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INTRODUCTION

From October 28, 1989 to November 9, 1989 an NCSL delegation of legislators and staff who
specialize in health policy from 10 states, participated in the Japan Study Tour. The U.S.-Japan
Foundation sponsored the study tour for the purpose of learning about Japan’s health care system
and its delivery of care to the elderly. The main topics discussed during the study tour are
described in this report, and include: general issues on health care for the elderly, catastrophic
medical care coverage, nursing home care, and home care. The Japan Study Tour also proposed
to foster a strong and growing relationship between American and Japanese exchange participants
through learning about differences, discovering similarities, and extending goodwill to the
Japanese people.

In Tokyo, the delegation members met with officials of the Health and Welfare Ministry, the
Home Affairs Ministry, the Tokyo Metropolitan Assembly (state and municipal government), and
the National Association of Chairman of Prefectural Assemblies (NACPA). Outside of Tokyo,
study tour members visited the Kanagawa, Hyogo, and Okayama prefectural (state level)
assemblies as well as officials of various elderly care facilities to discuss the role of prefectural and
local governments in Japan’s health care system for the aged. Delegation members also visited
Japan’s External Trade Organization, the U.S. Embassy, the American State Offices Association,
the Foreign Affairs Ministry, the National Diet, and Diet (National Congress) members. The
following legislators and staff participated in the 1989 Japan Study Tour:

1) Senator Samuel B. Nunez, Louisiana Senate president pro tempore, 1989 NCSL president;

2) John Andreason, Idaho Legislative Budget Office director, NCSL immediate past staff
chairman;

3) Representative Pauline Eisenstadt, New Mexico majority caucus chairwoman, NCSL
Executive Committee member;

4) Representative Elaine Gordon, chairwoman of Florida’s House Health Care Committee;
5) Representative Jack L. Kubik, Illinois House of Representatives;

6) Senator John M. McHugh, chairman of New York’s Commerce, Economic Development
and Small Business Committee, member of NCSL’s Committee on Agriculture and Food;

7 Representative Charlene B. Rydell, chairwoman of the Maine Joint Standing Committee
on Banking and Insurance, chairwoman of NCSL'’s Health Committee;
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[image: image7.jpg]8) Senator Claire Traylor, chairwoman of Colorado’s Business Affairs and Labor Committee,
chairwoman of NCSL’s Human Resources Committee;

9) Representative Elsie Vartanian, New Hampshire assistant majority leader;

10) Senator Don Weseley, chairman of Nebraska’s Health and Human Services Committee;
11) Ron Field, NCSL senior committee director;

12)  Christopher Kenji Beer, NCSL Health Services Program research analyst;

13) Yukari Yamamoto, professional interpreter; and

14)  Dr. William Steslicke, Ph.D., Fulbright research fellow and visiting associate professor of
Health Sociology, University of Tokyo Faculty of Medicine.

This report is an information resource on aging, governmental, cultural and political issues for
participants to use in preparing speeches and slide presentations for community groups, e.g,
churches, schools, civic organizations and for remarks to their colleagues in the legislatures,
interviews with newspapers, and appearances on radio and television public affairs programs.
Upon return to the United States, the NCSL delegation members have been and will be sharing
information on their findings and experiences to their respective states through presentations at
local meetings, the media, and articles in publications. Other legislators and staff have made
requests for information on Japan’s health care system as well. Furthermore, the full text of this
study tour report is made available on-line to 49 of America’s 50 states through NCSL's
computerized information resource system, LEGISNET.

The NCSL Health Services Program has created an information clearinghouse on Japanese health
care, elderly, government, culture and politics. It is available to legislators and other interested
people upon request. On February 10, 1990 NCSL staff made a presentation on Japan’s health
care system at a Southeast regional conference on health care issues at Georgetown University. In
addition, NCSL is providing research support for Virginia’s WVEC-TV’s 1990 educational series
on Japan. This series will show throughout the year and is divided into the following four parts (by
population groups): children, adolescents, the middle-aged, and the aged. NCSL also assisted the
National Planning Association in Washington, D.C. by providing a speaker and background
information on Japan’s health care system for their annual conference. Other grant requirements
which have been met include: AARP (the American Association of Retired Persons) involvement,
the NCSL/NACPA legislative seminar on aging issues, and visits to elderly care institutions.

Philosophical/Cultural Framework of Health Care in Japan. The Japanese never philosophically
internalized the famous Western assertion by Rene Descartes in 1619 that the mind and the body
are segregated into two separate branches of worldly existence. Taken in broader scope, things do
not function exclusively or independently of each other; they are inclusive and interdependent.
The theoretical basis of East-Asian health care is the concept of yin and yang. Humans function
within the harmonious interaction between yin and yang along a continuous cycle of change. A
healthy state of equilibrium exists between the interplay of human humility, submission, and
introversion (examples of yin), and human confidence, leadership, and extroversion (examples of
yang). The traditional East-Asian approach to health care was not abandoned when the Western
health care system arrived in Japan. Both approaches are now viable health care options. In fact
the East-Asian health care system has begun to gain some credibility among the American medical
field. New research by the U.S. National Institute of Mental Health and the Institute of Medicine
reveals the close interrelationships, for example, of the nervous system with the endocrine and
immune systems. - This newly emerging area of scientific research often referred to as psycho-



[image: image8.jpg]neuro-immunology may find further value in delving into basic Eastern perspectives on the
interaction of the human mind, body, and soul--health.

