BIUW TR 1 4FE FERE
1 TEEE I 2 RBReM. BEER. StV —v ACET5

PRV - T—F OBE L ik AW FTERE R O KR )

EEMEE
tEEC (BEKFEEFEL)



EERA O S R BRE T, ERE, @k — Y RT3
REN » F—ZBREOT- DR 1y N AT 4

tED (BEXFEFR) - HHEAEERATIARES

1. B B
MEREHEL, FEV - 2A0FREL, BERREHMBORBENRE AN T 7, IO
LR BMBEREN TV B2 E I P EIEETAEHICE. EHEFRO VL TEH SN
F—Z TR+ THY ETBREOBE. BT —CAOFA. EFRT - RORAEE &
BAOLVALTIREL TOBREZEE - 2T 5088 H 5, [HxAT—F] L3 H2EFIC
BEWT. Z0L ) kA B EBREBEEL A TERANICERBLET 22y FOZ L Th D,
AR T, EEBHE ORI FHEEEORRIBEE ST T R PO MBRBRICHE LT
& - HFOHT - FARTIZEWT, NARAT—FEBEL, T2 B EHNTHS, 3 »EIZ
Dl 2MROPEEL LT, EOTOOEROEELTT 5, TFRFTARERICIL, AT DBREEIZ >V T,
KRR ITREREB I LB EN S,
NEEEORFR L DT DRONE Y — ERAD=—X L O BR
XDI I RN E - XEFEORLENEEIL, YOL IR —EARRHEINATHD M
NBEOEECLEOL I RERBEZEZL TV,
 RIEFBE~OREEL, BEXZ AV -EREFALRWEOERBER Y I 0
cNET—ERAOEBII. LD I R=—XDFRICERIAL>TWEH

NBEROBIR L TOBRONE Y —EADIKRY, BERY—ER0F A LBERMBUCE 2
-2

- ERIERS ONBRERCEEBE SV RN, PO LI REERH - h

- NRRICREITE 2 e

NBEBROBIR L ZOROMBEY —CADERER BV —CRAOFALITOMBIZE X 7
22

s AN —BOR BII T ERRARNE TE Y Eb ok

- B RIEEE AR — L OAFEOBEEINBRRARNE TED o oA

- BHETEE L U CAHBMRBRAIRE LAHE L TV AT LAY OXRBLRAT — Y A~DEEIL



2. IR T—A0OEREFE (FRE 12 F—15 F£F)
(FAVADTF—RIZONTIK., EIHD2%ER)

(1) EFHBZF

REREEFE

ER145EE

R 15 B

TR 16 SFE

R TRID
X - BN A

FE N £EERT -SAN(4 EEI:W

A1 EEET -IAH 5 FEID)

FR12F4A~Fr 1456 A

| NHERBREZIE - ENERTEE
R (#1360 A) ]
- BB
<BEF=L3? q ERL12E4B~FFK 1456 A
EEABE> N NBREY—ER
DARBLEHRTESE
p- EH12F4 B~FR 1446 A
DOERT AR
FH12F4B~FH 1456 A
DOEWTF -IAD (U5 EEIT?)
I . (FRC 14 FEH)
ERR14FE T ANLER 15 FEEX
ECICHICENEREEN=F
ERE 1457 A~FK 15 £/EEK
\I“ FTCONERIR. EE. B
DET—RAN
Y (ERISEEP) |
ER12F4ADSTERISEEIARE
—EF 2
CEXE - BABIEES B Mif‘:g ﬁmﬁgﬁﬁfb
BEAMER 1 EEZETARILT—4 i




(2) F—&Ey FOWERK
1) NHERERT—H
HRBEES (ID{L)
Y — RO L FREE(E A O R 2 B ABAM THEE)
BRI IRBE PR EME (Hé&s5T)
ENEE
FEPORT . BE (ERER)

2) EMRT—#
ID % T ERBRIZE S 2D
1R S (R OFREEARG CIRE 8 - A/ SEREGEHDIEN, AfkH)
11 EFEF—FITOV TR - HRIBESOFRAEzEMNCEE

KERF—-FANTA—<v ; ()

