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|. Background

The current Ebola epidemic has been a game changer for those of us in the global health
field. In particular, it has challenged our system of global health governance as we have had
to adapt to new circumstances, requiring us to find new ways to deal with epidemics as

threats to national, global, and human security.

In the face of this crisis, we need a mechanism for more effective, timely coordination
among the various actors in the response at national and global levels. The United Nations
Mission for Ebola Emergency Response (UNMEER) is playing a critical role in
coordinating all of the operations among UN agencies, the World Bank, the Centers for

Disease Control and Prevention (CDC) of the United Sates, and militaries.

Meanwhile, there has been considerable criticism about the effectiveness of the WHO’s
response. But while the WHO does not have the capacity or mandate to deal with the Ebola
response on its own, its role is still critical and its expertise on infectious diseases, proper

treatment of patients, and the development of human resources for health is indispensable.

At the same time, it is becoming increasingly clear that we need to look at the bigger picture.
We should focus on strengthening health systems and community resilience, so that affected
countries are better able to deal with crises in the future without sacrificing other health
goals, such as reducing malaria transmission and improving maternal and child health. We
believe that human security can be one of the key policy concepts guiding us as we explore

better approaches to prepare for future pandemics.



1. Japan’s Commitment to Human Security and Experiences with UHC

1. Japan'’s Commitment Towards Global Human Security

Health is a pivotal asset for social development and individual realization of human dignity.
In 2003 the Japanese government adopted the human security approach as a guiding
principle for its policy on development, and in 2007 it began promoting global health
improvements through health-system strengthening®. Human security is a people-centered
concept, with attention to the root causes of and interactions among multi-dimensional
threats. It calls for a comprehensive approach that goes beyond sectors and a dual strategy
that builds synergy between bottom-up empowerment and top-down protection. Today, the
human security movement is aligned with global advocacy for universal health coverage
(UHC), which ensures necessary and adequate health services for all without financial
hardship.

2. Achievement of Japan's UHC and New Challenges

Japan’s pioneering experiences in UHC have recently been analyzed to be shared with
lower-middle income countries that are in different stages of implementing UHC’. Japan’s
UHC has provided affordable healthcare to all citizens with high levels of equity in access
regardless of age, income, and geographic region®. Recent research has also found that
improved access to primary care has at least partially contributed to improved control of
chronic conditions such as hypertension, resulting in a remarkable reduction in stroke
mortality and extension of life expectancy’. Moreover, Japan’s UHC has indirectly
exercised considerable impact on income redistribution through benefit provision, and has
contributed to stable social development and economic growth since the 1970s. However,
these impacts were best felt when the demographic structure of the population was young
and the nation’s economic growth rate was still high. Since Japan’s demographic dividend
ended in the late 1980s and it began to suffer from economic stagnation, the impact of UHC
on risk pooling, equity in access, and protection against household impoverishment has

been getting weaker'® and its financial sustainability is ever more questioned.
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III. Challenges in Promoting and Sustaining UHC

1. Challenges in Promoting UHC Globally

Japan has been promoting health system strengthening (HSS) since 2007 and announced the
policy goal of promoting UHC in 2011 when it celebrated its 50th anniversary of having
achieved it. In 2013, Prime Minister Abe stated in a commentary in the Lancet that he
would reinforce Japan’s assistance to developing countries by working with them to achieve
UHC. Last year the World Bank-Japan joint research project published a series of 11 case

studies of countries in different stages of implementing and sustaining UHC.

Whenever a new initiative is proposed, there is always strong opposition. The reaction to
Japan’s announcement of its intent to pursue HSS as the centerpiece of the global health
agenda at the 2008 G8 Hokkaido-Toyako Summit was no different. Likewise, many people
also see UHC as another costly and unattainable goal whose impact cannot be adequately
monitored. We often hear complaints that promoting UHC will divert resources from badly
needed disease-specific initiatives. But Japan and other countries’ experience demonstrate
that these are myths. Japan achieved UHC when it was still a developing country, and other

countries have expanded access at different stages of economic development.

We also need more data demonstrating the close link between UHC and the fight against
individual diseases to demonstrate that the two are not incompatible but rather can be
mutually reinforcing. In addition, it is necessary to operationalize our knowledge of UHC. A
group of young Japanese bureaucrats have analyzed Japan’s policy, institutional capacities,
and individual competencies that are needed to sustain UHC. Japan’s “troika team,”
comprising the Japan International Cooperation Agency (JICA), the National Institute for
Public Health (NIPH), and the National Center for Global Health and Medicine (NGMC),
has developed a “Dynamic and Seamless UHC Support Platform” in order to build
synergies among their activities and systematically provide a knowledge hub, content-based
solutions, and personnel training on strategic management to raise human capacity for UHC

management.

2. Demographic and Health Transition as the Common Challenge to Sustaining
Equitable UHC

The world, and particularly Asia, is aging rapidly, and one of our biggest challenges is

figuring out how to sustain our UHC systems in the face of this demographic transition.

This becomes increasingly important when we think about UHC in the medium and long



term, taking into account economic growth cycles and demographic dividends.

Japan is the most rapidly aging country in the world and its experience with UHC can offer
lessons for other countries, especially other Asian countries that will face these challenges
in the near future. This knowledge base is urgently needed, given that the speed of

population aging in some countries is estimated to be faster than what it is in Japan.

Japan enjoyed its demographic dividend in the 1960s when it achieved UHC. However it
failed to adjust its system before its society shifted into the current period of demographic

onus. This has increased the burden on Japan to reform its UHC system.

IV. Sustainable and Equitable UHC as a Key Goal Within the SDGs

1. UHC' Agenda Beyond Health

Current discussions on UHC focus mainly on financing and healthcare provision. However,
UHC is more than just health care—UHC goes beyond health. After World War II, Japan
committed to creating a strong, healthy middle class, and developed policy packages with
that goal in mind. Achieving UHC requires several important considerations. First, it
requires both political will and support among the general public for social solidarity.
Second, a policy package that is in line with those will need to be developed. Third, it
should be introduced at an appropriate juncture in the country’s demographic structure and
economic circumstances. In other words, it is most likely to succeed when introduced while

the population is still young and the economy is still developing.

2. How to Make UHC Sustainable and Equitable

UHC is a milestone toward human security, but not a goal. Continued efforts are required to
meet changing demands, technologies, and external environments in order to sustain UHC.
In the face of aging populations and economic stagnation, a new paradigm is necessary. We
need policies for active aging so that the elderly can continue contributing to the social and
economic vitality of our societies, and this will require more than just the simple integration

of or increased coordination between prevention, treatment, and long-term care.

In order to let the three leaves medical care, long-term care, and prevention grow, we
first need welfare and community services as the soil, with the fundamentals including
housing and community environments as the pot. Finally, forming the base of all of this,

there should be people’s choice and active participation. Achieving this vision requires a



focus on health as a central pillar of human security. Multiple stakeholders at various levels
of local systems—both public and private—need to implement policy packages consisting

of health and non-health measures to form a foundation for healthy and active aging.

Such a policy space can only be created and sustained with a new type of people-centered
governance. We need to discuss UHC as one of the social determinants of health in this

policy space.

V. Conclusion

Next year, Japan will host the first G7 Summit to take place after the adoption of the
post-2015 development agenda. We hope that the opportunity can be used to propose

concrete ideas for putting sustainable and equitable systems of UHC into practice.

Through UHC, Japan has succeeded in accelerating the improvement of its population’s
health outcomes as well as social stability and solidarity. This is why Prime Minister Abe
wrote that one of UHC’s benefits is the promotion of cohesiveness in societies. This is a
time when the world needs strong ideas that can build cohesiveness and unite rather than

divide. The G7 summit next year is an opportunity to put forth such ideas.

Japan can contribute to global advocacy for UHC in three main ways. First, Japan can show
that investing in health by promoting UHC not only improves access to healthcare for all
but also reduces income inequalities, contributes to economic growth, and promotes social
stability. Second, Japan can show how a mature economy that is aging rapidly while
experiencing depopulation and low economic growth can sustain UHC and keep its society
active by promoting active aging. Finally, Japan can contribute to the discussion about new
global health governance mechanisms, which enhance the resilience of health systems and

communities.

The most interesting aspect of the post-2015 development agenda is not how to put health
together. Rather, it is how to look across sectors and at people, which is the core of the
human security approach. We need the basic systems and foundations for health, and then
we can focus on the specific problems that we each need to focus on. It’s time for Japan to
share our experiences with building resilient health systems and community to promote
UHC. It is an excellent movement, we just need to work together and think of how we get

there.






The economic impact of universal health coverage in Japan

Takashi Oshio, Hitotsubashi University

Key points

® Japan’s UHC reduced income inequality as a byproduct of equal access to health
services.

® Its success has been supported by a young population and high economic growth.

® UHC is now burdened by the aging population and structural changes in the

economy.

1. Introduction

Japan instituted universal health coverage (UHC) in 1961, by passing a law implementing
Citizens’ Health Insurance (CHI) plans (Campbell, Ikegami, and Tsugawa, 2014). This law
did not unify the health insurance programs created before World War II; it kept employees
and their dependent family members covered by their existing plans. The biggest change
was that all other citizens were covered by municipality-provided health insurance plans,
thereby making the coverage of healthcare insurance mandatory and universal. The new
system ensured the same access to health services as the existing plans for employees; the
insured were entitled to go to any physician or hospital they chose and could receive the

same procedures and medications.

UHC in Japan established a foundation for the subsequent development of the healthcare
systems and social well-being. However, it now faces several challenges, which puts a
strain on its sustainability (Ikegami et al., 2011). In the following presentation, we will
briefly discuss the economic impact of UHC, including how it has affected household
income, income inequality, and the government’s fiscal position in Japan. The presentation
is based on a report by Oshio, Miake, and Ikegami (2014).

The bottom line is that the effectiveness and economic impact of Japan’s UHC have

depended heavily on the demographic and macroeconomic conditions of the economy.

This paper was compiled from the discussions of the research team on Social and Economic Impact of
UHC, consisting of Professor Takashi Oshio, Dr. Reiko Hayashi of National Institute of Population and
Social Security Research, Dr. Yuki Murakami of OECD, and Dr. Yusuke Tsugawa of Harvard University.



When Japan was “young” and growing at a rapid pace in the 1960s and 70s, UHC as a
whole made a substantial contribution to the transfer of income from the rich to the poor
and reduced income inequality at the national level. However, the aging population and

changing economic structures have required adjustments to the current UHC scheme.

2. Success: favorable impact on household income and income distribution

Japan was quite “young” when it instituted UHC. In 1960, the proportion of people aged 65
and older was only 5.7 percent of the population and the average age was 28.5, compared to
24.1 percent of the population and 45.1 years of age in 2012. A young population structure
provided favorable conditions for establishing of UHC because it controlled the transfer of
income from the young to the old via social security programs. Public pension programs

had not matured yet, and healthcare benefits to the elderly had not started to mount.

