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Abstract
The two important elements of universal health coverage—(1) enabling everyone to access the necessary health services and (2) providing financial protection from catastrophic health spending—are vital for not only healthcare but also long-term care in the context of population ageing. In this review, we provide an overview of the public long-term care system in Japan to help other countries that are experiencing (or are expected to experience) problems associated with population ageing. Japan’s approach to long-term care may not be universally generalisable, given the differences in population/geographical sizes, socioeconomic development, population ageing, and cultures across countries. However, the challenges faced by older people may be common. Japan’s long-term care system has several challenges, including financing, labour force shortages, support for people with dementia, an integrated continuum of healthcare and long-term care, and utilising services outside the purview of insurance coverage. We have provided the government’s actions and potential directions to address these challenges.
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Achieving universal health coverage (UHC) amidst population ageing and supporting the health and lives of older people is indispensable. Globally, all countries are either experiencing or are expected to experience rapid population ageing. Due to these changes, the progress towards UHC may decelerate because older people tend to need care for multiple chronic conditions, long-term care, and community support [1–6], which is not well considered in the current UHC scheme [7], and may need more care increasing associated financial burden. Thus, the framework of UHC needs to be reconsidered in the context of population ageing. As one of the “global leaders” in population ageing, Japan’s experiences in health and long-term care (LTC) policies for older people can be an asset to other countries. Therefore, we provide an overview of Japan’s LTC policy, which can serve as an example for other countries in developing care systems for their older population.
Population ageing in Japan and the Western Pacific region
Japan is at the forefront of population ageing globally. As Fig. 1 (panel a) shows, the proportion of people aged 65 or above (hereafter, the ageing rate) in Japan has persistently grown over the past 50 years and nearly tripled, reaching 29% of the global population in 2021 [8]. The country has been a global leader in population ageing, with a projected ageing rate of 38% by 2060, primarily due to continuing declines in mortality and fertility rates. Increasing numbers of older people dependent on public pensions, healthcare, and long-term care (LTC) and a declining working-age population endanger the sustainability of labour supply and financing systems. The old-age dependency ratio, defined as the ratio between the 65-or-older and the working-age populations (15–64-year-olds), has increased more drastically than the ageing rate (Fig. 2, panel a). About 50 years ago, this ratio was 1:10—one person aged 65 or over for every 10 of working age’ in 2020, it was approximately 2:1, and it is expected to be 1·3 by 2050. Moreover, due to the ageing of the baby boomers and their children, the proportion of people 75 years and older is also expected to increase in Japan, further increasing LTC demands.[image: ]
Fig. 1Actual and projected trends of ageing rate in the WHO Western Pacific region. Note: The ageing rate denotes the percentage of people age 65 or older among the total population; Countries included here are American Samoa (ASM), Australia (AUS), Brunei Darussalam (BRN), Cambodia (KHM), China (CHN), Hong Kong SAR (HKG), Macao SAR (MAC), Cook Islands (COK), Fiji (FJI), French Polynesia (PYF), Guam (GUM), Japan (JPN), Kiribati (KIR), Lao People’s Democratic Republic (LAO), Malaysia (MYS), Marshall Islands (MHL), The Federated States of Micronesia (FSM), Mongolia (MNG), Nauru (NRU), New Caledonia (NCL), New Zealand (NZL), Niue (NIU), Northern Mariana Islands (MKD), Palau (PLW), Papua New Guinea (PNG), Philippines (PHL), Republic of Korea (KOR), Samoa (WSM), Singapore (SGP), Solomon Islands (SLB), Tokelau (TKL), Tonga (TON), Tuvalu (TUV), Vanuatu (VUT), Viet Nam (VNM), and Wallis and Futuna (WLF). The data were obtained from the World Population Prospects 2022 [8]
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Fig. 2Actual and projected trends of old-age dependency ratio in the WHO Western Pacific region. Note: Old-age dependency ratio denotes the ratio between the population aged 65 or over and the working-age populations (15–64-year-olds); Countries included here are American Samoa (ASM), Australia (AUS), Brunei Darussalam (BRN), Cambodia (KHM), China (CHN), Hong Kong SAR (HKG), Macao SAR (MAC), Cook Islands (COK), Fiji (FJI), French Polynesia (PYF), Guam (GUM), Japan (JPN), Kiribati (KIR), Lao People’s Democratic Republic (LAO), Malaysia (MYS), Marshall Islands (MHL), The Federated States of Micronesia (FSM), Mongolia (MNG), Nauru (NRU), New Caledonia (NCL), New Zealand (NZL), Niue (NIU), Northern Mariana Islands (MKD), Palau (PLW), Papua New Guinea (PNG), Philippines (PHL), Republic of Korea (KOR), Samoa (WSM), Singapore (SGP), Solomon Islands (SLB), Tokelau (TKL), Tonga (TON), Tuvalu (TUV), Vanuatu (VUT), and Viet Nam (VNM), and Wallis and Futuna (WLF). The data were obtained from the World Population Prospects 2022 [8]


Countries in the WHO’s Western Pacific region, which are widely diverse in terms of their population/geographical size and socioeconomic development, are all either experiencing or are expected to experience rapid population ageing. The old-age dependency ratios by quartile for those countries are shown in Figs. 1 and 2. In 2020, most had ageing rates of around 10% or lower. Their average ageing rates and old-age dependency ratios were approximately 9% and 14%, respectively—equivalent to levels seen in Japan’s rapid economic growth in the late 70 s through early 80 s that saw. Population ageing is expected to continue, at various magnitudes, for all Western Pacific countries, to an average 28% ageing rate and 51% age dependency ratio by 2100.
