
No．27

　　　　　　　　Characteris七ics　and　Refor磁s

of　I）疑blic　Health　Insura丑ce　Sysもe斑　　i琵　Japa！1

　　　　　　　　　　　　　　Takashi　Nakaha』1a

Se茎）te鐵㌃）er　1996

〇七aru　UIliversi七y　◎f　CoH三田erce



   CHARACTERISTICS AND

PUBLIC HEALTH INSURANCE

REFORMS

 SYSTEM

OF

IN JAPAN

Associa:te

    Takashi Nakahama

Professor, Otartt Universtty of Commeree

Pre ared for the Interna£ional Conferenee

ANA Hotel,

August 30,

Washington,DC

1996



SUMMARY

In Japan, the public health insurance system consists of severa2 heatth

insui7ance plans, and equal beRefsc levels as welL as £air burden--sharing of

costs among plans are considered important under the universaJ system. This

paper deaas with heatth insurance yeforms, which are divided into two peyiods

after the aehievement of universai coveyage in 1961: the 1960s to the early

i980s, and the early 1980s to today. Future re£oyms wtil be classified as

another period.

     After the achievement of universa2 coverage, the Ministry of Health and

Welfare further reformed heaJ£h insurance plans to expand heatth bene£fts wiLh

a view to equal benefit levels by raising contributions from the centrai

government through to the early 1980s. However, because of the increase in

nationai health expenditures, especiaMy heatth expenditures for the elderly,

the Ministry reformed heatth care to emphasize cost containment in the early

1980s, the goai being that the ra£e of growth in na£ional heakh expendttures

should be equal to or below the ra£e o£ growth in nationaL income. There have

been three major cost contatnment efforts made toward aehieving this goal: (1)

Introducing deductibie and copayment, (2) Revising the medieal fee schedule, and

(3) Establishing new programs for elderly persons whieh are largely financed by

eontributions from axx heaJteh insuyers.

     Japan is a rapidly aging society. Future health insurance plan reforms

wM be focused on controvang heatth care costs for elderly persons, thereby

easing the financial burdens of heatth insurance plans for non-elderly persons.

Furthermore, the Ministry plans to establtsh pub]lc long-term care insuyance in

the near future, which wM have a large impact on plan re£orms.

L



INTRODUCTXON

In Japan, universaa coverage was achieved in 1961. The public heatth insurance

system, which consists of several hea[kth insuranee plans, has been playing an

important role in ensuring access to health care serviees. Commerciaa insurance

eompanies aLso write health insuranee to generaUy provide inpatient expenses

not eovered by publie heaILh insuranee plans. .

       Universal coverage through public health insurance plans ensures that

these privale heatth insurance plans do not play sueh an important role in Japan

as in the UnSted States. National heatth expenditures(NHE) have been growing

during the past three decades.i They were ¥24,363 bWon, or ¥195 thousand per

capita and consumed 5.2 percent of the gross nationai pyodttet(GNP) in 1993, an

increase froin 2.6 percent of GNP ln 1961 (Tabie 1). HeaJkh expendi£ures for the

aged have been rapidly growing during the last two decades due to the growth of

the aged popula£ion.2 They reached ¥7,451 bUlion, or ¥685 thousand per captta

in 1993, accounting for 30.6 percent of NHE, a sharp increase from 10.9 percent

of NHE in 1973 (Table 2). Health expend±tuyes per eap±ta for the elderly are

about five times as large as those for the non-elderly.3

     This paper provides a summary of the major charaeteristics of the current

heatth insurance system, the heakh insuranee reforms after the aehievement of

universaJ coverage, and the future direction of publie heaMh insuranee system

in Japan.
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I CHARACTERISTICS OF CURRENT HEALTH INSURANCE SYS'T'EM

Health insurance Plans

Thg public heatth insuranee system is eomposed of several heaXh insurance plans

for non-elderly persons, and heakh eare programs for elderly persons, with

                        '
enrollment in one of these pians being compulsory (Table 4).4 Heatch insurance

p!ans may be broadly elassified as employer-based insurance plans and community-

based insurance plans.

    The employer-based ±nsuyance plaRs inelude all the plans except NationaJ

Heatth Insuranee Plans. Society-Managed Heakh Insurance Plans cover employees

and their dependents matnly in large private firrns (29 percent of the populakion).

Heatth Insurance Societies are establtshed by a single employer wi:th more than

seven hundred employees, or muliciple employers wtth more than three thousand

ernployees. The Government-Managed Heathth Insurance Plan covers employees and

their dependents largely in private, smaU and medium-size firms w±th more than

five employees (25 percent).5 Mutual Aid Association Plans, which consist of

Centra[L Government Employee Mutual aid Associakion Plans, Loeal Government

Employee MutuaL Aid Association Plans, and the Priva£e School Teachers Mutual

Aid Association Plan, cover pub±ic eraployees and their dependents or private

school teachers and their dependeRts (9 percent). Individuals covered under

employer-based heapth insuranee represent 63 percent of the population. In the

Untted Stales, individuals covered undep employer-sponsored health insurance

aeeount for a!most the same percentage, or 61 percent.of the population (Figures

1 and 2).
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    The com;nuniicy--based insuranee plans, whieh are ealled National Healtth

Xnsuranee Plans, eover farmers, se]£--employed persons, employees in smaXL

private firms, retired employees, and otheT persons who are not covered by

employer-based insuranee plans (28 percent of the population). Na£ional Heakh

Insuranee Plans consist of Nakional HeaMh Insurance Soeiety Plans and Municipak

Government-Managed Heakh Insurance Plans. The NaftionaI Heatth Insurance

Societies are established by more than three hundred people having the same

occupa;tion such as physicians, dentists, lawyers, or barbers. National Health

Insuranee Society Plans cover these peysons and their dependents. MunSeipal

Government-Managed Heasch Insuyance Plans eover the residents in eaeh

munlcipality. Many enroliees in communiky-based insurance plans, espeeially

in lvlunicipal Government-Managed HeaM h Insurance Plans, have low incomes

(Table 5). In this respect, these plans play an important yole in mainta[ining

wniversal access to heaMh insuranee eoverage.

Avaletble Health insurance

Health ir}suranee is ava[Lable to employers only fvom one source: Society--Managed

Heakh Insurance Plans, the Government-Managed Heaikth Insuranee PlaR, the

Seamen's Insurance Plan, or Mutuai Aid AssoeiaLion Plans. Health Insurance

Societies and Mutual A±d Associations are established by employers themselves

as mentioned above. Such einployer-based healkh insurance is d±£ferent from

employer-sponsored heatth insurance in the United Sta:tes, which is available

from severa2t sources such as commerciaJ insurance companies, Bltte Cross and Blue

Shield plans, health maintenance organiza:tions or other managed eare pians, and
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self-insured plans.6 Heatth insurance is avaUable from one source to persons

who are not covered under employer-based insurance plans through enrollment in

community-based insurance plans in the municipalities where they live.

Coverage and Benefits

HeaMh insurance plans cover a broad range of serviees for i!Lness, injury,

death (other than oecupational ones), and matemity. All the pians provide

almost the same kind of m&nda:ted benefits, consisting of service and cash

benefiics. The greaA majorifoy of mandated benefits are service benefscs.T

Service benef"s include doctors' servlces, inpaftient and outpatient medieal

serviees and supplies, and prescription drugs, being equa[[ty provided among

aM the plans. Cash benefits include iliness and injury allowance, childbirth

a!Lowance, chitdbirth and chlLd eare benef±t, and burial bene£S.e These

bene£tts are paid directly to insureds. However, the level is somewhat

different among employer-based insurance plans.