With the expanded coverage of health insurance plans, UHC reduced people’s reliance on
out-of-pocket spending to purchase health services. When UHC was expanded to the private
sector, national and local governments were obliged by law to utilize more tax revenues to
finance spending on the costs of health services. As seen in Figure 1, the proportion of
out-of-pocket spending in overall health expenditures gradually declined from 38.7 percent
in 1955, to 10.5 percent in 1982. Along with this change in spending, the expansion of UHC

had two important implications for household income and income distribution.

First, health services became more evenly accessible. Figure 2 compares the concentration
curves of healthcare benefits, which were provided by public healthcare insurance, between
1952 (before the establishment of UHC) and 1967 (after its establishment). The
concentration curve graphs the cumulative proportion of healthcare benefits against the
cumulative proportion of households ranked by income (van Doorslaer et al., 2000). We
observe that the curve for 1952 is located below the diagonal, indicating that the receipt of
healthcare benefits was distributed in favor of richer households. By comparison, the curve
for 1967 is located close to the diagonal, indicating a relatively even distribution of benefits.
We also can calculate the concentration index, which indicates the degree of inequality in
the distribution of health care and is measured as twice the area between the concentration
curve and the diagonal. The index declined from 0.145 in 1952 to —0.001 in 1967.

The second implication, related to the first one, is the increasing importance of income

transfer via taxation and the social security programs. Figure 3 confirms this by showing



healthcare benefits in kind and benefits in cash by income class in 1967, compared to social
security costs, which are the sum of social security contributions (premiums) and an

estimated portion of taxes to finance overall social security benefits.

We can see three noteworthy findings in this figure. First, spending for healthcare benefits
dominated social security benefits except for the lowest income groups, reflecting a limited
number of public pension recipients in the younger population. Second, healthcare benefits
exist within a relatively limited range across income groups, reflecting an equal access to

healthcare services. This is consistent with the shape of the concentration curve for 1967 in

Figure 2.

Third, the observed relationship between social security benefits and costs across income
groups suggests income transfer from the rich to the poor—that is, the net benefits were
positive for the poor and negative for the rich. To be sure, it may be controversial whether,
and to what extent, income redistribution should be expected from social security programs,
which were originally designed to reduce peoples’ exposure to social risks. However, the
fact that UHC had the favorable byproduct of reducing income inequality in Japan should
be remembered; it has important implication for countries that do not have a rigorous

taxation system.

Income redistribution by UHC has contributed to a reduction in overall income inequality,
which is measured by the Gini index. Figure 4 shows the changes in the official estimates
of the Gini index over the decade after the establishment of UHC, beginning at its initial
stage. For both types of income—before and after taxes and transfers, the figure shows that
income inequality successfully declined during that period. The main driver of the reduction
in income inequality was rapid economic growth, which raised the mean household income.
Also, the relatively equal development across arecas and the nationwide income
redistribution of tax revenues across local governments favored equitable income
redistribution (Tachibanaki, 2004).

UHC was another main contributor to equitable income redistribution. The MHLW (2013a)
decomposed the reduction in the Gini index after income redistribution into those
attributable to taxation and social security programs for 1967 and 1972. This decomposition
showed that social security programs explained about 70 and 50 percent, respectively in
each year, of the reduction in the Gini index. Considering that public pension benefits had

not matured at the time, this underscores that healthcare programs substantially mitigated



income inequality in a market economy.

Finally, we can argue that a gradual introduction of UHC was helped by rapid economic
growth. Between 1955 and 1970, the real gross domestic product (GDP) increased at nearly
a 10 percent rate and kept overall healthcare expenditures below 3 percent of the GDP until
1973 (compared to 7.3% in 2013; NIPSS, 2012). Rapid economic growth also raised
government revenues through taxes and social security contributions, which sustained

sufficient fiscal space for health care benefits.

3. Challenges: pressures from the aging population and changing economic
structure

Japan’s UHC was successfully established in the 1960s and had favorable effects on
household income and income distribution. Half a century later, however, it is facing several
challenges because of the aging population and structural changes in the economy. The
proportion of people aged 65 and over has been rising rapidly and is 26.1 percent as of 2014,
making Japan the “oldest” country in the world. At the same time, the economy has
experienced a reduction in the self-employed and farmers, as well an increase in
non-regular employees. These secular changes have reduced fiscal space for UHC and put a

strain on the existing scheme of health care insurance.

Aging affects the fiscal space on both the expenditure and revenue sides. On the
expenditure side, a rising proportion of the elderly naturally raised total health expenditures
because the elderly consume more healthcare services than the young population and their
share of benefits. Indeed, as seen in Figure 5, the share of healthcare benefits for the elderly
(aged 70 and older) to the total benefits rose from 15.2 percent in 1975 to 46.4 percent in
2012, and an increase in benefits for the elderly explained more than half of the increase in
total benefits. On the revenue side, the elderly tend to have a lower income so that the
amount they contribute is less. Moreover, lower rates of income tax and healthcare
insurance contributions are applied to public pension income for the elderly. At the same
time, health insurance has become similar to pensions in that they have led to large-scale
income transfers from the young to elders (Figure 6), because funding is on a
pay-as-you-go basis. Increasing income transfers between age groups have made the health

care insurance less sustainable under an aging population.

The government was not aware of the potential pressures of the aging population on UHC

until the 1980s. Indeed, it made health care for the elderly free of charge at the national



level in 1973 (until ten years later), along with other, generous reforms in social security
programs. Since then, the government has gradually become more concerned about its
deteriorating fiscal position and its causes: population aging and lower economic growth.
Policymakers have tried to reduce the fiscal burden on the general budget by forcing health
insurance plans to contribute more to the health expenditures of the elderly. However, they
have faced increasing resistance from the employers and the employees, who are members
of the employment-based plans, because they are already contributing nearly half of their

premium revenue to the funding pool to finance the elderly’s health expenditures.

Decreased growth in government revenues, due to a prolonged economic slowdown, and
mounting healthcare and other social security benefits for the elderly have increased
dependence on government bond issues. According to the latest official projections by the
MHLW (2012c), the ratio of healthcare benefits to the GDP will grow from 7.3 percent in
2012 to 8.9 percent in 2025. Without any substantial increase in tax rates or social security

premiums, fiscal space for UHC will likely continue to shrink.

Shrinking fiscal space has been accompanied by a change in the structure of income transfer
related to UHC. Healthcare insurance programs are pay-as-you-go in nature because people
are most exposed to health risks when they are old and pay more premiums and taxes when
they are young. Figure 7 shows the comparison of healthcare costs (the sum of the
copayment plus out-of-pocket spending) and benefits by age group. When the population
was young in the initial stage of UHC, the magnitude of this inter-generational transfer of
income was relatively limited at the national level and dominated by intra-generational
transfer. However, the population’s aging has accelerated the inter-generational transfer and
reduced fiscal space because the elderly did not accept reduced benefits easily and the

young usually were opposed to higher taxes and premiums.

Another key challenge to UHC has come from structural changes in the labor market. Japan
has not established a unified system of healthcare insurance, and citizens are covered by
either employee-based plans (for employees and their family dependents) or
municipality-based plans (for others). The latter plans, that is, CHI plans, originally were
supposed to cover self-employed workers, farmers, and their family dependents.
Industrialization of the economy has reduced the proportion of these types of individuals in

the total population, and hence the structure of CHI group membership.

The CHI plans are now absorbing an increasing number of non-regular employees, who are



not covered by employer-provided health insurance plans, which conflicts with their
original purpose. The rising proportion of non-working people, most of whom are retired or
unemployed, makes the CHI plans less sustainable. Moreover, the uneven rates of aging and
economic growth across regions have led to a wider disparity in the premium rates of CHI
plans, which are municipality-based and exposed to the fiscal positions of local
governments. The current system does not provide municipalities with strong incentives to
enhance efficiency because CHI-plan deficits usually are funded by subsidies from the
central government. The increasing presence of members with low incomes and a lack of
incentives to enhance efficiency put a strain not only on the CHI plans but also on the
country’s healthcare plans as a whole, because more subsidies are needed to fill the revenue

shortages of the CHI plans.

4. Conclusion: implications from Japan’s experience in UHC

We have briefly summarized the impact of UHC in Japan over the past half a century from
an economic viewpoint. Japan’s experience with UHC provides important lessons—both
positive and negative—for countries that are in the initial stage of establishing healthcare

and other social security programs.

On the positive side, UHC is expected to create a favorable byproduct. The goal of
universal health coverage is to ensure that all people obtain the health services they need
without suffering financial hardship when paying for them. The system, which Japan
established to finance their UHC program, had another important effect: it indirectly
reduced income inequality via contributions and benefits. This income transfer worked
effectively, during the initial stage of establishing UHC, because the population was young.
Therefore, income distribution should be a key contributor to social well-being and to the

people’s support of economic development.

At the same time, we should remember that the sustainability of UHC depends largely on
demographic and economic conditions. One of the most formidable, albeit foreseeable,
challenges is the aging population, and it is advisable to make the system as robust as
possible in advance, to counter its stress on the economy. Japan’s experience clearly reveals
that once a population starts to shrink and the economy stops expanding, the fiscal
sustainability of the system will decline. In addition, changes in industry and labor market
structures are likely to have substantial effects on UHC programs that differ from their

original goals. This is especially the case, given that UHC has a history of expanding from



the public to the private sectors and has not been unified at the national level.

It is politically challenging to reform UHC once these changes are realized, as evidenced by
Japan’s experience. Under conditions of an aging population and low economic growth, any
reform in UHC should take the form of a zero-sum game. It would be advisable to design a
system that is sufficiently robust to withstand demographic and economic pressures, using

projections that are as precise as possible.
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Figure 1: Changes in funding sources for health expenditures: 1955-1985
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Figure 2: Concentration curves of healthcare benefits: 1952 vs. 1967
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Figure 3: Social security benefits and costs by income class in 1967
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Figure 4: Declining Gini index after the establishment of UHC: 1962—1972
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Figure 5: Increasing healthcare benefits for the elderly
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Figure 6: Healthcare payments and benefits by age group in 2011
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Figure 7: Changing membership composition of Citizens’ Health Insurance (CHI)
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Summary

This study team will analyze the impact of recent socioeconomic changes on equity,
effectiveness, and efficiency of universal health coverage (UHC) in Japan using national
health-related databases, with a special focus on the following aspects: 1) impact of two
recent crises on healthcare in Japan (i.e., economic downturn precipitated by the global
financial crisis in 2008, and the Great East Japan Earthquake in 2011), and 2) recent
changes to Japan’s healthcare system that were not fully examined in the Lancet Special
Series on Japan, 2011, including (i) input-output analysis on efficiency of primary care and
acute care, and (ii) overview of the current long-term care system in Japan.

1. Background

The Lancet Special Series on Japan: Universal Health Care at 50 years (2011) and the
Japan—World Bank Partnership Program on Universal Health Coverage (2014) described the
historical background, current status, and sustainability of Universal Health Coverage
(UHC) in Japan. However, in the last several years we have witnessed various
socioeconomic changes in Japan, and the impacts of these changes on equity, effectiveness,
and efficiency of UHC remains unclear.