Figure 3 presents life expectancy at birth and the gap between life expectancy at birth and healthy life expectancy for countries in the Western Pacific region. The average life expectancy at birth in Japan is about 85 years, with approximately 11 years of life spent living in poor health due to disease and/or injury. Other countries in the region, such as the Republic of Korea, Australia, and New Zealand, face similar or worse situations. Furthermore, people elsewhere, such as Cook Islands, American Samoa, Niue, spend disproportionately longer periods of their lives in poor health (9–10 years) compared to Japan, although their life expectancy is around 10 years shorter. This suggests that older people in all countries and areas need health and LTC services to maintain or improve functional ability and wellbeing because of declining intrinsic capacity [9].[image: ]
Fig. 3The correlation between life expectancy at birth and the number of years lived with disease or disability, 2019. Note: HALE denotes healthy life expectancy, indicating the average number of years that people in each country can expect to live in full health. The most recent available data for each country were obtained from the Global Burden of Disease Study 2019  [10]. Countries included here are American Samoa (ASM), Australia (AUS), Brunei Darussalam (BRN), Cambodia (KHM), China (CHN), Cook Islands (COK), Fiji (FJI), French Polynesia (PYF), Guam (GUM), Japan (JPN), Kiribati (KIR), Lao People’s Democratic Republic (LAO), Malaysia (MYS), Marshall Islands (MHL), The Federated States of Micronesia (FSM), Mongolia (MNG), Nauru (NRU), New Zealand (NZL), Niue (NIU), Papua New Guinea (PNG), Philippines (PHL), Republic of Korea (KOR), Samoa (WSM), Singapore (SGP), Solomon Islands (SLB), Tokelau (TKL), Tonga (TON), Tuvalu (TUV), Vanuatu (VUT), and Viet Nam (VNM)


Rationale for public long-term care insurance
Unlike normal goods and services, which are purchased at the pure private market (e.g. cleaning services and haircuts), many governments intervene in the LTC market via financing by tax and/or social insurance and controlling the price, quantity, and quality of services. Why should the government make these interventions? This is because these interventions make the system more efficient by addressing issues related to imperfect information (i.e. buyers, sellers, or both are not completely certain about the nature of goods and services) and bounded rationality (i.e. choice complexity results in the inability to choose welfare-maximising options) [11]. Issues related to imperfect information are mitigated through the transaction of LTC services at a quasi-market where products’ prices and quality are under government control. In Japan, although many people do not need LTC until the age of 85 [12] (approximately, the average life expectancy), some require it for daily life support. In this sense, insurance-managed LTC is welfare-enhancing. However, actuarial private insurance experiences welfare losses due to imperfect information and bounded rationality due to 1) non-independent probabilities of events (which are known and less than one) across individuals and 2) non-symmetric information: purchasers not knowing the best options to maximise utility and providers facing uncertainty about purchasers’ future LTC needs.
To purchase private insurance, an individual needs to sign a contract with an agency to cover the time from when they first opt for LTC services until their death (a 11-year period, on average in Japan; Fig. 3). In a long-duration contract, actuarial insurance suppliers face inefficiencies due to uncertainty and non-independent probabilities, considering the duration of LTC needed in the future. The nature of future developments is also unknown. For example, medical development may enhance individuals’ health, thereby reducing their dependence on LTC while simultaneously increasing the period of LTC requirement with a longer life expectancy. Similarly, long-duration insurance purchasers experience uncertainty because they do not know the type, duration, and cost of services they may need in the future. Furthermore, individuals’ choices may not be rational due to bounded rationality since choosing the best services requires the possession of professional knowledge of LTC services. Moreover, users may undergo cognitive decline associated with ageing [13]. In addition to these issues, asymmetric information in the principal–agent relationship for voluntary insurance, moral hazard (e.g. over-dependence on LTC services), and adverse selection (e.g. cream-skimming of low-LTC-risk individuals) may also produce welfare losses.