D L7k R AR A8
F A N AT 3 3 B =]

1234555 11 6 * % *

1234555 11 7 * %k * B
1234555 12 1 * ok % |
1234555 12 4 x * *

1234555 12 8 x ok ¥ B
1234555 13 NMIEEEREEE 13 2! 5,
1234555 13 3| ok ok k| ok k% 13 2 5]
1234777 11 12| * % % | 10 10 4
1234777 12 1l * * * 10/ 10 4
1234777 12 2] * * % 10| 10 4
1234777 12, 3] * % * 10, 10 4
1234777 12: 4] * * * 101 10 4

10047777 192 El st ste

3) Bt —EAF—%
AR MEATAT. 5K 11 EE DY — v AOFFAREE L ~V)
N HEBEBITEROB RSOV — AR AREE L)

4) EXBME
ADLEf= % 0 E (JABC), HWRE
THHHEA
NEEOREERRE. BRRES)
BELLTF—ZDY 7 iiE#Yv: 24 LTOERT —FZIZEED?



5) STES—EARHAOEREZLBMKE
MDS. MDS-HC OF—#

3. TH 1 4FEEMRL L TRET HNERHE

1) FFHITHET - HAMT L U CORE, #EEIRA

2) T—FORERE (EICER 1 EEERT —F728)

3) T A —DRER

4) FEEOEETR 1 AICRREEOPH FEXRE T 4 FEOREEORH)

5) Rk - ERURRT — % LS 0BAY — AR BT —F OFE, RERR (HEEThb»5
), FERFFSIIOWTOEHE

6) EXBM4, MDS2.1. MDS—HC F—# OFE, RERR (EEThb» 25D, ERAFHFICD
WTOHE

4. ER1SEELERORE

1) Bt — e 2FRICOWTEE LV TOHER

2) EXRMERE

3) MDS, MDS-HC ¥—# 08

4) FRI14ETAPLER 15 EEXE CRFLCENERELZZI T O—EOT —# &

5. AEHBR
5. 1 FExSiisk RHITAT. WEE) OfR

Wk 14 5 3 AROERERBIEICL D L, BENRME (EHTET, MET. Tl o
AOE10,013 ATHY, 65 R EOEREAMNIIZ 2,804 ALiRoTWD,

AHEE, A0, BRLEEATREY . EbEX, £EP 18.3%. JL#EED 19.0%, &
Hlgds 28.0% & 72> Tnd,

Tk 12 £ OAMIROBRATENBEIL, M6 BHLR-TWD, £, MBEEE - AU
D THRDE, 2EN 364 HA, JLHEEN 329 FM, FHAITETAS 289 HH, fHAATA 435 FH LR
2 TW35,

5. 2 EN#ERETEEOHN

(1) BENBEEBLK

ERL 14 F 5 AICBY 3RO BN EREFTRIL, 366 ALRoTWD, %z, 66 RELED
FRECSDAENEREEOSEIT. 2B 13.3%. EHHEN 18.8%., FHUIEA 13.1% & I1TE
FEOESIZR-> T 3D,

—F5., ERI12ETA»D 144ES BETOWMMEELZ S L, £FH 29.8%, LiED: 28.5%.
AR 12.6% TH Y . RHIBOWMBIZEL 2> T D,



(2) Er#ENRE
ERL 145 RICBI 52BN BENRE2AHD L, AR T, 2E L BEIC R TEXE
DEIERE, BAES OBEHES 2TV S,

5. 3 HY—vrAHBAFOBEHM

(1) @Y — AR AEH

R 14 £ 5 RICB T 2RO N EY— e AP AELIT. 209 AL2oTW3, Ef, BlhH
BT ED DAHEY—E AFBEOFIRIZX, £ 10.6%, LHHES 10.7%., FHIEH 10.7% & 1F
BRBROBEICR->T3, 361, ENMERERRICEDINE Y — U AFHBHFOLIGIT, £
EH 79.7%. EHEEA 78.1%, AHIKA 81.7% ThH Y, KHIFITRREL 2o TV 3,

