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Abstract: Annual health checks are important for identifying individuals at high risk for car-
diometabolic diseases. However, there are socioeconomic disparities in health check attendance
rates, and an intervention to lower financial barriers could be useful for increasing health check
utilization. In this study, we aimed to evaluate the effectiveness of an out-of-pocket cost removal
intervention on health check attendance in Japan. Data were obtained on beneficiaries of the National
Health Insurance system of Yokohama City, Kanagawa Prefecture, Japan. In 2018, Yokohama started
an intervention to remove out-of-pocket costs for specific health checks for all National Health
Insurance beneficiaries. We analyzed data from 2015−2018 (131,295 people aged 40–74 years; 377,660
observations). A generalized estimating equation showed that people were more likely to receive
specific health checks in 2018 (after the out-of-pocket cost removal intervention started) than in 2017
(immediately before the intervention; odds ratio [95% confidence interval] = 1.167 [1.149–1.185]),
after adjusting for age, gender, tax exemption, and residential area. Stratified analyses revealed that
the effectiveness of the out-of-pocket cost removal intervention was greater among the older age
group and those who did not receive a tax exemption (i.e., those with relatively higher income). The
present study showed that the out-of-pocket cost removal intervention could promote specific health
check utilization. This indicates that removing financial barriers could motivate people’s behavior
regarding health check attendance.

Keywords: health check; attendance; economic intervention; out-of-pocket cost removal; Japan

1. Introduction

Cardiometabolic diseases (CMDs), including cardiovascular disease, stroke, diabetes,
and chronic kidney disease, remain the most common causes of death worldwide [1]. CMDs
are primarily caused by metabolic syndrome, which is a cluster of metabolic disorders.
The underlying causes of metabolic syndrome include obesity, physical inactivity, and
older age [2]; thus, with increasing rates of obesity [3] and insufficient physical activity [4],
in combination with the global aging population, there is an urgent need for screening
of CMD risks and prevention strategies. In several developed countries, general health
checks are conducted to prevent CMDs [5]. A study using a quasi-experimental design
reported that such screening reduced cardiometabolic risks like abdominal obesity and
waist circumferences [6], although meta-analyses revealed that general health checks were
unlikely to reduce mortality and morbidity risks [7,8]. This implies that general health
checks seem beneficial to decrease CMD risks. For such population-based prevention
efforts to succeed, increasing the rates of health check participation is essential.

According to Andersen’s health care utilization model, health care use is principally
influenced by predisposing, enabling, and need factors [9,10]. Predisposing factors pri-
marily influence the use of health services indirectly and consist of sociodemographic
characteristics. Enabling factors encompass individual and contextual resources which
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facilitate or impede the use of health services, such as availability of resources (e.g., income),
availability, and access to the service. Need factors directly motivate health services use,
such as health conditions (e.g., illness or disease). A systematic review reported that many
studies identified financial condition as one of the most critical determinants of health
check attendance [11]. Therefore, economic interventions to encourage attending health
checks can be an enabling factor.

Meta-analyses illustrated that approaches that provide economic intervention, includ-
ing removal of financial barriers and financial incentives, were practical for increasing
health check attendance [12,13]; in particular, removal of financial barriers had a greater
effect on attendance. For instance, a study in Denmark reported that the rate of preventive
health check attendance was higher in areas where the checks were free than in areas where
a payment was required (40 US dollars to undergo health checks) [14]. These findings
indicate that interventions to remove or reduce costs can promote health check attendance.
This corresponds with the concept of Universal Health Coverage, in which all individuals
are assured access to health services without the financial burden, and the Sustainable
Development Goals (Goal 3: Ensure healthy lives and promote well-being for all at all
ages). However, there is still sparse evidence on the effectiveness of economic interventions
to increase health check attendance in non-Western nations, as earlier studies came from
Western nations. Although the aforementioned meta-analyses revealing the effectiveness of
cost removal interventions included two papers [12] and nine papers [13], respectively, no
studies were derived from non-Western countries. As attitudes toward health, which are
determinants of health check attendance [11], can be influenced by individual cultural back-
grounds, intervention effects might differ across regions. Thus, further research conducted
in non-Western populations (e.g., Asian populations) is warranted.

