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insurance is too low. We recommend that professional
counselling services for carers be developed, although
not necessarily within the LTCI framework.

Second, carers would benefit from closer ties to
neighbours and local people in similar situations, and
some long-term care programmes would be more effective
if channelled through community organisations. Recent
initiatives include small-scale multifunction centres, which
combine day care, respite care, and limited home help to a
group of recipients living in a small area, with family
members and other residents involved. Community
comprehensive assistance centres deal broadly with ageing
and caring issues, including care management for light-
care cases, dealing with elder abuse, and linking with local
social organisations; these centres should be developed
further® Public and community leaders have been
mobilised to form so-called dementia supporter networks
in many localities. We recommend more community-
based efforts.

Our analysis showed that the introduction of LTCI led
to more jobs and increased work hours for carers in
upper-income households, but not middle-income and
lower-income households even though the time devoted
to caring decreased. Women from lower-income house-
holds worldwide face barriers to getting the best jobs,
but this tenet has been especially true in Japan.”
Although long-term care policy cannot have a major
effect on labour market inequalities, modest reforms
can be helpful in some cases. For women who want to
build a career, specialised employment training should
be made available, perhaps coordinated with the older
person’s day-care schedule. Such training might be
crucial when the older person dies or is institutionalised.
The more typical middle-aged and older-aged family
carers need more opportunities to get good part-time
jobs. The LTCI system itself has been a major provider
of jobs for women, many of whom have trained for
certification as careworkers and other roles. From 2000

to 2010, the number of certified careworkers increased
from 210000 to 900000, and that of certified social
workers from 24000 to 134000.9

Japan’s comprehensive LTCI programme is necessarily
expensive, and keeping costs manageable has been a
constant preoccupation of the government. Figure 3
shows that total spending rose rapidly in the first
5 years.” By 2005, yearly expenditure (excluding the
10% client co-payment) had risen to about ¥5-5 trillion
(US$44 billion at purchasing power parity), roughly
20% higher than originally forecast. The larger than
expected increase was due to greater than expected
enrolment as a result of the liberal eligibility criteria
(two-fifths of those certified would not have been eligible
if German enrolment criteria had been applied). This
trend was unsustainable, but the most direct remedy,
tightening eligibility standards to lower enrolment, was
not politically feasible.

The government’s solution was to introduce a scheme
to place the lowest need people (about 25%) into a new
programme of preventive caring, with various
restrictions that made it both less expensive for the
government to provide services and less attractive for
recipients to use them.” As a result, both enrolment and
spending in low-care groups, which had been growing
rapidly, decreased slightly in 2006, and then remained
about level. The core of the LTCI programme was not
changed much: people with the greatest care needs
living at home were not affected at all, and those in
nursing homes took on a bigger share of room and
board costs than before (although many were exempt
because of low incomes).”

After 2006, total enrolment and expenditure began to
increase again (figure 3).* This trend was inevitable,
because the proportion of older people continued to
increase while the benefit structure and eligibility criteria
stayed the same. However, the 2006 reform seems to
have achieved a successful structural change (figure 3).
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Figure 3: Japan’s long-term care insurance expenditures

Overall (A) and per individual aged 75 years and older (B). The expenditures shown include the 10% client co-payment. Data from Ministry of Health, Labour and Welfare.”

www.thelancet.com Vol 378 September 24, 2011

505

1189




Series

1190

Spending per person aged 75 years or older (the highest
users) decreased from 2004 to 2006, and then plateaued.
Growth in spending was now the sole result of increases
in the size of this age group.”* Constraining spending
more severely would require cutting coverage, benefits,
or both, which would be quite difficult. An effort to
distribute the burden differently between age groups or
between tax and premium revenues is more likely.

Although the percentage of older people in the popu-
lation will continue to rise until the mid-21st century,
because of the shrinking younger population, the abso-
lute number of people aged 65 years and older will level
off in around 2015 and from around 2025 for those
75 years and older. Thus, the next 15 years are a crucial
period, when the direct costs of supporting older people
will grow rapidly. Note that total government revenue
(mainly taxes and social insurance premiums) in Japan
was 33-5% of gross domestic product in 2007, which
was lower than the USA (34-0%) and well below the UK
(41-4%), Germany (43-9%), France (49-6%), and Sweden
(56-3%).7 The key to dealing with the costs of long-term
care and other supports for older people, not to mention
quite a few additional national problems, is for Japan's
public financing to become more in line with other
developed countries.