Further, the burden of informal care on family members may produce two additional issues: (1) the inability to access quality care, which leads to deteriorating autonomy and quality of life and (2) the heavy burdens of informal care, such as caregivers’ deteriorating health [14, 15] and opportunity costs (economic losses) [16, 17]. In many countries, the burden of unpaid care work is borne largely by women [18], and this raises gender inequity issues. In this regard, unnecessary costs and pressures on the healthcare sector can be averted by distinguishing healthcare and LTC needs. Therefore, a well-designed universal public LTC insurance scheme can enhance gender equity and the wellbeing of the population and improve system efficiency.
Pathways to the establishment of a public LTC insurance system in Japan
Until the establishment of the public LTC insurance scheme in 2000, post rapid economic development, Japan spent 30–40 years developing health and welfare systems for the older population prior to experiencing its full-blown population ageing problem. In contrast, some countries in the region may face time and budget constraints in consolidating care systems for older people. In this section, based on documents from the Ministry of Health, Labour, and Welfare in Japan [19–21], we briefly provide an overview of pathways to the establishment of universal LTC insurance to help countries establish their LTC system efficiently.
Health and welfare policies for the older population in Japan have been in development since the Act on Social Welfare for the Elderly was established in 1963. Prior to this, the LTC needs of older people were met through informal care provided by their family members or public assistance provided to those living in poverty (i.e. the provision of shelters, etc.). However, the capacity of family members to bear LTC burdens drastically declined. This was due to the changes in improved gender equality, family structures, and living arrangements resulting from industrialisation and the subsequent concentration of population in urban areas during and after the rapid economic growth. Hence, universal LTC services for the entire older population were urgently needed; this resulted in a shift from providing selective care to poor individuals on public assistance.
In the 1960s, after the Act on Social Welfare for the Elderly was enacted, the number of individuals benefiting from LTC policies increased through the institutionalisation of home-visit care and care facilities for non-poor individuals. Meanwhile, institutional care was not very accessible because of the limited number of care facilities, which resulted in its use being means-tested and prioritised by individuals in poverty.
In 1973, health and welfare policies for the older population were expanded and improved. Reducing the financial burden of healthcare spending for the public was a matter of policy concern, as many older adults suffered multiple chronic conditions and spent a lot of time and money on treatment, cure, and rehabilitation. For this reason, out-of-pocket payments for people aged 70 or over (65 or over for the bedridden) were waived by the national and local governments. As a consequence, together with the shortage of care facilities, this increased social hospitalisation, a phenomenon where older people admitted to a hospital prolonged their stay even though they did not need further medical treatment, as an alternative to long-term facility care; the costs were paid by healthcare insurance. Hospitals were more accessible and affordable than LTC facilities for families of people in need of LTC to reduce their caregiving burden. Despite the similar levels of hospitalisation rates in Japan and in other industrialised countries, the number of hospitalised older people drastically increased between 1963 and 1993, with about half of the hospital beds occupied by older people [22]. The authors note that approximately one-third of those patients were hospitalised for more than a year, suggesting most of the hospitalisations may have been due to social hospitalisation.
To address this issue, planning and laws related to LTC policies were rapidly developed since the late 1980s. Considering that older people need more nursing and personal care to support their daily lives than that provided with the medical treatment at hospitals, skilled nursing facilities for older people, where they could receive the necessary medical care and support for their participation in activities of daily living (ADL), were established. Moreover, to further benefit the older population, in-home care provision was developed by formulating the Gold Plan. Due to progress in planning and enacting laws among municipalities and prefectures, better in-home and institutional care environments were established in the 1990s. Nevertheless, these schemes were managed by a safeguarding system, where the government identified the individuals who required LTC and prescribed the services they would need; hence, it did not reflect the demands of the service users. The policy priority from the late 1980s was to expand the LTC services to respond to increasing LTC needs. Together with the development of the LTC system and the increasing demand for meeting user preferences for services, financing LTC was recognised as one of the most important policy issues.