In 2008, Japan established a national health policy to prevent lifestyle-related diseases
such as CMDs. This comprehensive preventive policy involves nationwide screening
(called specific health checks, or Tokutei Kenshin in Japanese). Annual health checks focused
on CMDs are conducted for individuals and their family members aged 40–74 years and
covered by the primary beneficiaries under Japan’s health insurance system. Out-of-pocket
(OOP) costs for specific health checks depend on the health insurance society in which
people are enrolled.

Socioeconomic disparities between those who do and do not utilize health checks
have been observed in Japan, similar to those in Western countries. Lower income, less
financial stability, and higher unemployment were found to be associated with a lower
likelihood of health check participation [15,16]. Therefore, removing OOP costs, which can
lower the financial barrier, could be useful for increasing health check attendance rates.
Although previous research reported the effectiveness of an OOP cost removal intervention
on cancer screening utilization in Japan [17,18], no study to date has examined whether this
would also help increase health check attendance. Therefore, this study aimed to evaluate
the effectiveness of an OOP cost removal intervention on health check attendance in Japan.

2. Materials and Methods
2.1. Sample and Procedures

In the present study, data were obtained from the National Health Insurance (NHI) sys-
tem of Yokohama City, Kanagawa Prefecture, Japan. Yokohama is the capital of Kanagawa
Prefecture, located 30 km southwest of central Tokyo [19]. As of January 2018, Yokohama
was reported to have 18 administrative wards and a population of 3,733,084. At the time of
this study, the NHI covered approximately 20% of the total city population.

Japan has more than 3000 insurers, which can generally be divided into three types:
residence-based health insurance (i.e., NHI), occupation-based health insurance, and health
insurance for people aged ≥ 75 years. All Japanese individuals are covered by a health
insurance system, except recipients of public assistance (seikatsu-hogo in Japanese; approxi-
mately 1.6% of the total Japanese population in 2019). The NHI is a system for farmers,
self-employed individuals, pensioners, and their dependents who are aged ≤74 years, and
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is administered by local municipalities. The specific health checks for the NHI beneficiaries
are mainly conducted at hospitals and medical examination facilities in the community.
The NHI beneficiaries are notified annually to attend specific health checks by local munic-
ipalities, and they apply for the health checks themselves.

In 2018, Yokohama began an intervention that eliminated OOP costs for specific health
checks for all NHI beneficiaries aged 40–74 years. Before 2018, OOP costs for specific health
checks in Yokohama depended on an individual’s annual income level. In Japan, people
with a total annual income below a certain threshold do not need to pay city inhabitant
taxes; thus, receiving a tax exemption indicates one has a relatively lower income. Prior to
2018, specific health checks in Yokohama cost 1200 yen (approximately 11 US dollars) and
400 yen (approximately 4 US dollars), among those without and with tax-exempt status,
respectively. For reference, the beneficiaries of occupation-based health insurance (aged
40–74 years) also have to pay OOP costs for specific health checks, but the cost depends on
the insurers.

To examine the influence of the OOP cost removal intervention, we analyzed four years
of panel data (2015–2018). Moreover, to consider the effect of residents’ health condition
on the intervention’s outcome, we selected 3 out of 18 administrative wards based on
the standardized mortality ratio of the area in 2017 (Aoba [0.82; 1st out of 18], Kanazawa
[0.97; 9th out of 18], and Seya [1.04; 13th out of 18]) and the proportion of those who had
CMD risks in the specific health checks from the area in 2016 (Aoba [low], Kanazawa
[middle], and Seya [high]) [20]. These variations in residents’ health conditions by the
residential area can be regarded as the need factor in Andersen’s health care utilization
model. In addition, these three areas had different socioeconomic levels (i.e., residents’
average income level) in 2018: Aoba (1st out of 18), Kanazawa (9th out of 18), and Seya
(18th out of 18). Consequently, we analyzed all NHI beneficiaries aged 40–74 years who
lived in those three wards in April (the beginning of the fiscal year in Japan) of each year.
Those who were hospitalized or admitted to care facilities were unlikely to participate in
specific health checks because their health conditions were followed by health professions
at the hospitals or care facilities. Therefore, we excluded them from the analytic sample. A
total of 131,295 people with 377,660 observations (100,023, 96,985, 92,426, and 88,226, in
2015, 2016, 2017, and 2018, respectively) were included.

