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Abstract

Japan, a society facing demographic aging at an incomparable speed, decided to introduce
a new public long-term care insurance system to meet the expected need for elders to be
cared for in the near future. The purpose of this study was to examine the change in
knowledgeability on the side of managers of Japanese geriatric hospitals regarding (I} the
concept of care-management as the methodology to supply care services to the elderly
smoothiy, and (2) comprehensive assessment for the elders as the technical skill in the Process
of materializing care management. Subjects were interviewed and questioned over the
telephone according to a structural questionnaire. Managers (directors and office managers)
of geriatric hospitals in 1996 and 1999. In 1996, the rate of knowledgeability for care
management on the side of managers of geriatric hospitals was 70.0% (28/40) as a whole,
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increasing to 97.3% (71/73) in 1999. With regard to MDS-RAPs, the knowledgeability rate |
increased from 57.5% (23/40) in 1996 to 95.9% (70/73) in 1999. However, regarding care
planning, almost all of the hospitals that performed care planning were those in the category
required to submit care plans to the municipal government. Geriatric hospitals that were not
required to submit such plans did not perform such planning either in 1996 or in 1999. It can
be concluded that the decision to introduce a long-term care insurance system in Japan has
led to a deeper understanding of the methodology of care management and a comprehensive
assessment on the side of managers of geriatric hospitals. © 2001 Elsevier Science Ireland
Ltd. Al rights reserved.

Keywords: Care management; Care planning; Geriatric hospital; MDS-RAPs: Public long-term care
insurance

1. Introduction

Every health-care system has many commonalities in the challenges it is facing.
This is especially true for long-term care (LTC) for the elderly. In Japan, the
proportion of the population aged 65 years and older, which is almost the same
today as in the UK, is projected to be much greater in the 2ist century. It will
double from 12% in 1990 to 25% by the year 2020 (Ishikawa, 1996). This is an issue
of serious concern. In the two countries mentioned above, the needs for LTC have
been emerging as major health-care needs as demographic aging proceeds.

These fundamenta) issues have not been solved in Japan. However, the very fact
that a public LTC insurance act has passed the Upper House in December 1997 is
an indication that the country has managed, at least initially, to overcome the first
hurdie of introducing a system to socially share the care-taking tasks for the elderly.
Japan has been the third country to establish public LTC insurance. after the
Netherlands (Kerkstra, 1996) and Germany (Alber, 1996) since April 2000. Japan
would be embarking on largely uncharted territory and should therefore provide
information for other countries.

In Japan, we have three categories of LTC facilities for the elderly: (1) geriatric
hospitals, (2) health-care facilities for the elderly, and (3) special homes for the
elderly (Tkegami et al., 1994). Mechanisms to integrate the three categories, such as
uniform data systems for service planning and quality assessment, are yet to be
developed. The Health and Welfare Ministry of Japan has introduced the assess-
ment for the eligibility status and classify individuals into six levels. These six Ievels
were derived from statistical analysis using, as the independent variable, the period
of time obtained from authorized researches {(Japan Ministry of Health and
Welfare, 1996) necessary to perform each care service. Yet, we have had neither
fixed format of, nor assessment instruments for, care planning for individuals cared
at home or in the facilities. The needs for a uniform tool for residents assessment
in long-term care facilities had long been recognized (Kane and Kane, 1981; Katz,
1983; Katz and Stroud, 1989).

Inn the US, responding to the very need, the Minimum Data Set (MDS) had been
developed, being initially tested by gerontologists and geriatricians under contract
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with the Health Care Financing Administration (Morris et al., 1990). The redson
for developing this assessment tool is the recognition of the fact that traditional
long-term care system had not offered to the elderly care services based upon
correct evaluation of his/her physical, mental and social functions. Individual items
and combinations of items can trigger further assessments using one or more of the
18 Residents Assessment Protocols (RAPs). Each RAP is a structured framework
for organizing MDS elements that can be used to inform the care planning process.
We obtained the translation of MDS-RAPs in 1994 in Japan (Japan Ministry of
Health and Welfare, 1994).

The purpose of our study is to examine to what extent care planning has been
conducted, and the term and idea of “‘care management” including the knowledge-
ability of assessments especially MDS-RAPs have been shared by staff working in
geriatric hospitals. Furthermore, the effect of introduction of long-term care
insurance on these matters is also expected to be clarified.