Other problems, although serious, are more or less the
same in Japan as elsewhere. The first problem is Japan's
over-reliance on institutions, which are expensive and are
regarded as offering poor quality of life; specialised housing
(assisted living) can help but is only now gaining credence
in Japan.”* The second is human resources: careworkers
everywhere have lower pay, more difficult working
conditions, and lower chances of promotion than do
workers in other specialties. More careworkers are needed
every year but they are difficult to recruit and retain. Third,
coordination needs to be improved between the quite
different sectors of long-term care and medical care, from
the level of serving individual clients or patients, through
to institutions such as hospitals and nursing homes, up to
national planning and management. Both sectors are
crucial for provision of good care, but cooperation is hard
to achieve. Specialists in all countries can learn from each
other about solutions to these common problems.

Lessons for other countries
Policy makers in both developed and developing nations
can benefit from Japan’s experience in initiating one of
the world’s most comprehensive long-term care systems
to cope with the world’s most rapidly ageing population.
South Korea and Taiwan have started or planned long-
term care programmes largely on the basis of the
Japanese approach, and specialists from countries with
developed systems have been looking into specific
Japanese innovations.

Unlike nations that rely on cash for care in long-term
care policy, Japan provides formal services only, on the
grounds that family carers benefit most by direct help

506

with their tasks, and that quality of care is best assured by
relying on trained, licensed, and supervised careworkers.
In particular, with extensive day care, many frail older
people regularly get out of the house, socialise with peers,
participate in activities beneficial to health, and are
monitored by staff while their family carers have some
time off. Evidence from Europe indicates that nations
that provide only services have a more egalitarian or
progressive pattern of care provision than do nations that
rely on cash allowances.”®* Although cash for care is
often regarded as cheaper, Japan, even with its far higher
coverage and benefit levels, spends only about 30% more
on home-based care than does Germany (figure 1).* The
South Korean Government essentially opted for a
services-only strategy after careful investigation of long-
term care systems around the world, and specialists in
Taiwan hope to implement a similar system.*

In Japanese home-based care, recipients choose the
services that they want, up to a limit determined by the
level of physical and mental impairment, and they also
choose providers. Providers are licensed and supervised
by local government, but the main mechanism for quality
control is consumer choice, since providers can easily be
changed. Nearly all recipients choose to have a care
manager, who can provide expert advice at no out-of-
pocket cost. Care managers come from related
occupations, and must pass an exam and complete a
44 h training course. They are employed by a specialised
agency or, more often, a service provider; despite early
worries about conflicts of interest, most seem to serve
the clients’ interests well in practice. Their main tasks are
to coordinate with other providers (particularly family
physicians and hospitals), manage service provision and
reimbursement, and help recipients and carers to make
decisions. Care managers are not trained for counselling
and, with a normal caseload of 30 clients, they do not
have much time for it, but qualitative research suggests
that many carers share their individual problems with
their care managers and value the interaction.” In July
2008, Germany started a programme of care management
partly based on Japan's experience.

The fact that Japan's LTCI system has performed well
for more than a decade with few changes in its basic
design is indicative of the careful preparation by the
government. Since the programme is comprehensive,
systematic data gathering can facilitate comparisons of
effectiveness and cost across regions and programmes
(although such analysis could be improved if the data
were in a more usable form). Having many functions
under one programme allows effective supervision.
Municipal officials manage the system and have some
scope to balance the services that they offer against the
premiums paid by their older residents (a sixth of their
expenditure). Every 3 years each municipality has to draw
up a work plan, which has also become the occasion for
national reassessment and reforms, accompanied
increasingly by debate among practitioners, experts, and
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interested citizens. This triennial cycle has allowed many
small adjustments, such as balancing the fee schedule
for services, and even as big a structural reform as the
lower-cost preventive care system initiated in 2006.