     Communtty-based insuranee plans generaUy provide a lower level of

ehildbirth and child care benef±t and funeral bene£±t than employer-based

insurance plans, and are not required to provide ifiness and injury allowance

and chiJLdbirth aUowance. Society-Managed Health Insurance Plans (aLso Mutual

Aid Associa£ion Plans) provide voluntary cash beneiks in addhion to mandated

eash bene£iics.

     In 1994, 91.9 percent of the plans provided voluntary cash benefits for

employees oy their ctependenes, and the benefMs aeeounted for 4.3 pereent of

total benefjLs (Tables 6 and 7). Employees in large firms require their
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employers to provide these benefits through the deliberative organ (Soeiety

Commi£tee) consisting of the repTesentatives of eii}ployers and employees, the

supreme decision-making body in the Health Insurance Soeiety, because mandated

bene£i£s can not be aAicered. Employers provide their employees with more
                                         '
employee beneftcs by adding voluntary health benefits to mandated healich

benefscs.

aoinsureuace Pereentage9

Hea)ich insurance plans contain coinsurance provisions under health insurance

laws, whereby the plans pay a specjfied pereentage of the covered expenses. (No

deductible applies to the expenses.) Patients are required to pay the remaining

percentage. Atchough employer-based insuranee plans pay the same percentage of

covered expenses, the percentage is d±fferent between employer-based insuyance

plans and eommunity-based insurance plans.

    Under employer-based insurance plans, 90 percent coinsurance appties to

the expenses of both inpatient and outpatient care foy employees(insureds), and

80 percent and 70 pereent eoinsurances apply to the expenses o£ inpatient and

outpa£ient care respectively for their dependents. In the case of community-

based insurance plans, 70 percent coinsurance applies to the expenses of both

inpatient and outpatient eare for both insuyeds and their dependents under

almost all of the Munieipal Goveynment-Managed Heakh Insurance Plans. Among

NaSional Health Insurance Society Plans, coinsurance provisions vary. Under

some plans 100 pereent and 70 percent coinsurances apply to the expenses of

both inpatient and outpatiene eare for insureds and their dependents
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respectively, and under other plans the same coinsuranee percentage as tha£

under Municipai Government-Managed HeaJS h Insurance Plan$ applies to the

expenses of both inpatient and outpatient eare for insureds and their dependents.

In this way, aXL the employer-based insurance plans and atmost aU of the

communtty-based insurance plans provide almost the same level of manda:ted

service benefiics for dependents, however, the level provided for insureds

diEfers between employer-based insurance plans and community--based insurance

plans.

Premium Rates

Premittm rates are preseribed by health insurance laws, and are different among

heatth insurance plans. Under empioyer-based iRsurance plans other than So¢iety-

Managed Heatth !Bsurance Plans, employers and employees equaUy pay the premiums

based on the average monthly wage. For Society-Managed Health !nsurance Plans,

Health insurance Societies ean determine their premium rates voluntarily

according to their respeetive finaneial conditions withiR the range of premSum

rates prescribed by the Heasch Insurance Aet (Tab!e 8). As sueh, employees in

large firms negotiate pTemium rate and rts share with thelr employers in the

society comriijktee. On average, employers paid 56.5 percent of the premiums and

employees paid the remaining share in 1994 (Table 9),

     In the case of eommunixy-based insurance plans (Municipal Governrnent--

}Ganaged Hea reh Insurance Plans), insureds pay premiums based on a eombination

of income, asset, capttation, and the number of family members. Premiums per

famlly vary considerably among the plans according to their respective financial
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condirions.Ge

Finaneing

Heallrt h insuranee plans are financed by premiums paid by employers and insureds

as well as contributions from goverRments. The majority of national heatth

expenditures are service benefrts paid by heaLth insuranee plans and copayments

borne by pa£ients. In 1993, 57.3 pereent were financed by premiums, 23.7

percent by contributions from the central government, 7.0 pereent by

contributions from the local government, and 11.6 perceRt by out-of-poekets

by pa£ients (Table 10).

     Contributions from the central government are different among health

insuranee pians. The Government-Managed Heatth Insurance Plan is financed by

contributions of 13 percent of the beneffts. This plan is flnaneed through inore

contributions from the eentrak government than Society-Managed Heakh Insurance

Plans so tha;t employers of sma[t and medium-size firms can reduce the cost of

providing heatth benefscs for their employees. Xn relaLion to Society-Managed

HeaJth Insurance Plans, the National Federat±on o£ Health Insurance Soeieties

assttmes the role of financial supporter of the societies in financial

diffieukies by assessing additionalE premiums on member societies (employers and

employees). In addikion, aU the employer--based insurance p!ans exeept the

Seamen's !nsurance Plan are financed frorn contribubioRs o£ the total or paTtial

administrative expenses.

     In the case of community-based insurance plans, MunieipaJ Government--

Managed Heatth Insuranee Plans and National Heakh Insurance Society Plans are
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finaneed by contributions of as much as 50 pereent, and 32 to 52 pereent of the

benefMs respectively. In 1992, community-based insurance plans were financed

through premiums paid by enro]led individuals, 41.3 pereent, contributions from

the central government, 38.1 percent, contributions from loca2 governments, 7.8

pereent, and others, 12.8 percent. Contributions from the central government

play an important role in redttcing the cost of the heakh benefits eommunity-

based insurance plans pyovide. Desptte this, a large number of the plans are

more or le$s in Einancia[L diffieu]:ties.

Meclical Fee Sehedule

Under a]1 the heaAth insurance pians, patients have freedora to choose health

care providers. The heatth care providers are generaMy paid a fee for each

medical service they furnish, veferred to as the £ee-for-serviee systein. (For

services provided for elderly persons, geria:tric hospitals are reimbursed on

either a fixed-fee basis or a Eee-for-serviee basis, and intermediate nursing

faciiities and speciat nursing homes are reimbursed on a £ixed-fee basis.)

     On the basis of the uniforrn medicai fee sehedule, aJl the medicai serviees

(service benefjks mentioned earlier) eovered by heakh insurance plans are

reimbursed to the healkh care providers. There are five siinilarly structured

categories in the fee schedule: hospttals and ellnics, dental services,

pharmaceuticai services, intermediaie nuTsSng facilities, and speciaL nuvsing

homes. The fee schedule is revised by the Centrai Social Insurance Medical

Councll and is authorized by the Ministry of Heatth and WeJfare.ti There are

thir"teen medieaE treatments sttch as medica2 examination, medication, injection,
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diagnostie test, procedure, surgery, and hospSkaMzation in the schedule. Eaeh

medical treatment includes many serviees and certain number of points are

assigned to each service (one point equals to ¥10), Heakh eare providers sum

up the number of peints for services they performed for eaeh patient and submit

bMs to the review and payment organizakions (the SociaJ Insurance MedicaL Fee

Payment Fund or FederatioR of NationaL Heatth Insurance).i2 The organiza£ions

review the claims and then forward them to insureys. Medical fees are paid to

heatth eare providers through these eygantzatiens. Xn addscion, the schedule

]ists moye than 13,OOO drugs and their prices. Drug priees are revised every

second year by the Ministry of Heatth and Welfare to reflect the prevailmg

prices at which heatch care providers purchase drugs from pharmaeeuticat

companies.i3

II HEALTH INSURANCE REFORMS

Refornis of the 1960s and 1970s

The history of pub]ic heakh insurance plans in Japan began w"h the enactment

of the Heakh Insurance Act of 1922 £or employees of priva£e firms. Coverage

was expanded for other people under the National Heatth InsuraRce Act of 1930

and the mutual aid association acts whieh were enaeted in the 1950s through the

early i960s. Universal coverage was aehieved in 1961 under the amendment to the

National Heakh Insurance Act which required aM the munieipal governrnents to

provide communiS;y-based heakh insurance for the persens who were not ¢overed by

emp!oyey-based heatth insurance.
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    Until the early 1980s, wtth a view to equal beneftt levels, the Ministry of

HeaGich and We]fare further reformed heaJth insurance plans to expand beneftts,

especiaMy to raise the coinsuranee percentage which applied to the covered

expenses for dependents under employer-based insurance plans and for insureds

and their dependents under community-based insurance plans, by increasing

contributions from the central government. Some of the major reforms were as

follows:

     ･ In 1963, the .ceinsurance percentage was raised from 50 percent to 70

      percent of the covered expenses for insureds under communtty-based

      insuranee plans.