—F, EFHI12ETA»G 4 ES AL TOMMELEALD L, £2EH 40.0%, L#EED 29.6%.
AN 11.6% ThHh D, AMFEOEMFIHEL 2> T3,

(2) BEY—EAFIRE

FRE 14 F 5 AICBIT 2RO BEY— U AR AELIE, 164 AL 2oTWD, 72, Rlf
ERLEODLIBEY - AFBEOESIZ. £EN 7.6%. LHEED 6.9%, AHIE 5.8% &K
HIBITRREL Ro T3, 5, TV — L AFHERICEDIBES—CAFBEOEE
., 28N 71.7%, tiE 64.6%. FHUIEH 54.8% TH Y, FHIIXEL 2->TW 3,

—H., ERI12FE TS 1455 BETOEMELLD L, 2F 50.7%, iE 425%, &
i 26.2% TH W . AHUROBEMRITEL RoTWVB,

(3) My —rv RFRE
AR 14 5 A ISR SARMIRORER V- EARIRERIL. 135 ALARoTND, 7z, s
EHIT 5D HERY —~ CAMAE OB ST, 2EH 3.0%, LHEA 3.8%, UKD 4.8% & A&
I RR®mL 2o TS, 2512, MEF— A AELC S BRI — C2FBEEOEIS
(3. 2EH 28.3%. ALREDS 85.4%, FHUEH 45.2% THY . AHUFIR< &> T2,
—F, ER12FT A0 14ES5 A TOEMELZAZ L, £ED 18.7%, JL#EES 11.1%,
AHIENA2.2%THY, FHILOMER Y — U AREAFRZEFORLEZT LT3,

(4) NMEY—vRAERMAH

TR 14 5 RICRT 2FHEOTE Y — EXARFAERL, 67T ALB2-Tn3, 2. &
ERIZED DT EY —CAKRMAZEORE L. £EN 2.7%, LHEES 3.0%. FHuE 2.4% &
RoTWD, Ebil, ENEREERIED AN E Y — CAKFBAEOBE X, £ER 20.3%,
dbHE A 21.9%., FHIEA 18.3% TH VD, AKHFiTPLLHmL Ao TS,

—F. FK12ET ANS 4 ES A TOEMPBL L5 L, £EN 0.9%, JLHEHEN 24.8%,
AR 17.5% THY | AMEOWMKII2E L ETELL>TWE,

5. 4 B iEs



(1) Jriy —EAIGHER

SERK 14 £ 5 A28 5 AMIBO M EY - EABMNEIL, 4 TFT6ELTMALRZ>TD,

—%. BRIZET AL 1445 AETOMMELH D L, £EH 34.9%. LHBES 20.0%,
AWK 5.4% TH Y, AHEOBWMFIIEL 2> T,

(2) BEY—ERAGHHEE

YRR 14 5 BieB AABBOEE Y — U ARARIE, W5 FFALRoTWS, £ B
=¥ —ERFRAE-ADT Y ORMAEEE, £ER9 FH. LHES T 6 T, A 35 4
FATHY ., FHIRIFThETNFIERUT TES 2T D,

—F ER124FETADD 144E5 BETCORMEEL A D L, £E75 66.0%, AL#HES 53.8%.
AHIEAN 43.4% TH Y . AHIEOEMEILEL 2o T 5,

(3) HEERY— b RGHH

Tk 14 £ 5 AICBIT 5 AMIRORER Y — C ABEIZ. 4 FEALR-TWS, e, i
S — R AE—AH D ORMEER, 235881 5 9 T, dLEE 33 %5 1 FH, Ak
30 A2 FHMALR-2TWD,