Most long-term care programmes also cover younger
disabled people. A so-called age-blind policy is attractive in
principle, and if the programme centres on cash allowances
young and old can be treated similarly without many
difficulties. However, the needs and preferences of most
frail older people and their families are quite distinctive;
most younger disabled people want employment training,
a normal independent life, and control over the
organisations serving them. The Japanese approach, with
formal services designed specifically for older people (with
separate programmes to serve younger disabled people),
is more effective and efficient, and is the direct solution to
the difficulty that governments most worry about: how to
deal with the increasing numbers of frail older people.
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Re-invigorating Japan’s commitment to global health:
challenges and opportunities
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Over the past 50 years, Japan has successfully developed and maintained an increasingly equitable system of universal
health coverage in addition to achieving the world's highest life expectancy and one of the lowest infant mortality rates.
Against this backdrop, Japan is potentially in a position to become a leading advocate for and supporter of global
health. Nevertheless, Japan's engagement with global health has not been outstanding relative to its substantial
potential, in part because of government fragmentation, a weak civil society, and lack of transparency and assessment.
Japan’s development assistance for health, from both governmental and non-governmental sectors, has remained low
and Japanese global health leadership has been weak. New challenges arising from changes in governance and global
and domestic health needs, including the recent Great East Japan Earthquake, now provide Japan with an opportunity
to review past approaches to health policy and develop a new strategy for addressing global and national health. The
fragmented functioning of the government with regards to global health policy needs to be reconfigured and should be
accompanied by further financial commitment to global health priorities, innovative non-governmental sector
initiatives, increased research capacity, and investments in good leadership development as witnessed at the
G8 Hokkaido Toyako Summit. Should this strategy development and commitment be achieved, Japan has the potential
to make substantial contributions to the health of the world as many countries move toward universal coverage and as

Japan itself faces the challenge of maintaining its own health system.

Introduction

With less than 5 years to achieve the Millennium
Development Goals (MDGs) and an ever-increasing array
of post-MDG challenges, such as a rising proportion of
elderly people worldwide and the non-communicable
disease epidemic,' the worldwide community is in need
of a new strategy for global health. Increasingly regarded
as crucial to sustaining and expanding present global
health efforts, the movement toward universal health
coverage has been rapidly gaining traction in recent
years, prompting WHO to make it the focal point of its
2010 world health report.**

However, seeking to provide affordable access to
appropriate health services for all is an ambitious
undertaking and will need a change in our understanding
of global health, as recently put forth by Koplan and
colleagues’® and Frenk.® With restricted time and resources
at our disposal, global health cannot simply be viewed as
resource transfers from rich to poor countries. Instead,
global health, defined as issues that directly or indirectly
affect health but can transcend national boundaries, now
needs real mutual partnership, a pooling of experience
and knowledge, and a two-way flow between developed
and developing countries. These needs are especially
relevant if we are to successfully progress toward
universal coverage, which will need the adoption of what
Frenk calls “a process of shared learning among
countries”,* whereby countries work together to
expeditiously establish best processes for achieving
universal coverage—a crucial effort that this Series in
The Lancet aims to start through the lens of Japan.
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Key messages

Health is an important priority for Japanese people in
domestic and foreign policy.

There is a gap between the Japanese public's foreign
policy priorities and how Japanese foreign assistance is
allocated in reality. Although greater than 70% of the
Japanese public rated health as the most important
priority for Japanese foreign assistance, the Government
of Japan only spends 2% of its total official development
assistance on health.

This priority gap exists because of substantial
government fragmentation, a weak civil society, and a
lack of transparency and assessment.

Japan's health expertise in achieving some of the world’s
best health outcomes and universal coverage is
underused in tackling global health challenges.

Japan can overcome obstacles to effectively share and
transfer its diverse national health expertise in pursuit of
global health by establishing a high-level governmental
global health committee, increasing its financial
commitment to global health, promoting innovative
initiatives in the non-governmental sector, increasing
Japan's research capacity, and developing Japanese
global health leadership.

Japan should be more regionally engaged in helping
developing Asian countries achieve universal health
coverage and the Millennium Development Goals
given its shared historical, geopolitical, and

economic experiences.
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As a healthy and prosperous country ranked first in the
world in terms of life expectancy, Japan is uniquely
positioned to share its technical expertise and experiences
in domestic health provision with the global community
in pursuit of better global and regional health outcomes.
Although Japan’s achievements in domestic health are
not necessarily directly attributable to strategic, evidence-
based policy making, much can be learned from Japan’s
accumulated experience over five decades of providing
universal insurance coverage, long-term care" and
some of the world’s best maternal, newborn, and child
health care.” However, to convey these lessons to the
worldwide community there is need for substantial
funding, a rigorous system of assessment, developed

