,
preserve or resume their proper place in society.1 This
program usually consists of three stages: the acute stage
(phase I), subacute stage (phase II) and maintenance

stage (phase III), which include exercise training,
medical surveillance, emergency support, and
psychological and vocational counseling. The period
of hospitalization during phase I is becoming shorter as
a result of recent advances in medical interventions and
for economic reasons. Therefore, lifestyle modification,
particularly in terms of daily exercise, cessation of
smoking and a balanced food intake, should be acquired
during phase II and maintained thereafter.

The rates of coronary events in CR settings have
been exceedingly low. A survey of 167 supervised
programs showed that the rate of cardiac arrest was
1 per 112,000 patient-hours and the rate of non-fatal
myocardial infarction was 1 per 294,000 patient-hours;
the mortality rate was 1 per 784,000 patient-hours.2
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Despite the recent inclusion in such programs of patients
at increased risk of adverse events, such as patients with
chronic heart failure, older patients, and heart-transplant
recipients, the rate of adverse events has not increased
appreciably.3 In a recent survey of 1,106 hospitals in
Japan, the rate of CR related incidents was found to be
exceedingly low.4

However, the outpatient Phase II CR program
does not appear to be widely used. A recent study
demonstrated that the participation rate of recovery
phase II CR was 12% in the Japanese Circulation
Society (JCS)-authorized cardiology-training hospitals
(TH) and 5% in all the hospitals in Japan.5 In the United
States, the participation rate of acute myocardial
infarction (AMI) patients in phase II (usually outpatient-
type) CR has been reported to be from 8.7% to nearly
50%.6 Therefore, it is clear that the patient participation
rate in outpatient CR is markedly lower in Japan than
in the U.S.A.

The major reasons for not implementing CR were
lack of staff, equipments and space, and the absence of
approval for CR facility standards.5,6 Ades et al7 reported
that by multivariate analysis, the strength of the
physician's recommendation for participation was the
most powerful predictor of cardiac rehabilitation entry
in patients after AMI or coronary bypass surgery. THs
in Japan are usually large-sized, general hospitals which
would be expected to have sufficient staff, equipment,
and space. The majority of THs that had been approved
for specific intensive care did not have approval for CR
despite their ability to fulfill the CR facility standards.
Thus, physicians' reluctance or lack of proper
understanding in the use CR after AMI might be the
reason for the low implementation rate of CR in Japan.
Thus, urgent efforts should be made to increase the
implementation rate of CR in Japan. To achieve this
goal, it appears necessary to increase the number of
hospitals approved for CR and to enhance physicians'
understanding of CR after AMI.

In Japan, phase II CR has mainly been carried
out on an outpatient basis as in USA and Europe. The
outpatient phase II CR program is initiated within 2-3
weeks after hospital discharge, and patients have to visit
local hospitals as outpatients 2 to 3 times per week for
3 to 6 months. However, it is difficult for patients to

visit hospitals several times a week and not all patients
live close to hospitals. A recent survey8 has reported
that there are 2,621 CR programs in the U.S.A. In
contrast, according to the Japanese Association of
Cardiac Rehabilitation, the number of hospitals
approved for CR in Japan was only 186 in February
2005. The low patient participation rate in outpatient
CR in whole Japan is in accordance with the low
implementation rate of outpatient CR programs.

Recently, there have been three attempts to
increase the implementation rate of CR in Japan. First,
in Japan, the fee for CR after AMI is reimbursed by the
health insurance system only to the hospitals approved
for CR that fulfill the CR facility standards, requiring
the attendance of a staff physician and the presence of a
training room and an intensive care unit. According to
the Japanese Association of Cardiac Rehabilitation, the
number of hospitals approved for CR was only 186
hospitals in February 2005. In 2006, Ministry of Health,
Labor and Welfare in Japan started to relax restrictions
on the approval for CR and to increase hospital charges
for CR.

