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Context and future challenges in Japan’ s health system
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Japan has experienced remarkable improvements in health over the past 50 years,
which occurred in the context of the introduction of a universal health coverage system
based on affordability, equity and high coverage. However, in the past 30 years, as
Japan passes through the epidemiological transition, new challenges have arisen that
require changes to the organization, governance and perspective of the health system.
At the same time, Japan has undergone major demographic changes leading to an
aging society with growing elderly population, and economic stagnation have restricted
the fiscal space available for UHC as well as created new economic strains. This report
describes the challenges Japan’ s health system faces in the context of these changes,
and outlines some of the future policy reform problems that the Japanese government
will face.
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Japan is the world’s third largest
economy, with a correspondingly high
standard of living, levels of development,
safety, and stability. Japan is a

constitutional  monarchy with a
parliamentary system of government
and is split into 47 prefectures spanning
four main islands with many small
archipelagoes. Tokyo, the capital, is one
of the largest cities in the world and the
country as a whole is highly urbanized.
Japan’s population of 126 million people
is ageing rapidly due to low birth rates
and increased life expectancy. This has
led to what some claim is an imminent
demographic crisis.

Healthcare in Japan is centered around
the National Health Insurance system
which since its founding in 1958 has
provided comprehensive coverage to all
Japanese citizens. Thanks to its overall
effectiveness and  advances in
technology, Japan has for many years
enjoyed increases in life expectancy
along with decreases in maternal and
infant mortality. However, in recent
decades incidence of lifestyle -elated

diseases such as obesity and diabetes

has increased significantly. This rise,

along with population ageing, is placing
strain upon the national health system.
Coupled with over two decades of
economic slowdown, Japan must now
find policies that balance universal
coverage, support for the elderly, and
financial sustainability.
Understanding the economic and
sociodemographic context for health in
Japan is important to understand the
policy challenges Japan faces and
reforms that will be needed to maintain
universal health

and improve its

coverage system. This report will
describe this context and set out the
future challenges facing the Japanese

health system.

B. #WrgETiE

Using available data from the Ministry
of Health, Labor and Welfare, the
cabinet office and published papers, this
report summarizes the health context.
Data was obtained on economic changes,
demographic trends and core health
indicators for Japan and OECD
countries for the period 1980 — 2012.
This data was summarized and
combined with data on the burden of
obtained  from

specific  diseases



published research and the Global
Burden of Disease project 2010. Finally,
health behavior and risk factor
prevalence data were obtained from
published sources, and trends in risk
Japanese

factors analyzed for the

population.

C. WHIERER VB

C-1 Sociodemography

Because of the sharp decline in Japan’s
birth rate, the shape of the population
pyramid is no longer like an original
pyramid (Figure 1). The two bulges of
the pyramid represent two baby booms,
with the first one occurring shortly after
the Second World War (1947-1950) and
the second one in the early 1970’s.
Japan has a large ageing population
and will face an unprecedented ageing
society when the first baby boomers
(now o§er 55 years old) retire.

As shown in Table 1, the population in
Japan has increased steadily from 117
million in 1980 to 128 million in 2010,
followed by a declining trend 2013 (127
million). The proportion of the
population aged 65 years and over was
almost double the proportion of 0-14

years olds in 2013. The proportion of the

population aged 65 years and older
increased from 9% in 1980 to 25% in
2013, while the proportion of the
population aged 0-14 years fell from
23.5% to 12.9%. The total fertility rate
was below the replacement level (2.0
children per women) for all years from
1980 to 2013. Thus, the annual
population growth rate has decreased
steadily and became negative in 2013.
The crude birth rate shows a decreasing
trend over time (from 13.6 per 1000
population in 1980 to 8.2 in 2013), while
there has been a consistent increase in
life expectancy. Among the OECD
countries, Japan had the lowest fertility
rate along with highest mean maternal
age at first birth (Sleebos 2003).

There are several reasons for the
population decline in high-income
countries like Japan: delayed marriage,
an increasingly large unmarried
population, changes in the housing
environment and social customs,
increasing numbers of women in the
workforce, maternity and childcare
leave, and rising costs of childbirth and
child-raising (Jones 2007; Morgan and
Taylor 2006; Sleebos 2003). The age-

dependency ratio, the number of people



who are too young or too old to be in the
labour force divided by the working-age
population, increased from 48.4 in 1980
to 61.1 in 2013. Urbanization is also
taking place quite rapidly. In 1980,
23.8% of the population was rural but by

2013 this had declined to 7.5%.