     ･ In 1968, the coinsurance pereentage was raised from 50 percent to 70

      percent o£ the eovered expenses for dependents under aXL the communM)y-

      based insurance plans.

     ･In 1972, medical care for elderiy persons aged 70 and older or bedridden

       persons aged 65 through 69 became free of charge under an amendment to

      the Welfare Act for the Aged of 1963. Copayments which elderly patients

       would have been liable for if iic had not been for the amendment were

       finaneed by contributions from central, prefectural, and municipal

                                                     '       governments.

     tXn 1973, the coinsurance percentage wa$ ra!sed from 50 percent to 70

       percent of the covered expenses for dependents under employer-based

       insurance plans.

     ･ In 1973, a large medicai expense benefi£s program was introduced to
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      ease the financial burdens on households, whereby if eopayments

      exeeeded specified amounts, the differenee was paid as large medieal

      expense benefus by heaMh insuranee plans.

     ･ In 1980, the coinsurance pereentage was raised frorn 70 percent to 80

      percent of the eovered inpatient expenses for dependents under employer-

      based insurance plans.

Reforms of the 1980s into the 1990s

The reforrns of the 1960s and 1970s contributed to a substantial increase in

national heasch expenditures during the period. Nationai heaMh expendttures

increased from 2.6 percent of the gross na£ional product in 1961 to 4.9 pereent

in 1980 (Tabie 1). In particular, health expendStures for the aged grew

$teadUy in the 1970s (Table 2).

    Recessions eaused by the two oil erises in the 1970s forced the central

government to reduce the government expendttures in line with the budget

yeconstruction. The share of contributions from the central government to

national heatth expendttures has been decreasing since the mid-1980s (Table 10).

In the early 1980s, the Ministry of Heat£h and Wel[fare reformed heatth eare

to emphasize cost containment, the goal being tha£ the rate of growth in

na:tionai hea[reh expendkures should be equal to or below the rate of growth in

naliona3 income. There have been three major eost containment efforts made

toward aehieving this goal: (1) Introducing deductible and eopayment, (2)

Revising the medicaJ fee schedule, aRd (3) Establishing new programs for elderly
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persons.

(1) Introduction of deduetible and copayment

Nonexistent or small deductible and copayment often encourage patients to

increase dernand for medicaL services. The folJLowing reforms were aimed at

retaining their financial interest in the eost of serviees, thereby avoiding

unneeessary utMzation.

     The Heatth and Medieal Program for the Aged was established in 1983,

whereby a deductible applied to the eovered inpatient and outpatient expenses

was introduced. In the foltowing years, it was increased severat tlmes and is

scheduled to be yevised every second year after 1995 on the basis of the

Consumer Priee Index.

     A eDinsurance provision was introduced to employer-based insu?anee plans

in 1984, and 90 percent coinsurance was applied to the covered expenses for

employees. Prioy to this reform, employees had only to pay ¥800 for the first

medicat examina£ion for outpa£ient care ak health care providers, and ¥500 per

day wiLhin a maximum of 30 days £or iRpatient eare.i4 Sinee equaL benefiic

levels and fair burden-sharing o£ eosts among plans have been considered

important under the universaJL system, the coinsuranee pereentage had been raised

in the reforms of the 1960s and 1970s as mentioned earlier. In these 1984

re£orms, eoinsurance provision was introdueed to reduee the di£ferenee in the

coinsuranee pereentage between employer--based insurance plans and communscy-

based insurance plans wtth a view to "equal beneftt levels."

     The designevted medicaJ expense benefscs program was atso established in
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1984 to meet patients' needs to receive various services which are not covered

by health insuranee plaRs, and to determine to whaut extent the services are

covered by the plans. The services are designated by the Ministry of Hea"h and

Wetfare and include (1) speciai services patients reeeive at their own request

sueh as private or semiprivate room in inpatient care and therapeutical

materials, and (2) medieal care with advaneed medieal techniques by medical

insttcutions that are autherized to provide such care by prefeeturai governments.

Under this program, if patients wish £or a priva:te or semipriva:te room, they

must pay the extra charge for the room and the pian wUl provide the remaining

expense as designated medica[L expense beneftt. Extra charges tha;t were

previously permttted informaXty, however, were legStimized, and services w±thin

the program were expanded.i5

     A dedttctible which applLed to board in inpa£ient expenses was introduced in

1994. At present, the standard deductible amounts are ¥450 per day for the

first 90 days and ¥300 per day thereafter for persons wtth low incomes,

¥200 per day for persons who have low incomes and are entikled to old-age

welEare beneftts, and ¥600 per day for other persons. These arnounts are

scheduled to increase to ¥660 aRd ¥500, ¥300, and ¥800 respectiveiy in October

1996.

(2) Revision of the medical fee schedule

The fee--for-service system induces hea±th care providers to furnish excessive

medicat services and to dispense unnecessary drugs, Decters usuaUy dispense

drugs and are reimbursed at the official prices in the medieai fee schedule
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regardless of the purehase prices Erom the pharmaeeutlcal eompanies. [Dhey make

a profit by dispensing more drugs than are necessary, or by purehasing drugs at

iower priees than the offieial prices. The share of drugs (medication and

injection) by type of medical treatment has been high in national heakh

expendtruyes. Xn ordey to correct inefficient aXitoca:tion of resources, the

drug prices have been being Tevised to reduee them sinee as early a$ the laicter

haif of the 1960s (TabZe 11). This measuye contrSbuted to lowering the share of

drugs in na£ional heatth expenditures in the 1970s, from 37.8 pereent in 1970

to 29.1 pereent in 1980; this share remained constant in the 1980s and in the

eariy 1990s, and stood 29.5 percent in 1993. However, the rnedical fee schedule

has been revised to raise medical fees during the past three decades (Table 12).

Compared to increases in consumer priee and wages and sa2aries for permanent

employees in medica! instttutions and faeilities, medical fees including

officiali drug prices have been held down throughout the 1980s into the early

[l.99Os.rs

(3) Establishment of new programs for eiderly persons

In the 1980s, the Heakh and Medical Program for the Aged and the Retiree

Medicai Program were established to eontro! their rising heakh care eosts.

1. The geakh and Medical Program £or the Aged;

The Heatth and Medical Progyam for the Aged was estabtished in 1983 under the

enaetment of the Heakh and Medieal Program for the Aged Aet of 1982 in plaee of

the We]fare Act for the Aged of 1963 te provide elderly persoRs with a
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comprehensive set of heaM h eare serviees and to reduee contributions from the

eentral government. The program covers persons aged 70 and over or bedridden

persons aged 65 through 69 for appropriate and e£ficient medical eare, as well
                                                            '
as persons aged 40 and over for comprehensive health services.