Functioning of the public LTC insurance in Japan
Japan implemented the public LTC insurance in 2000 after the enactment of the 1997 Long-Term Care Insurance Act. This new policy aimed at supporting the older population’s independence and sharing the cost burden with society through social insurance managed by municipalities. A contract between the LTC services’ users and service providers allowed users to choose healthcare and LTC services based on their needs, with public support and care management techniques. The following sections provide an overview of Japan’s LTC system (Fig. 4), based on publications of the Ministry of Health, Labour, and Welfare [19–21, 23].[image: ]
Fig. 4Public long-term care financing system in Japan (as of April 2022). Note: The figure was created by the authors, based on the document published by the Ministry of Health, Labour, and Welfare in Japan [21]. Regarding financing, prefectures and the national government pay 12·5% and 25% of costs for in-home care, respectively, while they pay 17·5% and 20% for institutional care, respectively


Insured population
Japan’s public LTC insurance system provides insurance to all individuals aged 65 or above (type 1), and public healthcare insurance provides insurance to individuals aged 40–64 (type 2). Different eligibility criteria determine this insurance system’s beneficiaries. Type 1 individuals include those who need support for participating in ADL and LTC (e.g. bedridden individuals, individuals with dementia, etc.). In 2020, approximately 6.69 million type 1 individuals received benefits [12]. Type 2 individuals require LTC due to specific age-related conditions (e.g. young dementia, end-stage cancer, and articular rheumatism). Approximately 0·13 million type 2 individuals received LTC benefits in 2020 [12].
Older people (or their family members) requiring LTC benefits submit an application at their municipality office; their LTC need-level is assessed based on a nationwide uniform standard, which includes an objective test and their attending physician’s evaluation. They are classified into support need-level 1–2 or LTC need-level 1–5, depending on their level of requirement. Individuals in support-need-levels 1–2 can engage in ADL without much support from others; they also receive services to prevent further deterioration in physical and cognitive function. Meanwhile, those in LTC need-levels 1–5 require assistance to engage in ADL. They can avail either in-home or institutional care. In the case of in-home care, a care manager assists in care planning based on the individual’s needs. Significantly, the assessment methods and criteria for judging LTC need-level have not been revised since the last revision in 2009.
Service coverage
Depending on the severity of individuals’ care needs, LTC insurance offers services related to prevention and care. These are designated and managed by municipalities and prefectures and include in-home care support (e.g. care planning, administrative support for LTC utilisation, and follow-ups), in-home services (e.g. home visits, day-care, and short-stays), and services for institutional care. Municipalities provide community-based support and services. Additionally, financial support is available for renting or purchasing assistive devices (e.g. wheelchair and bathing aids) and for making home renovations to adopt a barrier-free design. Japan’s LTC insurance system also covers preventive care, such as ADL support and rehabilitation, to help older adults avert further health deterioration. The preventative care programme, which is mostly conducted by municipalities, has been providing effective and efficient community-based support since 2017 by incorporating various services into the immediate environments of various individuals and organisations. Before this programme was implemented, services aimed at preventing disability primarily focused on functional training. They paid little attention to older adults’ living environment and social engagement, which can encourage continuous participation in activities that support physical and mental health. Therefore, the government proposed a preventative-care service policy integrating functional training and approaches to address the social determinants of health (e.g. older adults’ living environment and social activities).
In Japan’s public LTC insurance system, through the partial adoption of the market mechanism (i.e. a quasi-market), users select LTC services based on their preferences, which are then provided by public and private organisations following government regulations. Therefore, individuals’ service choices and government regulations, both control the quality of services. A care manager creates a care plan for each individual and plays a vital role in the decision-making regarding LTC services. As entry barriers, institutional care service providers are restricted to public or non-profit private organisations (e.g. medical institutions and social welfare corporations). In contrast, profit organisations can provide in-home care services, including in private residential homes and serviced housing, for older people. For the quality control of LTC services provided under the public insurance scheme, LTC workers are required to have certain qualifications, training, and experience. Moreover, service providers receive approval from a prefecture or municipality based on certain criteria such as having sufficient qualified workers, necessary equipment, and a proper operating system required for a facility.
Integrated continuum care in the community
The national government encourages local governments and individuals to utilise in-home care instead of institutional care owing to increased LTC costs and LTC facilities’ shortage. Governments have developed the community-based integrated care system, with community general support centres to enable this [23, 24]. These centres provide LTC-related medical care and services. They cater to public health and welfare, perform general consultations and advocacy-related tasks, and provide comprehensive and continuous support for care management and prevention. These services are provided by interprofessional teams comprising public health nurses, certified social workers, and senior-level LTC support specialists. The centres were established by municipalities in each area of Japan, covering 20–30 thousand citizens (this usually corresponds to junior high school districts); some of them are managed by non-profit (e.g. social welfare corporations) and private organisations.