—F. ERI124ET 1D 14 E5 BETOEMBELB L, £ 19.0%, LHHER 9.8%.
AHIED 1.6% TH Y . FHIROEMEBIEL R >TWD,



IRFNT— R BER

2E JtiE ZHIT - BB
BAD (EREFGR (A FRE124E3FK 126,071,305 5,682,827 10,305
FRE134E35K 126,284,805 5,675,309 10,186
FrE1453% 126,478,672 5,667,024 10,013
R EL (FRE14535K) (%) - - 4.5 0.008
sabigE b (FR145E3K) (%) - - - 0.177
EZEAD (EREXEWR) (A) ERE124E3K 21,522,800 1,004,543 2,719
FRE134E33K 22,343,007 1,045,059 2,762
ER144E3% 23,083,204 1,079,398 2,804
MEE L ER14453%) (%) - - 4.7 0.012
wAbiEE b (A 144E33K) (%) - - — 0.260
B (%) ERL124F 17.1 17.7 26.4
ERL134F 17.7 18.4 27.1
TRL145F 18.3 19.0 28.0
ACEE (A/km’) FERTE 332.3 12.6 55.6
FR 125 340.4 72.5 52.6
BB/ RE (BF M) TRE3E 175,873,369 6,558,496 9,591
Tai125F 188,148,651 7,299,916 11,711
e B (TRR124) (%) - - 3.9 0.006
wdb i Lk (F Rk 124F) (%) - — - 0.160
REFANERE FA) | EReE 3,688.7 32209 g
WMBSBEE 1 AN FRE125F 3,643.8 3,297.1 z#g i:gggi




ER145F5H

£E dti8E RHII - HA
ENEEEER (N) ERR12%7A 2,369,885 115,576 325
Rk 144E58 3,076,461 148,495 366
| HRE L (TR (%) — - 48 0.012
w b iEE b (ERR144E) (%) - - - 0.246
i (%) - 29.8 28.5 12.6
X B A R (%) ERE145F 13.3 13.8 13.1
frev—EF AR RER (A) FR1247RH 1,751,971 89,539 268
Ert14%5A 2,452,974 116,008 299
HEE L (ER14%5) (%) - — 4.7 0.012
LR (R 145F) (%) - - - 0.258
ik ' (%) - 40.0 29.6 11.6
X E s ER (%) FRE14%F 10.6 10.7 10.7
WEREEM (%) ERR125%7H 73.9 71.5 82.5
ERR14%58 79.7 78.1 81.7
BEY—EXFRER (A) FRE1247A 1,167,871 52,618 180
ErE14458 1,759,698 74,983 164
w2 E H (FRE144F) (%) - - 4.3 0.009
b dEE L (LR 144F) (%) - - - 0.219
e (%) — 50.7 425 26.2
Fop=] g (%) ErRE14% 7.6 6.9 5.8
HYy—EAFBAER (%) PRE124E7H 66.7 58.8 48.5
FERR14558 7L.7 64.6 54.8
e —E AFBAER (A) ERI125F7H 584,100 36,921 138
TR 14558 693,276 41,025 135
L E L (ER145F) (%) - — 5.9 0.019
wtm Rt (FRR144F) (%) - - - 0.329
e (%) - 18.7 11.1 22
pof=Y Lot (%) ERI4E 3.0 3.8 48
st —E R FIAER (%) | ®R12%78 33.3 41.2 515
FRk14558 28.3 35.4 45.2
MY —EARFRAER (A) ERE125E7H 617,914 26,037 57
ErE14558 623,487 32,487 67
L@ (ER145) (%) - - 52 0.011
wALE L (RAR145E) (%) - - - 0.206
HahnaE (%) - 0.9 24.8 17.5
S EE R (%) FRE145F 2.7 3.0 2.4
HREEM (%) | Ta12&7A 26.1 22.5 175
20.3 21.9 18.3




2F timE #HIT - A

ENEENES (%) EXiE 13.5 15.0 32.3
(FR12578) BNl 26.0 29.4 17.2
Eril2 18.3 18.2 9.5

B3 14.4 12.3 12.6

Eris4 15.0 13.2 8.0

Borigs 12.8 11.8 20.3

(FERE145E5R8) BXE 13.3 14.2 21.9
B 29.5 32.1 27.6

BEri2 18.8 18.6 17.5

ENEs3 12.9 11.4 115

B 12.9 11.2 11.7

ENEs 125 12.5 9.8




2 dtisE RHIT - HEA

Y —E XA {TER (BFMA) | E1257R 282,263 16,092 44
FRE144558 380,884 19,303 46

LB (FRE145F) (96) - - 51 0.012
stALEB L (FRL144) (96) - - - 0.240
s (%) — 34.9 20.0 54
TAST- Y& TE (M) ERR125E7R 161,111.7 179,720.6 164,383.7
FrE14%58 155,274.4 166,393.7 155,231.8