Two recent crises in Japan may have affected the sustainability of its national healthcare
system. One was the economic crisis in Japan following the 2008 global financial crisis, and
the other was the earthquake and tsunami disaster that hit northeast Japan in 2011. The

authors aim to clarify the impacts of these crises on healthcare delivery, access, and




outcomes and to examine how Japan’s UHC system alleviated the impact of these crises
through comparisons with similar situations in other countries (e.g. European countries
under economic crisis and subsequent austerity measures and policy change). The study will
provide new insight into how such crises can affect UHC and how countries should prepare
robust UHC systems to protect against such shocks, which will provide useful lessons for
any country that has established—or is in the process of introducing—a UHC system.

In addition, several issues related to recent changes to the healthcare system were not
completely investigated in the Lancet Special Series on Japan in 2011. Primary and
long-term care systems are pivotal healthcare pillars in “super-aging” societies where
integrated community healthcare and welfare programs are coordinated to deliver services.
In the present study, the authors will examine (i) equity, effectiveness, and efficiency of
Japan’s primary and acute care systems, and (ii) details of the current long-term care system

in Japan.

2. Data sources

In this study, the authors will perform secondary analyses of the following large healthcare

databases in Japan:

A. Comprehensive Survey of Living Conditions ( )
B. National Health and Nutrition Survey ( )
C. National Census ( )
D. Report of Vital Statistics: Occupational and Industrial Aspects(

)
E. Japan Gerontological Evalusation Study (JAGES) ( )
F. Longitudinal Survey of Newborns in the 21st Century (

)
G. Survey of Physicians, Dentists and Pharmacists (

)

H. Survey of Medical Institutions/ Hospital Report ( )
I.  Diagnosis Procedure Combination (DPC) inpatient data (DPC )
J.  Patient Survey ( )
K. All-Japan Utstein Registry ( )
L. Specific health checkup and health insurance claims data from Federation of National

Health Insurance and Japan Health Insurance Association (

)

M. Survey of Institutions and Establishments for Long-term Care (



)

N. Survey of Long-term Care Benefit Expenditures ( )

3. Impact of the two crises on UHC in Japan

3.1. Impact of the economic downturn after the global financial crisis in 2008

Naoki Kondo, Associate Professor

(1) Using data from the Comprehensive Survey of Living Conditions and the National
Health and Nutrition Survey, the authors will analyze annual trends in socioeconomic
disparities in health indicators and health behaviors, and changes in these trends before and
after various exogenous shocks (including the 2008 global financial crisis). Trends will be
analyzed at the national and prefectural levels.

(i1) The authors will also perform similar analyses with cause-specific mortality as the
outcome variable, using data from the National Census and Report of Vital Statistics:
Occupational and Industrial Aspects.

(ii1) Using 2010 and 2013 panel data from the Japan Gerontological Evaluation Study
(JAGES), the authors will analyze changes in health status of the elderly (activities of daily
living and nursing care needs) and disparities in access to healthcare based on
self-administered questionnaires.

(vi) Using the Longitudinal Survey of Newborns in the 21st Century (2001 and 2010
cohorts) the authors will evaluate the impacts of the 2008 global financial crisis on the

health and health care utilization of children of various socioeconomic statuses.

3.2. Impact of the Great East Japan Earthquake in 2011

Hideo Yasunaga, Professor, and Toshiaki lizuka, Professor

The authors will gather data from the Survey of Physicians, Dentists and Pharmacists;
Survey of Medical Institutions/ Hospital Report; Diagnosis Procedure Combination (DPC)
inpatient data; Patient Survey; and All-Japan Utstein Registry. They will use this data to
analyze changes in the distribution of healthcare resources (including medical institutions
and healthcare providers) and access to healthcare services before and after the 2011
earthquake and tsunami disaster. For instance, using Patient Survey data the authors will
analyze annual trends in hospital admission rates for stroke and acute myocardial infarction

in secondary medical areas.



4. Issues related to recent changes in the healthcare system

4.1. Input-output analysis on efficiency of primary care and acute care

Hideo Yasunaga, Professor

Using the Survey of Medical Institutions/Hospital Report, Diagnosis Procedure
Combination inpatient data, Patient Survey, and specific health checkup and health
insurance claims data from the Federation of National Health Insurance and Japan Health
Insurance Association, the authors will perform input-output analysis on the efficiency of
primary care and acute care services. In hospital-level analysis, the authors will use
“hospital standardized mortality ratio (HSMR)” as the output indicator, and healthcare
resources (healthcare providers and medical devices) as the input indicators. In secondary
medical area—level analysis, we use “effective coverage” as the output, and local healthcare
resources (healthcare providers and medical facilities) as the inputs. Effective coverage is
measured using (i) the gap between positive rates in screening tests and the rates of
receiving treatment, and (ii) the gap between health guidance for smokers and their visits to

smoking cessation clinics.

4.2. Overview of long-term care in Japan

Toshiaki lizuka, Professor

Using the Survey of Institutions and Establishments for Long-term Care and the Survey of
Long-term Care Benefit Expenditures, the authors will interpret and review the long-term
care system in Japan. In an analysis of P4P (pay for performance) in long-term care, the
authors will analyze the impact of “contingency fees” on improving the quality of nursing

carc.

5. Expected outcomes of the project

This study is expected to provide evidence on how we can better prepare for social,
economic, and demographic crises through a robust UHC system. The roles of government,
healthcare providers, and citizens in the community will be further discussed to glean policy

lessons for emerging countries that will soon face similar challenges.
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THE WHO HEALTH SYSTEM FRAMEWORK

SYSTEM BUILDING BLOCKS

SERVICE DELIVERY '
HEALTH WORKFORCE '
INFORMATION '
MEDICAL PRODUCTS, VACCINES & TECHNOLOGIES '
FINANCING '
LEADERSHIP / GOVERNANCE '

Fig 1. The WHO Health Systems Framework

OVERALL GOALS / OUTCOMES
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THE SIX BUILDING BLOCKS OF A HEALTH SYSTEM: AIMS AND DESIRABLE ATTRIBUTES

Good health services are those which deliver effective, safe, quality
personal and non-personal health interventions to those who need
them, when and where needed, with minimum waste of resources.

A well-performing health workforce is one which works in ways that
are responsive, fair and efficient to achieve the best health outcomes
possible, given available resources and circumstances. l.e. There are
sufficient numbers and mix of staff, fairly distributed; they are competent,
responsive and productive.

A well-functioning health information system is one that ensures
the production, analysis, dissemination and use of reliable and timely
information on health determinants, health systems performance and
health status.

A well-functioning health system ensures equitable access to essential
medical products, vaccines and technologies of assured quality,
safety, efficacy and cost-effectiveness, and their scientifically sound and
cost-effective use.

A good health financing system raises adequate funds for health, in
ways that ensure people can use needed services, and are protected
from financial catastrophe or impoverishment associated with having to
pay for them.

Leadership and governance involves ensuring strategic policy
frameworks exist and are combined with effective oversight, coalition-
building, the provision of appropriate regulations and incentives,
attention to system-design, and accountability.

http://www.who.int/healthsystems/strategy/everybodys_business.pdf

Fig 2. Harvard/The World Bank Flagship Approach
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Fig 3. Essentials of universal health coverage ;|

Three dimensions to consider when moving towards universal
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Japan’s New Directions in Global Health Cooperation
—Launch of Japan Dynamic and Seamless UHC Support Platform—

Toshiro Kumakawa', Tomohiko Sugishitaz, Hidechika Akashi

1. Department of Health and Welfare Services, National Institute of Public Health (NIPH), Japan

2. Japan International Cooperation Agency (JICA)

3. Bureau of International Medical Cooperation, National Center for Global Health and Medicine
(NCGM)

[Preamble]

Japan has experienced rapid social transformation through economic, demographic, and
burden of disease transitions. These dynamic changes have prompted health care reform in
Japan and the chorological responses by the people and government are vital lessons for
those who seek to implement equitable, quality, and resilient health systems in their own

countries.

Since the inception of the G8 Global Health Working Group under the leadership of Prof.
Keizo Takemi in 2014, the Japan International Cooperation Agency (JICA), the National
Institute for Public Health (NIPH), and the National Center for Global Health and Medicine
(NCGM) have been collaborating to seek new pathways for implementing dynamic and
sustainable development modalities for the post-2015 development agenda, paying
particular attention to health systems strengthening (HSS) for achieving universal health
coverage (UHC).

The authors’ institutions have agreed on the “Japan Dynamic and Seamless UHC Support
Platform” as a common operational framework guiding project design and technical
support that promotes strategic and proactive knowledge management for strengthening
health systems in developing countries in a forward-looking manner. This is a unique but
essential endeavor to provide seamless support by Japanese institutions to developing
countries that ensures capacity development at individual, organizational, institutional, and
systemic levels. To avoid ad-hoc official development assistance ODA) implementation, the
authors’ institutions aim to achieve a harmonious and transformative program design that

strengthens resilient health systems toward the goal of achieving UHC.

The authors compiled this report in cooperation with staff members from NIPH, NCGM, and JICA
(Troika Team).



[Japan’s experience achieving UHC]

Pension and health insurance schemes have been operated in Japan since before World War
I, but some employed in the informal sector, such as agricultural workers and the
self-employed, were not always covered. Amid rapid economic growth after the war, the
government sought to solve this problem by introducing universal pensions and health
insurance coverage in 1961. After that, and prior to Japan becoming an aged society
(meaning an aged ratio of more than 14%), the government enacted the Act on Social
Welfare for the Elderly, which was followed by a series of plans and acts including the
Health and Medical Service Act for the Elderly, the Gold Plan, and the New Gold Plan. The
most recent Long-Term Care Insurance Act was introduced after Japan had surpassed the
14% aged ratio designating it an aged society, after which Japan advanced toward becoming

a super-aged society (with an aged ratio of more than 21%).

Japan’s average lifespan, which is considered one of the most important outcome indicators
for universal health coverage, is 83.2 years—the second longest in the Asia-Pacific region.
Due to rapid decline in the death rate from communicable diseases in the 1950s and early
1960s, followed by a large-scale decrease in the number of deaths caused by strokes,
Japan’s average lifespan increased over an extremely short period of time. This was the
result of public health efforts to manage the main causes of risk through interventions such
as tuberculosis countermeasures, which began in the 1950s, and hypertension

countermeasures, which began in the 1960s.

Aging is progressing in Japan at a speed unparalleled in other countries. Looking ahead to
2025, with the aim of maintaining the dignity of elderly people and supporting their
independent lifestyles, the Ministry of Health, Labour and Welfare is building
community-level comprehensive support and service delivery systems (community-level
comprehensive care system) so that the elderly can continue to live in their own way and in
familiar surroundings for as long as possible. Specifically, this system aims to support living
at home by skillfully combining five elements: professional prevention services, medical
treatment, nursing care, and the preconditions for these services, namely, welfare services

for housing and living support.