C-2 Economic context

Japan 1s the world’s third largest
economy by gross domestic product
(GDP) and is a member of the GS8.
Although in the immediate postwar
period Japan’s GDP increased rapidly,
the economic crisis of the 1990s growth
caused several periods of stagnation
and recession (Table 2). Value added by
the service industry was 71.3% of GDP
in 2010, representing a 4.0% rise from
2000 levels.
by industry fell by 3.6% to 27.5% of GDP

However, the value added

in the same period, as did agriculture by

0.4% to 1.2% of GDP.

Historically Japan has had low levels of

unemployment. However, since the
1990s the percentage of the labour force
out of work has grown from 2.0% in 1990
to 5.0% by 2010 due to changing

patterns of employment. This has been

accompanied by a gradual shrinking of
the total labor force population between
2000 and 2013 by 3.0%. The proportion
of part-time and contingent workers has
continued to grow in recent years and
has increasingly been seen as a labour
problem with serious social implications.
Gini coefficients quantifying income
inequality declined (meaning income
was  distributed more  equally)
continuously from 1962 to 1981. In the
1980s and 1990s Japan’s Gini coefficient
increased (showing higher income
disparity) before reaching a peak in the
2000s. By 2010 the coefficient was
0.377, a slight decrease from the 2000
level of 0.379. Worries about the impact
of increasing inequality on access and

quality of healthcare are common.

C-3 Health status

Table 3 presents trends in life
expectancy at birth and death rates
from 1980 to 2012. Life expectancy has
increased rapidly over the past 50 years
in Japan. The life expectancy at birth
increased between 1980 and 2008 by
6.59 years for men and 7.65 years for
women, reaching 79.9 years and 86.4
Healthy life

years, respectively.



expectancy, the expected years of life in
self-perceived good health, was 72 years
for men and 77 years for women in 2012.
There has been a  consistent
improvement in mortality rates over the
years, with the greatest improvement
seen in age-adjusted mortality rates.
The difference between life expectancy
and healthy life expectancy shows the
numbers of years an individual can be
expected to live in poor health, which
was 7.9 years for men and 10.4 years for
women in 2012. The crude mortality
rate shows a gradual increase since
1980, reflecting population ageing.

There have been rapid gains in life
expectancy over the past 50 years in all
OECD countries, as shown in Table 4.
Of the 11 high-income OECD countries,
Japan has the highest life expectancy, at
86.4 years in 2012 and Japan also has
the world’s longest life expectancy. This
relatively long life expectancy pésition
compared to other OECD countries has
been sustained over time. Among the
other OECD countries, France has the
second position followed by Italy and
Korea. On the other hand, the lowest

life expectancy among OECD countries

was observed in Mexico, at 77 years.

10

Maintaining healthy lifestyles, regular
medical checkups, proper medical and
long-term care, and healthy diets may
contribute to long Thealthy life
expectancy in Japan.(Horiuchi 2011;

Ikeda et al. 2011)

C-4 Burden of diseases

Like many high-income countries, non-
communicable diseases (NCDs) are now
the leading causes of morbidity and

mortality in Japan while the

communicable diseases burden

decreased substantially in the past five
decades. The major diseases of cause
death, disability, and burden during
1980 to 2010 are described below.

Table 5 shows the number and rate (per
100,000 population) of main causes of
death in Japan by selected years.
Overall, NCD deaths increased rapidly
1990 to 2010

from compared to

communicable diseases.(Ikeda et al.

2011) Circulatory diseases, cancer,

cerebrovascular and ischaemic heart

diseases and chronic respiratory

diseases have remained the leading
killers during the past five decades in
Japan. This trend has been increasing
1980. However,

since transport



accident-related death rates decreased
almost 50% in the past five decades
(11.4 deaths in 1980 and 5.1 deaths in
2012) and suicide deaths rates
decreased slightly since 2000 (24.1
~ deaths in 2000, 23.4 in 2010 and 21.0 in
2012). Similar to Europe and other
Western countries, breast cancer deaths
tripled since 1980, making it becoming
the second leading cause of death
patients. Infectious

among cancer

disease death rates, particularly
tuberculosis, decreased sharply over
this period.

Disability-adjusted life years (DALYs)
are a health metric used for assessing
the disease burden, which is defined as
yvears of healthy life lost to both fatal
and non-fatal disease (Murray et al.
2012). Tt is estimated by summing two
components: years lost due to
premature death (YLLs) and years lived
with disability (YLDs). Table 6 shows
the number, rate, and percentage of
DALYs by major disease categories.
Broadly for Japan, while gains are being
achieved for cerebrovascular diseases,
and also for transport-related injury
and suicide, for many of the major

causes of disease burden the overall
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burden has increased over the past two

decades. The improvements were
largely achieved by death rate reduction
particularly infectious diseases deaths.
Conversely, overall an increase in DALY
burden across many conditions is
primarily associated with an increasing
disability.