    When employees yetire, most of them enroll in eofnmuntty-based insurance

plans whieh brings to the plans a largeT share of elderly persons who need

more heareh care services on average. As mentioned below, the hea[Lth insurers

pay most o£ the heatth eare costs for the eldeply to ease the financial burdens

on the communscy-based insuranee plans by correcting the financiai dispartty

between employer-based insurance plans and eommun±ty-based insurance plans.

Heatth insurers finanee the program (the Soeial Insuranee Medieal Fee Payment

Fund) through contributions equal to the amounts that would be paid if they

covered the average percentage of elderly enroltees among all the heatth

insurance plans. The HeaMh and Mediea[L Program for the Aged Act of 1982

yequired that this arrangement apply to 50 percent of aXt the costs heaMh

insurers must pay and thak the remaining costs be paid according to the actuaL

percentage of elderly enro!Lees. However, the arrangement has applied to all

the costs since 1990 under the 1986 amendments to the Act, thereby eorreeting

the financiat dispayiicy. Main components of the program are as £o]lows.

  a) Medical eare for the elderly at general hospixals and elmSes

Under this program, the deductible was introduced and has been raised several

times. At present, elderly patients must pay ¥1,020 per month for outpatient

care and ¥710 per day for inpatient eare at general hospttals and clinics.

                                                        '
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The costs of the beneftts less deductible aye finaneed through contributions

from heaJSh insurance plans and governments; health insurance plans, 70 percent,

the centraa govemment, 20 percent, and local governments contribute 10 pereent.

  b) Hea±th services for persons aged 40 and over

The program aiso provides comprehensive heatth services other than medical care

                                 '
for persons aged 40 and over (excluding those who Teceive equivalent services

a£ their workplace). These services inelude the issue of a health passbook,

heaMh educa£ion, heaMh consukatieR, health examlnakion, rehabilitatien, aRd

visiting guidance. The eost is financed equaUy by contributions frora centralL,

prefectural, and municipal governments,

  c) New heatth care £acilSties and reimbupsements

Elderly persons who need chronic care or even long-term eare have often entered

general hosp"als largely beeause of a lack of facllities which provide sueh

care. In addition, the exi$ting medical fee schedule under a £ee-for-service

system whieh applies to general hosptcals providing geriatric care has

contributed to rising healdeh eare costs for them.

     Geriairic hospita[Ls were established in 1983 to provide chronic eare for

the elderly, thereby avoiding utllization of general hospitals as chronic care

facllities. A new category specifieaXLy targeting geriatric hospiLals was

creevted in the medical fee sehedule to control costs by discouraging unnecessary

proeedures, especiaXLy since many of the Ron---essentiai procedures were highly

laboy-intensive oy over-prescribed foy elderly partients. The geriatric fee

schedule is composed of a specialized array of heatth care services such as
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rehabUttakion and consultaftion. Xt aUocates a fewer number of points to

proeedures tha;t are less essentiai to elderly pe[tJients, such as injections,

certain types of labora:tory tests, and diagnostic imaging, However, faced with

the rising costs of financing geriatrie care undey the fee-for-service system,

a voluntary fixed payment systern for geriatric hosp±tals was introduced in 1990

to lower the eosts by redueing unnecessary services. Under the fixed payment

system, geriatrie hospirals are reimbuysed a capitation fee for aU procedures

and nursing care.iT A deductible applies to the covered expenses £or services

at geriakrie hospjJtals, which is commensurate with thed applied to the covered

      '
ekpenses for serviees a£ general hospika2s. The costs of the benef"s less

deductible are finaneed through contributions from heatth insurance plans and

governments: heatth insurance plans, 50.0 percent, the central government, 33.3

pereent, and local governments contribute 16.7 percent.

     Intermediate nursing faciJifties were established in 1988 to provide

rehabiiftation and nursing eare for elderly bedridden persons. The facittties

are also reimbursed a capitakion fee. A larger deductible applies to the

eovered expenses for serviees at these facilities. Deduetible amounts are

determined independently for eaeh facility (around ¥60 thousand per month on

average). The percentage of contributions £rom heatth insurance plans and

governments is commensura;te with that of geriatric hospitals.

     In addition to geriatric hospjteals and intermediate nursing faeilities,

the estab]ishment of special nursing homes has been pyomoted. The home$ are

reimbursed on a fixed £ee per patient. Deduetible amounts are determined
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according to patients' income (around ¥40 thousand per month on average).

The cost is financed from contributions from central and loeaJ governments

shared equaMy (Health insurance plans do not cover the services provided at

the special nursing homes).

2. The Retiree Medical Program:

Retiyed employees who enroU in eommunity-based insurance plans and are not yet

covered under the Heatth and Medical Program for the Aged must pay a higher

percentage partScipation under the plans than under the former employer-based

insurance plans. The heaMh coverage for these persons is likely to be the

cause of the finaneiaa burdens on communiiy-based insurance plans.

     The Retiree lyEedical Program was created in 1984 to reduee the percentage

participaution for patients and to ease the financial burdens on communjky-based

insuranee plans. Retired employees eligible for the program must pay 20 percent

of the eovered expenges of both inpatient and outpatient eare, and their

dependents must pay 20 percent and 30 percent o£ the covered expenses for

inpa£ient and outpatient eare respectively. The program is finaneed through

premiums paid by retirees and their dependents as well as contributions from

the former employer-based insurance plaps.

III FUTURE DrRECirTON OF HEALt])H ZNSURANCE SYStlrEM

Under the present system, all the health insuranee plans provide the same kind

of mandated service benefiLs, and all the employefrbased insurance plans and
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almost all of the communtty-based insurance plans provide aLmost the same level

o£ the mandated serviee benefiSs foT dependents, atthough the level provided for

insureds stiU differs between employer-based insurance plans and community--

based insuranee plans. On the other hand, these characteristics bring the plans

                                                           '
irito differences in elaim costs per caprta because of age distribution, the

number of dependents, and tttilizaLion of serviees. The differences are adjusted

by premium rakes and eontributions from governments to batance the budgets.

Heakh eare costs for eldeyly persons are financed largely by contributions from

all the heakh insurers (Table 13). Through the heakh insurance reforms of the

1980s which foeused on cost containment, heaMh eare eosts have shifted from

the central government to healkh insurance plans and patients.

     In reeent years, Seeiety-Managed Heatth Insurance Plans, the Governrnent-

Managed HeaJSh Insuyance- Pian, and MunicipaJ Government-Managed Heatth

Insuranee Plans have been in financial diJfficukies. This is because of the

slow increase in premium income based on wages and salaries due to the economic

recession, and the rising heatth eare eosts, especially the resuhing incyease

in contributions to the Heakh and Medical Program for the Aged (In the case of

Soeiety-Managed Hea±th Insurance Plans and the Government-Managed Health

Insurance Pian, eontyibutions to the program as a pereentage of total

expenditures were 23.0 pereent and 18.9 pereent respectively in 1993). In 1994,

approximately half of Society-Managed HeaJth Insurance Plans, the Govemment-

Managed Heatth Insurance Plan, and 66 percent of Municipa2 Government-Managed

HeaJ£h Insuyance Plans ineurred a deficit. The NationaJ Federation of Heatch
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In$uranee Societies estimales that finaneiai deficits in Society-Managed Health

In$uranee Plans as a whole will incyease for the next five years and

consequentiy premium rates should be raised.