Today aging is progressing rapidly not only in the Asia-Pacific region but throughout the
world. In the coming decades many countries will need to urgently adopt measures to

address the skyrocketing need for care due to rapid changes in the population structure, as



well as changes in medical treatment needs due to changes in disease burden. Japan’s
experience maintaining universal coverage in an aging society will be a unique and
important “living teaching resource,” and it is necessary to compile lessons from Japan’s

experience into a curriculum for training health system managers efficiently and effectively.

[Implications]

The “Japan Dynamic and Seamless UHC Support Platform” enables dynamic, efficient,
and proactive implementation of development assistance. Moreover, the platform tries to
work as a “content-based solution provider” by reflecting on Japan’s past experiences. This
new platform promotes a mutual and transformative learning process between developed
and developing countries to tackle shared future challenges. Each institution has a unique

and strategic role in this joint endeavor, all of which are summarized below.

[Action 1. Japan International Cooperation Agency (JICA)]

Since its inception in 1954, JICA has been supporting developing countries as the
implementing agency of Japanese ODA. After it merged with the Japan Bank for
International Cooperation (JBIC) in 2008, JICA became the world’s largest bilateral aid

agency, currently working in over 152 countries with some 100 overseas offices.

In accordance with its vision for “Inclusive and Dynamic Development,” JICA supports the
health sector in developing countries through various assistance modalities such as technical
cooperation, ODA loans, grant aid, Japan Overseas Volunteers, and trainings in Japan or in

third countries.

JICA recognizes that a field-based approach is indispensable to quickly and accurately meet
the diverse needs of developing countries. This is why JICA promotes an “Aid
Effectiveness” strategy and works with the recipient country in close coordination with
other agencies and institutions. JICA also vigorously pursues partnerships with Japan’s
other implementing agencies such as the NCGM, the NIPH, and other governmental and
nongovernmental organizations to provide effective and efficient development assistance

with maximum impact.

JICA is currently building an in-house knowledge platform, the “JICA Dynamic UHC



Database,” to enable sequential, longitudinal, transformative, and seamless UHC support to
recipient countries. This database combines existing global resources such as the World
Development Indicators (WDI), Human Development Index (HDI), Demographic and
Health Surveys (DHS), Multiple Indicator Cluster Survey (MICS), Health Management
Information Systems (HMIS), District Health Information Software (DHIS), Living
Standards Measurement Study (LSMS), and other relevant data sources that reflect the
“Global Reference List of 100 Core Health Indicators” stipulated by the WHO. The JICA
Database is created to promote “fit-for-purpose” use of existing indicators to ensure that
program design is 1) tailored to specific contexts with minimal effort; 2) sustainable with
the potential for scale-up; 3) inclusive, transformative, and resilient; and 4) diverse and
flexible enough to apply through different stages of implementation. Most importantly, this
database ensures that program design is proactive and based on future forecasting of the
country’s economic, demographic, disease burden, and especially aging transitions. This is a
new challenge for JICA to promote dynamic, inclusive, resilient, and forward-looking

project design in the post-2015 development agenda.

[Action 2. National Center for Global Health and Medicine (NCGM)]

The NCGM is one of six national medical centers in Japan that focuses specifically on
global health. It comprises two general hospitals with 801 and 435 beds each, the Bureau of
International Medical Cooperation (BIMC), the National College of Nursing, and the
NCGM Research Institute focusing mainly on basic medical research. The BIMC functions

as one of Japan’s hubs for global health technical assistance.

The role of the NCGM in the “Japan Dynamic and Seamless UHC Support Platform” is
to undertake UHC field research in developing countries and to implement the programs

that support those countries in achieving UHC.

The NCGM is currently conducting empirical, field-based research on health insurance (HI)
in both Southeast Asia (Cambodia, Lao PD, and Viet Nam) and Africa (Kenya). The
purpose of the research is to identify operational and institutional bottlenecks to HI, as well
as to elaborate on the impact of HI on expenditure and care-seeking behavior—particularly
by the poor and ethnic minority women—in subject countries. This research intends to
outline and classify needs for both policy advice and technical assistance to address,
particularly that which can be provided from Japan. Furthermore, the NCGM intends to

examine the potential impact of population aging on the sustainability of HI, and the role of



the private sector in both service provision and financing.

So far the NCGM has collaborated to conduct UHC-related training in Japan funded by
either JICA or the World Health Organization (WHO). In the future, the NCGM intends to

play more wide-ranging roles such as the following:

1) In countries where the NCGM and JICA spearhead health sector-wide coordination
(e.g. Lao PDR), the NCGM will work to mainstream social security and other health
sector responses to upcoming aging challenges, and facilitate donor coordination in
those areas;

2) Dispatch policy advisors to countries such as Lao PDR, Senegal, and DR Congo
through the JICA scheme;

3) Assist developing countries (particularly those in Southeast Asia and Francophone
Africa) in strengthening their human resources for health (HRH) in key functions
(i.e. production, deployment and retention) and foundational components (i.e.
policy/planning, finances and legal framework);

4) As a medical institution, provide overseas trainees receiving UHC training in Japan
with the opportunity to see firsthand the actual applications of Japanese HI such as
disbursement claims on the basis of DPC (diagnosis procedure combination);

5) Collaborate with JICA and the NIPH in rolling out field-based UHC support to
developing countries through JICA’s programs as well as the NCGM’s own
modalities and overseas operations bases in Cambodia, Lao PDR, Viet Nam,
Myanmar, and Nepal. Closer potential collaboration with the Ministry of Health,

Labour and Welfare’s programs will also be pursued.

[Action 3. National Institute for Public Health (NIPH)]

The Japanese National Institute of Public Health (NIPH) is a research institute established
by the Japanese Ministry of Health, Labour and Welfare (MHLW) to carry out research,
education, and training activities related to the field of public health, including health,
medicine, welfare, and the living environment. The NIPH was established in 2002 as a
single body integrating the Institute of Public Health and the National Institute of Health
Services Management. At the time of the merger, these organizations had already been in
operation for almost 80 years, during which time they had been involved in a great deal of
on-site research in the fields of health and public health, and had also been involved in a

great deal of education and training for personnel development.



1) Content development based on the experience of Japan

Japan’s history after the introduction of universal insurance coverage overlaps with
its history of implementing countermeasures against aging. Before becoming an
“aged society”, the government enacted the Act on Social Welfare for the Elderly.
The government then established a series of laws over a two decade span: free
medical expenses for the elderly, with subsequent revisions to the scheme; the
Health and Medical Service Act for the Elderly; the Gold Plan; and finally the New
Gold Plan. In 2000 the government enforced the Long-Term Care Insurance Act,
after which Japan advanced toward becoming a super-aged society. In 2014 the
government enforced a new Act for Promoting the Comprehensive Provision of
Medical and Nursing Care in Communities. This act seeks to establish a sustainable
social security system by (1) building a comprehensive care system at the
community level and realizing fair expense burdens, (2) building efficient and
high-quality systems for providing medical treatment in communities, and (3)
strengthening links between those systems for medical treatment and care. Japan’s
experience is an important teaching resource for maintaining UHC in an aging
society, and it is necessary to develop the lessons that can be derived from Japan’s

experience in specific contents.

2) Development of a personnel training method based on the concept of strategic
management
The training of human resources so far has involved the strengthening of skills
related to specific constituent elements of the health care system. From now on,
however, it will be necessary to build a coordinated human resource training system
that generates good performance across constituent elements of the system and
strengthens ties between them. Since an aged society gives rise to unique
inequalities, local regions themselves need to acquire problem-solving capabilities
that take regional characteristics into consideration. The specific roles of personnel
responsible for public health, medical, and care services differ at the central
government, local government, and community levels. In order to enhance the
performance of the health care system as a whole, their respective roles must have a
consistent direction, and in order for personnel to best contribute toward improving
public health, medical, and care services, it is necessary for them to share a mutual

understanding of the common strategic framework they are working within.



Challenges in Global Health Governance

Yasushi Katsuma, Waseda University

The year 2015 marks a major turning point in the field of global health. The era of the
millennium development goals (MDGs: 2000-2015) will be over, and a new era governed
by the post-2015 sustainable development agenda (2015-2030) will be launched at the
September 2015 UN General Assembly. One of the sustainable development goals (SDGs)
will deal explicitly with health, and we need to tackle the health goal comprehensively by
pursuing universal health coverage (UHC) while also strengthening its linkages with other
SDGs that focus on related issues including education, the environment, and reducing

inequity within and among countries.

In this moment of transition, it is important to keep in mind that the new SDGs era will

differ significantly from the era of the MDGs in terms of the global health landscape:

1) The emergence and proliferation of non-OECD donors, non-state actors, private
sector and business actors, and innovative financing mechanisms spells a relative
decline in leverage of the World Health Organization (WHO) within the field.

i) Given this change in working environment, business as usual will not work to
achieve the health SDG. Global governance of health and global governance for
health both need to be strengthened and adapted to better suit this new global health
landscape.

iii) The 2016 G7 summit will be an excellent opportunity for global leaders to take the

initiative to enhance global health governance.

I. Global Health Landscape post-2015

A longitudinal assessment of development assistance for health from 1990-2012 indicates
that there has been a five-fold increase in global resources available for health, as well as an
upsurge in the number of organizations active in the health field. The relative allocation of

resources to the WHO, however, has remained stagnant, indicating that while the WHO

This paper was compiled from the discussions of the research team on global health governance,
consisting of Professor Yasushi Katsuma, Professor Hideaki Shiroyama of University of Tokyo, Dr.
Sayako Kanamori of JIGH, Dr. Chiaki Sato of University of Tokyo, Dr. Kayo Yasuda of Kansai Gaidai
University, Ms. Ayako Matsuura of University of Tokyo, and government officials of Ministries of
Foreign Affairs and Health, Labour and Welfare of Japan.



once dominated global health funding its leverage has declined significantly. In this context
of declining leverage, what role should the WHO play? And given the expansion of global

health actors and stakeholders, what new platforms and regulatory frameworks do we need?

Figure: Development Assistance for Health, 1990-2012
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Source: IHME DAH Database, 2012

WHO post-2015: focus on its core functions

While the WHO continues to be the world’s leading technical authority on health, it is no
longer the single predominant player. As such, it should cut down its operations to the basic
core functions that define the organization, namely correcting for market failure of global
public goods and interventions that deal with international externalities. The promotion of
global public goods involves setting international norms and standards. It assures that
adequate levels and benefits of these goods are distributed among all countries, and the
WHO sets these norms by promoting research and development and building consensus
among member states. Interventions to deal with externalities address health threats
specified under the International Health Regulations (IHR), the international transfer of
health risks, and other global threats to health such as trade in legal and illegal harmful
substances. Supplementary functions of the WHO include measures to correct for
government failure such as technical cooperation, development financing, and the

protection of vulnerable groups. However as the number of players promoting health on the



ground through these mechanisms has increased, the WHO’s comparative expertise has

declined.