GENERAL FACTS/DEMOGRAPHICS

In 1980, people 65 and older in Japan made up only 9.1 percent of the population. The rate of
increase in the elderly population in Japan however, is the fastest in the world, and is predicted to
exceed all other industrialized countries including the 14 percent proportion in many European
nations. Japan’s life expectancy for both males and females remains the highest in the world at
75.6 years and 81.4 years respectively, according to 1987 figures. Among the industrialized
countries, Japan has the lowest death rates caused by the following cancers: heart, breast, prostate
and colon, according to the World Health Organization. In addition, Japan has the lowest infant
mortality rate in the world.

As in the United States, many Japanese have been able to provide care for their elderly without
dependency on the state, with the exception of the very old and infirm. Even to a larger extent
than the United States, the Japanese have been able to rely on families to take care of their elderly
population.

The Changing Role of Women. Along with the aging of Japanese society, Japanese officials
pointed out that the changing role of women in society has strained and threatened Japan’s stable
society. Traditionally, the wife took care of her parents and her husband’s parents and was the
homemaker while the man was the sole breadwinner. Japanese women have become more
independent and have grown in their assertiveness in the political arena and workplace. Changes
in attitude are especially apparent among the younger generation where the word "dink," or
double-income-no-kids has become a popular term. A Komeito Assemblyman agreed with some
American legislators, however, that Japan still lags behind the United States in such issues.
‘Women have and continue to be the main caregivers in both countries.

JAPAN’S HEALTH CARE SYSTEM.

As is characteristic of Japan in most areas of human endeavor, the Japanese Government and the
private sector work together to meet the health care needs of everyone living in Japan, including
foreigners. Japan’s health care system is more similar to the American state systems than the
Canadian system which is almost exclusively monitored and controlled by the government. As
described below, it is characterized by public features such as the National Health Insurance
scheme, and private components like the health insurance societies.

Health Insurance (for workers). Enacted in 1922, The National Health Insurance Act was
amended in 1984 to require cost-sharing for the insured from nothing to 10 percent, and to
improve the medical care system for retirces. Benefits include medical treatment and
consultation, supply of medicines, other therapeutic materials and care, hospital and nursing care,
transportation, and a high-cost feature which includes long-term care. Japan’s Health Insurance
system for workers is characterized by two components known as Health Insurance Societies
(kempo) and Government-Managed Health Insurance serving over 60 million persons, nearly half
of Japan’s entire population. Insurees under Health Insurance (a component of the national
health insurance system) receive 90 percent coverage for medical benefits while dependents
receive 80 percent for inpatient care and 70 percent for outpatient care.

Health Insurance Societies. All places of employment with 300 or more employees may form their
own Health Insurance Societies. Once established with the consent of half the employees and
approval from the Health and Welfare Ministry, all employers and employees including temporary
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[image: image9.jpg]workers become members of the society. Most societies are attached to a single company, though
some serve a group of employers. Private providers are reimbursed for services rendered to
members, or societies may establish their own medical facilities and services. This scheme
provides coverage for over 28.6 million employees and dependents. Some minor similarities exist
between health insurance societies and America’s health maintenance organizations. The health
insurance societies in Japan are much more closely tied and participatory in corporate activities
than health maintenance organizations. The responsibility of societies to operate resorts and
recreational facilities similar to the resort visited by the U.S. study tour in Hakone, are not
uncommon.

Government-Managed Health Insurance. Small and medium-sized enterprises not under the Health
Insurance Society scheme receive insurance from one of the 280 Health and Welfare Ministry’s
Social Insurance Agency branch offices. These branch offices manage and insure medical services
for approximately 31.6 million workers and their dependents.

A comparable component of government-managed health insurance in the United States is the
*Small Business Health Access Corporations” for the working uninsured. In the United States,
these corporations are managed by state governments, such as Florida’s health access corporation,
rather than the national government. As pointed out by State Representative Elaine Gordon of
Florida in her presentation to the NACPA, the corporation in Florida brings together existing, yet
untapped employer and employee contribution resources and in many instances, joins them with
state financial and technical assistance support while delivering a cadre of small businesses into the
health coverage marketplace for the first time. Small businesses benefitting from this program
include: retail trade, manufacturing, service, construction, finance, insurance, real estate,
transportation, public utilities, and other industries. Some states have established similar
programs, but the Florida health access program is the first to attempt to subsidize health coverage
premiums.