Financing
Starting from approximately JPY 3·6 trillion (~ USD 28·4 billion, equivalent to 0·7% of GDP) in 2000, LTC costs have increased rapidly, owing to expanded services and an increased number of users, reaching approximately JPY 10·8 trillion (or ~ USD 84·4 billion, equivalent to 2% of GDP) in 2020 [25]. Public LTC insurance cost is financed via three sources: out-of-pocket payments by users, public expenditure, and insurance premiums. Service users bear LTC service fees at a 10% co-payment rate (20% or 30% for those above a certain income level), excluding the costs for meal and accommodation costs, and other non-LTC-related expenses. The remaining costs are equally shared by the public and insurance premiums.
In the context of public finance, municipalities, prefectures, and the national government share the costs, depending on the type of care (i.e. in-home or institutional care) provided. Insurance premiums for type 1 individuals vary across municipalities and are determined by individuals’ income levels. To contain the costs, caps for each level of support and LTC need category are in place, and the user bears any cost above the cap. The costs borne by users and the fees for utilising the services are nearly identical nationwide, with small regional variations. For instance, per capita monthly LTC costs in April 2021 (the sum of out-of-pocket payments, insurance benefits, and public expenses) were approximately JPY 28,000 (~ USD 230) and JPY 202,000 (~ USD 1,680) for individuals receiving disability prevention and LTC benefits, respectively.
Furthermore, the public LTC insurance system is reviewed every three years to enhance its sustainability (e.g. re-examining the fees for services, insurance premiums, and levels of benefits) and function while considering factors such as LTC service utilisation, the balance of payments of service providers, and demographic factors. For instance, the latest reform in 2021, included four basic policies [26]: 1) strengthening the system’s resilience against the pandemic (e.g. creating infection control guidelines for care providers); 2) furthering the community-based integrated care system (e.g. adding credits or guidelines for dementia care, terminal care, home-visit care, integrated health, long-term care and matching services to regional characteristics); 3) furthering assistance for self-help and prevention to limit increasing severity of conditions (e.g. rehabilitation/functional training, oral and nutritional care, quality assessment of care, and evidence-based LTC); 4) improving LTC staffing and enhancing workplace environments (e.g. improvement of working conditions, utilisation of technologies, reduction of administrative tasks); and 5) enhancing system stability and sustainability (e.g. revising service fees).
Financial protection
In addition to enabling low levels of out-of-pocket payments, the government equips the LTC system with financial protection from catastrophic LTC spending and adequate financial support for low-income individuals in many ways.
First, multi-stage insurance premiums determine individuals’ premium fees based on their income level. As a standard, insurance premiums comprise nine levels, although some municipalities set additional levels to reflect area-specific income distribution. Second, regarding out-of-pocket payments, while the co-payment rate for individuals aged 40–64 is 10%, the rate for those aged 65 or over is determined by the individual’s ability to pay. The standard rate is 10%, but it may be 20% or 30% for higher income levels. Third, the combined healthcare and LTC costs for some individuals can become excessive (e.g. multiple household members with LTC needs). This burden is mitigated through reimbursements up to a certain ceiling amount, which is determined by household members’ age and income level. Fourth, low-income users using institutional care can receive financial support from public bodies to cover meal and accommodation costs at institutional care homes. Fifth, individuals receiving public assistance can use LTC services without the financial burden of both insurance premiums and out-of-pocket payments. However, in some cases, overuse of services due to the absence of out-of-pocket payment burden can be of concern. Finally, to protect individuals with borderline poverty status from impoverishing LTC expenditure, financial support is provided through reductions in insurance premiums and out-of-pocket payments.
In summary, Japan’s public LTC insurance system provides comprehensive service coverage for the older population’s health and welfare through a quasi-market. It provides financial protection from catastrophic expenditure and financial support to low-income individuals, and its finances are managed mainly through social insurance.
Challenges and prospects of Japan’s LTC system
Financing
The number of people requiring LTC in Japan has increased from 2.18 million in 2000 to 6.69 million in 2020 [12]. With an expected increase in the number of people aged 75 or above, LTC costs are also expected to increase continuously [27]. Moreover, insurance premiums have increased based on reviews of the LTC system. Currently, the average LTC premium for type 1 individuals is JPY 6,014 (~ USD 50) in 2021–2024 [28]. Considering LTC facilities’ shortage, the government plans to shift its focus from institutional care to in-home care.