    The ttniversal heatth insurance system wM be maintained, whlle the

Ministry of Heatch and Weifare will focus iics policy on eontro]ling heatth care

costs for the elderly persons in the future heaith care reforms in order to

respond to a rapidly aging society. For exafRple, under the Heatth and Medical

Program for the Aged, the deductibie may be raised sharply or the coinsurance

percentage eommensurate wi£h that in heaM h insurance pians for the non---elderly

may be introdueed for the covered inpatient and outpatient services provided at

general hospitals and clinics, thereby easing the finaneial burdens on the plans.

Heatth insurance plans for the non-elderly wtu also be reformed to further

reduce the coinsuranee percentage which appXes to the covered expenses of

lnpa£ient and outpaSient care for employees, and to redesign manda;ted service

beneftts. Furthermore, the Ministry plans to establish pub]ic long-term care

insurance in the near future to separa£e costs of long-term eare from those

finaneed by heaM h insuranee plans for the non-elderly, thereby easing the

financial burdens on the plans. There are, however, soff}e questions concerning

this program sueh as the folLowing:

     ･ Who wilL administer the program, the eentral government or municipai

       governments? The lvlinistry wants municipal governments to do so, while

       many municipal governovs oppose tt beeause they fear that the same

       sStuation wila occur in the program as tha:t in commun±ty-based insuranee
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      plans, where munieipal governments must cever the deficits through

      the general revenue,

     ･ How much of the premiums wil1 be shared between elderly and non-elderly

      generations? In the original plan, persons aged 20 and over were

      scheduled to pay the premiums wtth a view to solidar±ty between the two

      generations. However, the Ministry has changed the age to 40 and over

      because there is a possib!ttty that m&ny of the youltger generation wilt

      not be very interested in the program and consequently will not pay the

      premlums.

     - WilJ employers pay the premiums for their employees? Xf so, how mueh

      wi]J they share?

     ･ If elderly persons or their famUy members wish £oT eare which is

      provided by the famlly members at their homes, wilL cash benef"s be paid

      in place of service beneftts?

    Al£hough S£ may £ake time to solve such problems, i£ is elear that the

establishment of publie long"term cave insurance wiU have a large influence on

the hea2th insurance reforms of the future.
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ENDNOTES

i. Japanese national heatth expendttures shown in Table 1 are estimated

   annually by the Stautisties and Informakion Bureau of the Ministry of Heakh

   and Welfare. These expendttures differ £roin totaZ expenditure on heaZth

   compUed by the Organizakion for Economie Cooperation and Development(OECD)

   for the purpose of making cofnparisons among member eountries.

     The majority of national heatth expendiicures are service benefscs pa£d by

   pub]ic hea±th insurance plans and ccpayments born by patients. (As mentioned

   in the text, beneftts provided by public heatth insurance plans consist of

   service benefits and cash benefi£s.) Na£ional heaMJh expenditures exclude

   such expenditures as (1) cash beneiks paid by public heakh insurance plans,

   (2) extra eharges for priva£e or semiprivate roem in inpatient expenses, (3)

   some denta! services, (4) preventive care such as heatth promotion, (5) over--

   the-eounter medicine, and (6) research and development.

2. Demographic changes are characterized by the rapid growth of the aged

   population caused by increases in ]ife expectancy at birth and deelines in

   total fertility rakes. Elderiy persons aged 65 and over have been growing

   and will continue to grow both in numbers and as a shaye of the total

   population. They numbered 14.9 mMion, or 12.0 percent of the totat

   population in 1990, compared with 5.4 mlllion, or 5.7 percent iR 1960. It is

   projeeted that they will reach 32.4 mlllLon, or 25.8 percent of the to£al

   population by 2025 when the aged population peaks.

3. However, heatth care eosts in Japan have been consuming a low share of
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  £he gross domestie product(GDP) compared with those in the OECD countries

   (Table 3). And the gyowth rates of both national heaMh expenditures and

   heatth expenditure$ for the aged have beeR slowed down in the 1980s through

  the 1990s. During this period, heakh care re£orms have been focusing on

   eost eontainment.

4. Heakh care programs for elderly persons <the Hea3kh and Medical Program

  for the Aged and the Retiree Medical Program) wM be mentioned in the next

   chapter.

5. Employers with less than five employees are not required to participa£e

   in the Government-Managed Heakh Insuranee Plan. However, they ean take part

   in the plan voluntarily if they ean obtain the consent to do so from the

   majortty of their employees. If they do not participa;te in the Government-

   Managed Heakh Insurance Plan, the employees and their dependents enrolL

   in commuRtcy-based insurance plans.

6. Also, in Japan commercial insurance eompanies wrtte hea3kh insurance on a

   group or individual basis to generaJly provide inpa£ient expenses not covered

   by publie hea[kh insurance plans. Some benefiLs are paid as a reimbursement

   of the actual expenses that the insured incurs, and others are paid as fixed

   amounts without regaTd to the actual expenses. The heakh insurance plans of

   commercial insurance companies provide for payment of benefiks directly to

   the insureds.

7. For the share of fnandated $ervice beneftts in total heaLth bene£its

   provided under Society-Managed HeaM h Insuranee Plans in recent years, see
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   Table 7.

8. Illness and injury aUowance and childbirth a[towance are paid monthiy as

   fixed amounts for a certain period when employees beeome unable to work and

   earn wages or salaries from their employers because of illness, injury, or

   mEvternity. ChUdbirth and child care beneik and funerat benefit are paid

   in a lump sum.

9. The term coinsurance as used in this paper refers to the pereentage of

   covered expenses paid by health insurance plans. And the term copayment

   refers to the percentage of covered expenses which are not paid by the plans

   and tha:t therefore must be paid by patients.

10. Under Municipa[i Government-Managed Heaath Insttrance Plans, the measttre is

   taken to reduce the premiums paid by persons wtch low income.

11. The council is compnised o£ twenty members: eight representa£ives fyom

   heatth care providers, eight from payers (four insurers, two employers and

   two employees), and four from pub)ic interests.

12. The Federakion of National Health Insurance is estabjLshed in eaeh

   prefecture by natlonal heatth insurers.

13. For detals of the medical fee schedule, see Araki,Kazuhire, "Understand-

   ing Japanese HeaLth Care Expendilures:The Mediea2 Fee Sehedule,'' in .Zapan's

   Health System:fff?ticiency and Effectiveness in Universal dare. New York;

   Faulkner & Gray,Inc.,1993,pp.45-6i.

14. In 1942, a deductible was introdueed which apptted to the covered expenses

   for employees under employer-based insurance plans and incyeased several
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  times. Prior to this re£orm, 100 pereent coinsurance had applied to the

  covered expenses less deductible.

15. For details of the designated medical expense benefMs program, see

  Niki,R., 'Sekeu' Ichx" 2Vb iryohi Yokusei Seisaku vao Minaosu JCiki Tokyo:

  Keiso Syobo,Inc.,1994,pp.111-163.

