their homes. But the main thrust of the dissenter’s proposal was for a genuine public-private
partnership in the funding of care, with private insurance and private savings making some

contribution.

At the time of writing (January 2000), the government has still not yet responded in detail to
the Commission’s proposals. It has been widely reported that the suggestion for 2 major
increase in tax-funded provision has not been well received by ministers at a time when the
control of public spending is a high priority. This is presumably one of the reasons for the
delayed response. Another reason is that the subject is not making headline news at the
moment, and so ministers are under no particular pressure to come up with a decision. How

long a policy of benign neglect can continue remains to be seen.

7. Long term care in Japan.

Demographic changes in Japan have meant that it moved from a country having one of the
lowest proportions of elderly people in the 1980s to one with among the largest proportion of
elderly people in the OECD area by the second half of the 1990s. By the early part of the
current century it is expected to be the industrialised country with the world’s largest elderly
population. To illustrate by comparison with the UK, in 1995 the proportion of the UK
population over the age of 65 years of age was 15.5 per cent compared with a figure of 14.8
per cent in Japan. By 2025, it is estimated that the proportion in this age group will have
grown to 19 per cent in the UK but, in Japan, it will have grown to 27.3 per cent. Moreover,
the speed of the population ageing process in Japan is particularly rapid. The length of time it
will take for the 65+ age group to increase from 10 per cent to 20 per cent of the population in
Japan is only 22 years. This is approximately three times as fast as in countries such as

Germany, that will also experience substantial population ageing (Ogawa, 1996).

As in the UK, changes will also take place in the proportion of those over 65 years of age who
fall into the 75+ years category. Numbers in this age group are projected to rise from 39.9 per
cent in 2000 to 56,5 per cent in 2025. This can be expected to add considerably to the demand
for long-term care. To illustrate, the number of bed-ridden patients - either at home or in
institutions - is expected to rise from 1.0 million in 1995 to 2.29 million in 2025, while the
number of cases of senile dementia is expected to rise from 1.25 to 3.22 million over the

same pertod (Ogawa, 1996).
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These demographic changes and the resultant increases in the demand for long-term care pose
a considerable challenge for Japan. From a country with a relatively young population and -
prior to the 1980s - a set of public sector services for the elderly that was seeking to catch-up
with other industrialised countries in Western Europe and North America, it is now at the

forefront in devising new policies to meet the demands of the future.

Current approaches to long-term care policy derive from the first “Ten-year Gold Plan for the
Development of Health and Welfare Services for the Elderly” published in 1990. The plan
was based upon the recognition that a gap had emerged between the pace of ageing of
Japanese society and the various policies in place to deal with it. In order to address the
predicted gap between demand and supply the National Government announced its intention
to introduce a new “consumption” tax to fund the extra services set out in its long-term plan
{ Maeda, 1996). According to some commentators, however, the link between this tax and
coping with the needs of the elderly population was not ciear. Rather the ageing population

was seen as an excuse for a new tax.

Following developments in the early 1990s, the initial Gold Plan - which covered the 10 year
period 1990-1999 - was reviewed and a revised Gold Plan covering the period 1995-1999
was published in 1994. This plan - which was implemented in 1995 - sets out a number of
detailed plans for the provision of domiciliary and residential long-term care services. It aims
to provide comprehensive public care services for elderly people. Better co-ordination of
services is expected to result from local governments being given the responsibility for the

provision of services (Ministry of Health and Welfare, 1994).

Under the new arrangements, residential care is provided in Nursing Homes for the Elderly
(Tokubetsu Yogo Rojin Hohmu), Health Care Facilities for the Elderly which are designed to
act as half-way houses between hospitals and the community, and Homes for the Elderly
(Keihi Rojin Hohmu). In addition, a range of home help and visiting nurse services are

provided on a domiciliary basis.

The costs of residential care are met jointly by the state and local governments, although

some charges are levied on residents or their relatives according to their incomes.
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While the Gold Plan initiatives launched during the 1990s represent important responses to
the rapid growth in demand for long-term care in Japan, according to some commentators
they are not sufficient (Maeda, 1996). In particular, the financial implications of a tax-funded
system over the period 2000 to 2050 - when the elderty/working population is expected to
double (Kono, 1996) - pose particular problems. The cost of financing income transfers will
place increasing pressure on public finances at a time of relative decline in the size of the
workforce ( Burtless, 1998). In response to these pressures, there has been widespread
discussion in Japan about the need for public, long-term care insurance. In fact a new law on

the subject was passed in December 1999 and is due to be implemented in April 2000.

