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Overview of Japan’s health care system

1 [FCHIC
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1 Introduction

Japan is known as a country which achieved Universal Health Coverage (UHC) in the 1960s, and UHC
is listed as one pillar of Japan’s global health diplomacy. Japan is experiencing an aging society with low
birth rate which no other developed country has experienced before. Japan is continuing its endeavors to
maintain the health system, through learning from other countries’ best practices as well as leading the
world’s progress toward achieving UHC. Here, we briefly review Japan’s health care system, mainly on
public health activities, medical service provision, and medical insurance.
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1-1 Geography

Japan is an island country forming an archipelago in the North Pacific, located in the east of Asia, and
adjacent to the east of the Korean Peninsula. It is surrounded by the Sea of Japan in the North, and the
Pacific Ocean in the South. There are no land borders. Japan is composed of over 6,000 islands, but the
majority of the population is concentrated in the four major islands (from north to south; Hokkaido,
Honshu, Shikoku, and Kyushu).
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1-2 Population composition

Japan has a population of 126,786,000 as of July 1, 2017 (Survey by Ministry of Internal Affairs and
Communications Statistics Bureau). The overall population of Japan has continued to decline since 2011
with its peak of 128,084,000 in 2008. The number of newborns also continues to decrease. The average
life expectancy is one of the world's longest (men 80.98 years, and female 87.14 years; as of 2015). The
percentage of the elderly population is the world's highest, and increasing by 0.7% per year (27.3% of
the total population in 2016 was over 65 years old). There is a peak of the population in the generation
born between 1947 and 1949 and their children, the generation born between 1971 and 1974.

The population structure has a great influence on social security system. For example, ratio of working
age population (aged 15-64) to elderly (aged over 65) was 1:5.8 in 1992, but it became 1:2.2 in 2010.
Changes in the number of population and the population structure affect not only the content of social
security but also living standards, consumption levels, economic conditions, and disease burden.
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1-3 Health statistics

The average life expectancy of Japan is 80.98 years for men and 87.14 years for women ( Abridged Life
Tables for Japan 2016, Ministry of Health, Labour and Welfare), which continues to be one of the longest
in the world. The top 5 causes of death are as follows; 1st: malignant neoplasm, 2nd: heart disease, 3rd:
pneumonia, 4th: cerebrovascular disease, 5th: decrepitude. During the Post-World War Il years, infectious
diseases such as tuberculosis were the leading cause of death, but like other developed countries, NCDs
is now the leading cause of death. The number of deaths resulting from pneumonia is increasing rapidly,
reflecting the aging society of Japan.
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Changes in Population Pyramid (1990 to 2060)
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Source: “Population Census” and "Population Estimates” published by the Ministry of Internal Affairs and Communications
and "Population Prejections for Japan (January 2012} Medium-ferility/medium-mortality assumptions” (based on the
population as of October 1 each year) published by the National Institute of Population and Social Security Research

1-4 Organization

Japan has decentralized many parts of the government’s function to local jurisdictions including health
and medical policy. The national, prefectural, and municipal governments have their own roles. The
MHLW mainly focuses on establishing laws and policies. At the prefectures and municipalities level, local
governments implement the laws and policies in accordance with their regional circumstances. The
provision of direct services to the citizens is mainly carried out by prefectures and municipalities.

Due to decentralization, the functions, which implementing entity has been transferred from the national
government to the local government, include statutory entrusted affairs (work was originally done at the
national level) and self-governing affairs (work besides legal consignment) as defined in the Local
Autonomy Act. Among the work related to public health administration, national qualifications such as
doctor's licenses, issues related to health risk and crisis management such as clerical affairs
concerning prevention of the spread of statutory infectious diseases and affairs related to disaster relief
are regarded as legal consignment work and are conducted based on legislations.

In order to financially support the tasks of local governments, the national government allocates
subsidies and local allocation tax, enabling a uniform implementation of laws and policies nationwide.