Search strategy and selection criteria

To establish the nature and extent of Japan’s commitment to global health, we used three
separate but interlinked research strategies. First, we systematically reviewed published
work to identify the key aspects of global health, Japanese policy in global health, and the
level of public support in Japan. Our search terms included “Japan*, Nippon, Nihon”,

“assistan®, don*, aid”, "health*, water, sanitation, hygien*", "education”,

e "o

view"; opinion”,

“competen*, limitation*, advantage®, disadvantage®, strength, weakness”, and
“definition*”. Our search strategy involved keywords in both English and Japanese. We
included any comparative study that included interventional and observational aspects
of Japanese development assistance for health. We excluded published work that
considered development assistance as a whole, by other countries, or both. Our search
strategy involved a search of databases, including Medline, the Cochrane Library, Embase,
POPLINE, African Health Line, and LILACS; a search of the websites of various Japanese
ministries, the Organisation for Economic Co-operation and Development (OECD), the
UN, other international organisations, bilateral agencies such as the Japan International
Cooperation Agency (JICA), and other sites identified during the search process; a search
of the bibliographies of research reports identified by the above methods for reference
to other studies suitable for inclusion; contacting the authors of key reports for
information about other studies missed by the above methods; and contacting known
or recommended experts in the specialty. Published work we identified was critically
appraised by RL, RM, and SK. All disagreements were resolved through a process of
discussion with the other co-authors.

Second, we did a descriptive analysis of Japan’s development assistance for health with
data from the ministries of foreign affairs, health, labour and welfare, finance, and
education, science, and technology; JICA; Japan Federation of Economic Organisations;
the MOFA-NGO Regular Meeting Network on the Global Issues Initiative on Population
and AIDS and the Okinawa Infectious Diseases Initiative; and other agencies. We
reviewed and assessed the datasets rigorously for their quality, consistency, and
comparability within the framework of internationally comparable development
assistance for health. We also used other publicly available data from the Institute for
Health Metrics and Evaluation and the OECD Development Assistance Committee to
assess trends and make international and intersectoral comparisons.

Finally, we supplemented our search with results from a new national survey on general
official development assistance, which sought information about public attitudes toward
Japanese global health policy. This survey was administered by the Cabinet Office between
June 17 and 27, 2010. We employed a two-stage stratified random sampling process to
obtain a nationally representative sample with the most recent national census.
Face-to-face interviews were done by members of a research firm with experience in
public-opinion polls. The survey included a module about the public’s view of Japan’s
contributions to global health (webappendix).
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human resources in global health, and effective bridges
between Japan's global health community and its
domestic health experts—the gatekeepers of Japan's
accumulated health knowledge and experience. However,
so far, all of these inputs have been lacking in Japan’s
approach to global health.

Burdened with new domestic challenges such as a
rapidly growing elderly population, soaring budget
deficits, low economic growth, and a recent national
disaster,” Japan is now at a turning point in terms of
redefining its commitment to and strategy in global
health. Will it be able to fulfil its responsibility as a citizen
of the global community to share its vast knowledge and
expertise in health care?

Our aim is to show how Japan can be a more effective
contributor in the pursuit of global health. We recognise
that, in the 2Ist century, addressing global health
challenges increasingly needs attention to be paid to many
issues beyond health care, ranging from environmental
pollution to food safety. However, a discussion of Japan’s
engagement on such issues is beyond the scope of this
Series, which focuses on the issue of universal coverage.
Consequently, we will specifically address how Japan can
more effectively leverage and transfer its accumulated
expertise in domestic-health provision into the global
health arena. We first review Japan's health diplomacy
contributions up to now and assess Japan’s core
competencies and limitations in global health.*" We
conclude with key recommendations on how Japan can
strengthen its commitment to and effect on global health
in addition to a new Japanese vision for regional and
global health engagement.

Japan’s global health framework

Origins of global health diplomacy

After the end of World War 2, Japan was left in search of
a new foreign-policy direction.” No longer able to
maintain military forces because of the constraints
imposed by its pacifist constitution after the war, the
Japanese Government decided “to contribute to the
peace and development of the international com-
munity”.”* This foreign policy shift was both motivated
by humanitarian considerations as well as an
understanding that, in our interconnected world,
Japanese security and prosperity is invariably tied to the
development and stability of developing countries.”
Since then, Japan has pursued peacetime development
through its official development assistance programme
(ODA), which has been used to serve varying Japanese
interests over the years.”