New post-2015 priorities and objectives

The Ebola epidemic has been a game changer in the field of global health and has brought
attention to both the necessity of exploring who should lead coordination among
stakeholders in the humanitarian phase of pandemic (also known as the security phase), and
how humanitarian assistance should be transitioned to a development phase that enhances

health systems and community resilience.

The SDGs—slated to be announced at the September 2015 UNGA—will guide the
overarching goals and objectives that govern global development issues through the year
2030. Given their breadth and number there is increasing concern about how the goals are
to be achieved once set, and harmonized governance mechanisms that are realistic and
effective will be central to this effort. Since only one out of 17 goals will focus on health, it
will be important to capitalize on the inter-sectoral nature of the SDGs, bringing voices
from diverse sectors into the conversation. It is also important, amid the current rush toward
launching the post-2015 agenda, to reflect on the successes and failures of the MDGs, and
how concepts such as universal health coverage (UHC) and human security have helped to

move those successes forward.

I1. Post-2015 Global Governance OF and FOR Health
Global Governance of Health

Within the field, the WHO should continue to take the lead in its core functions of setting
norms and intervening where global threats pose a risk to public health. Governing the
many partnerships that have been launched by UN agencies and bilateral donors to correct
government failures, however, is more of a challenge. These partnerships have been largely
ad hoc, and have not coordinated well amongst each other or with emerging
non-Organisation for Economic Co-operation and Development/Development Assistance
Committee (OECD/DAC) and non-state actors. In other words, global governance of health

is still “anarchical.”

At the field level, UN Country Teams and partner countries should use the UN



Development Assistance Framework (UNDAF) to coordinate multilateral and bilateral
donors across sectors. At the global level, while the OECD/DAC has been instrumental in
setting development cooperation guidelines for good donorship such as Paris Principles,
Accra Agenda for Action, emerging non-OECD/DAC donors such as China have been
challenging these norms. A more inclusive platform for development cooperation at the UN
is needed. The UN Secretary-General’s High Level Panel on Global Sustainability (GSP)
has received recommendations for developing “a Sustainable Development Council that has
genuine political clout to bring global policy coherence for sustainable development and
allows for active civil society engagement.”'® However, the creation of a new UN platform
has met with some resistance from those who feel that there already exist too many with
similar purviews such as the UN Economic and Social Council (ECOSOC) that are in need

of reform.

Global Governance for Health

While global governance of health refers to mechanisms that govern the health sector,
global governance for health recognizes that many of the drivers and root causes of ill
health stem from outside of the health sector. As such it is crucial that the health SDG be
linked with other SDGs both at the global and field levels through UN harmonization
frameworks such as the UN Development Group (UNDG), UNDAF, and possibly a new

inclusive UN platform for sustainable development.

Public-private partnerships (PPPs) will also be imperative, due to a steady increase in both
the number of private sector actors and the funds they have contributed to global health.
Private sector business actors are increasingly interested in contributing to global health as
part of their corporate social responsibilities (CSR) or base of the pyramid (BoP) strategies.
We need more coordinated efforts to encourage PPPs to promote outreach and innovation
for health.

I11. 2016 G7 Summit in Japan

The 2016 G7 Summit in Japan will be an excellent opportunity for leaders to take the

initiative to enhance global health governance. Recommendations include:
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G7 countries, representing the OECD/DAC, should discuss how to engage more
broadly and coordinate on development assistance with emerging non-OECD/DAC
donors. This discussion can then be continued at the following G20 Summit.

G7 countries, based on lessons from responses to the Ebola outbreak, should discuss
coordination mechanisms that are able to address outbreaks of contagious diseases more
effectively and facilitate smoother transitions from the humanitarian/security phase to
the development phase of health interventions.

G7 countries, with their vibrant private sectors, can create a robust platform where PPPs
are promoted to bring about innovation in global health. There already exist a number of
ad hoc initiatives but there need to be more globally coordinated efforts, and a unified
global platform would be useful to encourage and mobilize innovation.

G7 countries can work together to produce global health policy experts needed at the
global, regional, and field levels. We need such policy experts for harmonization and
alignment in global health, particularly in Asia and Africa.

Beyond the development assistance that G7 countries can mobilize to aid others, it will
be important for the G7 to also consider what its own members can do. Regulatory
frameworks are needed to mitigate the impact that G7 multinational industries have on
health, and member states need to recognize the accountability required of those

industries—as well as of aid programs—to sustain health in lower income countries.






The economic impact of universal health coveragein Japan

Takashi Oshio, Hitotsubashi University

Key points

® Japan’s UHC reduced income inequality as a byproduct of equal access to health
services.

® Its success has been supported by a young population and high economic growth.

® UHC is now burdened by the aging population and structural changes in the

economy.

1. Introduction

Japan instituted universal health coverage (UHC) in 1961, by passing a law implementing
Citizens’ Health Insurance (CHI) plans (Campbell, Ikegami, and Tsugawa, 2014). This law
did not unify the health insurance programs created before World War II; it kept employees
and their dependent family members covered by their existing plans. The biggest change
was that all other citizens were covered by municipality-provided health insurance plans,
thereby making the coverage of healthcare insurance mandatory and universal. The new
system ensured the same access to health services as the existing plans for employees; the
insured were entitled to go to any physician or hospital they chose and could receive the

same procedures and medications.

UHC in Japan established a foundation for the subsequent development of the healthcare
systems and social well-being. However, it now faces several challenges, which puts a
strain on its sustainability (Ikegami et al., 2011). In the following presentation, we will
briefly discuss the economic impact of UHC, including how it has affected household
income, income inequality, and the government’s fiscal position in Japan. The presentation
is based on a report by Oshio, Miake, and Ikegami (2014).

The bottom line is that the effectiveness and economic impact of Japan’s UHC have

depended heavily on the demographic and macroeconomic conditions of the economy.

This paper was compiled from the discussions of the research team on Social and Economic Impact of
UHC, consisting of Professor Takashi Oshio, Dr. Reiko Hayashi of National Institute of Population and
Social Security Research, Dr. Yuki Murakami of OECD, and Dr. Yusuke Tsugawa of Harvard University.



When Japan was “young” and growing at a rapid pace in the 1960s and 70s, UHC as a
whole made a substantial contribution to the transfer of income from the rich to the poor
and reduced income inequality at the national level. However, the aging population and

changing economic structures have required adjustments to the current UHC scheme.

2. Success: favorable impact on household income and income distribution

Japan was quite “young” when it instituted UHC. In 1960, the proportion of people aged 65
and older was only 5.7 percent of the population and the average age was 28.5, compared to
24.1 percent of the population and 45.1 years of age in 2012. A young population structure
provided favorable conditions for establishing of UHC because it controlled the transfer of
income from the young to the old via social security programs. Public pension programs

had not matured yet, and healthcare benefits to the elderly had not started to mount.

With the expanded coverage of health insurance plans, UHC reduced people’s reliance on
out-of-pocket spending to purchase health services. When UHC was expanded to the private
sector, national and local governments were obliged by law to utilize more tax revenues to
finance spending on the costs of health services. As seen in Figure 1, the proportion of
out-of-pocket spending in overall health expenditures gradually declined from 38.7 percent
in 1955, to 10.5 percent in 1982. Along with this change in spending, the expansion of UHC

had two important implications for household income and income distribution.

First, health services became more evenly accessible. Figure 2 compares the concentration
curves of healthcare benefits, which were provided by public healthcare insurance, between
1952 (before the establishment of UHC) and 1967 (after its establishment). The
concentration curve graphs the cumulative proportion of healthcare benefits against the
cumulative proportion of households ranked by income (van Doorslaer et al., 2000). We
observe that the curve for 1952 is located below the diagonal, indicating that the receipt of
healthcare benefits was distributed in favor of richer households. By comparison, the curve
for 1967 is located close to the diagonal, indicating a relatively even distribution of benefits.
We also can calculate the concentration index, which indicates the degree of inequality in
the distribution of health care and is measured as twice the area between the concentration
curve and the diagonal. The index declined from 0.145 in 1952 to —0.001 in 1967.

The second implication, related to the first one, is the increasing importance of income

transfer via taxation and the social security programs. Figure 3 confirms this by showing



healthcare benefits in kind and benefits in cash by income class in 1967, compared to social
security costs, which are the sum of social security contributions (premiums) and an

estimated portion of taxes to finance overall social security benefits.

We can see three noteworthy findings in this figure. First, spending for healthcare benefits
dominated social security benefits except for the lowest income groups, reflecting a limited
number of public pension recipients in the younger population. Second, healthcare benefits
exist within a relatively limited range across income groups, reflecting an equal access to

healthcare services. This is consistent with the shape of the concentration curve for 1967 in

Figure 2.

Third, the observed relationship between social security benefits and costs across income
groups suggests income transfer from the rich to the poor—that is, the net benefits were
positive for the poor and negative for the rich. To be sure, it may be controversial whether,
and to what extent, income redistribution should be expected from social security programs,
which were originally designed to reduce peoples’ exposure to social risks. However, the
fact that UHC had the favorable byproduct of reducing income inequality in Japan should
be remembered; it has important implication for countries that do not have a rigorous

taxation system.

Income redistribution by UHC has contributed to a reduction in overall income inequality,
which is measured by the Gini index. Figure 4 shows the changes in the official estimates
of the Gini index over the decade after the establishment of UHC, beginning at its initial
stage. For both types of income—before and after taxes and transfers, the figure shows that
income inequality successfully declined during that period. The main driver of the reduction
in income inequality was rapid economic growth, which raised the mean household income.
Also, the relatively equal development across arecas and the nationwide income
redistribution of tax revenues across local governments favored equitable income
redistribution (Tachibanaki, 2004).

UHC was another main contributor to equitable income redistribution. The MHLW (2013a)
decomposed the reduction in the Gini index after income redistribution into those
attributable to taxation and social security programs for 1967 and 1972. This decomposition
showed that social security programs explained about 70 and 50 percent, respectively in
each year, of the reduction in the Gini index. Considering that public pension benefits had

not matured at the time, this underscores that healthcare programs substantially mitigated



income inequality in a market economy.

Finally, we can argue that a gradual introduction of UHC was helped by rapid economic
growth. Between 1955 and 1970, the real gross domestic product (GDP) increased at nearly
a 10 percent rate and kept overall healthcare expenditures below 3 percent of the GDP until
1973 (compared to 7.3% in 2013; NIPSS, 2012). Rapid economic growth also raised
government revenues through taxes and social security contributions, which sustained

sufficient fiscal space for health care benefits.

3. Challenges: pressures from the aging population and changing economic
structure

Japan’s UHC was successfully established in the 1960s and had favorable effects on
household income and income distribution. Half a century later, however, it is facing several
challenges because of the aging population and structural changes in the economy. The
proportion of people aged 65 and over has been rising rapidly and is 26.1 percent as of 2014,
making Japan the “oldest” country in the world. At the same time, the economy has
experienced a reduction in the self-employed and farmers, as well an increase in
non-regular employees. These secular changes have reduced fiscal space for UHC and put a

strain on the existing scheme of health care insurance.