National Health Insurance. When the National Health Insurance Act was overhauled in 1958, for
all practical purposes a "Medical Care Program for the Whole Nation" was realized, where virtually
everybody can receive health insurance coverage in Japan under any one of the medical insurance
schemes. In contrast, approximately 37 million Americans are uninsured. The National Health
Insurance Plan for farmers, self-employed, and other people such as low income families not
covered under other employee’s health insurance programs, is insured and managed by either
cities, towns, villages or the National Health Insurance Association. Unlike the Health Insurance
schemes, National Health Insurance requires the insuree to bear a significant 30 percent cost-
sharing burden for medical care costs, and the National Government pays for the remaining
expense. However, like the Health Insurance scheme, if the partial cost-sharing burden paid to the
provider exceeds 54,000 yen a month (approximately $375 a month), the amount over 54,000 yen is
reimbursed to the insuree by the respective insurer. For people who cannot afford these costs,
Japan’s social services system provides access to health care.

In 1986, per capita health expenditures in Japan were less than half of those of the United States
($831 versus $1,926, respectively). Insured retirees and their dependents under the National
Health Insurance scheme receive 80 percent coverage of medical care, but dependents receive 70
percent coverage of outpatient care. Japan’s National Health Insurance system bears much of the
cost burden in medical care for the elderly, which caused virtual bankruptcy among many of the
3,400 local insurance pools in the *1970s. The Health and Welfare Ministry officials were able to
bail out the insurance pools through "financial transfers" from other healthier insurance systems.

Health Insurance for the Aged. The universal, comprehensive health insurance program was
created in 1973 and provides free medical services for the 70-and-over population and the
bedridden 65-and-over population. Then the Health Care for the Aged Law in August 1982 added
a small co-payment for both physician and hospital services, but the system still provides virtually




[image: image10.jpg]free medical services for the 70-and-over population. This scheme is financed by contributions
from insurers of medical care insurance, national government, prefectures, and cities, towns, and
villages. The law includes cost-sharing by the elderly, pooling of funds among all of Japanese
health insurance programs for expenditures for the elderly including the National Health
Insurance, and a new national preventive health care program. A high cost, long-term care
component of Japan’s health care system requires out-of-pocket payment of 400 yen per month by
patients, except hospitalized patients who are required to pay 800 yen per month. The remaining
costs are split between the insurers of each medical insurance who contribute 70 percent of the
costs, followed by the National Government 20 percent, Prefectures 5 percent, and Municipalities
S percent.

Seamen’s Insurance. Established in 1929 as a comprehensive insurance for seamen, in addition to
health insurance, the Seamen’s Insurance scheme provides coverage for workers’ accident
compensation insurance and unemployment insurance. The day-laborer’s insurance is also
similarly administered by the National Government.

Health Promotion/Preventive Care. The main topics regarding health promotion and preventive
care were the health pocketbooks for elderly care as well as maternal and child care, traditional
East-Asian health care, health promotion in the workplace, and creative projects for the elderly.

Health Pocketbook. Probably the most transferrable feature in Japan’s health care system is the
health pocketbook for the aged. The health pocketbook is given to persons when they receive
results of health exams, and it provides a lifetime health record for each individual. The books
also have a health education function. Included in the book are basic health care facts and
references. Elderly individuals are required to have the book to receive health care in Japan.
Members pointed out that the passbook helps keep an organized record of health services
provided to the elderly individual who may visit many doctors with various specialties. It prevents
overlap or conflict of services and avoids ethrogenic diseases caused by overlap and conflict in
medicinal use.

Traditional East-Asian Health Care. Today, Eastern methods are most extensively used in
providing health care for the elderly. This is not to say that Eastern curative practices meet all of
the frequent medical needs of the elderly; rather it often serves to complement modern health care
techniques. East-Asian medicine, which is now professionalized, consists of using combinations of
acupuncture, moxibustion, and massage techniques. In Japan, these services are covered by their
health insurance system. Though no such services are covered under Medicaid in America, some
health insurance companies have begun to look at providing coverage for them, and a few
currently do.

Additionally in Japan there are about a hundred other licensed doctors who specialize in the use of
herbal medicine known as "kampo" (covered by Japan’s health insurance system). Kampo also is
used at home as additives to food and self-help remedies. Today, one-third of all doctors now
prescribe herbal medication. The types of plants used for each individual is based according to his
age, weight, sex, and symptoms. The objective is to foster gradual change over a long period of
time, in close association with family nurturing activities. Emphasis also is given to preventive
measures such as diet and regular exercise. Private enterprises in Japan have committed much
financial support for research on traditional medicine. In America, a health consciousness trend
has taken place in recent years, in which natural foods and products, including Eastern diet and
herbs, have made appreciable gains. (The information on traditional East-Asian medicine and
culture in Japan is largely based on Margaret M. Lock’s article, "East-Asian Medicine and Health
Care for the Elderly," McGill University, May 1988).

Health Promotion in the Workplace. Places of employment market and encourage healthy eating
and exercise. The-employees’ diet guide provides information on what food may cause health
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[image: image11.jpg]hazards such as disease or cancer. The importance of health to Japanese employers is
underscored by daily exercising routines. Company employees have regular health check-ups, as
recommended by the National Government. The National Government also encourages an
increase in vegetables and soybeans in one’s diet and a decrease in meat intake because of its link
to cancer. It is notable that Japan’s leading cause of death is not heart disease as it is for the
United States. Various forms of cancer are the leading cause of death in Japan. Officials of the
Health and Welfare Ministry emphasized the importance of preventive health care, and
rehabilitative care for the aged, pointing out that elderly health problems often tend to be chronic
rather than acute.