BEY—E BT (B8FA) | EK1247H 95,923 3,719 3.9
FR144E58 159,226 5,721 5.6

et (FRI145F) (%) - — 3.6 0.004
AL L (F AL 144E) (%) - - - 0.099
EmaE (%) - 66.0 53.8 43.4
TA#T- VG (F) FEREI2FTR 82,134.9 70,679.2 30,243.7
FRE 14458 90,484.8 76,297.3 34,381.9

RES%H— E R TER (BFA) | ERI2ETA 186,340.0 12,373.0 40.1
ER144E58 221,658.0 13,682.0 40.8

*LE L (FRE145F) (%) - - 6.1 0.018
AR L (AL 144F) (%) - - - 0.300
g (%) - 19.0 9.8 1.6
TASEVGHE (F) ERR1257A 319,020.7 335,120.9 290,747.5
ER14558 319,725.5 331,066.4 302,042.0




A RO ERBRICEET 5 B K EBIZ ST
— TG HE A AKEE DERFFFRO T~

mEED (BEXZFEEFR

Long-Term Care Insurance in Japan
Collaborative Research Ideas by Keio and Brandeis University

On April 1. 2000, Japan implemented the biggest and most radical program of public,
mandatory long-term care insurance (LTC) in the world (Ikegami, 2001). The program
had multiple objectives that affected families and individuals, the market for long-term
care services, roles of local governments, and how LTC services were financed. Some of

the key objectives included:

+ Shift primary responsibility of caring for disabled elders from families to the state
irrespective of income and family support availability,
Enhance consumer choice among long-term settings and services
Ensure individual participation in program financing through insurance premiums
co-payments

¢ Better integrate health and social services via unified financing not only at the
system level but also at the individual level

e Expand local government autonomy and responsibility in social policy by having
municipalities become the insurer for LTCI, set premiums, enter into contracts to
provide services, and bear the risk of paying for deficits

e Stimulate the development of a provider market using financing and provider
payment mechanisms

Long-term care is the third leg of a social security system for older individuals. The
legislation is focused on how the system is financed and how eligibility is determined.
Service provision is left to evolve with the incentive provided under a reimbursement

system. Levels of payment may well determine who gets and who provides care.
It is rarely that a policy intervention of such a magnitude occurs. This presents an unique

opportunity for a multi-year research study to conduct an analysis of what happens over

time to individuals and family members, service provision, how local governments with



differing characteristics perform as insurers and managers of the long-term care insurance

program, and the cost of long-term care insurance.

Dr. Ikegami in particular and other senior researchers at Keio university have been at the
vanguard of health policy research and discussions in Japan for many years and
especially so with regard to the new initiative on long-term care. Similarly, for over two
decades the Schneider Institute for Health Policy at Brandies University bas been at the
forefront of research, evaluation, and policy analysis on issues related the long-term care
in the United States. The academic and research strengths of these institutions provide a
unique opportunity to approach NIA to support a multi-year research initiative. Some of

the key objectives of the collaboration would include:

1. Identifying and setting of the research agenda for the cross-national
comparative study

Jointly setting up longitudinal studies, data collection and analysis
Publications in recognized peer reviewed journals

Organizing an annual symposium were researchers present key results
An exchange of scholars program

Establishment of a joint center to study long-term care issues in an
international context

A Sl

Study Design

By conducting the study over a five-year period we will be able to assess changes that
have occurred because of the introduction of the social insurance program for long-term
care. Since the study will incorporate investigations at different levels of analysis, in
particular the individual or family unit, and the on the system that evolves for the delivery
of services, the plan is to conduct the analysis in urban and rural areas according to the
level of income in the local governments. We would want to select areas from different
sections of Japan as well. For each of these areas our plan is to survey an appropriate
number of individual and families on an annual basis. Since we want to learn about the
transitions to different levels of disability, the analysis would sample equal numbers of
both disabled and able in each community. The survey instruments would include basic
socio-demographic variables, level of activity and health and social service use. The data

would enable us to determine the role of family members and friends in supporting older



individuals over time and at different levels of health status. We expect that family
members will reduce the amount of time devoted to care giving, allowing more
participation in the job market for informal care givers. Levels of satisfaction could rise
or fall for both the disabled individual and caregiver; the formal service system may

change differently in various communities.