2. Methods

2.1. Subjects

The study sample included directors or office managers of geriatric hospitals
- (GH) that had introduced an inclusive per diem rate system with fixed per diem
medical charges in the Aichi prefecture, Japan (Tables 1 and 2). In Aichi, there were
47 such GHs in 1996, and that number had been increased to 96 in 1999. For the
purpose of increasing the number of beds in nursing facilities fulfilling the standards
of hardware to yield an appropriate care-taking environment by the time of
introduction of long-term care insurance in April, 2000, the Health and Welfare
Ministry has chosen, as the insurance-certificate facilities, not traditional geriatric
hospitals but such nursing facilities fulfilling the expected hardware standards.
For this reason, existing GHs in Japan are remodeling themselves to be such
long-term care hospitals (LTCHs) at present. In addition, the transitional period in
which geriatric hospitals can also obtain reimbursement has been set up to March,
2003. Regarding the hardware, these nursing hospitals (LTCHs) are required to

Tabie 1
Japanese geriatric hospitals and long-term care hospitals for the elderly: requirememts for geriatric
hospitals and long-term care hospitals for the elderly

Minimum. floor Minimum width  Dining room, common
space per bed (m*  of passage (m) room, and rehabilitation
room
{a) Gertatric hospitals GHs" 4.3 1.2 Not required
{b) Long-term care 6.4 1.8 Required
hospitals for the eiderly :
(LTCHs)
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Table 2
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Japanese geriatric hospitals and Jong-term care hospitals for the elderly: four types of the geriatric
hospitals and the long-term care hospitals for the elderly

Characteristic Type 1 Type I Type IT1 Type IV
Reguired staff
Number of 3 3 3 3
physicians (/100
patients)

Number of nurses
{registered
nurses/practical
nurses >>0.2)

1/6 patients

1/6 patients

1/6 patients

1/6 patients

Number of nursing
aids

1/3 patients

1/4 patients

1/5 patients

1/6 patients

Payinent

Insurance coverage 8890 8140 76i0 7260
{yen/day)

Charges on patients 21 000--“caring 21 000+"“caring 21000+ “caring 21 000+ "caring
{yen/month) charges™ charges” charges” charges™

Care plans

Submission to the Required Not required Not required Not required

municipality

have higher standards in comparison with traditional GHs. The above-mentioned
96 GHs with some per diem rate systems existing in Aichi in March 1999 actually
consisted of 41 GHs and 55 LTCHs for the elderly. On a number-of-beds basis,
there were a total 5388 beds in GHs in 1996, and the number increased to 9089,
consisting of 5469 beds in GHs and 3620 beds in LTCHs in 1999.

We had mailed prospectuses of our study to each director or office manager of
the above-mentioned hospitals on June 1, 1996 and March 1, 1999 and asked for a
hearing (basically in an interview, and in case it was not available, we had a hearing
using the telephone). The hearings had been undertaken from September to
December in 1996 and from April to June in 1999. We asked questions in
accordance with our guestionnaire (Table 4).

Approval for this study was obtained from the Ethics Committee of Nagoya
University School of Medicine, and informed consent was obtained from each
subject.
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2.2. Statistical analysis

The knowledgeabilities on care management of each subject were compared in
terms of the number of beds, the type of inclusive per diem rates of the hospital,
and whether or not staff had made use of MDS-RAPs at the hospital. In addition,
we compared whether or not care planning had been conducted with the differences
in number of beds, type of inclusive per diem rates, and whether or not the director
or office manager of the hospital had knowledgeability on care management.
Univariate comparisons were made using Cochran—Mantel-Haenszel statistics
with Statistical Analysis System (SAS) version 6.11 (SAS/STAT User’s Guide,
1990).

3. Results
3.1. Descriptive statistics

We interviewed 40 directors or office managers of 47 GHs (40/47, 85.1%, 5,086
beds) in 1996 and 37 directors or managers of 4! GHs (37/41, 90.2%, 5086 beds)
and 36 directors or office managers of 55 LTCHs (36/55, 65.5%, 2663 beds) in 1999,
Characteristic data are shown in Table 3. With regard to the capacity of hospitals,
approximately half of GHs (52.5%) had 99 beds or less (min. =46 beds) in  1996.
However, in 1999, while the percentage was similar with GHs 46.0%, min. = 46),
the percentage became higher with LTCHs (75.0%, min. = 22).