While Japan was developing economically in the 1950s
and 1960s, Japanese ODA was tied to the purchase of
Japanese products, thereby expanding Japan's export
market while simultaneously providing assistance to
developing countries.” However, starting in the late 1970s
and progressing into the 1990s, Japan began using its
ODA to promote closer ties with its Asian neighbours
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and to increase Japan’s power and influence in the world
at large, much like China is doing now.”* These efforts
were characterised by a substantial increase in ODA in
the 1980s and 1990s, which ultimately led Japan to
become the largest ODA donor in the world between
1991 and 2000.*

For many years, Japanese ODA was geared towards
peace building and geopolitical activities.” However,
in 1998, realising that sustainable “economic growth and
human development require not only political stability
but other favourable...social factors as well,”® the
Japanese Government adopted human security as the
cornerstone of its foreign policy, which expanded the
scope of Japan's ODA to other humanitarian concerns.
Seen as an integral part of promoting one of the
fundamental tenets of human security—freedom from
want—health came to be viewed as an indispensable part
of Japan’s development assistance.”

Players in global health

Less than a decade after the devastation of World War 2,
in 1954, Japan emerged as an ODA donor country on
joining the Colombo Plan, an intergovernmental
initiative that provided aid to developing Asian countries.
At the time, the country was fragile, the economy had
still not recovered, and Japanese society was tirelessly
rebuilding itself. With most of the country’s attention
focused on its own domestic development, the Japanese
Government emerged as the dominant player in
implementing Japan's global health agenda, coordinating
primarily with major international organisations, such as

UNICEF and the World Bank.
Japan’s own bilateral development agency, the Japan
International  Cooperation Agency (JICA), was

established in 1974 to address global issues, reduce
poverty through equitable growth, improve governance,
and achieve human security around the world.” In 2008,
JICA merged with the Japan Bank for International
Cooperation. This merger enabled the new JICA to use
the loan scheme for aid and become the second largest
overseas assistance agency after the World Bank. Until
then, JICA’s assistance scheme was confined to technical
cooperation and grant aid, which severely restricted the
size and scale of the development assistance projects
that Japan could undertake.

Despite the rapidly changing landscape of the global
health community, Japan's government-dominated,
ODA-focused development framework is still in place
today. Even though the number of non-governmental
organisations (NGOs) contributing to global health has
increased since the 1980s, Japanese civil society remains
small, fragmented, and still primarily dependent on
government funding because of the historical lack of
charitable contributions and lack of tax exemptions for
private donations.® The contributions of academic
institutions and independent think tanks to global
health is also slight. Although there are more than
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80 departments of public health in medical schools and
three schools of public health in Japan, only a handful
of them are actively engaged in global health research
and education. As for Japan’s for-profit sector, although
there have been a few exceptions, Japanese companies
have remained largely uninvolved in global health
efforts despite being uniquely positioned to make
important contributions through their comparative
advantages in technology and technical expertise.
Central to this ongoing lack of engagement has been a
concerning unawareness of global health problems
among the Japanese public, which can be explained at
least in part by insufficient Japanese media coverage of
global health issues.

Guiding principle of aid

Japan’s foreign assistance policy is to a large extent
shaped by Japan's view of assistance as part of a
partnership with developing countries.” It follows then
that Japan’s assistance approach focuses on the requests
of recipient countries, according to the tenet of self-help
and country ownership.” To this end, Japan has focused
its health ODA on capacity building and sustainability,
which is unique among major donors.” With few
exceptions, Japan’s emphasis on self-reliance also keeps
the Japanese Government from providing general,
unspecified budget support to the recipient country’s
health sector—a practice that has become popular among
European donors.”

The principles of demand-driven assistance, however,
have not always worked out in practice as the demands of
recipient governments and the actual needs of
beneficiaries are not always consistent. The potential
pitfalls of this approach are readily evident in Japan's
health assistance to Sri Lanka between 1978 and 1988. At
the request of the Sri Lankan Government rather than an
objective assessment of Sri Lanka's health needs, the
Japanese Government funded the construction of a large
tertiary hospital. Despite accounting for more than a
third of all Japanese health aid to Sri Lanka between 1978
and 1988, the 1001-bed hospital was severely underused,
with only 66% of the beds being commissioned 3 years
after it opened—a clear indication that the project did not
adequately consider Sri Lanka’s health priorities and the
health sector’s absorptive capacity.”