The study protocol was reviewed and approved by the Research Ethics Committee
of the University of Tokyo (No. 19-399; approved on 26 February 2020). The data were
anonymized before analysis by officers of Yokohama, who did not participate in data
analysis. All personally identifiable information was completely removed from the dataset.

2.2. Measures

We set specific health check utilization as the outcome variable in the present study.
This was defined as whether a person received a specific health check in each observational
year (i.e., 2015–2018). The observational year was used as the exposure variable, with
2017 set as the reference. This variable represents whether the intervention was performed
(i.e., 2015–2017 were the years before the OOP cost removal intervention started, and 2018
was the year the intervention was implemented), and is regarded as an enabling factor in
Andersen’s health care utilization model.

Age (40–49, 50–59, 60–69, or 70–74 years), gender (male or female), tax exemption
(receiving or not receiving), and residential area (Aoba, Kanazawa, or Seya) were used as
covariates in the analysis. Age and gender can be considered as predisposing factors, and
tax exemption as an enabling factor. As mentioned above, we considered the residential
area (i.e., a proxy of residents’ health condition) as a need factor. Tax-exempt status was
used as a proxy of annual income, as receiving a tax exemption would indicate having a
relatively lower annual income. When participants had no taxable annual income at least
once during the observational period, we categorized them as receiving a tax exemption.
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2.3. Statistical Analysis

Observational data is nested within a participant individual. Therefore, a generalized
estimating equation that accounted for the extra component of variation within participants
was used to adjust for correlations among repeated measures.

To assess whether the likelihood to attend the health check differed by year (par-
ticularly in 2018, when the OOP cost removal intervention was started), we added the
year term in the generalized estimating equation (Model 1). In Model 2, we additionally
controlled for participant characteristics (i.e., age, gender, tax exemption, and residen-
tial area). In Model 3, interaction terms between each covariate and observational year
(i.e., age × year, gender × year, tax exemption × year, and residential area × year) were
examined to determine whether the effectiveness of the OOP cost removal intervention
on specific health checks utilization differed by participant characteristics and residential
area. When any significant interaction was detected, we performed a stratified analysis by
participant characteristics to identify the differences in effectiveness by factor.

Furthermore, to control for variation by residential area, we used other statistical
approaches in addition to simple statistical adjustment in the model: area-stratified analyses
and multilevel logistic regression analyses (three-level: observation, participant individual,
and residential area). Odds ratios (ORs) with 95% confidence intervals (CIs) were calculated.
Statistical analyses were performed using SAS version 9.4 (SAS Institute Inc., Cary, IL, USA).

3. Results

Table 1 shows participant characteristics at baseline. When participants had multiple
observations during the four years, we used each baseline information. The average age
was 61.2 years (standard deviation, 10.4), and the largest age group ranged from 60–69
years (40.4%). Of the participants, 44.8% were male and 44.5% received a tax exemption
during the observational period. People who attended a specific health check tended to be
older, female, and not receive tax exemption.

Table 1. Participant characteristics at baseline (N = 131,295).

Variable Category
Total Sample

Attending a Specific
Health Check

(n = 27,385; 20.9%)

Not Attending a
Specific Health Check

(n = 103,910; 79.1%)

Mean ± SD or % Mean ± SD or % Mean ± SD or %

Age (years) 61.2 ± 10.4 61.3 ± 8.9 60.3 ± 10.6
40–49 years 19.7 10.4 22.1
50–59 years 15.6 11.0 16.8
60–69 years 40.4 46.8 38.7
70–74 years 24.3 31.8 22.4

Gender
Male 44.8 39.7 46.1

Female 55.2 60.3 53.9

Tax exemption
Receiving 44.5 43.3 44.8

Not receiving 55.5 56.7 55.2

Residential area
Aoba 43.2 43.6 43.1

Kanazawa 34.9 36.7 34.5
Seya 21.9 19.7 22.5

SD: standard deviation.