16. Niki,op.cit.,pp.3-4.

17. Ando,Yumi and Amy Searight, "Geriatric Care in Japan,'' in Japan's Health

   System:E]eeiciency and Effectiveness in Universal Care.,pp.153-154,p.158.
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6
6
6
6
6
6
6
6
6
6
6
6

Source：　亙i！1istry　of　Health　and　Welfare　（1995a＞．



Table 2

Kealth Expenditures for the Aged, 1973-1993

Fiscal

Yeay

Amount
of HEFA

(bi1lions)

Rate of
growth
of HEFA

  HEFA Percentage

  per ofNHE
  capita
(thousands)

Covered

persons

(thousands)

Percentage
 of total

populatioR

1973

1974

1975

1976

1977

1978

1979

1980

l981

l982

1983

1984

1985

1986

1987

1988

l989

1990

l991

l992

1993

 ¥429

  665

  867
1,078

1,287
1,595

1,850

2,l27
2,428
2, 749

3,319

3,610

4,067
4,438

4,831
5,159

5,558

5,927

6,410

6,937
7,451

 NA

55.1%

30.3

24.4

19.4

23.9

16.0

14.9

14.2

13.2

20.7
 8.8

l2.7

 9.1

 8.9

 6.8

 7.7
 6.6

 8.1

 8.2

 7.4

¥101

 148

 184

 220

 25e

 295

 326

 360
 394
 425

 443
 461

 499

 523

 549

 568

 594
 609

 634
 661

 685

10.9%

12.4

13.4

14.1

15.0

l5.9

16.9

17.8

18.9

19.8

22.8

23.9

25.4

26.0

26.7

27.5

28.2

28.8

29,4
29,5

30.6

¥4,237
 4,493
 4, 7eo

 4,894
 5,146
 5,408
 5,675
 5,907
 6,158
 6,465
 7, 49l

 7,823
 8, 157

 8,484

 8,8e5

 9,084
 9,363
 9,732
iO,112
le,488

iO,884

3.

4.

4.

4.

4.

4.

4.

5.

5.

5.

6.

6.

6.

7.

7.

7.

7.

7.

8.

8.

8.

9%

1

2

3

5

7

9

o

2

4

3

5

7

o

2

4

6

9

2

4

7

Notes: NHE is National Health Expenditures. Cove?ed persons are

 those eligible for the gealth and Medical Program for the Aged.
 In 1983, covered pe?soRs were increased because of the enactment
 of the Health aRd Medical Progvam for the Aged Act ef 1982.
 Prior to the yea?, eldeviy persons were covered by the Medical
 Expense PaymeRt Program for the Aged introduced in 1973 under
 the amendment to the Welfaye Act for the Aged.
Soupce: gealth aitd Welfare Statistics Association (1995).



Table

Total

iR the

3

ExpeRditure on
 OECD Countries

Health as
, Selected

Percent
 Years

 of Gross

196e-1991
Domestic Product

196e 1965 1970 l975 1980 1985 1990 1991

Australia
Austria

Belgium

Canada

Denmark
Finland

France
Germany
Gyeece

Iceland

Ireland

Italy

JapaR

Luxemboupg
Netherlands
New ZealaHd
Norway
Portugal

Spain

Sweden

Switzeyland

Tuykey

Vnited KiRgdom
United States

4.

4.

3.

5.

3.

3.

4.

4.

2,

3.

4.

3.

3.

NA
3.

4.

3.

NA

L
4.

3.

NA
3.

5.

9%

4

4

5

6

9

2

8

9

5

o

6

o

9

3

3

5

7

3

9

3

5.1%

4.7

3.9

6.0

4.8

4.9

5.2

5.1

3.1

4.2

4.4

4.3

4.6

NA

4.4

NA
3.9

NA

2.5

5.6

3.8

NA

4.1

5.9

5.

5.

4.

7.

6.

5.

5.

5.

4.

5.

5.

5.

4.

4.

6.

5.

5.

3.

3.

7.

5.

NA

4.

7.

7%

4

1

1

1

7

8

9

o

2

5

2

6

l

e

2

e

1

7

2

2

5

4

7.5%

7.3

5.9

7.2

6.5

6.3

zo
8.1

4.1

6.2

8.0

6.1

5.6

5.6

7.6

6.7

6.7

6.4

4.8

7.9

7.0

3.5

5.5

8.4

7

7

6

7

6

6

7

8

4

6

9

6

6

6

8

7

6

5

5

9

7

4

5

9

.3%

.9

.6

.4

.8

.5

.6

.4

.3

.4

.2

.9

.6

.8

.e

.2

.6

.9

.6

A
.3

.o

.8

.2

 7.

 8.

 7.

8.

 6.

 7.

 8.

 8.

 4.

 7.

 8.

 7.

 6.

6.

 8.

6.

6.

 7.

5.

8.

 7.

 2.

6.

10.

7%

1

4

5

3

2

5

7

9

1

2

o

5

8

o

5

4

o

7

8

6

8

o

5

8

8

7

9

6

7

8

8

5

8

7

8

6

7

8

7

7

6

6

8

7

4

6

12

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

･

.

.

.

.

.

.

.

2%

3

6

5

3

8

8

3

4

3

o

1

5

2

2

2

4

7

6

6

8

o

2

3

8

8

7

10

6

8

9

8

5

8

7

8

6

7

8

7

7

6

6

8

7

4

6

13

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

.

･

.

6%

4

9

o

5

9

1

5

2

4

3

3

6

2

3

6

6

8

7

6

9

o

6

4

Sources: OECD(1994a), OECD(1994b).



Table4 PublicHealth Insurance Plans (as of the end ef March,l994)

Insurer Numbe?of enro!lees
,Contributionsfromthe

･Plan [Numberofinsurers] Insured ineluding dependents Pyemiumrate centraigovernment Mandatedbenefits Coinsurancepercentage
(in thousands)

Society-}tanagedHeaith HealthlnsuraneeSociety Employeesmainlyin 8.290X<onaverage) ¥63billionferbenefits, Broadrangeof Insureds:
lnsuratice [1,817] largeprivatefimas 37, 759 employe?:4.686X administrativeexpenses, servicebenefits 90percentcoinsumee

employee:3.604X ete. fordoctors'ser- forcoveredinpatient
.vlces,inpatient andeutpatientexpenses

Government-ManagedHealth eentralgovernrnent Emp!oyeesmainlyin 8.2X l3Xotbenefits andoutpatient
Insuranee <Socia}InsuranceAgency> private,smalland 32, 553 employer:4.IX Totalofadainistrative mediealservices

medium-s!zefirms employee:4.IX expenses andsupplSes,and Dependents:
prescriptiondrugs 80pereentand70per-

Centra!government 8.8X centcoinsuraneesfor
Seatnen'sInsurance (SoeialInsuranceAgency) Seamen 348 empleyer:4.4X ¥3billionforbenefits coveredinpatientand

employee:4.4X eutpatientexpenses
Cashbenefitsa respeetively

CentralGoverrmeRtthup!oy- Centraigoverrment 7.808X(onaverage) Totalofadninistrative ･illnessandin-'
eeMutualAidAssociation emp2oyees 4,l26 empioyer:3.904X expenses juryallowance
[27] employee:3.904% ･eh!idbirthallove--

ance
LocaiGovernmentinployee Localgovernment 8.481X(onaverage) Totalofadninistrative -¢hiidnirthand

MutilalAidAssociation MutualAidAssociation employees 6,855 11,788 empleyer:4.Z41X expenses(financedfrom childcareben-
[54] employee:4.241X localgovernment) efitforinsured

orspouse
PrivateSchoolTeachevs 8.450N Partofadninistrative ･funeraibenefit
MutualAidAssociation[1] Privateschoolteachers 807 erppleyer:4.225X expenses forinsuredor

employee:4.225X dependents

Farmers,self-employed 32,686 50Xofbenefits,etc. 70Xunderalmestal!
persons,etc. Averageannualpremiumper '

p
i
a
n
sMuRicipalgovermnent familyin1993:¥149,926

. [3,252] Retiredemployeeseli- Insureds:80X
NationalHealthlnsurance giblefortheRetiree 5,2g5 42,528 None Dependents:80or70Xb

MediealPrograin

NatienalilealthInsurance Physicians,lawyers, 4,557 Averageamualpremiumper 32Xto52Xofbenefits Insurteds:100,90,or80X
Soc!ety[166] barbers,etc. familyin1993:¥237,727 Dependents:8eer70X:

'

Centralgovernment:2eX (Deductible)¥700perday
HeaithandMedicalProgram ILdministeredbymunicipal Personsaged70ar}dover Prefecturalgovernments:5X liediealandhealth forcoveredinpatient
forthedged government Bedriddenpersonsaged 09,884) None Munieipalgovernments;5X .services expenses,and¥1,elO

65throngh69 Insurers:70X permonthforeovered
outpatientexpenses

Notes: The number ef enrolees in each pian ineludes elderly persoRs eligible for the Health and
 "National Health Insurance Pians are not required to provide il!ness aEtd injury allowance and

 b8e percent and 7e percent co!nsurances apply to the covered inpat!ent and outpatient expenses

 eeoinsurar}ce provis!ons vary atfiong Kationa1 Health Insurance Society Plans.