To be fair, the donor-driven approach of recent global
health initiatives has also been the subject of some
debate, most notably because global health initiatives
tend to focus on their own specific targets, sometimes to
the detriment of other health needs identified by the
recipient country.” In view of this focus, Japan’s willing-
ness to consider the requests of recipient countries is
potentially advantageous. However, for this development
approach to be effective, objective assessments of the
recipient countries’ health needs are essential to guide
Japan when considering ODA requests in addition to
rigorous monitoring and assessment.
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Figure 1: Development assistance for health as a proportion of national
income by channels of assistance, 2008
GNi=gross national income.
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Figure 2: Allocation of Japanese development assistance in health, 2008
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Data also from Ministry of Foreign Affairs; Ministry of Health, Labour and Welfare; Ministry of Finance; and

Ministry of Education, Science, and Technology; the Japan International Cooperation Agency; Japan Federation of

Economic Organisations; and the MOFA-NGO Regular Meeting Network on the Global Issues Initiative on

Population and AIDS and the Okinawa Infectious Diseases Initiative, 2010 (unpublished). UNFPA=United Nations

Population Fund. IDA=International Development Association. Global Fund=Global Fund to Fight AIDS,

Tuberculosis and Malaria.
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However, so far, investigation of the effect of Japanese
ODA has been limited by resistance from bureaucrats to
independent assessment.”* It was only in 2008 that an
ODA advisory committee assessed Japan's development
assistance for health for the first time. The positive side
of the assistance was characterised in terms of the
elaborateness of follow-up activities, consistency, and
elaborateness in planning. The weaknesses included
slow decision making, rigid financial scheduling, lack of
flexibility at the community level, and lack of integration
between bilateral and multilateral assistance.” These
findings are limited, however, by the fact that the review
was qualitative in nature and ad hoc.

Recent trends in assistance for health

Although the Ministry of Foreign Affairs sets Japanese
global health policy, the lack of rigorous reporting and
assessment makes it difficult to track and assess Japan’s
development assistance for health (DAH), which
includes both public and private sources of funding. So
far, there have been no comparative studies on DAH in
Japan, and discrepancies exist in the DAH data available
from different organisations.” Moreover, the classifi-
cation system and definition of financial data on Japanese
ODA has varied over the past 15 years. As a result, it is
difficult to assess trends across Japan's three major
global health initiatives (Global Issues Initiative on
Population and AIDS, 1994-2000; Okinawa Infectious
Diseases Initiative, 2000-05; and Health and Develop-
ment Initiative, 2005-10).

Because of these limitations, we assessed trends in
Japanese DAH with available data from the Organisation
for Economic Co-operation and Development (OECD)
Development Assistance Committee and the Institute for
Health Metrics and Evaluation in addition to a newly
constructed dataset for this study. Figure 1 shows DAH
in 2008 in G7 countries as a percentage of the country’s
gross national income (GNI) in the same year, ranked
from highest to lowest. In this context, Japan contributes
the smallest share of DAH as a percentage of GNI
(0-013%), whereas the USA contributes the largest share
(0-082%), followed by the UK, France, and Canada. Japan
has also been the only OECD country to sustain a decline
in DAH in recent years while the US Government, civil
society, philanthropic foundations, and various European
countries, notably France and the UK, have substantially
increased their DAH since the MDGs were declared
in 2000.

