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Japan, the world’s third-largest economy, with a
correspondingly high standard of living, level of
development, safety and stability, has had great

success in improving population health outcomes,

such as boasting of the highest life expectancy in
the world. However, the country faces many
challenges, including an ageing population with
a low fertility rate, a shrinking economy, and an
increasing burden from NCDs and degenerative
diseases, such as dementia, which al impose a
considerable stress on the current health and

long-term care systems in Japan.

Performance of the health system
Effectiveness and quality

Empirical evidence is scarce regarding the
quality of primary health-care services in
Japan. Hashimoto et al. (2011) showed
that, compared to the USA, effective
coverage for control of hypertension and
hyperlipidaemia was much less in Japan.
Using an administrative dataset, Tanaka et
al. (2016) aso reported that clinical
practices for control of diabetes, including
screening for complications of diabetes,
are of relatively poor quality in Japan
compared to those of the USA and
European countries. These concerns might
be attributable to relatively low rates of
compliance to guideines, limited
opportunities for training in generd
practice, and the division between

preventive and curative services in Japan
(Hashimoto et a., 2011).

According to the OECD Health Statistics
2015, the quality of acute care services in
hospitals in  Japan showed poor
performance for acute
infarction (AMI). The death rate due to

AMI in Japan was 12%, compared with

myocardial

the OECD average of 8.0%. However,
according to the national databases that
cover around 90% of acute care hospitals
in Japan, the in-hospital mortality rate due
to AMI was around 7.2%, suggesting that
databases need to be refined for

Cross-country comparisons.

Moreover, evaluation of performance is
still limited for outpatient services and
chronic-care inpatient services. These data
are covered manly by the nationd
database, which was primarily intended to
facilitate reimbursements under the unified
fee control schedule. As this database was
not intended for research purposes, crucial
data needed to determine service efficacy
are often missing.

evidence-based
policy-making, the government has slowly

For data-driven,

but steadily evolved its policy to make
data available for open public use
However, the organizational infrastructure
needed to improve the quality of data and



to support wider useis lacking.

Accessibility

Watanabe and Hashimoto (2012), using
methodology originally proposed by Wagstaff et
a. (1991), measured horizontal inequality — in
accessing a health-care facility by using
cross-sectional, nationally representative
household surveys. Horizontal inequality is
calculated as the difference between two types of
concentration indices — acute health-care visits
over a household’s income level and expected
health-care needs based on demographic and
clinical conditions. By using the dataset from the
Comprehensive Survey of People’s Living
Condition, they calculated horizontal inequality
in Japan and the results are presented in Fig. 7.3.
The horizontal inequality (gaps between two
indices) was negative, indicating that people
with a lower household income were likely to
withdraw health-care use despite their health
care needs. This gap was at its largest in 284
2001, though it jumped back to approximately

~0.05 in 2007 (Sakamoto et al., 2018).

Fig. 7.4 and 7.5 show horizontal inequality in
access to health care for two age groups (20-64
years and 65 years and above, respectively).
Compared with the younger group, horizontal
inequality has been low in people aged 65 years
and above, presumably due to the reduced
co-payment rate, which contributes to equalizing
health-care utilization regardless of income

levels among the elderly. However, a further

decline in horizontal inequality is seen in 2013
among the older age group, which may be an
early sign of the declining household capacity to
pay for health-care costs due to economic
stagnation. Further monitoring is required to
assess this trend (Sakamoto et al., 2018).

It is worth noting that the Japanese health-care
system does not adequately address the cultural
needs of ethnic minorities, especially with
respect to language barriers and religious
backgrounds. Some efforts are being made in
this direction as part of the preparations for the
2020 Tokyo Olympic and Paralympic games,
foreseeing that there will be many foreign
patients at that time. However, systematic and
empirical evidence is scarce, making it difficult
to assess the magnitude and severity of this

problem.

Resilience

The likelihood of rising expenditure poses risks
to fiscal sustainability. The ageing population
and increases in the prices of medicines and
medical devices have been pushing the total
health-care expenditure, which has put a
significant burden on the health-care system in
Japan. To tackle this challenge, in 2008, the
government (both the ruling party and the
opposition party) agreed to pass the
“Comprehensive Reform of Social Security and
Tax”, a joint reform of the social security and
taxation system that should improve fiscal
sustainability for the health and long-term care



system in Japan. It originally planned to raise the
consumption tax, with any additional funds from
it being channelled for socia security costs,
including health and long-term care. Though the
current Abe Cabinet originally planned to
increase the consumption tax rate to 10% in
October 2015, it has been postponed to
September 2019, which has delayed social
security and taxation reform. An increase in the
consumption tax being a big political issue, the

future progress of reform remains unclear.

Integrated community care system (ICCS)

A majority of the elderly wish to stay in their
homes during the very end of their lives.
However, because of the increase in the number
of unmarried people, single-person households
and parent—child separated households, more
elderly persons are living alone. Consequently, it
is difficult to provide arrangements for them to
die at home (78.4% die at health-care facilities).
In response to this, the government promoted an
Integrated Community Care System (ICCS) in
2006. This system aims to provide appropriate
living arrangements, social care and daily life
support services within the community as well as
integrate prevention, medical services and

long-term care for the elderly.

Twelve years since its adoption in 2006, the
ICCS continues to be the central core policy of
health and long-term care in Japan. However,
several challenges remain: how to encourage

local stakeholders to participate in the

community discussion, how to channelize
diverse interests to evolve a consensus on
efficient allocation of resources, and how to meet
bureaucratic demands both at the central and

local government levels.

Thanks to the overall efficiency of its health
system and parallel advances in technology,
Japan has for many years enjoyed increased life
expectancy, decreased maternal and infant
mortality, and a reduced burden of
communicable diseases. However, the Japanese
health-care system faces severa challenges,
including an ageing society, increasing
health-care expenditure, economic stagnation
and increasing inequity, all of which place a

heavy burden on the current health-care system.

Fundamentally, what Japan needs is a
health-care paradigm shift. Such a shift in
Japan’s approach to health care has already been
proposed in Japan vision: health care 2035, a
report drafted by young Japanese leaders in
health care under the leadership of the then
minister Yasuhisa Shiozaki. The goal of Japan
vision: health care 2035 is to build a sustainable
health-care system that delivers better health
outcomes through care that is responsive and
equitable to all members of society, and that
contributes to prosperity in Japan and the world.
Bearing in mind these transformations by 2035,
fundamental reforms that focus on outcomes,

quality, efficiency, care and integrated



approaches across sectors will be necessary to
maintain a low-cost, equitable health system in
the future (Miyata et a., 2015).
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Fig 7.3 Japan: Horizontal equity in access to healath caare

Fig. 7.3 Japan: Horizontal equity in access to health care (concentration
indices over household income), age 20+ years, 1989-2013
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Fig 7.4 Japan: Horizontal equity in access to health care (concentration indices over household income),

age 20 — 64 yeaars, 1989 — 2013

Fig. 7.4 Japan: Horizontal equity in access to health care (concentration
indices over household income), age 20-64 years, 1989-2013
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Fig 7.5 Japan: Horizontal equity in access to health care (concentration indices over household income),

age 65+ yeaars, 1989 — 2013

Fig. 7.5 Japan: Horizontal equity in access to health care (concentration
indices over household income), age 65+ years, 1989-2013
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