Second, we designed a 2-week hospitalized
program for phase II CR and demonstrated considerable
improvement in the physical and psychological status
in patients with MI.8 After participation in the program,
the exercise tolerance, serum lipid profiles and STAI
anxiety score of the patients were improved
significantly. At the 6-month follow-up, these
parameters remained improved and regular physical
activity was maintained. The QOL score was also
improved significantly. Even at the 12-month follow-
up, the lipid profiles remained improved and regular
physical activity was maintained.9 The intensive and
self-monitored nature of the program might be a reason
for our patients' high levels of motivation.9 In Japan,
almost all people have to enroll in public health
insurance and the insurance covers 70-80% of hospital
charges such as operations and laboratory examinations.
Moreover, many people also enroll in private insurance,
which covers hospital charges and extra-charges for
hospitalization.

Third, we started the Phase III CR system in the
ambulatory heart groups, MedEx Club, so-called
"Herzgruppe in Japan" in 2005. I am the head of the



KOHZUKI

December 2006J HK Coll Cardiol, Vol 14 (Suppl 2) B45

Sendai Branch, one of five branches of MedEx Club in
Japan, a multidisciplinary group which provides
supervised exercise sessions and education for patients
and also training classes for citizens and health
professionals. Our goals are to promote regular physical
activity, CR and prevent cardiac disease and the
recurrence of coronary events. Exercise training classes
are held in a facility in the neighborhood of the hospital,
once a week under the guidance of an exercise
rehabilitation trainer. Each session of 60 minutes has
the capacity for 10 people. It starts with 15 minutes of
warm-up, either sitting or standing. This is followed by
15 minutes of aerobic exercise and 15 minutes of
resistance training using elastic bands. Each session
ends with a cool down period of 15 minutes with
stretching of the muscles. In addition to exercise,
patients receive individual counseling about exercise
training and recommendations for a home-walking-
exercise program.

It is important to increase the number of CR-
approved facilities, programs and the patient
participation rate in outpatient CR in Japan. An
additional challenge will be to select, develop, and
provide attractive and appropriate rehabilitation
programs and systems for individual cardiac patients;
this includes tailoring the delivery method of these
services.10

References

1. Wenger NK, Froelicher ES, Smith LK, et al. Cardiac
rehabilitation as secondary prevention. Agency for Health Care
Policy and Research and National Heart, Lung, and Blood
Institute. Clin Pract Guidel Quick Ref Guide Clin 1995;(17):
1-23.

2. Van Camp SP, Peterson RA. Cardiovascular complications of
outpatient cardiac rehabilitation programs. JAMA 1986;256:
1160-3.

3. Franklin BA, Bonzheim K, Gordon S, et al. Safety of medically
supervised outpatient cardiac rehabilitation exercise therapy: a
16-year follow-up. Chest 1998;114:902-6.

4. Ueshima K, Saito M, Goto Y, et al. Safety of phase II cardiac
rehabilitation exercise therapy in Japan. (in press)

5. Goto Y, Itoh H, Adachi H, et al. Use of exercise cardiac
rehabilitation after acute myocardial infarction. Circ J 2003;
67:411-5.

6. Lear  SA,  Ignaszewski  A.  Card iac  rehabi l i t a t ion :
a comprehensive review. Curr Control Trials Cardiovasc Med
2001;2:221-32.

7. Ades PA, Waldmann ML, McCann WJ, et al. Predictors of
cardiac rehabilitation participation in older coronary patients.
Arch Intern Med 1992;152:1033-5.

8. Nishigaki K, Yamazaki T, Fujiwara H, et al. Assessment of
coronary intervention in Japan from the Japanese Coronary
Intervention Study (JCIS) Group. Circ J 2004;68:181-5.

9. Yoshida T, Yoshida K, Yamamoto C, et al. Effects of a two-
week, hospitalized phase II cardiac rehabilitation program on
physical capacity, lipid profiles and psychological variables in
patients with acute myocardial infarction. Jpn Circ J 2001;65:
87-93.

10. Kohzuki M. Recent advances in cardiac rehabilitation. Jpn J
Rehab Med 2004;41:795-805.