It will be necessary to inventory the long-term care providers in each area and to
determine the scope and level of services provided. A range of service providers will be
included. The provider sample each year will be drawn from those used by the case
managers. The analysis will seek to explore the relationship of service demanded and
supply response and how this relationship is affected by the actions taken by the case
manager to secure services for those needing care. Case manager activities will be
compared across and within geographic areas. Other than interviews with case managers,
interviews will be conducted with a fixed sample of hospitals and social service agencies
to learn how they have modified their scope of services to meet the demand for long-term
care services. Data will be gathered from the local area agency on the entire set of
providers and the level of services provided. The auspices and origins of the new long-
term care services may determine the extent to which they reflect medical as opposed to
personal services and the extent to which they are add-ons or substitutes for existing
services. If hospitals are the sponsor or founder of the service, cost may fall in the acute

sector, but be more expensive on a per unit basis in the long-term care sector.

The third level of analysis has to do with the additional costs generated by the new social
insurance program. In addition to conducting analyses at the local level, the national
figures will be gathered as well for expenditures on acute care, long-term care and social
services. Total additional costs must include the long-term care as well as reduced or
increased expenditures for other services. The sources of this data will be gathered from
the individuals surveyed as well from area and national statistics. The national and
individual statistics will be used to develop a cost model for long-term care based on the
incidence, duration and intensity of service. These elements of cost will be evaluated over

time since the evolution of the delivery system could impact of these elements in



different ways. For example, the more hospital sponsored system could have higher
incidence and intensity, but lower duration. Issues to be considered are the total costs,
distribution of costs across individuals, and individual/family expenditures across areas.
While this is a national program, differences are expected to emerge in total costs |

because of variations in cost and utilization across areas.

Specific Research Questions
Person-Level Studies of Health, Caregiving, and Service Use

Japan’s early implementation of an ambitious and radical program of public, mandatory

long-term care insurance since April, 2000 is intended at the individual level to:

e Shift primary responsibility of caring for disabled elders from families to the state
irrespective of income and family support availability,
¢ Enhance consumer choice among long-term settings and services, and
Ensure participation in program financing through insurance premiums and copays.
To some extent, these individual and family behavioral changes will both depend on —
and shape-- successful attainment of long-term care system changes at the local level and
national level policy objectives. In order to address basic evaluative questions for
Japanese policy makers in assessing and modifying this program will require more annual
cross-sectional data on individual and family health, caregiving, and service use

behaviors than is being collected at this point. (Dr. Ikegami please supply additional

documentation of this point.)

Among these basic evaluative questions that should be explored in the context of Japan's

new long-term care program at the individual and family level are:

¢ How do patterns of receipt of informal caregiving vary across sub-population groups
and time during implementation of the new LTCI?

e How do age, health and functional social class/income, and caregiver availability
cohorts differ in use of formal services? How do these patterns change over time?

e How do the onset, intensity, and duration of use of institutional and community
oriented services differ across age, health and functional social class/income, and
caregiver availability cohorts? How do these patterns change over time?



* How do out-of-pocket service costs and insurance payments differ by age, health and
functional social class/income, and caregiver availability cohorts? How do these
patterns change over time?