Creative Projects for the Elderly. Regarded as one of the most serious social problems confronting
the Japanese Government at the national and local levels, a Tokyo Assemblyman mentioned that
the elderly often feel much anxiety over their value to society. As a gift, the Tokyo Assemblymen
gave each member of the study tour a sample of the art form "shikishi,” torn pieces of colored rice
paper pasted onto paper to create a scene or setting. This art form is made by elderly individuals
who participate in a project sponsored by the Tokyo Metropolitan Government’s "Working Office
for Old People” to encourage elderly participation in creative community activities. The "Working
Office for Old People” is one program which gives the elderly in the Tokyo area a sense of purpose
and satisfaction. During the U.S. delegation visit to Care Heights Itami, the nursing home was
featuring many activities for their residents including sing-alongs, a visiting traditional Japanese
guitar musical performance, croguet in the back yard, and displays of handicraft arts made by the
residents and sold in Japanese marketplaces. Two of the elderly individuals handed out ornament
gifts to the U.S. delegation made by residents of the nursing home. NACPA members mentioned
that efforts have been made to increase community activities for seniors. Prefectures are
searching for other creative ways to accommodate the elderly. Today, the NACPA are attempting
to adapt to the seniors’ desire to stay employed after the normal retirement age, the subject of the
next NCSL study tour.

High-Cost Feature and Mutual Aid Associations. A "high-cost medical expenses” feature applies
to all of the above schemes and places a cap on insuree cost-sharing of either 30,000 yen or 54,000
yen per month, depending on income, and 10,000 yen per month for long-term care insurees. The
Employees’ Health Insurance and Mutual Aid Associations combine for a 32 percent contribution,
and the National Health Insurance contributes up to 37 percent of the high-cost, long-term care
scheme (refer to the National and Prefectural/State Roles section for a breakdown of the cost-
sharing made by each level of government). Officials of the Health and Welfare Ministry also
described the National Public Service Mutual Aid Association, a plan for full-time national
government employees, private school teachers and employees, and employees of former public
corporations such as Japan Railways and Nippon Telegraph and Telephone Corporation. Other
mutual aid associations include the Local Public Service Mutual Aid Association and the Private
School Teachers’ and Employees’ Mutual Aid Association. Benefits under this system are the
same as the Health Insurance scheme described above.

HEALTH CARE FOR THE AGED

The National Association of Chairmen of Prefectural Assemblies (NACPA) meeting revealed
mutual problems between the United States and Japan regarding care for the elderly. These
problems range from frail elderly and Alzheimer’s patients to the large concentration of elderly
individuals located in rural areas. In Japan, costs for the elderly were four times the average for
the population as a whole, according to 1986 Employee Benefits Research Institute figures.
Participants shared mutual concerns about the ethical conflicts involved in dealing with the ability
of modern technology to save, then indefinitely sustain human life in a persistently vegetative state.
Such efforts have become extremely costly, arguably at the expense of providing basic health care
for hundreds of-medically indigent individuals. Participants agreed that the costs of saving and
sustaining such a life have become overwhelming, Japan is considering drastic measures in line



[image: image12.jpg]with Oregon’s prioritizing health care services plan. This plan limits the provision of certain types
of services under Medicaid, such as costly organ transplants with low success rates, in order to
guarantee universal coverage for all Oregonians. According to a 1989 Congressional Research
Service report, the Japanese government is already considering such measures, but continues to
encounter stiff opposition from the private sector.

As mentioned previously under the National Health Insurance scheme, the universal,
comprehensive health insurance program of 1973 provides free medical services for the 70-and-
over population and the bedridden 65-and-over population with an approximate out-of-pocket
payment contribution of 30 percent. Despite changes in the Health Care for the Aged Law in 1982
which adds a small co-payment for physicians and hospital services, the 1973 program remains
intact. This law placed the following measures under the jurisdiction of prefectures: distribution of
health pocketbooks to the elderly; health education programs providing guidance and consultation
through workshops; and a health check-up program with an advisory committee to oversee testing
for disease of the uterus, lung, breast, kidney, and others. The system still provides virtually free
medical services for the 70-and-over population. As in state governments across America,
coordinating activities to prevent overlap of services is a popular theme in Japan. The National
Government ultimately seeks "to unify all health insurance plans into a single national program
with uniform benefits and cost-sharing requirements.”

Ms. Kyoko Kusakabe, a Japan Socialist Party (JSP) Diet member, shared her strong support of the
newly emerging social consciousness in Japan. This includes providing the elderly with easy access
to public and private places. She pointed out that it is difficult for elderly individuals to travel
freely within modern buildings due to inadequate facilities. She also suggested that institutions for
the elderly are located too far from residents, where relatives and frlends may live and
conveniences are readily accessible.

