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Table 1-1 Basic characteristics of all the subjects by user or non—user

User Non—user Total
N 1369 % 188 % 1557 % p—value
Sex ns
. i 160 . . 1 100
Male 371 B6.7 57 133 428 100
Fermale 997 884 131 116 1128 100
Age n.s
4 80 1 20 5 100

40~64 29 829 6 171 35 100
65~69 0 795 18 206 88 100
70~74 182 892 22 108 204 100
75~79 293 867 45 133 338 100
80~84 357 906 37 94 394 100

85~ 434 88 58 12 493 100
Care leve! 0.0249
0O 325 8456 59 154 384 100
1 617 883 82 117 699 100
2 198 861 32 139 230 100
3 109 94 7 6 116 100
4 66 943 4 57 70 100
5 54 931 4 6.9 58 100
Family # 0.0037
. 2 100 . ] 2 100
Single 596 907 61 8.3 657 100
22 771 859 127 141 898 100
Duration of disabled status <.0001

. 9 90 1 10 10 100
{1 year 193 751 64 249 257 100
1year= 1167 905 123 85 1280 100

Application for institution 0.0005
. 2 100 . . 2 100

Yes 238 944 14 586 252 100

No 1129 866 174 134 1303 100
Caregiver n.s

. 478 902 52 98 530 100
Spouse 333 865 52 135 385 100

Cther 558 869 84 131 642 100
Caregiver's sex ‘ _ n.s
. 500 906 52 94 552 100

Male 249 871 - 37 129 286 100

Female 620 B6.2 99 138 719 100
Caregiver's age ) n.s
. 503 906 52 9.4 855 100
~39 32 97 1 3 33 100
40~64 425 86.7 65 133 490 100
65~74 225 833 45 18.7 270 100
75~ 184 88 25 12 209 100
Income level n.s

43 818 6 122 49 100
63 80 7 10 70 100
857 883 114 117 amMm 100
866 94 134 404 100
43 878 6 122 49 100
13 929 1 7.1 14 100

O b G N
[X]
a
[=]

All 1369 B79 188 121 1557 100
Income level;1=low, S=high
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Table 1-2 Basic characteristics of all the subjects by user or non-user
User Non—-user
N Mean Std Mediar Min Max Mean Std  Median Min Max t-te:
Family # 1337 1 13 1 0 9 186 1.2 1.2 1 0 6 0.0
Zarit 818 216 165 17 0 86 127 192 174 13 0 69
Friend # 1327 29 44 2 0 100 185 3.8 5.6 3 0 40

Table 2 Multivariated ORs and 95% CI for service use

Covariate OR 95% Cl

Sex NI

Age NI

Family

more than 2 1

single 1.855 1.324-2.621
Friends # 0977 0.944-1.006
Income NI

Care level

0-2 1

3-5 2.355 1.381-4.302
Duration 1,257 1.136—1.393
Goodness—offit

(x2P) 5.58,0.695
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Abstract

To investigate the factors related to institutionalization of the elderly in Japan
under the new long-term care insurance (LTCI) we performed a cross-sectional study of
all the elderly covered by LTCI living in six towns in December 2001.

The initial study population included all the elderly who used some services
covered under LTCI (n=2158): 1580 were living in their own homes and used some home
services, and 578 were living in institutions under L'TCI. In all, 1136 subjects Ii\}ing at
home and 550 in institutions were analyzed. Information on the place of care and the
characteristics of the elderly was obtained from public records and interviews.

Users in institutions were more often female and older, with a significantly lower
Income-Level and higher Care-Level. In addition, they had more CVD and dementia, as
compared to users living at home. These differences were significant after adjusting for
each effect. There were significant relationships among Income-Level, Care-Level, and
living situation. The lower the Income-Level, the greater the proportion in institutional
care, even after stratifying the other factors.

Female, older age, lower Income-Level, higher Care-Level, and with CVD or
dementia were idéntified as risk factors for institutionalization. These groups should be
targeted for intervention; furthermore, the present home-care service system under LT'CI

in Japan needs to be improved to allow low-income elderly needing care to stay at home.

Key-Words: long-term care insurance, institutional care, income, risk, elderly
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Introduction

Avoiding the institutionalization of elderly people constitutes the most important
health policy issue for many countries with large populations of elderly people. The
proportion of Japanese elderly people aged 65 years or over comprised 18.5% of the total
population in 2003 (Ministry of Health, Labor and Welfare Japan 2003), and the Japanese
have the longest life expectancy in the world. It has been estimated that the proportion of
elderly will increase rapidly, and reach 22% in the year 2010. Given these circumstances,
the Japanese government started long-term care insurance (LTCI) in 2000. LTCI covers
90% of the cost of home care and institutional care. The LTCI insurer is each municipal
body, and monthly limitations for service use were set by the user’s eligible care-need
level, defined using a national standardized evaluation system (Care-Level). The
proportion of institutionalized elderly users of LTCI services came to almost 28% in 2001
and 30% in 2002. The proportion of LTCI users in the entire elderly population came to
12.5%. Therefore, almost 4% of all the elderly are in institutions under LTCI, and this

number is predicted to rise rapidly as the proportion of elderly people grows.

There are three types of institutional services under LT'CI: Nursing homes
previously under social services, and two types of services previously covered by health
insurance, geriatric intermediate care facilities (GICF) and designated long-term-care
beds in hospitals. These last are mostly upgraded ordinary hospital beds that have a larger
area of floor space per bed. Before the introduction of LTCI, different administrative
bodies decided eligibility for admission to these institutions, and there were financial
incentives to discﬁ_argc long-stay residents in the two types of services previously covered
by health insurance. Under LTCI, each facility accepts users by means of a mutual

contract that reflects the LTCI policy of enhancing consumer choice and free competition
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among service providers, including for-profit companies (Campbell and Ikegami, 2000).
There are no longer any incentives for early discharge. Therefore, differences in the
functions of the three types of service will probably blur (Ikegami, Yamauchi & Yamada

2003).

The monthly cost limitations for each institutional service under LTCI, and those
for home care services for each Care-Level, are shown in Appendix 1. The user has to pay
10% of these costs, with the exception of the subsidized elderly (see Discussion), and the
remainder is paid by the LTCI. Local municipalities, which are the LTCI insurers, are
reluctant to increase the number of institutions for the elderly because they are more
expensive than home care. This constitutes the biggest problem when it come to

balancing the LTCI budget.

The risk of institutionalization has been a major topic of studies conducted in
other countries. Older age, limitations in functional status, and mental status are
consistently associated with an increased risk for nursing home admission (Liu, Coughlin
& McBride, 1991; Foley et al., 1992; Freedman et al., 1994; Ahmed, Allman & DeLong
2003). By contrast, the relationship between financial resources and risk of
institutionalization is less consistent, although this factor is thought to play a significant
role in accessing institutions. The most convincing answer in the literature is that there is
no effect, once the impact of other important determinants, such as race, social support,
and functional status, are considered (Coughlin, McBride & Liu, 1990; Greene &
Ondrich, 1990). Apart from these studies, there is only limited evidence in support of the
effect of higher income on allowing access to nursing homes (Liu, Coughlin & McBride
1991), and lower income being predictive of nursing home utilization (Coughlin,

McBride & Liu 1990; Foley et al., 1992; Mittelman et al., 1996; Mustard et al., 1999;
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