Several factors contribute to Japan’s disappointing
performance. First, Japan's stagnating economy has
inevitably led to reductions in the Japanese Government’s
DAH contributions, also known as health ODA. Second,
Japan's health ODA is set at only 2% of its total ODA,
which is substantially lower than the average for OECD
countries at 15%. Further to this, Japan’s non-
governmental sector only accounts for less than 1% of
Japan’s total DAH by contrast with the USA where the
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In terms of channels of assistance, figure 2 shows that
Japan channels 40-4% of its DAH through bilateral
mechanisms and 59:0% through multilateral mech-
anisms, with close to half of its DAH going to the Global
Fund to Fight AIDS, Tuberculosis and Malaria, the World
Bank International Development Association, and WHO.
Meanwhile, the USA directs only 9.7% of its DAH
through multilateral mechanisms, with the largest share
channelled through NGOs and other private organ-
isations. When donor contributions to WHO are dis-
aggregated further as core or voluntary funding, it is clear
that most of Japan’s contribution is classified as core
funding (86-8%)—an inevitable consequence of UN
funding rules, which dictate core contributions on the
basis of the country’s GNI. Unfortunately, donors cannot
determine how core funds are used, thus preventing
Japan from playing a more prominent part in setting the
global health agenda within WHO. By contrast, 64-2% of
the UK’s funding to WHO is in the form of so-called
voluntary contributions, which enables the UK to actively
participate in managing funding allocation.

Global health priorities

In terms of financial contributions, Japan has been
largely directing its DAH toward infectious disease
control including HIV/AIDS, tuberculosis, and malaria
control (figure 3). It also directs its DAH toward
improvements in health policy and administrative
management, such as institutional capacity building as
well as basic health care and medical services such as
primary health-care programmes and improvements in
laboratories  including equipment and supplies.
Meanwhile, Japan allocates a small proportion of its DAH
towards health-personnel development (1.9%) and
research and development (2-5%).

In terms of regional priorities, Asia has always been
the largest beneficiary of Japan’s foreign development
assistance because of Japan's political and economic
relations with other countries in the region. However, the
proportion of ODA to Asia declined from 65-7% in 2000
to 20-1% in 2008, as Japan shifted its geographical focus
for assistance, partly because of economic growth in
Asia. Japan is now enhancing its support to Africa and
the Middle East (mainly Afghanistan and Iraq), which
shared the largest proportion of Japanese assistance
in 2008, 44-5% and 26-2%, respectively. Central to the
rationale for this shift in geographical focus has been
Japan’s commitment to peace-building efforts, the poor
progress achieved in improving health outcomes in sub-
Saharan Africa, and Japan's strongly held belief that
there will be “no stability or prosperity in the world
unless the problems of Africa are resolved”.” This strong
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Figure 3: Distribution of development assistance for health in Japan, 2005-09

Data from Ministry of Foreign Affairs; Ministry of Health, Labour and Welfare; Ministry of Finance; and Ministry of
Education, Science, and Technology; the Japan International Cooperation Agency; Japan Federation of Economic
Organisations; and the MOFA-NGO Regular Meeting Network on the Global Issues Initiative on Population and

MIDS and the Okinawa Infectious Diseases Initiative, 2010 (unpublished).

commitment to Africa’s development can be traced back
to the 1990s when Japan launched the First Tokyo
International Conference on African Development at a
time when Africa was not at the forefront of the worldwide
community’s development efforts.”

Japan’s untapped potential
Thus far, this Series in The Lancet has showcased the
wealth of knowledge and expertise on health that Japan
has accumulated over 50 years in its own quest to improve
the health and wellbeing of its people. As shown in the
first report of this Series," Japan reduced child mortality
rates substantially by scaling up key child-survival
interventions and developing an effective link between
community-based and facility-based care for maternal,
newborn, and child health during the 1960s. Japan also
effectively reduced adult mortality rates through public
subsidies for treating tuberculosis, provided universal
access to basic medical services, and reduced inequities in
co-payments across different insurance plans over time.*
These experiences and expertise are highly relevant in
an era of scaling up interventions to achieve the health-
related MDGs, and Japan’s experience and knowledge of
health insurance® and long-term care® will also be a
huge asset in the post-MDG movement towards long-
term care in societies where the proportion of elderly
people is increasing. As a citizen of our increasingly
interconnected and interdependent world, Japan should
be actively sharing these accumulated insights with the
international community and using them to strengthen
national health around the world in pursuit of progress
in global health.
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To Japan's credit, the Japanese have in many instances
shown substantial leadership in global health initiatives,
such as in the eradication of smallpox. As the chief of the
WHO Smallpox Eradication Unit between 1977 and 1985,
Isao Arita was responsible for overseeing the WHO's
efforts to eradicate smallpox—achieved under his
leadership in 1980.* Similarly, Arata Kochi, a Japanese
public health physician, directed the WHO’s tuberculosis
programmes for 10 years and was instrumental in
promoting the worldwide implementation of the Directly
Observed Treatment Short course strategy to treat
tuberculosis in the 1990s, which the WHO Director-
General declared in 1994 as the most important public
health breakthrough of the decade.”