Decentralization on administrative

organization for health system in

Japan (As of Jan 1, 2019)

* National Central Government; Ministry of
Health, Labour and Welfare

* Local Prefectural Government; 47
prefectures and 20 government-designated
cities (Major cities )

* Public Health Center; 481 centers managed
by prefecture, government-designated cities,
etc.

* Municipalities; 790 cities, 745 towns, 183
villages
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Role sharing among national and local governments
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Regular Vaccination — Vaccination in Strengthening medical
Diphtheria, Pertussis, emergency for national facility

Tetanus, etc. health security

lurisdiction of self National jurisdiction Jurisdiction of self
governance body (local governance body (local
government) government)
National Central - Preventive Vaccination Act - Preventive Vaccination - Medical Act under the
Government under the jurisdiction of Act under the jurisdiction  jurisdiction of health
health ministry of health ministry ministry

- Directing local
government to conduct

vaccination
Prefectural -Conducting Vaccination - Allocating subsidy to
Government -Full financial supportby  hospital financially
health ministry supported by grants of
health ministry and
local grant tax
Municlpality - Conducting Vaccination - Conducting Vaccination
- Partial financial support by - Full financial support by
national taxes allocated to health ministry
local government (local grant
tax)
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2 Public health
The public health administration system in Japan began with the establishment of the Medical Division
in the Ministry of Education in 1872. In 1874, a medical policy on hygiene administration organization,
medical affairs, pharmaceutical affairs, public health, and medical education was promulgated. The
greatest challenge of public health administration during this period was countermeasures against
infectious diseases.
After the success of measures against acute infectious diseases, various laws and regulations were
established for chronic infectious diseases such as tuberculosis, sexually transmitted diseases, and
other diseases such as mental disorders. In addition, the necessity of health promotion in each
community was emphasized. The old Public Health Center Act was enacted in 1937, and the Ministry
of Health and Welfare was established in 1938 as the administration at the national level, to strengthen
the administrative system.
After the World War I, the new Public Health Center Act was enacted in 1947. Public health centers
were established mainly by prefectures as the front line public health institutions which provide health
consultation and guidance for the community with administrative functions on fields such as medicine,
food sanitation, and environmental hygiene.

Although measures on infectious diseases were effective, the circumstances surrounding the health and
hygiene administration have changed dramatically, such as the decline of birthrate, aging of the society,
and increase in lifestyle-related diseases.

In order to address these changes, the First National Health Promotion Measures was established in
1978. Based on these measures, in addition to health examination of pregnant women and infants,
health and preventive care for the elderly was introduced, which paved the way for the health
examination through the life course. Public health centers have been established in municipalities to
provide basic health and disease prevention service. From 1988, the Second National Health Promotion
Measures (Active 80 Health Plan) were implemented, and the idea of disease prevention / health
promotion by improvement of lifestyle was further promoted.

Following the trend of decentralization of government to local jurisdictions at the time, the Public Health
Center Act was revised to the Community Health Act in 1994, and the role of municipalities in
interpersonal services was reinforced.

As a part of the Third National Health Promotion Measures, "Healthy Japan 21" was promulgated in
2001 to achieve prolongation of healthy life expectancy as well as society where all citizens can lead
healthy and vibrant life. Furthermore, the Health Promotion Act was enacted in 2002 to promote the
"Healthy Japan 21". Evaluation of the progress of the Healthy Japan 21 was carried out in 2011, and
result showed that the dissemination of knowledge of lifestyle-related diseases and exercise habits
improved, however, number of suicides, heavy drinkers, hyperlipidemia, diabetes complications
remained unchanged or deteriorated. Based on these results, as a part of the Fourth National Health
Promotion Measures, "2nd Health Japan 21" was implemented, which includes plans for extension of
healthy life expectancy, reduction of health disparity, prevention of NCDs, maintenance and
improvement of physical and mental function which is necessary for social life.
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3 Provision of medical service
The Medical Care Act, which is the basis of Japan's medical service provision system, came into force
in 1948. The act played a major role in securing medical care in Japan by setting standards for medical
institutions. One of the characteristics of Japanese medical facilities is that a large proportion of them
are provided by private sectors (68% by non-profit medical corporations, 14% by public organizations,
4% by national government, etc. (Survey of Medical Institutions, Ministry of Health, Labor and Welfare,
2016)).