Care for the Bedridden. As Ms. Kusakabe pointed out, Japan has encountered serious problems
in taking care of the overwhelming number of bedridden patients in nursing homes. Forty-eight
percent of the elderly in nursing homes are bedridden. One out of three bedridden individuals
have cerebral apoplexy, noted Kusakabe. Professor Steslicke asserts that the alleged higher
proportion of bedridden and severely impaired elderly individuals in Japan compared to the
United States and other industrial nations is due to its larger number of stroke victims and a lower
incentive for Japanese elderly to be independent due to the strong Confucian ethic of "filial piety
and respect for the elderly.” Problems concerning the bedridden in Japan also emerged as an issue
during the NCSL delegation’s discussion with Hyogo Prefecture Assemblymen. Hyogo Prefecture
regards elderly care as the most important health concern for Japan. According to 1987 figures,
Japan has 79,134 health clinics and 9,841 hospitals, many of which serve the elderly population,
especially the bedridden though attempts have been made to keep the bedridden out of these
institutions. Specialized long-term care accessibility and availability has become a major problem
not only in Hyogo Prefecture, but everywhere in Japan. There are three types of institutions at the
prefectural level to care for the bedridden:

1) hospitals for the aged with chronic diseases (created 10 years ago),
2) nursing convalescent centers for intermediate, constant care (created 5 years ago),

3) and nursing homes for the bedridden who are not taken care of by families (has been in
existence much longer than the other elderly care facilities).

Home Care. Officials are working diligently to develop measures to keep the elderly out of these
costly facilities and in the home. The Hyogo Prefectural Assembly agreed that the traditional idea
of families caring for the elderly, though still strong, has been somewhat rejected by the younger
generations, and Japan is attempting to develop alternatives to costly institutional care. Unlike
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[image: image13.jpg]most American homes, Japanese homes don’t have the room needed for bringing in large technical
equipment to care for an elderly person, especially a bedridden individual. Therefore, the use of
transportable medical equipment is limited in Japan. For elderly individuals in need of basic care,
prefectural officials have considered paying an allowance to families who care for the person at
home. Such measures have also been considered in the United States, but have not been well
received by its citizens.

As in the United States, Japan is experiencing a serious shortage of elderly health care personnel.
Home helpers providing home care services are limited in number. In Hyogo Prefecture, attempts
to recruit home care volunteers have not had much success. Okayama Prefecture’s training and
retraining sessions for volunteer home helpers has increased the supply thus making home care
more accessible. Since 1984 when this program was implemented, 3,000 individuals went through
the volunteer program in Okayama. If bedridden individuals are able to find home care assistance,
necessary articles such as hospital beds, mattresses, bath tubs, and water heaters are available for
their use at no cost.

Institutional Care for the Aged. Much of the institutional care costs in Japan have been imposed
on local governments. There are no investor-owned medical or nursing home facilities in Japan.
Unlike trends among many states in America, Okayama and other prefectures are actively working
to increase the number of beds and facilities dedicated to elderly care. There are six nursing
homes which have a combined total of 720 beds, and five more facilities totalling 592 beds
currently under construction in Okayama Prefecture. Japanese governments have been
subsidizing the construction of 100 new institutions annually to address the nursing home shortage
in Japan. Japan’s number of institutionalized elderly compare very favorably to U.S. figures. Only
1.7 percent of Japanese 65 and older are institutionalized according to 1987 figures. The following
elderly care facilities were visited during the Japan Study Tour and are model health care facilities
in Japan.

"CARE HEIGHTS ITAMI" Nursing Home, Hyogo Prefecture. As do prefectures, the Care Heights
nursing home encourages home care and home helpers for respite care services. For elderly
individuals needing respite care and rehabilitation, the nursing home serves as a "day care" for the
elderly. The facility houses 100 elderly individuals at a time. It is designed as a place of last resort
for elderly persons who cannot receive home care. Elderly women make up 70 percent of the Care
Heights population, averaging 81 years old. Very few of these individuals return home. As with
other facilities, Care Heights is experiencing a shortage of volunteers 1o help with basic custodial
care.

Innovative attempts have been made to provide basic daily care for the aged. Programs in a few
Japanese cities combine populations to serve both children and elderly individuals at the same day
care facility. Such efforts have also been made in the states. In Japan, there are two types of
nursing homes: special nursing homes exclusively for frail elderly, and normal nursing homes for
largely self-sufficient persons. The cost of special nursing homes range from 0 to 150,000 yen, or
up to approximately $1,120 per month. Once the elderly individual is accepted to the nursing
home, the nursing home takes care of costs for persons unable to pay, and receives 50 percent of
the reimbursement from the National Government and 50 percent from Itami City. According to
Care Heights personnel, no one is covered at their facility by private funding sources (namely long-
term care insurance) and officials are not aware of whether such insurance exists in Japan. State
efforts in America to encourage the purchase of long-term care insurance have resulted in very
marginal success and public support. In addition, there are no for-profit nursing homes in Japan,
but high income for-profit nursing homes for wealthy elderly are expected to come into existence
in the near future which was deemed unfortunate by the American delegation because of its
classist nature. America, on the other hand, has a strong and active for-profit industry.