Labour force shortage
Future prospects of LTC workers
According to Japan’s Ministry of Health, Labour, and Welfare [29], the required number of LTC workers will increase from 2.11 million in 2019 to 2.43 million in 2025 and 2.80 million in 2040. Although the rate of increase in the number of people aged 75 or above after 2025 is expected to slow down, the supply of LTC workers will remain a challenge due to the retirement of baby boomers’ children around 2040. To resolve this expected shortage, improvements in working conditions and wages are imperative, especially considering workers’ physical and mental burdens. If the working conditions and wages are not improved, attracting and retaining individuals in the LTC workforce will be difficult. However, LTC workers’ wages are related to the fee for services, which means that raising wages may lead to an increase in insurance premiums and/or tax. Further, workers must also be offered secure long-term opportunities for employment and proper career training (e.g. qualifications and task shifting or sharing among healthcare and LTC workers).
Utilisation of technologies
The adoption of new technologies (e.g. information and communication technology and nursing care robots) will reduce the time spent on administrative work, expedite the process of user identification, increase workers’ productivity, and decrease job-related physical and mental burdens. Robotic technologies are expected to assist caregivers in providing care related to body transfer, excretion, monitoring, communication, and bathing [30]. These technologies include wearable power assisting suits, automated excretion devices, electric-powered walking trolleys, and monitoring sensors. However, challenges related to issues such as cost, user-friendliness, communication of the advantages and disadvantages of such technologies, and distrust in robot-based care must be overcome.
Further, information and communication technology can be used to reduce LTC workers’ administrative workload, thereby enhancing operational efficiency, as service quality may be well controlled and improved when technologies are utilised to monitor the services provided and evaluate the data. For example, analysing user characteristics and the care plans suggested by care managers may lead to easier and more accurate care planning. Although Japan’s LTC insurance system aims to respond to the needs of older people and provide support for ADL to help them retain their dignity and autonomy, the services provided are not based on scientific evidence. Thus, to enhance the quality and efficiency of care and prevent further health deterioration, the Ministry of Health, Labour, and Welfare put forward the Long-term care Information system For Evidence (LIFE) [31]. This scheme calls for collecting and analysing scientifically-validated quantitative and qualitative data about system users’ characteristics and health statuses and the types of care provided so that the evidence-based plan-do-check-act cycle of care can be adopted to enhance LTC services’ quality and provide effective preventive services that avert further health deterioration.
Foreign LTC workers
Despite LTC workers’ shortage, the Ministry of Health, Labour, and Welfare initially did not accept immigrant workers because it may cause difficulties in ensuring good quality services under the public LTC insurance system, considering immigrants’ barriers related to language and qualification requirements. However, the government has recently started accepting foreign LTC workers from various countries in Southeast Asia through four channels [32]: (1) the Economic Partnership Agreement, (2) the status of residence for nursing care, (3) the Technical Intern Training Program and (4) Specified Skilled Worker. Nevertheless, heavy reliance on foreign workforces may not be sustainable or ethical because population ageing is a global concern, resulting in increasing the LTC needs of foreign countries.
Support for people with dementia
Along with an increase in the number of people aged 75 or above, the number of people with dementia may increase owing to its higher prevalence rate among older adults [33], although ageing may not automatically increase its prevalence due to improvements in its risk factors (e.g. health behaviours, the treatment and control of non-communicable diseases, and social activities) [34]. Considering the enormous social costs of dementia [35], along with other issues, such as an increased number of road traffic accidents involving people with dementia as drivers or pedestrians, provision of support for financial asset management, protection of consumers with cognitive decline from becoming victims of fraud and other scams, the provision of support to prevent dementia and to people living with dementia is indispensable. To manage these issues, the government has developed a law, along with planning recommendations and policy principles related to dementia, to delay the onset and progress of dementia and enhance the lives of people with dementia and their families. These schemes include five pillars [36]: 1) enlightenment about dementia; 2) prevention; 3) provision of health and long-term care and support for caregivers; 4) furtherance of barrier-free design and the protection of people with dementia from frauds, community-based care, support for people with young dementia, and social engagement of people with dementia; and 5) research and development, industrial promotion, and their international expansion. The development of supporting people with dementia is still in progress, and each municipality is designing systems that reflect the municipality’s situation regarding available resources for dementia care.