8. Conclusions: UK and Japanese approaches compared.

Both the UK and Japan face demographic changes that can be expected to lead to increases in
the demand long-term care for elderly people during the early decades of the next century. In
comparative terms, however, Japan is facing a far larger challenge and, possibly for this
reason, the ways in which it is approaching policy in this area displays some marked

differences to the UK approach.

In the UK, a variety of policies for coping with the long-term care needs of elderly people
have been introduced over the last 20 years. Unfortunately, these policies have lacked
consistency so that the 1999 Royal Commission report spoke of a ‘piecemeal” and
‘haphazard’ system ‘characterised by complexity and unfairness’. This judgement applies
with particular strength to the funding system for residential and nursing home care that is
part privately and part publicly funded from tax revenues. Despite a general acceptance that
the pressures on the system are going to increase over the next 30 years, no government has

yet developed a clear set of policies for coping with these pressures.

The Japanese system provides a sharp contrast. In the light of significant social pressure, the
Japanese government began reform of the long term care system in 1989, Starting from a low-
level service base, the Gold Plan of 1989 and the new Gold Plan of 1994 represented
concerted efforts to plan for the provision of long-term care services. A major emphasis of
these plans was the development of home and community based options as an alternative to

long term hospital care of the elderly. In 1994 the government set up a study group to
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investigate options for the finance of long term are for elderly people. After considering
various options, a decision was made to introduce a social insurance system with a number of
similarities to the German system. In November 1997, a Long term Care Insurance Act was

passed with full implementation scheduled for April 2000.

Thus while there has been widespread debate about the future of long term care in the UK -
and a set of recommendations put forward from an officially appointed Royal Commission -
the government has so far failed to announce a clear set of policies. In contrast, despite some
uncertainties, the Japanese government has put in place a series of policies designed to cope
with the rising demands emanating from a rapidly ageing population, including a radical new

system of long term care insurance.
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Table 1. Provision of long-term care places for elderly people, England, 1983-93.

Year NHS Local Private/ Voluntary Private TOTAL
Authority Voluntary | Residential | Residential
Residenttal Nursing Homes Homes
Homes Hosnes
1983 55,600 115,913 18,200 37,613 51,760 279,086
1984 55,800 116,430 22,600 38,242 63,072 296,144
1985 55,600 116,080 27,300 37,466 80,041 316,487
1986 55,300 115,609 33,900 36,000 92,605 333,414
1987 54,600 114,189 41,600 34,374 106,108 350,871
1588 53,300 112,422 57,000 34,402 116,688 373,812
1989 51,000 109,194 73,600 34,166 135,369 403,329
1990 48,700 105,380 89,600 34,960 145,457 424,097
1961 45,900 97,853 109,000 36,685 155,315 444,753
1992 42,100 86,676 124,000 40,608 158,990 452,374
1993 40,300 77,012 144,300 43,282 162,172 467,066
Source: Joseph Rowntree Foundation (1996) Table 12, p.11.
Table 2. Demographic projections for Great Britain, 2000 - 2050 (Millions)
Age 2000 2010 2020 2030 2040 2050
0-14 113 10.7 10.3 10.3 9.8 9.5
15-64 37.6 389 384 364 35.0 343
65-79 6.7 7.0 8.5 9.7 10.2 8.7
80+ 24 2.8 31 4.0 4.5 54
Total 58.0 59.4 60.3 60.4 59.5 57.9
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Table 3. Prevalence rates of disability in Great Britain (% of age group)

Age Group Moderate Severe

Male Female Male Female
65-69 7.2 7.0 3.8 30
70-74 8.0 10.4 4.0 4.1
75-79 14.6 17.9 8.1 7.6
80-84 22.5 28.3 12.0 14.2
85+ 313 55.2 18.6 339

Source: OPCS Disability study of Great Britain

Table 4. Projections of the growth in the costs of long-term care, 2001 to 2031.

Year

2001
2011
2021
2031

Assumptions:

Total Cost (#billion} % of GNP Cost per adult

person of working

age.
44 7.7 1365
49 8.5 1485
55 9.6 1689
62 10.8 2014

(1) Rate of increase of unit costs = rate of increase of GNP.
(2) Mortality improvements among the disabled population 1.5 times
that of the general population.

(3) Disability incidence rates improve at 0.5% pa.
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