Table 2 indicates baseline participant characteristics by residential area. Participants
residing in Kanazawa were likely older than those in the other areas. The proportion of
those with tax exemption was the highest in Seya and the lowest in Aoba.
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Table 2. Participant characteristics at baseline by residential area (N = 131,295).

Variable Category
Aoba Kanazawa Seya

Mean ± SD or % Mean ± SD or % Mean ± SD or %

Age (years) 60.5 ± 10.6 62.2 ± 10.0 60.9 ± 10.6
40–49 years 21.3 16.7 21.4
50–59 years 17.3 13.6 15.4
60–69 years 38.5 43.8 38.6
70–74 years 22.8 26.0 24.7

Gender
Male 43.7 44.9 46.6

Female 56.3 55.1 53.4

Tax exemption
Receiving 53.9 56.0 57.9

Not receiving 46.1 44.0 42.1
SD: standard deviation.

Table 3 presents the association between the OOP cost removal intervention and
specific health check utilization. In Model 1, people were more likely to receive specific
health checks in 2018 (after the OOP cost removal intervention began) than in 2017 (im-
mediately before the intervention started; OR [95% CI] = 1.180 [1.163–1.198]), while the
likelihood of receiving specific health checks in 2015 and 2016 was almost the same as that
in 2017 (1.009 [0.993–1.025] in 2015, and 0.950 [0.936–0.964] in 2016). In Model 2, even after
adjusting for age, gender, tax exemption, and residential area, the associations remained
unchanged. The likelihood of receiving specific health checks increased by approximately
17% in 2018, compared to 2017 (1.167 [1.149–1.185]), and there was a statistically significant,
but relatively small difference in likelihood from 2015–2017 (1.025 [1.008–1.042] in 2015 and
0.959 [0.945–0.974] in 2016). Regarding covariates, younger age, gender (male), receiving
a tax exemption, and Seya residency were associated with a lower likelihood of specific
health check attendance.

Table 3. Increases in specific health check attendance after the out-of-pocket cost removal intervention in total sample.

Variable Category Attendance Rate
Model 1 Model 2 Model 3

OR (95% CI) OR (95% CI) OR (95% CI)

Year 2015 21.2% 1.009 (0.993–1.025) 1.025 (1.008–1.042) 1.021 (1.003–1.039)
2016 20.2% 0.950 (0.936–0.964) 0.959 (0.945–0.974) 0.960 (0.945–0.976)
2017 21.1% 1.000 1.000 1.000
2018 24.0% 1.180 (1.163–1.198) 1.167 (1.149–1.185) 1.158 (1.139–1.177)

Age 40–49 years 0.328 (0.314–0.342) 0.328 (0.315–0.342)
50–59 years 0.448 (0.430–0.466) 0.448 (0.431–0.466)
60–69 years 0.820 (0.800–0.841) 0.821 (0.800–0.842)
70–74 years 1.000 1.000

Gender Male 0.742 (0.721–0.763) 0.742 (0.721–0.763)
Female 1.000 1.000

Tax exemption Receiving 0.874 (0.850–0.899) 0.874 (0.850–0.899)
Not receiving 1.000 1.000

Residential area Aoba 1.000 1.000
Kanazawa 0.986 (0.958–1.014) 0.986 (0.958–1.014)

Seya 0.853 (0.825–0.882) 0.853 (0.824–0.882)

Interactions 40–49 years × year of 2015 0.943 (0.881–1.010)
50–59 years × year of 2015 0.997 (0.937–1.060)
60–69 years × year of 2015 0.996 (0.954–1.040)
40–49 years × year of 2016 1.014 (0.951–1.081)
50–59 years × year of 2016 0.982 (0.928–1.039)
60–69 years × year of 2016 0.988 (0.951–1.027)
40–49 years × year of 2018 0.923 (0.865–0.986)
50–59 years × year of 2018 0.943 (0.891–0.998)
60–69 years × year of 2018 0.953 (0.917–0.990)
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Table 3. Cont.