Yet as the program unfolds over the next 5-10 years, it is possible that new cohorts of the
rapidly aging and increasingly diverse Japanese population will be making long-term and
health services decisions in the context of emerging delivery system and different societal
expectations. These decisions may have relevance for other self-care, health-related
behaviors, and caregiving/care receiving attitudes and behaviors. New long-term care
financing and service demand may have secondary impacts on the disablement process as
well as on the use of acute and chronic health care services. Studies of person and family
level health, caregiving, and service use experiences during the gradual implementation
of Japan’s long-term care program could provide unparalleled opportunities. In this
context, lessons can be leamned about how the natural histories of chronic diseases and
disablement, volunteer caregiving and care-receiving attitudes and behaviors, and
demand for public and privately financed services vary both across time in individuals
and between sub-population cohorts. Prospective data collection on representative
samples drawn in the 10-12 diverse study areas (described above) for age cohort,

functional status, and poverty/social status, might allow us to examine such questions as:

e How do attitudes and behavior regarding informal caregiving and receipt of informal
care vary across sub-population groups and time during implementation of the new
LTCI? What individual and community factors are associated with normative
changes?

e Do attitudes and behavior regarding institutional and community-oriented services
vary across sub-population groups and time during implementation of the new LTCI?
What individnal and community factors are associated with normative changes?

e How do chronic disease management, self-care, and use of health care services differ
by differ by age, health and functional social class/income, and caregiver availability
cohorts? How do these patterns change over time?

e  What are the secondary impacts of changing patterns of LTCI use upon labor market
participation by elders and near elders? How do these effects differ by age, health and
functional social class/income, and caregiver availability cohorts? How do these
patterns change over time?

e What are the secondary impacts of increased availability of LTCI on retirement
savings, investment and expenditure patterns? How do these effects differ by age,
health and functional social class/fincome, and caregiver availability cohorts? How do
these patterns change over time?



We will examine currently available administrative data sets and national research efforts
to see if the information contained in them will be sufficient to support the research
objectives. In case these data sets are inadequate we will work in the localities selected
for other study components to reflect community-level variations in urban/rural status,
wealth or income levels, and health and long-term cafe system features. We will develop

a long-term research program with the following components:

1. Development of a nationally representative sample of elders and near elders (persons
age 55 and above). Through stratification and over-sampling the sample will be
designed to support both analysis within and comparisons between age,
health/functional status, SES/income, and informal caregiver availability cohorts in
each community. To meet these complex needs, these may be relatively large samples
within each study community.

2. Develop culturally appropriate measures of health/functional status, long-term care
use, acute care use, informal care use, provision of informal care, attitudes towards
use and receipt of care from different sources, out-of-pocket spending on health care
and potential individual level moderating factors? These measures would be drawn
from health status and demographic instruments with know reliability, validity, and
comparability in Japanese samples, instruments that have been used in prior Japanese
studies, and new psychometric work to newly translate instruments into Japanese.

3. Work with research teams in each of the study communities to ensure comparable and
high quality sampling and survey protocol implementation, and transfer of datato a
single locale for data preparation and analysis. :

4. Design and implement prospective longitudinal data collection on survey participants
over a 5 year period, expanding the sample over time to include new cohorts coming
of age for program financial or service participation.

Provider Markets and Service Delivery

Japan’s new financing and service entitlements are fostering new service systems and
approaches to care. The goal is to modernize a long-term care (LTC) system that was
characterized by under funding, fragmentation (including a split between medical and
social care), bias toward use of medically-insured institutional care for the most disabled,
community-based care focused on the poorest and most at risk through local social

welfare offices, and strong social mores toward family care by daughters-in-law.



What will actually result from the effort to strengthen the delivery system and address
these issues is not clear, however. To understand the new system that evolves it will be
important to track what happens in the areas of integration of medical and social care,
public versus private responsibilities, institutional versus community-based care, and
urban/rural and socioeconomic differences in access to help from the system. These
issues are discussed in turn below, and a section follows on approaches to researching

these issues.