Aging affects the fiscal space on both the expenditure and revenue sides. On the
expenditure side, a rising proportion of the elderly naturally raised total health expenditures
because the elderly consume more healthcare services than the young population and their
share of benefits. Indeed, as seen in Figure 5, the share of healthcare benefits for the elderly
(aged 70 and older) to the total benefits rose from 15.2 percent in 1975 to 46.4 percent in
2012, and an increase in benefits for the elderly explained more than half of the increase in
total benefits. On the revenue side, the elderly tend to have a lower income so that the
amount they contribute is less. Moreover, lower rates of income tax and healthcare
insurance contributions are applied to public pension income for the elderly. At the same
time, health insurance has become similar to pensions in that they have led to large-scale
income transfers from the young to elders (Figure 6), because funding is on a
pay-as-you-go basis. Increasing income transfers between age groups have made the health

care insurance less sustainable under an aging population.

The government was not aware of the potential pressures of the aging population on UHC

until the 1980s. Indeed, it made health care for the elderly free of charge at the national



level in 1973 (until ten years later), along with other, generous reforms in social security
programs. Since then, the government has gradually become more concerned about its
deteriorating fiscal position and its causes: population aging and lower economic growth.
Policymakers have tried to reduce the fiscal burden on the general budget by forcing health
insurance plans to contribute more to the health expenditures of the elderly. However, they
have faced increasing resistance from the employers and the employees, who are members
of the employment-based plans, because they are already contributing nearly half of their

premium revenue to the funding pool to finance the elderly’s health expenditures.

Decreased growth in government revenues, due to a prolonged economic slowdown, and
mounting healthcare and other social security benefits for the elderly have increased
dependence on government bond issues. According to the latest official projections by the
MHLW (2012c), the ratio of healthcare benefits to the GDP will grow from 7.3 percent in
2012 to 8.9 percent in 2025. Without any substantial increase in tax rates or social security

premiums, fiscal space for UHC will likely continue to shrink.

Shrinking fiscal space has been accompanied by a change in the structure of income transfer
related to UHC. Healthcare insurance programs are pay-as-you-go in nature because people
are most exposed to health risks when they are old and pay more premiums and taxes when
they are young. Figure 7 shows the comparison of healthcare costs (the sum of the
copayment plus out-of-pocket spending) and benefits by age group. When the population
was young in the initial stage of UHC, the magnitude of this inter-generational transfer of
income was relatively limited at the national level and dominated by intra-generational
transfer. However, the population’s aging has accelerated the inter-generational transfer and
reduced fiscal space because the elderly did not accept reduced benefits easily and the

young usually were opposed to higher taxes and premiums.

Another key challenge to UHC has come from structural changes in the labor market. Japan
has not established a unified system of healthcare insurance, and citizens are covered by
either employee-based plans (for employees and their family dependents) or
municipality-based plans (for others). The latter plans, that is, CHI plans, originally were
supposed to cover self-employed workers, farmers, and their family dependents.
Industrialization of the economy has reduced the proportion of these types of individuals in

the total population, and hence the structure of CHI group membership.

The CHI plans are now absorbing an increasing number of non-regular employees, who are



not covered by employer-provided health insurance plans, which conflicts with their
original purpose. The rising proportion of non-working people, most of whom are retired or
unemployed, makes the CHI plans less sustainable. Moreover, the uneven rates of aging and
economic growth across regions have led to a wider disparity in the premium rates of CHI
plans, which are municipality-based and exposed to the fiscal positions of local
governments. The current system does not provide municipalities with strong incentives to
enhance efficiency because CHI-plan deficits usually are funded by subsidies from the
central government. The increasing presence of members with low incomes and a lack of
incentives to enhance efficiency put a strain not only on the CHI plans but also on the
country’s healthcare plans as a whole, because more subsidies are needed to fill the revenue

shortages of the CHI plans.

4. Conclusion: implications from Japan’s experience in UHC

We have briefly summarized the impact of UHC in Japan over the past half a century from
an economic viewpoint. Japan’s experience with UHC provides important lessons—both
positive and negative—for countries that are in the initial stage of establishing healthcare

and other social security programs.

On the positive side, UHC is expected to create a favorable byproduct. The goal of
universal health coverage is to ensure that all people obtain the health services they need
without suffering financial hardship when paying for them. The system, which Japan
established to finance their UHC program, had another important effect: it indirectly
reduced income inequality via contributions and benefits. This income transfer worked
effectively, during the initial stage of establishing UHC, because the population was young.
Therefore, income distribution should be a key contributor to social well-being and to the

people’s support of economic development.

At the same time, we should remember that the sustainability of UHC depends largely on
demographic and economic conditions. One of the most formidable, albeit foreseeable,
challenges is the aging population, and it is advisable to make the system as robust as
possible in advance, to counter its stress on the economy. Japan’s experience clearly reveals
that once a population starts to shrink and the economy stops expanding, the fiscal
sustainability of the system will decline. In addition, changes in industry and labor market
structures are likely to have substantial effects on UHC programs that differ from their

original goals. This is especially the case, given that UHC has a history of expanding from



the public to the private sectors and has not been unified at the national level.

It is politically challenging to reform UHC once these changes are realized, as evidenced by
Japan’s experience. Under conditions of an aging population and low economic growth, any
reform in UHC should take the form of a zero-sum game. It would be advisable to design a
system that is sufficiently robust to withstand demographic and economic pressures, using

projections that are as precise as possible.
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Figure 1: Changes in funding sources for health expenditures: 1955-1985
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Figure 2: Concentration curves of healthcare benefits: 1952 vs. 1967

Cumulative proportion of healthcare benefits

1.0 -

0.8 -

1967
0.6 -

1952

0.2 -

0.0

0.0 0.2 0.4 0.6 0.8
Cumulative proportion of households ranked by income

Note: Income is before taxes and transfers.

Source: The author’s calculations were based on MHLW (2013a).

1.0



Figure 3: Social security benefits and costs by income class in 1967
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Figure 4: Declining Gini index after the establishment of UHC: 1962—1972
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Figure 5: Increasing healthcare benefits for the elderly
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Figure 6: Healthcare payments and benefits by age group in 2011
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Figure 7: Changing membership composition of Citizens’ Health Insurance (CHI)
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Summary

This study team will analyze the impact of recent socioeconomic changes on equity,
effectiveness, and efficiency of universal health coverage (UHC) in Japan using national
health-related databases, with a special focus on the following aspects: 1) impact of two
recent crises on healthcare in Japan (i.e., economic downturn precipitated by the global
financial crisis in 2008, and the Great East Japan Earthquake in 2011), and 2) recent
changes to Japan’s healthcare system that were not fully examined in the Lancet Special
Series on Japan, 2011, including (i) input-output analysis on efficiency of primary care and
acute care, and (ii) overview of the current long-term care system in Japan.

1. Background

The Lancet Special Series on Japan: Universal Health Care at 50 years (2011) and the
Japan—World Bank Partnership Program on Universal Health Coverage (2014) described the
historical background, current status, and sustainability of Universal Health Coverage
(UHC) in Japan. However, in the last several years we have witnessed various
socioeconomic changes in Japan, and the impacts of these changes on equity, effectiveness,
and efficiency of UHC remains unclear.

Two recent crises in Japan may have affected the sustainability of its national healthcare
system. One was the economic crisis in Japan following the 2008 global financial crisis, and
the other was the earthquake and tsunami disaster that hit northeast Japan in 2011. The

authors aim to clarify the impacts of these crises on healthcare delivery, access, and




outcomes and to examine how Japan’s UHC system alleviated the impact of these crises
through comparisons with similar situations in other countries (e.g. European countries
under economic crisis and subsequent austerity measures and policy change). The study will
provide new insight into how such crises can affect UHC and how countries should prepare
robust UHC systems to protect against such shocks, which will provide useful lessons for
any country that has established—or is in the process of introducing—a UHC system.

In addition, several issues related to recent changes to the healthcare system were not
completely investigated in the Lancet Special Series on Japan in 2011. Primary and
long-term care systems are pivotal healthcare pillars in “super-aging” societies where
integrated community healthcare and welfare programs are coordinated to deliver services.
In the present study, the authors will examine (i) equity, effectiveness, and efficiency of
Japan’s primary and acute care systems, and (ii) details of the current long-term care system

in Japan.

2. Data sources

In this study, the authors will perform secondary analyses of the following large healthcare

databases in Japan:

A. Comprehensive Survey of Living Conditions ( )
B. National Health and Nutrition Survey ( )
C. National Census ( )
D. Report of Vital Statistics: Occupational and Industrial Aspects(

)
E. Japan Gerontological Evalusation Study (JAGES) ( )
F. Longitudinal Survey of Newborns in the 21st Century (

)
G. Survey of Physicians, Dentists and Pharmacists (

)

H. Survey of Medical Institutions/ Hospital Report ( )
I.  Diagnosis Procedure Combination (DPC) inpatient data (DPC )
J.  Patient Survey ( )
K. All-Japan Utstein Registry ( )
L. Specific health checkup and health insurance claims data from Federation of National

Health Insurance and Japan Health Insurance Association (

)

M. Survey of Institutions and Establishments for Long-term Care (



)

N. Survey of Long-term Care Benefit Expenditures ( )

3. Impact of the two crises on UHC in Japan

3.1. Impact of the economic downturn after the global financial crisis in 2008

Naoki Kondo, Associate Professor

(1) Using data from the Comprehensive Survey of Living Conditions and the National
Health and Nutrition Survey, the authors will analyze annual trends in socioeconomic
disparities in health indicators and health behaviors, and changes in these trends before and
after various exogenous shocks (including the 2008 global financial crisis). Trends will be
analyzed at the national and prefectural levels.

(i1) The authors will also perform similar analyses with cause-specific mortality as the
outcome variable, using data from the National Census and Report of Vital Statistics:
Occupational and Industrial Aspects.

(ii1) Using 2010 and 2013 panel data from the Japan Gerontological Evaluation Study
(JAGES), the authors will analyze changes in health status of the elderly (activities of daily
living and nursing care needs) and disparities in access to healthcare based on
self-administered questionnaires.

(vi) Using the Longitudinal Survey of Newborns in the 21st Century (2001 and 2010
cohorts) the authors will evaluate the impacts of the 2008 global financial crisis on the

health and health care utilization of children of various socioeconomic statuses.

3.2. Impact of the Great East Japan Earthquake in 2011

Hideo Yasunaga, Professor, and Toshiaki lizuka, Professor

The authors will gather data from the Survey of Physicians, Dentists and Pharmacists;
Survey of Medical Institutions/ Hospital Report; Diagnosis Procedure Combination (DPC)
inpatient data; Patient Survey; and All-Japan Utstein Registry. They will use this data to
analyze changes in the distribution of healthcare resources (including medical institutions
and healthcare providers) and access to healthcare services before and after the 2011
earthquake and tsunami disaster. For instance, using Patient Survey data the authors will
analyze annual trends in hospital admission rates for stroke and acute myocardial infarction

in secondary medical areas.