Integrated continuum of healthcare and LTC
According to estimates by the National Institute of Population and Social Security Research [37], among households with the head of the household aged 65 or over, the proportion of single-person households is expected to increase from 32·6% in 2015 to 40·0% in 2040. This implies that the number of older people who cannot rely on their families will increase, thereby increasing the importance of the support that they may receive from public or private sectors in the community. With the furtherance of in-home care, the integration of healthcare and LTC in the community is vital to respond to the needs of older people, who often have multiple chronic conditions. Given the separate insurance systems for healthcare and LTC, as well as insufficient interprofessional collaboration and home-visit medical care, the integration of healthcare and LTC service provision must also be improved. The Ministry of Health, Labour, and Welfare promotes this integration through each municipality’s initiative. Eight necessary items have been indicated in this regard [38]: 1) understanding of healthcare and LTC resources in each region and sharing of resources among stakeholders; 2) understanding and consideration of challenges in the integration of in-home medical care and LTC and related countermeasures; 3) promotion of the system’s establishment for continuous medical and long-term care provision; 4) support for information sharing between health and LTC workers; 5) consultation for the integration of healthcare and LTC (e.g. allocation of coordinators); 6) training for healthcare and LTC workers; 7) enlightenment of citizens; and 8) regional coordination across municipalities. Each municipality is expected to design a system by considering healthcare and LTC resources and other issues that could be unique to the region (e.g. geographic factors and citizens’ demands).
Services outside the purview of insurance coverage
With the declining supply of LTC workers and increasing varieties of LTC services required by older people, it may not be plausible to support every individual receiving in-home care solely through public LTC insurance benefits. Hence, private market services, which are outside the insurance coverage’s purview, may play an important role. Three ministries in Japan jointly published a guidebook about these types of services [39], indicating that successful cases may be equipped with interpersonal communication and social activities (e.g. hobbies and group activities provided with care), services related to domestic work (e.g. cleaning and accompanied shopping), or activities that a person could engage in without any difficulties before needing care (e.g. travels accompanied by helpers). Nevertheless, as mentioned earlier, it is difficult for users to choose the necessary services themselves, and an overuse of these services may discourage the older population from living independently. Therefore, these services, if expanded, need to be well incorporated within the current public LTC insurance system to supplementally satisfy the demands of older people not covered by the formal LTC services with the essential care provided by the public LTC system.
Implications from Japan’s experience
We provided an overview of Japan’s public LTC insurance system to help other countries that are experiencing (or are expected to experience) problems associated with population ageing. The two important elements of universal health coverage—(1) enabling everyone to access the necessary health services and (2) providing financial protection—are vital for not only healthcare but also LTC in the context of population ageing.
Even with large heterogeneities across countries in size, socioeconomic development, and ageing rate, Japan’s experience with the LTC system amidst current challenges has important implications for countries planning to implement an LTC insurance system. This is because the LTC system has certain common key issues (e.g. financing and the quality and quantity of service). As mentioned earlier, well-designed social insurance for LTC is welfare-enhancing and helps avoid potential market failure. Therefore, countries adopting the LTC system can benefit from a combination of public financing and service provision through the quasi-market mechanism. Moreover, population ageing is a major challenge for the LTC insurance system, particularly in terms of financing and labour force shortage. Under Japan’s system, people aged 40 or over are enrolled for insurance and pay insurance premiums based on their income level. Together with the premiums, the LTC insurance system is financed by tax and users’ out-of-pocket payments. To enhance financial sustainability, the government reviews the system triennially, adjusting insurance premium rates, benefits, and the fee for services, as required. From Japan’s experience, four main ways are feasible to address financial challenges: (1) by reducing the number of care recipients by health improvement, (2) by increasing the number and/or productivity of care workers by improving work environments and utilising technologies, (3) by increasing the LTC insurance’s revenue by raising taxes, premiums, and/or out-of-pocket payments, and (4) by revising the fee for services. Additionally, regular careful reviews and revisions of the system will be beneficial to enhancing financial sustainability and responding to unexpected situations (e.g. a pandemic).
The types of LTC services to be offered and their quality should be carefully determined to support users’ wellbeing as well as that of their family members. It should reflect users’ preferences so that they can live their lives in their own ways. The LTC services covered by Japan’s public LTC insurance benefits are provided by public or private providers under the quasi-market mechanism, which partly contributes to maintaining and improving services’ quality. In partial compliance with the guidelines for integrated care for older people [9], these cover comprehensive healthcare, welfare benefits, and support for participating in ADL, as well as preventive care. Moreover, the integrated continuum of healthcare and LTC is important. In home-based care, where different workers (e.g. medical and LTC workers) provide healthcare and LTC services, interprofessional coordination may not work well. Therefore, the care system in each system must involve care coordinators or other professionals and consider available healthcare and LTC resources as well as other related factors to comprehensively address citizens’ welfare, health, and LTC needs.