[image: image14.jpg]Health Care Facilities in Okayama Prefecture. In Okayama Prefecture, hospitals and clinics are not
spread evenly throughout the prefecture; they are largely concentrated in the south. Because of
this uneven distribution of health facilities, Okayama Prefecture seeks to improve health care for
rural areas, namely the islands and the rural north. Similar rural health care delivery problems
exist in America. The prefecture identified 6,000 doctors available for dispatch to provide medical
care in rural areas. Forty-six doctors, six hospitals, and seven clinics are designated for use in rural
areas at a time.

In America, many states have responded to the facility shortages by making available scaled-down
facilities that provide limited services, such as the "medical assistance facilities” (MAFs) in
Montana. For islands in Okayama, a medical care ship travels to service rural island residents.
Similarly, the state of Washington provides not only ambulatory care services, but also non-
emergency transportation services to rural communities. Although Okayama Prefecture has a
national average of 787 nurses for every 100,000 residents, the Nurses Association asserts that the
prefecture needs 500 more nurses to meet the health care needs of its people.

The above nurse-to-resident ratio includes a second tiered category for nurses called nurse aides
who provide basic custodial care. Coverage for nurse aide services is one of the only services not
covered under the National Health Insurance. This is to encourage families and friends to visit
and provide such services to elderly individuals. This year, Okayama Prefecture is seeking to
increase the number and quality of its nurses. Like many states in the United States, Okayama
Prefecture provides incentives for health care professionals to practice in rural areas, e.g., paying
for education.

"TOHJUEN" Gerontology Hospital, Kanagawa Prefecture. Officials at Tohjuen agreed that the
United States exceeds Japan in its ability to adjust to the changing traditional family structure
which has put a costly strain on elderly care facilities. Much of the care for the elderly at Tohjuen
is subsidized by the municipal government, and very little is paid for by the National Government.
The Tohjuen gerontology hospital has 15 daily commuters and houses a maximum capacity of 50
persons. It is designed to be an intermediate (between the hospital and home), temporary
rehabilitation services facility. An individual normally receives rehabilitation training for three
months before being released. Hospitals play a larger role in providing rehabilitative services for
the elderly than in the United States. When the person returns home following rehabilitation, he
may commute to local health centers to receive follow-up care. Cost for follow-up services at local
health centers is minimal, ranging from 100 yen (70 cents) for basic health services to a maximum
of 400 yen for lung cancer, 500 yen for stomach cancer, and 700 yen for uterine cancer.
Rehabilitation services include mental health services for treatment of disorders like senile
dementia (Alzheimer’s disease) which afflicts 50 percent of the patients at Tohjuen, a serious
problem in Japan.

The United States is also grappling with Alzheimer’s disease which is the fourth leading cause of
death for adults. A major study found that more than 10 percent of people 65 and older, and
nearly half of the individuals over 85, are afflicted by "probable” Alzheimer’s disease. 4.8 percent
of people 65 or older in Japan have senile dementia, and this percentage is expected to increase.
The Brain Institute in Hyogo Prefecture is currently performing studies on senile dementia and
other mental health problems. Japanese hospitals have made it a priority to develop a program of
services for the mental health of its patients. American physicians have also received support for
research from public and private money and are baffled by the causes of this disease.




[image: image15.jpg]NATIONAL AND PRE TA LE.

Japan is a unitary state where prefectural and local governments are vertically integrated into the
central government apparatus with minimal local autonomy. As at the national level, power and
authority seem largely concentrated in the administrative and executive organs, not in the
assembly. It was clear from the prefectural study tour visits that local assemblies and their health
and welfare committees for the elderly have much less influence than their counterparts in the
United States. As pointed out by Professor Steslicke, though strong interest and enthusiasm was
demonstrated by prefectural assemblymen (especially in Tokyo), they were unable to point to
policies and programs that were independent of national laws and guidelines. Few of the
assemblymen demonstrated genuine expertise in the policy area and were heavily dependent on
staff for presentations. However, their enthusiastic exchanges with the American delegation may
stimulate greater interest in the future, asserts Steslicke.

The Home Affairs Ministry considers elderly issues to be the most important domestic issue in
Japan. Japan’s centralized health care system is funded primarily by the national government, and
services are made available at the local level. However, officials differed on this issue. Care
Heights Itami nursing home officials pointed out that with a rapidly aging society and less interest
among younger generations to care for the elderly population, elderly care has become extremely
dependent on the National Government, with the prefectures filling in the gaps. The National
Government’s imposition of an ineffective cost-sharing program for elderly health care has
motivated local governments to deal with the high costs of elderly care. Some observers envision a
shift of responsibilities to both the municipal and prefectural level. Efforts have been made at all
government levels to avoid institutional care, to improve access and availability of home care, and
to increase community participation.

When the National Government passed the Health Care for the Aged Law in 1982, some
measures were placed under the jurisdiction of prefectures, including: distribution of health
pocketbooks to the elderly population; health education programs providing guidance and
consultation through workshops; and a health check-up program with an advisory committee to
oversee testing for diseases of the uterus, lung, breast, kidney, and others. Prefectures have made
joint efforts with municipalities to address these matters. Prefectural health offices provide
guidance for diet, exercise, and use of new health technology. Health research and development is
Targely conducted at the prefectural level. Health data gathering among the states in America is
also being used as a resource for cost containment directives, health promotion, and preventive
care purposes. Cancer patients are tracked and recorded every four years in Okayama Prefecture.