Variable Category Attendance Rate
Model 1 Model 2 Model 3

OR (95% CI) OR (95% CI) OR (95% CI)

Male × year of 2015 1.000 (0.964–1.038)
Male × year of 2016 0.987 (0.954–1.021)
Male × year of 2018 1.000 (0.967–1.035)

Receiving tax exemption ×
year of 2015 1.044 (1.006–1.082)

Receiving tax exemption ×
year of 2016 1.018 (0.984–1.053)

Receiving tax exemption ×
year of 2018 0.936 (0.905–0.968)

Kanazawa × year of 2015 1.015 (0.979–1.053)
Seya × year of 2015 1.032 (0.988–1.078)

Kanazawa × year of 2016 1.024 (0.990–1.060)
Seya × year of 2016 1.030 (0.989–1.073)

Kanazawa × year of 2018 0.968 (0.935–1.001)
Seya × year of 2018 0.987 (0.947–1.028)

CI: confidence interval. OR: odds ratio.

The interactions between the covariates and observational years were added in
Model 3. We found significant interactions between age subgroups and the year 2018
(0.923 [0.865–0.986], 0.943 [0.891–0.998], and 0.953 [0.917–0.990] for 40–49, 50–59, and
60–69 years, respectively). We also found a significant interaction between receiving a tax
exemption and the year 2018 (0.936 [0.905–0.968]).

Table 4 shows the analyses conducted by residential area, using the same modeling
as Table 3. The result was consistent with that among the total sample: people tended to
receive more specific health checks in 2018 than in 2017, while the likelihoods of receiving
specific health checks (i.e., ORs) were similar from 2015–2017. In addition, the trend of
statistical significance on the interaction was also similar to that in the total sample (shown
in Tables S1–S3 in the Supplementary Materials).

Table 4. Increases in specific health check attendance after the out-of-pocket cost removal intervention in subgroups by
residential area.

Variable Category Attendance Rate
Model 1 Model 2 Model 3

OR (95% CI) OR (95% CI) OR (95% CI)

Aoba

Year 2015 21.4% 0.996 (0.972–1.020) 1.011 (0.986–1.037) 1.010 (0.984–1.037)
2016 20.4% 0.938 (0.917–0.959) 0.945 (0.923–0.967) 0.949 (0.926–0.972)
2017 21.4% 1.000 1.000 1.000
2018 24.6% 1.198 (1.171–1.226) 1.184 (1.156–1.211) 1.178 (1.149–1.207)

Kanazawa

Year 2015 22.3% 1.014 (0.988–1.040) 1.028 (1.001–1.056) 1.026 (0.996–1.057)
2016 21.3% 0.957 (0.934–0.981) 0.967 (0.943–0.991) 0.967 (0.940–0.994)
2017 22.1% 1.000 1.000 1.000
2018 24.7% 1.158 (1.131–1.187) 1.150 (1.122–1.178) 1.132 (1.101–1.165)

Seya

Year 2015 19.2% 1.034 (0.998–1.070) 1.048 (1.011–1.087) 1.038 (0.999–1.079)
2016 18.2% 0.966 (0.935–0.998) 0.976 (0.944–1.010) 0.970 (0.936–1.006)
2017 18.7% 1.000 1.000 1.000
2018 21.3% 1.178 (1.140–1.218) 1.164 (1.125–1.204) 1.152 (1.111–1.196)

CI: confidence interval. OR: odds ratio. Model 1: unadjusted. Model 2: adjusted for age, gender, and tax exemption. Model 3: adjusted for
age, gender, tax exemption, and interactions (between age and year, between gender and year, and between tax exemption and year).
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We ran a three-level multilevel logistic regression analysis to confirm consistency of
the results across the analytic approach. The results of the multilevel analysis were also
similar to those in Table 3.