Tables 1 and 2 show the four types of per diem rate system of Japanese geriatric
hospitals. In both 1996 and 1999, almost half of GHs adopted type I and the
percentages were similar with national data (type 1=42.4%, type Il = 33.1%, type
HI = 9.9%, type IV =3.8%, July 1997). With LTCHs, The number of type I was the
same as that of type II.

Table 3
Characleristic data of the geriatric hospitals

- 1996 ' 1999 GH 1999 LTCH
(1) Number of beds of rtheir hospitals (percentage of tota)
1-99 21(52.5%) 17 (46.0%) 27 (75.0%)
100-199 12 (30.0%) 13 (35.1%) 8 (22.2%)
200-299 6 (13.5%) . 5 (13.5%) b {2.8%:}
300~ 2 (5.4%) 2 (5.4%) 0 (0%)
(2) Type of inclusive per diem rates (percentage of toral)
Type I 19 (47.5%) 12 {48.7%) 13 (36.1%4)
Type Il 15 (37.5%) 11 (29.7%%) 13 (36.1%)
Type m 4 (10.0%) 3 (8.1%) 2 (5.6%%)

Type W 2 (5.0%) 3 {13.5%) B (22.2%)
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Table 4
Results of descriptive data

1996 1909 GH 1999 LTCH
(1) Directors or uffice muanagers with knowledgeahilities on care management
To know 28/40 {70.0%:})  35/37 (94.6%) 36/36 (100%)
Not to know 12/40 {30.0%) 2436 (5.4%) 0736 (0%}
(2) Care planning for residents
Performed for all residents 20/40 (50.0%) 18/37 (48.7%) 18/36 {50.0%)
Performed partly 12/40 (30.0%) 7j37 (18.9%4) 6/36 (16.7%)
(3) Staff puriicipating in care planning
Phystcian 21732 (65.7%) 10/25 (40.0%) 10/24 (41.7%)
Public health nurse 3/32 (9.4%) 3125 (12.0%) 5/24 (20.8%)
Nurse 26/32 (81.3%) 25/25 (100%) 21424 (87.5%)
Certified social worker 8/32 (25.0%) 5125 (20.0%) 9124 {37.5%)
Certified care worker 8/32 (25.0%) 7/25 (28.0%4) 7724 (29.2%)
Nursing aid 14132 (43.8%) 20425 (80.0%) 13/24 (54.2%)
Others (PT, OT, eic.) 11/32 (34.4%) 4125 (16.0%) 6/24 (25.0%)
{(4) Performance of some coniprehensive assessments .
Performed 25/40 (62.5%) 16/37 (43.2%) 21436 (58.3%)
(5) Staff performing residents assessments ' '
Physician 11/25 (44.0%) 13/16 (81.3%) 16/21(76.2%4)
Public health nurse o 125 (4.0%) 0716 (0v%0) 3/21 (14.3%)
Nurse 24/25 (96.0%) 16/16 (100%4) 20/21(95.2%)
Certified social worker 3/25 (12.0%) 6/16 {37.5%) 9/21(42.9%)
Centified care worker 325 (12.0%) 7/16 (43.8%) 5/21(23.8%)
Nursing aid 13/25 (52.0%) 11/16 (68.8%) 14721 (66.7%)
Others (PT, OT, eic.) 8/25 (32.0%) 5116 (31.3%) 11/21(52.4%)
(6} Directors or office managers with knowledgeablitics on MDS-RAPs
To know 23/40 (57.5%) 35/37 (94.6%) 35/36 (97.2%)
Not to know 17/40 (42.5%) _ 2/37 (5.4%) 1/36 (2.8%)
(7) Use of MDS-RAPs
To make use 13/40 (32.5%) 12/37 (32.4%) 16/36 (44.4%)
Not to make use 27/40 (67.5%) 25/37 {67.6%) 20/36 {55.6%)

Table 4 lists the results of descriptive data. Seventy per cent of the directors or
office managers knew the term and idea of care management in 1996, while almost
all of them had knowledgeability on care management in 1999. In both 1996 and
1999, some care planning for residents had been undertaken in approximatety half
the hospitals. In 1996, it varied among nurses, nursing aids, and physicians who
had participated in the task of care planning, whereas in 1999, at ail hospitals where
care-planning was conducted, every nurse was concerned with it.