4. Issues related to recent changes in the healthcare system

4.1. Input-output analysis on efficiency of primary care and acute care

Hideo Yasunaga, Professor

Using the Survey of Medical Institutions/Hospital Report, Diagnosis Procedure
Combination inpatient data, Patient Survey, and specific health checkup and health
insurance claims data from the Federation of National Health Insurance and Japan Health
Insurance Association, the authors will perform input-output analysis on the efficiency of
primary care and acute care services. In hospital-level analysis, the authors will use
“hospital standardized mortality ratio (HSMR)” as the output indicator, and healthcare
resources (healthcare providers and medical devices) as the input indicators. In secondary
medical area—level analysis, we use “effective coverage” as the output, and local healthcare
resources (healthcare providers and medical facilities) as the inputs. Effective coverage is
measured using (i) the gap between positive rates in screening tests and the rates of
receiving treatment, and (ii) the gap between health guidance for smokers and their visits to

smoking cessation clinics.

4.2. Overview of long-term care in Japan

Toshiaki lizuka, Professor

Using the Survey of Institutions and Establishments for Long-term Care and the Survey of
Long-term Care Benefit Expenditures, the authors will interpret and review the long-term
care system in Japan. In an analysis of P4P (pay for performance) in long-term care, the
authors will analyze the impact of “contingency fees” on improving the quality of nursing

carc.

5. Expected outcomes of the project

This study is expected to provide evidence on how we can better prepare for social,
economic, and demographic crises through a robust UHC system. The roles of government,
healthcare providers, and citizens in the community will be further discussed to glean policy

lessons for emerging countries that will soon face similar challenges.
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THE WHO HEALTH SYSTEM FRAMEWORK
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Fig 1. The WHO Health Systems Framework
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THE SIX BUILDING BLOCKS OF A HEALTH SYSTEM: AIMS AND DESIRABLE ATTRIBUTES

Good health services are those which deliver effective, safe, quality
personal and non-personal health interventions to those who need
them, when and where needed, with minimum waste of resources.

A well-performing health workforce is one which works in ways that
are responsive, fair and efficient to achieve the best health outcomes
possible, given available resources and circumstances. l.e. There are
sufficient numbers and mix of staff, fairly distributed; they are competent,
responsive and productive.

A well-functioning health information system is one that ensures
the production, analysis, dissemination and use of reliable and timely
information on health determinants, health systems performance and
health status.

A well-functioning health system ensures equitable access to essential
medical products, vaccines and technologies of assured quality,
safety, efficacy and cost-effectiveness, and their scientifically sound and
cost-effective use.

A good health financing system raises adequate funds for health, in
ways that ensure people can use needed services, and are protected
from financial catastrophe or impoverishment associated with having to
pay for them.

Leadership and governance involves ensuring strategic policy
frameworks exist and are combined with effective oversight, coalition-
building, the provision of appropriate regulations and incentives,
attention to system-design, and accountability.

http://www.who.int/healthsystems/strategy/everybodys_business.pdf

Fig 2. Harvard/The World Bank Flagship Approach
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Japan’s New Directions in Global Health Cooperation
—Launch of Japan Dynamic and Seamless UHC Support Platform—

Toshiro Kumakawa', Tomohiko Sugishitaz, Hidechika Akashi
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2. Japan International Cooperation Agency (JICA)

3. Bureau of International Medical Cooperation, National Center for Global Health and Medicine
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[Preamble]

Japan has experienced rapid social transformation through economic, demographic, and
burden of disease transitions. These dynamic changes have prompted health care reform in
Japan and the chorological responses by the people and government are vital lessons for
those who seek to implement equitable, quality, and resilient health systems in their own

countries.

Since the inception of the G8 Global Health Working Group under the leadership of Prof.
Keizo Takemi in 2014, the Japan International Cooperation Agency (JICA), the National
Institute for Public Health (NIPH), and the National Center for Global Health and Medicine
(NCGM) have been collaborating to seek new pathways for implementing dynamic and
sustainable development modalities for the post-2015 development agenda, paying
particular attention to health systems strengthening (HSS) for achieving universal health
coverage (UHC).

The authors’ institutions have agreed on the “Japan Dynamic and Seamless UHC Support
Platform” as a common operational framework guiding project design and technical
support that promotes strategic and proactive knowledge management for strengthening
health systems in developing countries in a forward-looking manner. This is a unique but
essential endeavor to provide seamless support by Japanese institutions to developing
countries that ensures capacity development at individual, organizational, institutional, and
systemic levels. To avoid ad-hoc official development assistance ODA) implementation, the
authors’ institutions aim to achieve a harmonious and transformative program design that

strengthens resilient health systems toward the goal of achieving UHC.

The authors compiled this report in cooperation with staff members from NIPH, NCGM, and JICA
(Troika Team).



[Japan’s experience achieving UHC]

Pension and health insurance schemes have been operated in Japan since before World War
I, but some employed in the informal sector, such as agricultural workers and the
self-employed, were not always covered. Amid rapid economic growth after the war, the
government sought to solve this problem by introducing universal pensions and health
insurance coverage in 1961. After that, and prior to Japan becoming an aged society
(meaning an aged ratio of more than 14%), the government enacted the Act on Social
Welfare for the Elderly, which was followed by a series of plans and acts including the
Health and Medical Service Act for the Elderly, the Gold Plan, and the New Gold Plan. The
most recent Long-Term Care Insurance Act was introduced after Japan had surpassed the
14% aged ratio designating it an aged society, after which Japan advanced toward becoming

a super-aged society (with an aged ratio of more than 21%).

Japan’s average lifespan, which is considered one of the most important outcome indicators
for universal health coverage, is 83.2 years—the second longest in the Asia-Pacific region.
Due to rapid decline in the death rate from communicable diseases in the 1950s and early
1960s, followed by a large-scale decrease in the number of deaths caused by strokes,
Japan’s average lifespan increased over an extremely short period of time. This was the
result of public health efforts to manage the main causes of risk through interventions such
as tuberculosis countermeasures, which began in the 1950s, and hypertension

countermeasures, which began in the 1960s.

Aging is progressing in Japan at a speed unparalleled in other countries. Looking ahead to
2025, with the aim of maintaining the dignity of elderly people and supporting their
independent lifestyles, the Ministry of Health, Labour and Welfare is building
community-level comprehensive support and service delivery systems (community-level
comprehensive care system) so that the elderly can continue to live in their own way and in
familiar surroundings for as long as possible. Specifically, this system aims to support living
at home by skillfully combining five elements: professional prevention services, medical
treatment, nursing care, and the preconditions for these services, namely, welfare services

for housing and living support.

Today aging is progressing rapidly not only in the Asia-Pacific region but throughout the
world. In the coming decades many countries will need to urgently adopt measures to

address the skyrocketing need for care due to rapid changes in the population structure, as



well as changes in medical treatment needs due to changes in disease burden. Japan’s
experience maintaining universal coverage in an aging society will be a unique and
important “living teaching resource,” and it is necessary to compile lessons from Japan’s

experience into a curriculum for training health system managers efficiently and effectively.

[Implications]

The “Japan Dynamic and Seamless UHC Support Platform” enables dynamic, efficient,
and proactive implementation of development assistance. Moreover, the platform tries to
work as a “content-based solution provider” by reflecting on Japan’s past experiences. This
new platform promotes a mutual and transformative learning process between developed
and developing countries to tackle shared future challenges. Each institution has a unique

and strategic role in this joint endeavor, all of which are summarized below.

[Action 1. Japan International Cooperation Agency (JICA)]

Since its inception in 1954, JICA has been supporting developing countries as the
implementing agency of Japanese ODA. After it merged with the Japan Bank for
International Cooperation (JBIC) in 2008, JICA became the world’s largest bilateral aid

agency, currently working in over 152 countries with some 100 overseas offices.

In accordance with its vision for “Inclusive and Dynamic Development,” JICA supports the
health sector in developing countries through various assistance modalities such as technical
cooperation, ODA loans, grant aid, Japan Overseas Volunteers, and trainings in Japan or in

third countries.

JICA recognizes that a field-based approach is indispensable to quickly and accurately meet
the diverse needs of developing countries. This is why JICA promotes an “Aid
Effectiveness” strategy and works with the recipient country in close coordination with
other agencies and institutions. JICA also vigorously pursues partnerships with Japan’s
other implementing agencies such as the NCGM, the NIPH, and other governmental and
nongovernmental organizations to provide effective and efficient development assistance

with maximum impact.

JICA is currently building an in-house knowledge platform, the “JICA Dynamic UHC



Database,” to enable sequential, longitudinal, transformative, and seamless UHC support to
recipient countries. This database combines existing global resources such as the World
Development Indicators (WDI), Human Development Index (HDI), Demographic and
Health Surveys (DHS), Multiple Indicator Cluster Survey (MICS), Health Management
Information Systems (HMIS), District Health Information Software (DHIS), Living
Standards Measurement Study (LSMS), and other relevant data sources that reflect the
“Global Reference List of 100 Core Health Indicators” stipulated by the WHO. The JICA
Database is created to promote “fit-for-purpose” use of existing indicators to ensure that
program design is 1) tailored to specific contexts with minimal effort; 2) sustainable with
the potential for scale-up; 3) inclusive, transformative, and resilient; and 4) diverse and
flexible enough to apply through different stages of implementation. Most importantly, this
database ensures that program design is proactive and based on future forecasting of the
country’s economic, demographic, disease burden, and especially aging transitions. This is a
new challenge for JICA to promote dynamic, inclusive, resilient, and forward-looking

project design in the post-2015 development agenda.

[Action 2. National Center for Global Health and Medicine (NCGM)]

The NCGM is one of six national medical centers in Japan that focuses specifically on
global health. It comprises two general hospitals with 801 and 435 beds each, the Bureau of
International Medical Cooperation (BIMC), the National College of Nursing, and the
NCGM Research Institute focusing mainly on basic medical research. The BIMC functions

as one of Japan’s hubs for global health technical assistance.

The role of the NCGM in the “Japan Dynamic and Seamless UHC Support Platform” is
to undertake UHC field research in developing countries and to implement the programs

that support those countries in achieving UHC.

The NCGM is currently conducting empirical, field-based research on health insurance (HI)
in both Southeast Asia (Cambodia, Lao PD, and Viet Nam) and Africa (Kenya). The
purpose of the research is to identify operational and institutional bottlenecks to HI, as well
as to elaborate on the impact of HI on expenditure and care-seeking behavior—particularly
by the poor and ethnic minority women—in subject countries. This research intends to
outline and classify needs for both policy advice and technical assistance to address,
particularly that which can be provided from Japan. Furthermore, the NCGM intends to

examine the potential impact of population aging on the sustainability of HI, and the role of



the private sector in both service provision and financing.