To better understand the interactions, we performed stratified analyses by age and
tax exemption, as shown in Tables 5 and 6. The likelihood of utilizing specific health
checks was higher among the older age group in 2018 than in 2017 (1.113 [1.048–1.182],
1.141 [1.085–1.201], 1.146 [1.118–1.174], and 1.206 [1.175–1.237] for 40–49, 50–59, 60–69,
and 70–74 years, respectively). In addition, compared to 2017, the likelihood of utilizing
specific health checks in 2018 was approximately 21% higher among those without a tax
exemption (1.207 [1.179–1.236]), while it was approximately 14% higher among those with
a tax exemption (1.138 [1.116–1.161]). The trends of the associations were consistent with
the total sample in each residential area.

Table 5. Stratified analysis by age for increases in specific health check attendance after the out-of-pocket cost removal
intervention: total sample and subgroups by residential area.

Variable Category
40–49 Years 50–59 Years 60–69 Years 70–74 Years

Attendance
Rate OR (95% CI) Attendance

Rate OR (95% CI) Attendance
Rate OR (95% CI) Attendance

Rate OR (95% CI)

Total
sample a

Year 2015 10.5% 0.974
(0.916–1.035) 14.6% 1.028

(0.975–1.085) 23.9% 1.029
(1.002–1.056) 27.3% 1.031

(1.000–1.063)

2016 10.6% 0.977
(0.922–1.036) 13.6% 0.945

(0.899–0.993) 22.6% 0.953
(0.931–0.976) 26.0% 0.965

(0.939–0.991)
2017 10.8% 1.000 14.2% 1.000 23.5% 1.000 26.7% 1.000

2018 12.1% 1.113
(1.048–1.182) 15.9% 1.141

(1.085–1.201) 26.4% 1.146
(1.118–1.174) 30.6% 1.206

(1.175–1.237)

Aoba b

Year 2015 11.3% 0.959
(0.879–1.046) 15.3% 1.008

(0.935–1.087) 24.4% 1.036
(0.995–1.078) 27.8% 1.000

(0.953–1.049)

2016 11.5% 0.984
(0.906–1.069) 14.5% 0.943

(0.880–1.011) 22.8% 0.949
(0.914–0.984) 26.3% 0.928

(0.890–0.969)
2017 11.7% 1.000 15.2% 1.000 23.8% 1.000 27.8% 1.000

2018 13.6% 1.136
(1.042–1.238) 17.6% 1.200

(1.118–1.287) 27.3% 1.179
(1.134–1.226) 31.4% 1.192

(1.146–1.241)

Kanazawa b

Year 2015 10.8% 1.002
(0.895–1.121) 15.2% 1.079

(0.980–1.188) 24.5% 0.993
(0.952–1.035) 27.7% 1.063

(1.012–1.117)

2016 10.5% 0.971
(0.874–1.080) 13.9% 0.978

(0.892–1.072) 23.5% 0.942
(0.907–0.979) 26.3% 0.991

(0.948–1.035)
2017 10.8% 1.000 14.1% 1.000 24.7% 1.000 26.5% 1.000

2018 11.4% 1.069
(0.958–1.193) 15.4% 1.089

(0.991–1.196) 27.1% 1.116
(1.074–1.160) 30.4% 1.211

(1.161–1.263)

Seya b

Year 2015 8.8% 0.969
(0.848–1.106) 12.3% 1.007

(0.892–1.137) 22.0% 1.091
(1.028–1.158) 25.8% 1.038

(0.972–1.109)

2016 8.8% 0.969
(0.853–1.100) 11.2% 0.904

(0.807–1.012) 20.4% 0.987
(0.935–1.041) 25.0% 0.991

(0.935–1.050)
2017 9.1% 1.000 12.2% 1.000 20.6% 1.000 25.2% 1.000

2018 10.1% 1.122
(0.981–1.283) 13.1% 1.076

(0.962–1.204) 23.3% 1.135
(1.072–1.202) 29.3% 1.221

(1.153–1.292)

CI: confidence interval. OR: odds ratio. a: Adjusted for gender, tax exemption, and residential area. b: Adjusted for gender and tax
exemption.
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Table 6. Stratified analysis by tax exemption status for increases in specific health check attendance after the out-of-pocket
cost removal intervention: total sample and subgroups by residential area.