Sources: Heaith and Welfare Statistics Association(1995), Ninistry of Health and Welfare(1995d>

 Medicai Progr'am ior the Aged.

childbirth a!lowanee.

 respectively.



Figure 1

                  Japanese Health insurance Coverage,1993

Percent of population
70

60

50

40

3e

20

10

63 %

<25 % )

(29 % )

(O.3%)

(9 %)

28 %

9%

 Employer-(Society-(Govern-(Seamen's) O!utual CommuRity- HAMPA

 based Nanaged)meRt- Aid) based
  insurance Managed) insurance
 Notes: HAMPA is the Health and Medical Program for £he Aged. Those who are
  covered under the Retiree Nedicai Ppegram are included in cemmunity-based
  .  IBsuraRce.

                                               'Figure 2
                  U.S. Health IRsuraRce Coverage,1990

Percent of population
70
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50

40

30

20

10

61%

13% 13 %

10% 9%
14 %

  Employer Non-group Medicare Nedicaid Military UniRsured

  group insurance veteran
  .

Notes: PersoRs with more than one coverage are included moye than once.
 Non-group is insllpance purchased by iRdividuals. Militayy includes
 depeRdents.
Source: OECD (1994c).



Table 5
Average AnRual Income of Employees, Self-employed Persons,
and Farmers per Family, 1993 (theusaRds of yens)

Ernployees

   Permanent employees
     Firm size(number of employees):
     less than 30
     30 to 999
     1,OOO and morea
   Temporary employees
     Term of employment:
     one month to less than one yeap
     daily ov less than oRe month
Seif-employed persons
   with employees
   without employees
Farmeys
   professional farmer
' part-time faymey

¥6,979

 5,200
 6,443
 8,617

 3,933
 2, 552

 8,998
 5,410

 3, 754

 8,314

alncludes public employees.
Source: Ministry of Health and Welfare (l995b).

Table 6
Number and Pepcent of Soclety-}{aRaged ffealth InsuraRce Plans
Providing VoluRtary Benefits, l994

Benefits Number Pereent

Reimbursement for copayment
Home health care benefit
Large medical expeRse benefit
Illness and injury aHowance
Extended illness and injury allowance
Burial beitefit
Childbirth benefit
Child care benefit
Childbiyth allowance
Child eaye allowance

Medical expense benefit for depeRdents
Home heaKh care benefit
Burial benefit for dependeRts
Childbirth benefit for spoitse
Child caye benefit for spouse
Child care allowance for spouse

l,327
    5
1,116
  816
  266
l,303
1,141

l,075

  238
  938

1,322
    7
1,374
1,256
1,213
1,031

73.1

 O.3
61.5
45.0
14.7
64.9
71.8

59.2
13.1

51.7

72.8
 O.4
75.7
69.2
66.8
56.8

Number of societies providing benefits
Number of societies pyovidiRg no benefits
Total

1,668
  l47
1,815

 91.9
  8.1
100.0

Source: National Federation of Health IBsurance Societies <1995a).



Table 7
Mandated and Volu.ntary Beltefits Provided by Society-Managed Health
Insuraitce Plans,1990-1994

1990 1991 1992 1993 1994

AMOUNT (in billions)
Mandated benefits
  Service benefits
    Employees
    Dependents
  Cash benefits
Volugtary benefits
Total

¥2,463
 2,282
 1,258
 1, 024

   181

   116
 2,579

¥2,635
 2,446
 1,368
 1,078
   l89
   123
 2,759

¥2,849
 2,639
 1,495
 1,145
   209
   134
 2,983

¥2,948
 2,734
 1,567
 1,168
   213
   140
 3,087

¥3,

 2,

 1,

 1,

3
,

058

828

623
215

230

139

197

PERCENT
MaRdated beRefits
  Service benefits
    Employees
' Dependents
  Cash beBefits
Voluntary l)eRefits
Tota}

 95.0%
 88.5

 48.8
 39.7
  7.0
  4.5
100.0

 95.5%

 88.7
 49.6
 39.1
  6.9
  4.5
loo.e

 95.5%
 88.5

 50.1

 38.4
  7.0
  4.5
100.0

 95.5%
 88.6

 50.8

 3Z8
  6.9

  4.5
leo.o

95.7%
88.5

 50.8
 38.0
  7.2
  4.3
IOO.O

Source: National Federatioit of Health Insurance Soeieties (1995a).

Table 8

Premium Rates of Society-Managed Heakh Insurance
Plans (as of the end of February,1995)

Ppemium rates Nllrnber of plans Percent

over

ovey

over

over

over

 under 7.0%
    7.0%
7.0% - under 7.5%
    7.5%
7.5% - under 8.0%
    8.0%
8.0% - under 8.2%
    8.2%
8.2% - under 9.0%
    9.0%
9.0% - under 9.5%
    9.5%
 over 9.5%
    Total

   48
   54
   71

   60
  233

  183

   44
  125
  640
  139
   99

   86
   33
1,815

  2,6

  3.0
  3.9

  3.3
 12,8

 le.1

  2.4
  6.9
 35.3
  7.7
  5.5
  4.7
  1.8

lge.e

Souree: National Federat!on of Health Insuyance
 Societies (1995a).



Table 9

Average
Health
 Premium

Insuranee
Rate of
 Plans,

Society-Managed

199e-1994

Total Eraployer Employee

1990

1991

1992

1993

1994

Average
8.223%

8.248
8.252

8.271

8.295

preraium rate

    4.653%

    4.665
    4.666
    4.677
    4.687

3.570%

3.583
3.586

3.594

3.608

1990

1991

1992

1993

1994

!oo.

100.

100.

IOO.

IOO.

 Percent
e%

o

o

o

o

56

56

56

56

56

.6%

.6

.6

.5

.5

43.4%

43.4

43.4

43.5

43.5

Souyce: National Federation
 Insurance Societies (l995a)

of

.

fiealth



Tab!e 10

Percent Distribution of National Health Expenditures by Source ef Funds, 1960-1993

Fiscal

Year

Total

Total

Contribution

  Central Local

  govern- govern-
  ment ment

Total

Premium
Employer Employee

and

resident

Patients'

out of

pocket

Other

1960

1961

1962

1963

1964

1965

1966

1967

1968

1969

1970

1971

1972

1973

1974

1975

1976

l977

l978

1979

1980

1981

1982

1983

1984

1985

1986

1987

1988

1989

1990

1991

1992

1993

1OO.O%

100.0

100.0

100.0

100.0

100.0

loe.o

100.0

100.0

100.0

100.0

100.0

100.0

100.0

100.0

IOO.O

100.0

100.0

loe.o

100.0

loo.e

loo.e

100.0

100.0

100.0

100.0

100.0

100.0

100.0

100.0

100.0

100.0

100.0

loo.e

19.

21.

23.

24.

24.

25.

26.