So far the NCGM has collaborated to conduct UHC-related training in Japan funded by
either JICA or the World Health Organization (WHO). In the future, the NCGM intends to

play more wide-ranging roles such as the following:

1) In countries where the NCGM and JICA spearhead health sector-wide coordination
(e.g. Lao PDR), the NCGM will work to mainstream social security and other health
sector responses to upcoming aging challenges, and facilitate donor coordination in
those areas;

2) Dispatch policy advisors to countries such as Lao PDR, Senegal, and DR Congo
through the JICA scheme;

3) Assist developing countries (particularly those in Southeast Asia and Francophone
Africa) in strengthening their human resources for health (HRH) in key functions
(i.e. production, deployment and retention) and foundational components (i.e.
policy/planning, finances and legal framework);

4) As a medical institution, provide overseas trainees receiving UHC training in Japan
with the opportunity to see firsthand the actual applications of Japanese HI such as
disbursement claims on the basis of DPC (diagnosis procedure combination);

5) Collaborate with JICA and the NIPH in rolling out field-based UHC support to
developing countries through JICA’s programs as well as the NCGM’s own
modalities and overseas operations bases in Cambodia, Lao PDR, Viet Nam,
Myanmar, and Nepal. Closer potential collaboration with the Ministry of Health,

Labour and Welfare’s programs will also be pursued.

[Action 3. National Institute for Public Health (NIPH)]

The Japanese National Institute of Public Health (NIPH) is a research institute established
by the Japanese Ministry of Health, Labour and Welfare (MHLW) to carry out research,
education, and training activities related to the field of public health, including health,
medicine, welfare, and the living environment. The NIPH was established in 2002 as a
single body integrating the Institute of Public Health and the National Institute of Health
Services Management. At the time of the merger, these organizations had already been in
operation for almost 80 years, during which time they had been involved in a great deal of
on-site research in the fields of health and public health, and had also been involved in a

great deal of education and training for personnel development.



1) Content development based on the experience of Japan

Japan’s history after the introduction of universal insurance coverage overlaps with
its history of implementing countermeasures against aging. Before becoming an
“aged society”, the government enacted the Act on Social Welfare for the Elderly.
The government then established a series of laws over a two decade span: free
medical expenses for the elderly, with subsequent revisions to the scheme; the
Health and Medical Service Act for the Elderly; the Gold Plan; and finally the New
Gold Plan. In 2000 the government enforced the Long-Term Care Insurance Act,
after which Japan advanced toward becoming a super-aged society. In 2014 the
government enforced a new Act for Promoting the Comprehensive Provision of
Medical and Nursing Care in Communities. This act seeks to establish a sustainable
social security system by (1) building a comprehensive care system at the
community level and realizing fair expense burdens, (2) building efficient and
high-quality systems for providing medical treatment in communities, and (3)
strengthening links between those systems for medical treatment and care. Japan’s
experience is an important teaching resource for maintaining UHC in an aging
society, and it is necessary to develop the lessons that can be derived from Japan’s

experience in specific contents.

2) Development of a personnel training method based on the concept of strategic
management
The training of human resources so far has involved the strengthening of skills
related to specific constituent elements of the health care system. From now on,
however, it will be necessary to build a coordinated human resource training system
that generates good performance across constituent elements of the system and
strengthens ties between them. Since an aged society gives rise to unique
inequalities, local regions themselves need to acquire problem-solving capabilities
that take regional characteristics into consideration. The specific roles of personnel
responsible for public health, medical, and care services differ at the central
government, local government, and community levels. In order to enhance the
performance of the health care system as a whole, their respective roles must have a
consistent direction, and in order for personnel to best contribute toward improving
public health, medical, and care services, it is necessary for them to share a mutual

understanding of the common strategic framework they are working within.



Challenges in Global Health Governance

Yasushi Katsuma, Waseda University

The year 2015 marks a major turning point in the field of global health. The era of the
millennium development goals (MDGs: 2000-2015) will be over, and a new era governed
by the post-2015 sustainable development agenda (2015-2030) will be launched at the
September 2015 UN General Assembly. One of the sustainable development goals (SDGs)
will deal explicitly with health, and we need to tackle the health goal comprehensively by
pursuing universal health coverage (UHC) while also strengthening its linkages with other
SDGs that focus on related issues including education, the environment, and reducing

inequity within and among countries.

In this moment of transition, it is important to keep in mind that the new SDGs era will

differ significantly from the era of the MDGs in terms of the global health landscape:

1) The emergence and proliferation of non-OECD donors, non-state actors, private
sector and business actors, and innovative financing mechanisms spells a relative
decline in leverage of the World Health Organization (WHO) within the field.

i) Given this change in working environment, business as usual will not work to
achieve the health SDG. Global governance of health and global governance for
health both need to be strengthened and adapted to better suit this new global health
landscape.

iii) The 2016 G7 summit will be an excellent opportunity for global leaders to take the

initiative to enhance global health governance.

I. Global Health Landscape post-2015

A longitudinal assessment of development assistance for health from 1990-2012 indicates
that there has been a five-fold increase in global resources available for health, as well as an
upsurge in the number of organizations active in the health field. The relative allocation of

resources to the WHO, however, has remained stagnant, indicating that while the WHO

This paper was compiled from the discussions of the research team on global health governance,
consisting of Professor Yasushi Katsuma, Professor Hideaki Shiroyama of University of Tokyo, Dr.
Sayako Kanamori of JIGH, Dr. Chiaki Sato of University of Tokyo, Dr. Kayo Yasuda of Kansai Gaidai
University, Ms. Ayako Matsuura of University of Tokyo, and government officials of Ministries of
Foreign Affairs and Health, Labour and Welfare of Japan.



once dominated global health funding its leverage has declined significantly. In this context
of declining leverage, what role should the WHO play? And given the expansion of global

health actors and stakeholders, what new platforms and regulatory frameworks do we need?

Figure: Development Assistance for Health, 1990-2012
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Source: IHME DAH Database, 2012

WHO post-2015: focus on its core functions

While the WHO continues to be the world’s leading technical authority on health, it is no
longer the single predominant player. As such, it should cut down its operations to the basic
core functions that define the organization, namely correcting for market failure of global
public goods and interventions that deal with international externalities. The promotion of
global public goods involves setting international norms and standards. It assures that
adequate levels and benefits of these goods are distributed among all countries, and the
WHO sets these norms by promoting research and development and building consensus
among member states. Interventions to deal with externalities address health threats
specified under the International Health Regulations (IHR), the international transfer of
health risks, and other global threats to health such as trade in legal and illegal harmful
substances. Supplementary functions of the WHO include measures to correct for
government failure such as technical cooperation, development financing, and the

protection of vulnerable groups. However as the number of players promoting health on the



ground through these mechanisms has increased, the WHO’s comparative expertise has

declined.

New post-2015 priorities and objectives

The Ebola epidemic has been a game changer in the field of global health and has brought
attention to both the necessity of exploring who should lead coordination among
stakeholders in the humanitarian phase of pandemic (also known as the security phase), and
how humanitarian assistance should be transitioned to a development phase that enhances

health systems and community resilience.

The SDGs—slated to be announced at the September 2015 UNGA—will guide the
overarching goals and objectives that govern global development issues through the year
2030. Given their breadth and number there is increasing concern about how the goals are
to be achieved once set, and harmonized governance mechanisms that are realistic and
effective will be central to this effort. Since only one out of 17 goals will focus on health, it
will be important to capitalize on the inter-sectoral nature of the SDGs, bringing voices
from diverse sectors into the conversation. It is also important, amid the current rush toward
launching the post-2015 agenda, to reflect on the successes and failures of the MDGs, and
how concepts such as universal health coverage (UHC) and human security have helped to

move those successes forward.

I1. Post-2015 Global Governance OF and FOR Health
Global Governance of Health

Within the field, the WHO should continue to take the lead in its core functions of setting
norms and intervening where global threats pose a risk to public health. Governing the
many partnerships that have been launched by UN agencies and bilateral donors to correct
government failures, however, is more of a challenge. These partnerships have been largely
ad hoc, and have not coordinated well amongst each other or with emerging
non-Organisation for Economic Co-operation and Development/Development Assistance
Committee (OECD/DAC) and non-state actors. In other words, global governance of health

is still “anarchical.”

At the field level, UN Country Teams and partner countries should use the UN



Development Assistance Framework (UNDAF) to coordinate multilateral and bilateral
donors across sectors. At the global level, while the OECD/DAC has been instrumental in
setting development cooperation guidelines for good donorship such as Paris Principles,
Accra Agenda for Action, emerging non-OECD/DAC donors such as China have been
challenging these norms. A more inclusive platform for development cooperation at the UN
is needed. The UN Secretary-General’s High Level Panel on Global Sustainability (GSP)
has received recommendations for developing “a Sustainable Development Council that has
genuine political clout to bring global policy coherence for sustainable development and

”® However, the creation of a new UN platform

allows for active civil society engagement.
has met with some resistance from those who feel that there already exist too many with
similar purviews such as the UN Economic and Social Council (ECOSOC) that are in need

of reform.

Global Governance for Health

While global governance of health refers to mechanisms that govern the health sector,
global governance for health recognizes that many of the drivers and root causes of ill
health stem from outside of the health sector. As such it is crucial that the health SDG be
linked with other SDGs both at the global and field levels through UN harmonization
frameworks such as the UN Development Group (UNDG), UNDAF, and possibly a new

inclusive UN platform for sustainable development.

Public-private partnerships (PPPs) will also be imperative, due to a steady increase in both
the number of private sector actors and the funds they have contributed to global health.
Private sector business actors are increasingly interested in contributing to global health as
part of their corporate social responsibilities (CSR) or base of the pyramid (BoP) strategies.
We need more coordinated efforts to encourage PPPs to promote outreach and innovation
for health.

I11. 2016 G7 Summit in Japan

The 2016 G7 Summit in Japan will be an excellent opportunity for leaders to take the

initiative to enhance global health governance. Recommendations include:

6
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G7 countries, representing the OECD/DAC, should discuss how to engage more
broadly and coordinate on development assistance with emerging non-OECD/DAC
donors. This discussion can then be continued at the following G20 Summit.

G7 countries, based on lessons from responses to the Ebola outbreak, should discuss
coordination mechanisms that are able to address outbreaks of contagious diseases more
effectively and facilitate smoother transitions from the humanitarian/security phase to
the development phase of health interventions.

G7 countries, with their vibrant private sectors, can create a robust platform where PPPs
are promoted to bring about innovation in global health. There already exist a number of
ad hoc initiatives but there need to be more globally coordinated efforts, and a unified
global platform would be useful to encourage and mobilize innovation.

G7 countries can work together to produce global health policy experts needed at the
global, regional, and field levels. We need such policy experts for harmonization and
alignment in global health, particularly in Asia and Africa.

Beyond the development assistance that G7 countries can mobilize to aid others, it will
be important for the G7 to also consider what its own members can do. Regulatory
frameworks are needed to mitigate the impact that G7 multinational industries have on
health, and member states need to recognize the accountability required of those

industries—as well as of aid programs—to sustain health in lower income countries.