Variable Category
Receiving Tax Exemption Not Receiving Tax Exemption

Attendance Rate OR (95% CI) Attendance Rate OR (95% CI)

Total sample a

Year 2015 21.6% 1.039 (1.017–1.061) 20.7% 1.001 (0.976–1.027)
2016 20.3% 0.961 (0.942–0.980) 20.1% 0.954 (0.932–0.977)
2017 21.0% 1.000 21.1% 1.000
2018 23.4% 1.138 (1.116–1.161) 25.1% 1.207 (1.179–1.236)

Aoba b

Year 2015 22.1% 1.027 (0.994–1.062) 20.5% 0.985 (0.948–1.024)
2016 20.7% 0.943 (0.915–0.973) 20.0% 0.945 (0.912–0.979)
2017 21.7% 1.000 21.1% 1.000
2018 24.3% 1.145 (1.110–1.180) 25.5% 1.238 (1.195–1.284)

Kanazawa b

Year 2015 22.3% 1.031 (0.996–1.067) 22.4% 1.018 (0.977–1.061)
2016 21.1% 0.964 (0.933–0.996) 21.7% 0.967 (0.931–1.006)
2017 21.8% 1.000 22.6% 1.000
2018 24.1% 1.134 (1.098–1.171) 26.0% 1.172 (1.128–1.217)

Seya b

Year 2015 19.7% 1.075 (1.027–1.125) 18.4% 1.009 (0.952–1.070)
2016 18.4% 0.991 (0.949–1.034) 17.8% 0.954 (0.905–1.007)
2017 18.6% 1.000 18.8% 1.000
2018 20.8% 1.135 (1.086–1.186) 22.4% 1.208 (1.145–1.274)

CI: confidence interval. OR: odds ratio. a: Adjusted for age, gender, and residential area. b: Adjusted for age and gender.

4. Discussion

Based on NHI data for beneficiaries aged 40–74 years, in this study, we examined
the effectiveness of an OOP cost removal intervention on attendance rates for specific
health checks to screen individuals at high risk for CMDs. It is important to promote
access to health services for everyone regardless of their demographic and socioeconomic
backgrounds; this has also been proposed by the Universal Health Coverage and the
Sustainable Development Goals. To the best of our knowledge, this was the first study to
evaluate the effectiveness of the intervention regarding the removal of financial barriers
(i.e., the OOP cost removal) for increasing health check attendance in an Asian population.
CMDs are a major cause of death worldwide, including in Asian countries. Therefore, it
would be useful to determine whether economic interventions to remove financial barriers
could increase the likelihood that individuals would utilize health checks.

We found that the OOP cost removal intervention examined in this study could
increase specific health check utilization. Although the change in likelihood to receive the
health checks from 2015 to 2017 was statistically significant; its effect sizes (i.e., ORs in
2015 and 2016) were relatively smaller than those between 2017 and 2018. The nationwide
attendance rates of the specific health checks among the NHI beneficiaries in Japan were
36.3%, 36.6%, 37.2%, and 37.9% in 2015, 2016, 2017, and 2018, respectively. As there was
no obvious increase from 2015 to 2018, we regarded that the increase of likelihood in
health check attendance between 2017 and 2018 in this study was related to the OOP cost
removal intervention. Previous systematic reviews on economic interventions to increase
screenings for cardiovascular disease risk factors reported that removing financial barriers
(e.g., offering free screening) increased attendance, while rewards or monetary incentives
(e.g., providing shopping vouchers, gifts, or bus tickets) did not [12,13]. The results of the
current study were consistent with these systematic reviews.
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We estimated that the likelihood of receiving a specific health check increased by
approximately 17% following the OOP cost removal intervention among both the total
sample and each area’s residents, but this estimate seemed to be relatively smaller than
what was found in previous studies [14,21]. In this study, before the intervention, OOP
costs were approximately 11 US dollars and 4 US dollars for people who did not and did
receive a tax exemption, respectively, and these were fully covered by the subsidy in 2018.
In contrast, in a study regarding a financial barrier removal intervention [14], a cost of
40 US dollars was fully covered in the intervention area for health examinations related
to coronary heart disease, leading to a greater attendance rate increase than was found
in the present study (66% vs. 37%). This can be partly explained by the price elasticity
of demand, which refers to the relationship between price and quantity demanded: a
greater amount of OOP cost removal would lead to a higher attendance. In addition, as
the stratified analysis revealed that the effectiveness of the OOP cost removal intervention
was greater among those without a tax exemption, utilization of a health check might be
affected by income elasticity (the relation between income and demand) as well as price
elasticity. However, it is known that demand of healthcare service, in general, tends to
be price- and income-inelastic [22]. Further research should be conducted to investigate
elasticity of health check demand in order to develop feasible policy schemes regarding
health examination in the future.