The Health Care System for the Aged is financed by contributions from insurers of medical care
insurance, national government, prefectures, and cities, towns, and villages. The law includes cost-
sharing by the elderly individual, pooling of funds among all of Japanese health insurance
programs for expenditures for the elderly including the National Health Insurance (national
government managed), and a new national government sponsored preventive health care program.
The national government followed the local governments’ lead in health promotion and preventive
care efforts. In addition, a high-cost, long-term care component of Japan’s health care system
requires an out-of-pocket payment of 400 yen per month by patients, except hospitalized patients
who are required to pay 800 yen per month. The remaining costs are split between the insurers of
each medical insurance who contribute 69 percent of the cost, followed by the National
Government at 20 percent, Prefectures at 5 percent, and Municipalities at 5 percent.
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Japan’s political decisions on health issues are made with consideration of physician opinions
largely through the Japan Medical Association’s (JMA) lobbying efforts, various health insurance
associations, and the political parties. JMA members have established a network of friends in the
Diet who they lobby to support their goals and objectives which include private-sector interests and
less government control. In the late 1970s, the JMA played a significant role in determining health
insurance reimbursement schedules. Health insurance associations exerted their influence in the
bail-out efforts of local insurance pools.

The majority party, Liberal Democratic Party (LDP) plays the primary role in political
decisionmaking. Other political parties often play a minor role such as suggesting minor
amendments. However, the Social Democratic Party has exerted political weight on some
important issues such as reducing the elderly care co-payment. In summary, Japanese politics has
become quite dynamic and issues have intensified for greater political debates. Professor Steslicke
points out that though Japan’s constitution precludes activities comparable to American state
legislatures, prefectural assemblies may play a greater role in the 1990s.

Then NCSL President and Louisiana President Pro Tem Samuel Nunez used the American
Association of Retired Persons (AARP) as a model to explain elderly involvement in policymaking
in the United States in a presentation made before the NACPA. Senator Nunez discussed
AARP’s involvement in politics through lobbying, providing information on elderly issues at the
federal and local levels, campaigning at the grass-roots level through sponsoring meetings and
mailings, and coordinating resources through their regional offices.

TRAN BL)| MP 'S HEALTH CARE SYSTEM

Although many characteristics in Japan’s health care system would have to be analyzed further in
order to determine their transferability, the following components appear to be useful for
consideration in the states, as they were presented during the study tour. The most transferrable
component of Japan’s health care system is the health pocketbook. Legislators were most
interested in the pocketbook and see it as a valuable health information resource for individual
case histories and health promotion. The book may be easily transferrable to state health care
systems.

Financing Components. The fact that Japan’s health care system provides coverage to all of its
over 120 million citizens, including foreigners residing in the country, while spending an
appreciable amount less than the United States, calls for further attention and research.
Legislators were impressed with the low cost of elderly health care in Japan. It may be useful to
compare health insurance societies in Japan with health maintenance organizations in the United
States. Both schemes are private components yet are dissimilarly tied to the firms they insure.
Japan may benefit from examining the U.S. system as it shifts to a "capitation” scheme analogous
to the American health maintenance organizations.

Japan’s public components such as the Government-Managed Health Insurance and National
Health Insurance schemes may be useful to states and the U.S. Federal Government for filling
gaps in America’s health care system for the underinsured and uninsured populations. These two
groups are currently the greatest concerns to state legislators in America. Japan’s efficacy in
providing for these categories is impressive.

Some concepts and characteristics of Japan’s current health care reforms, such as efforts to unify

insurance schemes, may be transferrable to the American system, especially to states. Other
financing mechanisins and approaches such as financial transfers and placing capital and
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[image: image17.jpg]administrative expenditures under the same budget, may also serve as models for the states.
Japan’s interest in coordinating these schemes and their delivery of services comes at a time when
the delivery and financing of services including health care is sweeping across America’s state
government structures and taking shape in public administration. NCSL recently completed a
survey which identifies and describes health and human services coordinating mechanisms, and
highlights model programs.

Health Promotion and Preventive Care. Japan’s health promotion and preventive care programs
appear to be well-developed. Many program characteristics include health promotion in the
workplace such as health check-ups, and insurance coverage for more traditional Asian health care
methods. A health consciousness trend has occurred in America which, at the grass roots level,
has become more amenable to Eastern health care approaches. Such trends have not been
generally encouraged or supported by the health care industry and governments in America,
arguably for philosophical, cultural and political reasons.