Integration of medical and social care

The new law shifts skilled nursing and therapies formerly cévered by health insurance to
the new LTC system and also encourages hospitals to convert their acute beds occupied
by long-term patients to LTC financing. These appear to be reasonable actions from
cost-control and system-coherence points of view, but questions remain:

o  Will nursing/rehabilitation/medical management services be truly integrated with
social and functional support services, or will control of their use remain
separate? If there is consolidated case management of both skilled and social care
services, what professionals, ideologies, and agencies will control the system?

o Will new mechanisms of integration be developed between the broader medical
care and LTC systems (e.g., procedures for referrals, information sharing, care
coordination), or will the shifting of some medical services to the LTC system
simply create new borders that perpetuate the traditional separations of medical
care and LTC organizations and providers?

o What care management model will be adopted in LTC — a “medical model,” a
“social model,” or “consumer choice” model?

Public versus private responsibilities

The new service financing is meant to encourage private enterprises to create new LTC
capacity. Because the LTC service system was so underdeveloped before LTCI, it is
unclear what mix and sponsorship of new services will result.

e What types of services (e.g., homemaker, personal care, respite, day care, foster
care, nusing and therapies, foster care, assisted living, nursing facilities) will be
the most and least viable (popular), and will the mix change over time? How will
the mix of affiliated services change (e.g., personal emergency response systems,
equipment/devices, supplies, transportation)?

e How will management and contracting for LTCI services be structured? Will
municipalities maintain control of service types and amounts (and thus financial



risk) through case management or will case management be ceded to private
entitities? If the latter, how will public spending be controlled and conflicts of
interest be avoided?

¢ What mix of public, non-profit, and for-profit services will result in different
service areas and in the system overall?

e Will provider organizations tend toward vertical integration, horizontal
integration, both, or neither?

Institutional versus community care

The new law is meant to give service users choices among ranges of options in both
residential and community-based service options. What options are developed and used,
however, will depend on a variety of factors that will be important to track and

understand. These include

e What range of residential alternatives (e.g., foster care, assisted living, nursing
facilities) are available and what are their relative costs, amenities, and
capabilities in terms of level of care available?

e Are community alternatives capable of maintaining individuals with extensive
LTC needs at home and at what cost relative to residential facilities?

¢ How do case managers and service delivery organizations manage access and
transitions across community/institutional/residential borders?

Geographic and socio-economic differences

Japan is like most other societies in having differences between urban and rural areas and
poor and wealthy areas in the availability of health and human services. The LTCI
program should increase the LTC buying power of most elders (the poorest may struggle
with the 10% copay) and thus should redress some of the access advantages of urbanized
and wealthy elders. It will be important to track the changes in service availability and
use by area and the differences in patterns in types of services used.

e Will urban/rural and socio-economic differences be redressed, and if so how
much?

e Will the patterns of services (e.g., home care versus residential care) differ by
area?

Staffing, training, and certification



The increase in demand for LTC services will require an expanded workforce,
particularly in the area of paraprofessional services. Training, certification, and
supervision systems will also be developed to varying degrees.

s Will staffing shortages hamper development of new LTC services?

o Will there be competition for staff within the LTC sector and between LTC and
medical care, and how will this be resolved?

e What types of certification and licensure systems for workers and agencies are
used for various job categories and agency types?

Research approaches

We will track the development of the service system in each of the study communities
through several methods of data collection. From the data collected we will create
several products: system profiles (including updates) of each community and analytical
papers on the issue areas (likely including those above) that turn out to be critical to the

development of service delivery systems. Data collection will include:

Contracted agency inventories: At baseline and in follow up we will work with local
LTCI administrators to develop databases to characterize all agencies eligible for
reimbursement from LTCI. The databases will include type(s) of service offered,

sponsorship/profit status, prices, capacity, purchases, and utilization.

Case management studies: At baseline.and follow up we will identify the types of LTCI
case management that are occurring and their institutional locations. Sampling locations
by type, we will visit offices to review records and interview case managers and

administrators about practices concerning assessment, user choice, care planning, service

contracting, service availability, and financial responsibilities and incentives.

Provider studies: At baseline and follow up we will visit a small sample of provider
agencies of each type to solicit their views and experiences in developing, selling, and
providing services under LTCI. Issues covered will include agency missions, contracting
approaches, adequacy of payment levels, incentives in payment and case management

systems, barriers to entry (e.g., capital costs, licensure, zoning, etc.), and staffing issues.