In 2010, NCDs contributed 26 million
83%) DALYs, while

(or of total

communicable including maternal,
neonatal and nutritional disorders
contributed two million (7%) and
injuries three million DALYs (10%). A
slight increasing trend of DALYs was
observed for all categories of diseases
over the past 20 years. Population
ageing, high prevalence of hypertension,
increasing risk from NCDs, and lower
levels of physical activity may be
responsible for this increase in DALYs
in Japan (Tanaka 2012).

Another measure of disease burden is
years of life lost (YLLs), which are
calculated by summing the total
number of years of life lost due to death
and multiplying the number of deaths
by a standard life expectancy.(Murray et
al. 2012) Figure 2 presents the change

in the top 15 leading causes of YLLs due



to premature death from 1990 (left
panel graph) and 2010 (right panel
graph) in Japan. The top five leading
causes of YLLs in Japan are dietary
risks, high blood pressure, tobacco
smoking, ambient particulate matter
pollution, and alcohol consumption from
1990 to 2010. Dietary risks, high blood
pressure, and tobacco use accounted for
around 50% of YLLs in 1990 and 2010.
Stable values in YLLs may be due to

increasing prevalence of hypertension

among the Japanese adult population.

C-5 Risk factors

Diabetes and hypertension are two
major chronic diseases in Japan and
have become a major public health
concern among all OECD countries. The
age-standardized prevalence of diabetes
was 9.7% for men and 6.1% for women
in 2010. Between 1980 -and 2010, the
prevalence of diabetes increased nearly
three-fold in men and twice in women.
Japan is among the top 10 countries for
the largest number of adults living with
diabetes in the world (International
Diabetes Federation 2015). The reason
for this striking increase in diabetes

among Japanese is not clear (Ministry
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of Health 2007), but low dietary fiber
intake and high glycemic index could
associated with this increase, in view of
the preference of Japanese people for
highly refined rice and bread as their
main staples (Sasaki 1964).
Hypertension is another major chronic
disease, acknowledged as one of the
established risk factors for stroke and
cardiovascular diseases in Japan. Japan
has one of the highest prevalences of
hypertension in the OECD, at 57.6% for
men and 42.2% for women in 2010.
Lowering sodium intake is strongly
recommended and salt intake has been
identified as a strong risk factor for
hypertension in Japan (Miura et al
2013a). Public health programmes
established to promote salt reduction
and primary care management of high
blood pressure with antihypertensives
have been credited with large
reductions in hypertension in Japan.
Age and sex-specific prevalence of
diabetes and hypertension are shown in
Figures 3 and Figure 4, respectively and
show  Japan’s  achievements in
hypertension control. For both sexes,
the prevalence of diabetes appeared to

remain unchanged over the years in all



age categories except for men aged 60
years and older, amongst whom a sharp
increasing trend in diabetes prevalence
can be seen. Age-specific prevalence of
hypertension appeared to remain
unchanged or showed a decreasing
trend over time. However, further
monitoring 1s needed of men aged 50
years or older, because of increasing
prevalence of hypertension between
2000 and 2010 amongst some older age
groups.

According to the recent report of the
Federation

International Diabetes

(IDF) (International Diabetes
Federation 2015) Japan is among the
top ten countries with the largest
number of adults with diabetes. Figure
1.6 shows prevalence of diabetes among
OECD  countries. Among OECD
countries, Japan ranked 6% position
with a prevalence of 7.6%. The highest
prevalence of diabetes, 9.6%, was in
Portugal and lowest prevalence, 3.9%,
was in Lithuania.

In 2013 the prevalence of obesity with a
body mass index of 30 kg/m? or greater
was only 4.5 % for men and 3.3% for

women. While the prevalence of obesity

was constant among women over time,
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it increased between 1980 and 2013
from 1.5% to 4.5% in men. Prevalence of
overweight or obesity with a body mass
index of 25 kg/m? or greater is much
higher in men than women. In 2013, the
prevalence of overweight or obesity was
28.9% for men and 17.6% for women.
While the proportion of overweight or
obese women was constant, it increased
rapidly in men from 18.0 % to 28.9 %
between 1980 and 2013. Although,
prevalence of obesity is still much below
that other developed countries,(Ng et al.
2014) an increasing trend has been
observed in both men and women since
1990.

Japan has made limited progress in
reducing tobacco consumption over the
past few decades compared to other

it remains a

The

OECD countries, and
leading cause of early death.
trend in tobacco use in Japan is shown
in Table 9.

Tobacco related intervention programs
including public awareness campaigns,
smoking bans in public and work places,
smoking cessation reimbursement
support, and increased price on tobacco
related products may have helped
the of tobacco

reduce prevalence