At the intergovernmental level, the Japanese
Government has also successfully raised the issue of
global health as a major agenda item in two of the
recent G8 summits it hosted in Kyushu-Okinawa and
Hokkaido Toyako.” By employing a participatory process
of multiple stakeholders, the Japanese Government was
able to effectively facilitate the development of strategic
public—private partnerships, most notably the Global
Fund.®* This approach made it possible to reach
high-level policy makers and bureaucrats and to put
the strengthening of health systems high on the
G8 agenda,”*

Although these successes in global health have been
under-recognised, because Japan has traditionally
adopted a low profile, our analyses show that Japan has
not yet achieved its full potential to affect global health.
Perhaps the most visible sign of Japan's untapped
potential is its low financial commitment to global health.
Further to this, the absence of a long-term, evidence-
based global health strategy is prominent because of a
lack of rigorous assessment by health experts. Japan’s
contribution in terms of human resources to develop
global policies is disappointing despite its breadth of
expertise in domestic health issues. A recent analysis by
the UN,* for instance, showed that UN staff of Japanese
origin are under-represented. Furthermore, only one
staff member with an advanced health degree is employed
by the Ministry of Foreign Affairs and an estimated 29 by
JICA—a clear indication that there is insufficient
emphasis placed on the development and recruitment of
Japanese global health experts.

Re-invigorating Japan’s commitment

In view of the fast-approaching MDG deadline and the
emergence of increasingly complex post-MDG health-
care challenges, global health, now more than ever,
should be a priority for Japan. Loudly echoing this
sentiment are the Japanese people themselves. In a
public opinion survey undertaken in 2010 by the Cabinet
Office,” greater than 70-0% of the Japanese general
public rated health as the most important priority for the
government to invest in of all the potential priorities for
which development assistance could be provided. This
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survey also showed that 58:0% of respondents thought
that the government should increase its health ODA
despite economic setbacks, whereas only 28-7% thought
that it should be reduced. Clearly there is a wide gap
between what Japan is currently contributing to global
health and what the Japanese public thinks Japan is
capable of contributing. Such overwhelming public
support represents a viable window of opportunity to
enact reform at a time when the world so urgently needs
greater global health engagement.

Recommendations for reform

The opportunity for change

In 2009, the Ministry of Foreign Affairs announced a
revised ODA policy direction, which emphasised
achieving the MDGs, multistakeholder partnerships, and
more effective assistance.” Although the proposed
reforms by the Ministry of Foreign Affairs represent a
step in the right direction, substantial changes to Japan’s
present global health framework are desperately needed.
In the present period of political transition and
widespread public backing, Japan has the opportunity to
prepare for radical, not incremental, change.” We
recommend bold actions to start this process of reform.

Government agencies and a global health committee
The greatest barrier to reform is Japan’s antiquated but
deeply entrenched institutional mechanism for global
health policy making. It is characterised by fragmented
relations between the different ministries and agencies
tasked with global health initiatives. In the present
fragmented framework, the lack of consensus and
coordination between the Japanese Diet; the Ministry of
Foreign Affairs; the Ministry of Health, Labour and
Welfare; the Ministry of Finance; and Japan's bilateral
developmentagency, JICA, greatly slows, if not completely
stifles, progress. Against this backdrop, how can Japan
transfer its accumulated domestic health knowledge into
relevant global health strategies?

We recommend the creation of a global health
committee in the highest level of Japan's Government,
consisting of policy makers, bureaucrats, academics, and
civil society representatives both from within and outside
Japan. Such a process was successful in surmounting
substantial fragmentation and lack of coordination at
the time of the G8 Hokkaido Toyako Summit in 2008.
That one-off exercise needs to be renewed and sustained
institutionally. Moreover, the implementing agencies,
namely JICA, the National Institute of Public Health, the
National Institute of Infectious Diseases, and the
National Centre for Global Health and Medicine, also
need to be consolidated and equipped with stronger
technical expertise and capacities.

This restructuring of the interactions of Japanese
global health participants would greatly facilitate efforts
to tackle one of the country’s greatest obstacles: its low
spending on global health. The proposed consolidation
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