Due to population aging, changes in disease burden, and advances in medical technology, it became
impossible to respond to the changing needs by merely indicating facility standards for medical facilities.
At the first amendment of the Medical Care Act in 1985, the medical care plan was introduced for each
prefecture for the purpose of rectifying regional

uneven distribution of medical resources and Integrated community care system in 2025
promoting coopgratipn of medical facjlitigs. At Dol Wit ot ens ntegrated with ;
the second revision in 1992, systematization of 1. Medical care 5 : :

. . . . . . . 2. Long-termcare : Elderly can live in their own
medical functions (institutionalization  of S Pravantion ‘ community and familiar
advance treatment hOSpitaIS / medical treatment 4. Living support services : environment throughout their life

. . (home delivered meal, household task. )
type bed groups) was introduced. At the third 5. Elderly Housings
revision in 1997, “regional medical support :
hospitals” was stipulated, a type of hospital

which supports clinical services in clinics and -
small-scale hospitals in the region. As noted T
above, the Medical Care Act was revised in

response to the medical problem at that time.

As mentioned earlier, Japan has been trying to
expand the provision of medical services
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centered on medical facilities since the 1950s and to homogenize medical services by setting standards
for medical facilities. However, increase in medical expenses and decrease in tax revenue is
forecasted due to population aging and decreased production-age population. In addition, medical care
and welfare services should be provided for those in needs regardless of the area of residence. Japan
aims to introduce the "Integrated Community Care System" by 2025 when 25% of people are projected
to be at the age of 75 or higher. Preparedness is being advanced at the national, prefectural, and
municipal level toward establishing an environment where elderly people can receive medical, welfare,
nursing care services and participate in community activities in the area where they are familiar with.
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4 Medical insurance

The Health Insurance Act was enacted in 1922 and benefits were provided for the workers from 1927,
which was the launch of medical insurance system in Japan. The National Health Insurance Act was
enacted in 1938. The insurance coverage was expanded to the general citizen including the farmers
and fishers. Subsequently, coverage of medical insurance was gradually expanded for family members
of workers by the amendment of the Health Insurance Act.

Nationwide insurance coverage, which is one element of UHC, was realized in April 1961 in Japan with
the 4-year plan formulated in 1957. Initially, after the realization of nationwide insurance system,
employees received 100% benefits in principle, while the family of employee and people insured by the
national health insurance scheme were covered with 50% benefits. However, in 1973 the dependent
family benefit was increased to 70%, and a high-cost medical care benefit system (setting of upper limit
of copayment every month) was also introduced.

As for the medical expenses for elderly, individual payment became free of charge from 1973. Also,
benefits to cover 80% of the expenses for hospitalization of employees' family were
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implemented in 1981. Up until 1981, multiple policies were implemented to reduce patient burden,
however, review of the system to address rapidly increasing medical expenses and the aging of the
population became necessary. In 1983, the Health and Medical Service Law for the Elderly was enforced,
in which the elderly also began to pay a fixed amount of self-payment to medical institutions. Employees'
copayment became 10% since 1984, 20% since 1997, and 30% since 2003.
From 2008, national and prefectural governments formulated a medium to long-term plan for
optimizing medical expenses through remedying long-term hospitalization for adult disease control and
other measures. Medical insurers were obligated to conduct health screenings and health guidance
focusing on diabetes etc. to subscribers over 40 years old.
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