27.

28.

27.

27.

27.

29.

31.

33.

33.

33.

34.

35.

35.

35.

35.

35.

36.

34.

33.

33.

31.

31.

31.

31.

31.

30.

30.

6%

9

7

7

1

9

2

2

1

7

6

9

9

9

4

5

8

8

l

3

5

4

6

4

5

4

1

6

5

4

4

2

4

7

15.7%

l7.7

!9.5

20.5

20.0

22.1

22.5

23.5

24.6

24.4

24.2

24.0

25.5

27.2

28.7

28.9

29.3

29,6

30.0

30.1

30.4

30.3

30.4

30.6

28.6

26.6

26.1

24.9

24.5

24.7
24.6

24.5

23.8

23.7

4.

4.

4.

4.

4.

3.

3.

3.

3.

3.

3.

3.

4.

4.

4.

4.

4.

5.

5.

5.

5.

5,

5.

5.

5.

6.

6.

6.

6.

6.

6.

6.

6.

7.

o%

2

2

2

l

9

8

7

4

3

5

9

3

6

7

6

4

2

l

1

1

i

2

7

9

8

9

7

9

7

8

7

6

o

50.4%

50.6

51.3

52.9

54.3

53.5

53.6

52.4

51.7

52.3

53.0

53.1

52.5

52.3

53.2

53.5

53.6

53.3

52.9

53.0

53.2

53.5

53.6

52.5

53.7

54.3

54.6

55.6

55.9

56.1

56.3

56.6

57.6

57.5

24.

24.

25.

26.

26.

26.

25.

24.

24.

25.

25.

25.

24.

24.

25.

25.

25.

24.

24.

24.

24.

23.

23.

 NA

 NA
 NA

 NA

 NA

 NA

 NA
 NA

 NA

 NA

 NA

6%

7

2

o

1

1

8

9

6

1

6

1

7

7

3

1

1

9

3

1

o

8

6

25.7%

25.9

26.1

26.9

28.2

27.4

27.8

27.5

27.1

27.2

27.4

28.0

27.8

2Z6
27.9

28.4

28.5

28.4
28.6

28.9

29.2

29.8

30.1

 NA

 NA

 NA

 NA

 NA

 NA

 NA
 NA

 NA

 NA

 NA

30.0%

27.5

25.0

22.4

21.7

20.6

20.2

20.3

20.2

2e.o

l9.3

19.0

17.6

15.8

13.4

12.9

12.5

11.7

11.7

11.4

11.0

10.8

10.5

IO.8

11.6

12.0

12.1

12.5

12.4

12.3

12.1

12.0

11.8

11.6

o.

o.

o.

o.

o.

e.

o.

o.

o.

o.

o.

o.

e.

e.

o.

o.

o.

o.

o.

1%

2

2

2

3

3

3

3

3

3

3

2

2

2

2

2

2

2

2

Source: Ministry of Health and We}fare (1995a).



Table "
Revisions of Official Drug Pr!ces, 1967-!994

 Number
1isted
 of
dyugs

Number of
 revised
 drugs

Rate

  or

 of incyease(+)
 decyease(-)
(perceRt)

Oet.

JaR.

Aug.
Feb.
Feb.

Jan.
Feb.

June
Jan.

Mar.
Mar.
Apr.
Apr.

Apr.
Apr.

Apr.
Apr.

l967
l969
1970
1972
1974
1975
1978
1981

1983
1984
1985
1986
1988
1989
1990

1992
1994

 6,831
 6,874
 7,176
 7,236
 7,119
 6,89l
13,654
12,881
16, 100

13,471
14,946
15,166
13,636
13,713
13,352
13,573
13,375

6

6

7

7

7

6

13

12

3

13

5

6

13

13

13

13

13

,831

,874
,176
,236
,119
,891

,654
,881

,076
,471

,385
,587
,636
,713
,352
,573
,375

- le.2

- 5.6
- 3.0
- 3.9
- 3.4
- 1.55
- 5.8
- 18.6
- 4.9
- 16.6

- 6.0
- 5.1
- 10.2

+ 2.4
- 9.2
- 8.l
- 6.6

Sources:
 National

Health and
 Federation

Welfare Statistics Association(1995),
 of gealth Insurance Soeieties(1995b)

Tabie 12
Revisions of Medical Fee Schedule, 1967-l994

 Hospital
and clinics

 DeRtal
    .se?vlces

Pharmaceutical

   servlces

Dec.
Feb.

Oct.

Feb.

Feb.

Oct.

Apr.
Aug.

Feb.

J"ne
Feb.

Mar,

Map.
Apr.

Apr.

June
Apr.
Apr.
Apr.
Oct.

1967
197e
1970
1972
1974
1974
1976
1976

1978
1981

1983

1984
1985
1986
1988

1988
l990
1992
1994
i994

+7
+8
+e
+ 13
+ 19
+ 16

+9
+ 11

+8
+o
+3
+3
+2
+3
+
+
+
+

.68 %

.77

.97

.70

.e

.o

.o

.5

.4

.3

.o

.5

.5

.8

4.0
5.4
3.5
1.7

+ 12

+9
+ 13
+ 19
+ l6

+4
+9
+ 12

+5
+
+
+
+
+
+
+
+
+

.65%

.73

.7e

.9

.2

.9

.6

.7

.9

Ll
2.5

1.5

1.7

1.0
1.4

2.7
2.1

O.2

+6.54%
+ &5
+ 6.6

+ 5.6
+ 3.8

+ 1.0
+ O.2
+ O.3

+ 1.9
+ l.9
+ 2.0
+ O.1

Sources:
 National

Health and
 Federation

Welfare Stat!stics Association(1995),
 of Health Insurance Societies(1995b)



Tab1e

Health

13

 Expendi tu?es for the Aged by Source of Funds, 1990-1993

1990 1991 1992 1993

AMOVNT (in billions)
Governments

   Central
   Prefectuyal
   Municipal

Heal£h Insurance Plans
   Employey-based
     Society-Managed
     Government-Managed
     Seamen' s

     Mutual Ald
   CommuRity-based
-Patients

Total

PERCENT

Governments

   Central
   Prefectural
   Mlinicipal

Health Insurance Plans
   Employer-based
     Society-Managed
     Government-Managed
     SeameR' s

     Xutual Aid
   Comrnunity-based

Patients
Total

¥1,720
 1,147

   287
   287
 4,O13
 2,587
 1,O05
 1,183
    l4
   385
 1,426
   194
 5,927

  29.0
  19.3
   4.8

   4.8
  67.7
  43.6
  17.0
  20.0
   O.2
   6.5

  24.1

   3.3
 1OO.O

¥1,870
 l,247
   312
   312
 4,327
 2,8e8
 1,090
 1,296
    15
   408
 1,519
   212
 6,410

  29.2
  19.5
   4.9

   4.9
  67.5
  43.8
  17.0
  20.3
   e.2
   6.4

  23.7
   3.3
 100.0

¥2,089

 !,393

   348
   348
 4,579
 2,973
 1,155
 1,379
    14
   425

 1,607
   269
 6,937

  30.1

  20.1

   5.0

   5.0
  66.0
  42.9
  16.6
  19.9
   O.2
   6.1

  23.2
   3.9

 1OO.O

¥2,262
 1,508

   377
   377
 4,877
 3,l52
 1,226
 1,468
    14
   444
 1,725

   312
 7,451

  30.4
  20.2
   5.1

   5.1
  65.5

  42.3
  16.5

  19.7
   O.2
   6.0

  23.2
   4.2
 100.0

Source: Health aRd Welfare Sta£istics Association(1995).
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