Institutional Care and Alternatives. Alternatives to institutional care, especially increasing home
care, are high priorities for both countries. Okayama Prefecture’s volunteer recruitment, training
and retraining program for basic elderly care shows some success with 3,000 individuals
participating in the program. For the most part, however, the United States can provide Japan’s
public and private sectors with a wealth of developed social program models not only for the
elderly, but for other populations such as the developmentally disabled and the homeless. As
pointed out by Ms. Kusakabe, public and private places in Japan need to be more accessible for
handicapped individuals. Many American accommodations could serve as viable models for such
reforms. Trade of finished transportable medical equipment for the aged and other medically
indigent will become increasingly competitive, and complementary in future years for the United
States and Japan. According to Japan’s External Trade Organization (J. ETRO), there is a demand
in Japan for elderly care bathing units, shower wheelchairs, portable tubs, and home care blood
pressure gauges. For some time, the home care bed market expects an annual growth rate of
about 30 percent, according to JETRO figures. Other exportable elderly home care products
made in the United States include easy-to-use plates, bowis, hand-rails, mats for bed sore
prevention, and other accessories. Additionally, the free market forces behind America’s elderly
care facilities have created a variety of facilities. Many U.S. nursing homes may serve as creative
models for Japan as they continue to construct new facilities. Japan’s in-house activities for the
aged provide a positive atmosphere which enhances the quality of life for their residents.
Activities which can be encouraged in American nursing homes include creative and marketable
artistic activities for the elderly, such as the shikishi murals made by residents of the Tokyo
Prefecture and the ornaments given to legislators as a gift from the Care Heights Itami nursing
home. At the same time, Americans provide a variety of volunteer activities for the elderly in their
communities, which may serve as viable models for volunteer programs in Japan.

Health Professionals. Most physicians in Japan engage in general practice. Approaches to
shortages of health care providers in rural areas are mutual concerns to Japan and the United
States and they may find it useful to compare rural health professional recruitment and retention
programs, networking, and other rural health concerns. Montana’s MAFs, Washington’s non-
emergency transportation services, and health professional recruitment, retention, and retraining
programs have helped alleviate some of the rural health care delivery problems in the states.

Health Ethics. Ethical questions in health care have been and are being thoroughly discussed in
America. Based on discussions with officials in Japan during the study tour, these questions and
discussions in the United States may become increasingly useful for the Japanese people to
consider when deciding matters of life and death, such as life sustaining support systems. The
current debate over issues in the states are sure to provide a variety of perspectives for analyzing
and understanding the problems and questions involved in abortion. In the states’ "Living Will"
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laws, a person spells out the conditions in which he or she wishes to live or die should life
sustaining questions or situations arise during that person’s lifetime.

Comparison of International Options. Today, the United States. is re-evaluating its health care
system due to rapidly rising health care costs that have reached crisis proportions. Suggestions
have been made that America needs only to look north to Canada to find solutions to its problems.
However, as mentioned before, the Japanese system along with the U.S. system has a much more
active and independent private health care sector than does Canada. Using the Canadian system
as a model would and has been strongly opposed by America’s influential private health care
providers.

In examining and incorporating some Japanese health care characteristics, the United States
would not have to abandon its traditional ways and means of providing health care to its people. It
would be able to leave its current system in tact while making modifications in a similar way that
many American companies and firms have reformed their management system. Using this
analogy, the reforms currently occurring in American management due to Japanese influence
(such as quality circles, profit-sharing, shared and circular management decisionmaking, increased
investment in research and development, and public-private planning approaches) has greatly
improved U.S. corporate employer-employee relationships. The above mentioned adjustments
were gradual reforms that occurred smoothly. and often unnoticed. In the long run, these
modifications lead the way to revolutionary change while still leaving the system in tact. At the
same time, Japan’s management system has also benefitted greatly in examining and learning from
America’s management style. Similar reforms can also occur in the health care field, helping both
and fostering healthy international relations.

ON N

Despite growing concerns over the trade imbalance, the genuine respect that the American and
Japanese officials showed for each other reflects the strength and depth of the close relationship
between the two nations. It was felt that the United States and Japan need not succumb to the
pressures of many national trade pessimists by taking the divergent course of isolationism which
has historically plagued progress in international relations for both nations and the world. Beyond
trade problems, there is a wealth of resources and knowledge to be mutually gained which merits,
even demands, further interaction. Members of the Japan Study Tour pointed out that the
intensity of friction and conflict does not exist between the United States and Japan at nearly the
level displayed in the press and in Congress. As the dramatic shift of power from Washington,
D.C. to the states continues to increase the scope of responsibilities confronting state legislatures,
the contacts between state governments and countries like Japan will inevitably increase.

Today, relations between the United States and Japan are mutually interdependent. The United
States more than any other free Western country is not only located in close proximity to Japan
(sharing the Pacific Ocean border), but is also more receptive to Japanese cultural characteristics
than other Western nations. In addition, within America’s borders is a remarkable diversity of
peoples and cultures providing an arena for educating the Japanese on the dynamics of multi-
cultural relations. Japan serves as a similar nexus for the United States in the Far East. Though
homogeneous, it has internalized, then modernized many Asian characteristics, and made Eastern
qualities more acceptable to Western perceptions. Japan therefore, provides a doorway through
which Westerners can more easily pass and identify with the world of the Far East.

This convergence between vastly varying cultures is unprecedented in human history, in part
because such a relationship is based on equal ground. The relationship may have arisen due to
necessity, but its worldwide implications cannot be dismissed. For the first time, a Western
country (the United States) is cultivating a relationship with a non-Western country (Japan) at an
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