Regarding comprehensive assessments for residents, they had been undertaken in
about half of the hospitals both in 1996 and 1999. With regard to the kind of staff
who took part in conducting them, we found that nurses were concerned at almost
all such hospitals both in 1996 and in 1999. In 1996, nursing aids were concerned
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at two-thirds of such hospitals, and physicians at 44% (11/25) of them, while in
1999, the percentage of physicians concerned increased to approximately 80%
(29/37). Certified social workers were concerned only in three hospita]s in 1996.
However, in 1999, the number had increased. :

Though the number of directors or office managers who knew MDS-RAPs had
increased in 1999 (Fig. 1), the number of staff utilizing MDS-RAPs was similar.

3.2, Univariate aralysis

We grouped subjects into those who had knowledgeability on care management
and those who did not, and then compared ‘the two groups with characteristic
variables. We found no significant differences in the capacity of their hospitals. The -
assoctation between their knowledgeability on care management and the types of
per diem rate system adopted is shown in Fig. 2. The directors or office managers
of hospitals adopting type I were more likely to understand care management than
those of hospitals adopting other types in 1996 (P < 0.001). In 1999, they were more
likely to have knowledgeability on every type.

Then, we grouped subjects into those of hospitals where care planning was
conducted and where it was not, and compared the two groups with demographic
variables. In terms of the capacity of hospitals, we found no significant differences.
The association between their attitudes and the types of per diem rate system is
shown in Fig. 3. In hospitals adopting type I, the staff were more likely to conduct
care planning for their residents than in hospitals adopting other types in both 1996
and 1999 (P < 0.001). Both had a similar tendency.

JE4E-

I- With knowledgeahility
3 Without knowledgeability

Fig. 1. Rates of knowledgeability on MDS-RAPS.
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Fig. 2. Rates of knowledgeability on care management.
4. Discussion

The purpose of our study is to examine to what extent care planning has been
conducted, and the term and idea of *‘care management” including the knowledge-
ability of comprehensive assessments especially MDS-RAPs have been shared by
staff working in geriatric hospitals. Furthermore, the effect of introduction of
long-term care insurance program on these matters is also expected to be clarified.

Regarding the effect of case management and care management and the useful-
ness of MDS-RAPs, opinions vary, and negative comments are often seen (Franklin
et al.. 1987; Ouslander, 1994; Rossler et al., 1992; Teresi and Holmes, 1992;
Marshall et al., 1995; Burns, 1996; Phelan, 1996). However, Japanese long-term
care insurance program makes it compulsory for facilities to introduce care
management and conduct care planning for each resident. With respect to compre-
hensive assessment instruments, there are several available in Japan, and among
those, MDS-RAPs, along with MDS-HC (Morris et al., 1997), are the most
prevalent assessment tools at present and are quite likely to be the most usable
assessment tools when the insurance program is actually launched.

Our findings in this study, though they are not always applicable to all over
Japan, are that the concept of care management has become widely known as the
insurance program was informed. It seems that MDS-RAPs has also been known
along the way. We found that the performance rate of care planning did not change
significantly unless the facility was mandated to tender care planning for residents
to municipality. However, from April 2000 on, all caretakers are mandated to
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conduct care planning for all individuals to be cared, regardless of whether they are
cared at home or in facilities for insurance coverage. The resulis of this study
indicate clearly that caretakers are preparing for that, studying care management
and assessments. This change in knowledgeability and attitude on the side of
care-taking staff can lead to a drastic change in quality of care for the elderly in
Japan after the launch of the insurance program in April 2000.

Meanwhile, in the UK, a white paper entitled “Modernizing Social Services
(November, 1998)” pointed out the following problems particularly in connection
with Community Care: ‘

1. The standard of provided services became less clear due to the introduction of
care management. '

2. Reviewing and revising of care plans are not carried out.

3. Follow-up activity for care-takers is not performed sufficiently.

4. The coordination of community care as social service and other social services
are not sufficiently made (Department of Health, 1993).

In comparison, the Japanese public care insurance program has clearer standards

for providing services (Ikegami, 1997). However, with regard to other problems

mentioned above, the Japanese system also has the possibility to face them in the

future. Reviewing and follow-up activities should be carried out after the program

has been launched. .

In conclusion, the legislation of public long-term care insurance program leads to
more recognition and knowledgeability on the side of hospital managers, regarding
the methodology of care management and comprehensive assessment. In spite of
the large number of problems to be solved before and even after the enforcement
of the law in April of 2000, the significance of long-term care for the elderly as well

v o,
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Fig. 3. Rates of care planning.

-101-



176 Y. Muasuda et al. / Arch. Gerontol. Gerigtr, 32 (2001) 167-177

as a concrete methodology for that has been recognized, and understanding on
these matters has increased.
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