Our age-stratified analyses showed that the effectiveness of the OOP cost removal
intervention was stronger in the older subgroup. Compared with younger people, older
people tend to perceive health checks as being more relevant to their lives and are more
ready to face the related outcomes, which are factors known to facilitate health check
utilization [23,24]. The OOP cost removal could encourage behaviors among older individ-
uals ready to attend health checks, as compared with younger individuals who may be
less ready.

Earlier studies revealed that higher income and older age were associated with greater
health check attendance [25–28]. Our results also indicated that the OOP cost removal
intervention promoted health check attendance among older people and those with a
relatively higher income. These findings indicate that it is possible that the intervention
might widen socioeconomic disparities in health check access. Indeed, our data showed
that the gap in attendance rate between those aged 40–49 and 70–74 years and between
those with and without tax exemption widened after the intervention. Although this study
generally showed that the OOP cost removal intervention could promote health check
participation, when developing or evaluating such strategies using economic interventions,
policymakers should consider the possibility that the impact of different sociodemographic
factors on the effectiveness of these interventions could widen the disparities in health
check access.

The present study has some limitations. First, we did not adjust for several potential
confounders in the analysis. We obtained the data from the NHI system; however, variables
such as sociodemographic conditions and health status were not available in the present
study. Furthermore, individual perceptions, such as relevance of health checks, attitudes
toward disease prevention, and expectations about health check outcomes, could affect
health check utilization [11,23,24,29]. These factors should be considered in future analyses.
Second, we only evaluated the immediate effects of the OOP cost removal intervention.
Thus, a longer follow-up period would be necessary to monitor the sustainability of the
intervention’s effectiveness. Third, there might be other factors increasing the attendance
rate of the health checks, other than the OOP cost removal intervention. Due to data
unavailability, we could not set the control group (e.g., the NHI beneficiaries in another
municipality). However, only a gentle increase in attendance rate was observed during the
period of 2015–2018 in Japan; we considered that the increase of likelihood of health check
attendance in our sample was related to the intervention. Fourth, in this study, we could
not follow up on the possible behavioral changes, reductions in the cardiometabolic risks,
and adverse health outcomes (e.g., morbidity and mortality) among the participants. In



Int. J. Environ. Res. Public Health 2021, 18, 5612 10 of 11

particular, as we found that individuals who were older and had a relatively higher income
were the most sensitive to the OOP cost removal intervention, it is important to explore
whether the health checks were beneficial for them. Fifth, because this study was performed
using the data of the NHI beneficiaries in a local municipality, care should be taken when
generalizing the findings. As the OOP cost of the health checks differs by health insurers,
our findings might not be generalizable to other health insurers, but possibly to NHI
beneficiaries in other municipalities. In addition, because we excluded those hospitalized
or admitted to care facilities from the sample, our findings can be generalized mainly to
community-dwelling people.

5. Conclusions

The present study showed that an OOP cost removal intervention could promote
specific health check attendance among NHI beneficiaries between the ages of 40–74 years
in Japan. This indicates that this type of economic intervention (i.e., removal of financial
barriers) could motivate people to utilize health checks. In addition, this effect was greater
among the older age group and people with relatively higher income, suggesting that
the effectiveness of the financial barrier removal intervention might differ according to
sociodemographic characteristics. Policymakers should, therefore, consider that removing
OOP costs could potentially widen the disparities in health check access.
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