To achieve universal health coverage, the LTC system must provide financial protection from catastrophic spending and adequate financial support to low-income individuals. In this regard, the Japanese system offers insurance premiums, out-of-pocket payments, a ceiling for combined healthcare and LTC spending, financial support for services not covered by the insurance benefits, and public assistance. Other countries could also incorporate these types of income protection into their systems to avert impoverishing spending and foregone care, which may result in the deterioration of the health and welfare of older people and their family members.
In addition to these issues, it should be noted that even without severe functional disabilities, the physical and cognitive functioning of many individuals may decline as a part of normal ageing [40]. Together with the increase in the proportion of single-person households, the furtherance of in-home care will reinforce the need for services outside the purview of insurance coverage and age-friendly environments to help older people live autonomously. In our daily lives, we engage in not only ADLs (i.e. bathing, clothing, and toileting) but also instrumental ADLs (e.g. shopping for various goods/services, telephone call, texting, looking after a pet, cleaning a garden, etc.), which the public LTC insurance does not cover. In this regard, older people can purchase goods and services in the private market in the same way as younger people. However, companies may prey on older people purchasing private market goods and services or exclude them from the purchase due to their declined cognitive functioning. Companies may hesitate to sell products to avoid unnecessary troubles. Some companies may even try to abuse their characteristics, such as lower consistency in risk perception, resistance to framing, inaccurate use of decision rules in choices with multiple attributes, overconfidence in their knowledge, and higher resistance to sunk costs [41]. Therefore, consumer protection and customer-first business practices are important to help older people safely engage in economic activities.
Additionally, ensuring access to necessary care is essential as an element of UHC. With a potential decline in intrinsic capacity, older people will need comprehensive care to maintain their functional abilities and wellbeing [9]. However, they may experience unmet needs for care due to several reasons. First, regional differences in health behaviours and resources for care can affect one’s access to care [42–44]. Hence, appropriate allocation of healthcare resources is needed to reduce disparities in the availability of services. Moreover, community-based integrated care requires further development to utilise limited resources efficiently. Second, help-seeking may not be easy for those living alone or suffering from social isolation due to a lack of family/social support, care avoidance, withdrawal, resignation, and low expectations [45]. Progressive cognitive decline can also hinder people from detecting their issues. Under Japan’s LTC system, eligibility for LTC service utilisation is judged from an application made by themselves or their family members. However, this process may cause difficulty for people with cognitive decline in applying for it. Therefore, it is essential to detect people in need and monitor their status to provide adequate management and care [9]. Third, people living under adverse socioeconomic circumstances may be unable or hesitate to access necessary care through various channels. These channels include low health literacy, financial hardships, heterogeneous preferences (e.g., high time preference rate), and poor health status restricting access [46–48]. Financial protection for those with financial hardships, education for improving health literacy and help-seeking are essential to address socioeconomic inequality in access to care.
Further, our lives revolve around advanced technologies that require complex decision-making (e.g. cashless payment, financial asset management, use of public transportation, walking around maze-like stations, department stores, and cities). Many of these technologies are convenient for younger people whose cognitive and/or physical functioning is healthy, but they may be inconvenient for older people. Therefore, an age-friendly city’s requirements [49] must be re-recognised, and this idea must be incorporated into various aspects of our living environment. In Japan, the Tokyo Metropolitan Government and government agencies develop guidelines regarding the protection of older people as consumers, utilising implications of financial gerontological studies that integrate research on ageing with finance and business concerns, while simultaneously considering older peoples’ behavioural characteristics [50–52] in addition to their physical and mental health. However, these guidelines, their application, and dissemination must be further developed. To enable older people to live a healthy and productive life, their health requirements, as well as requirements in other aspects of life, must be considered. In this regard, the involvement of multisectoral corporations involved with all stakeholders, including governments, public and private sectors, professional workers (e.g. health professionals and lawyers), academia, non-profit organisations, and citizens, is essential to building an age-friendly society that addresses the various needs of older people.
To conclude, Japan’s approach to LTC may not be universally generalisable given the differences in population/geographical size, socioeconomic development, population ageing, and culture across countries. However, the challenges faced by older people may be common. Moreover, some common issues affect LTC provision, including market failure, financing, and service production. Municipalities within Japan are largely heterogeneous in terms of size, socioeconomic status, resources for healthcare and LTC, and population ageing rate. Under the common public LTC insurance system, each municipality and prefecture designs and implements the system based on its LTC situation. While we do not discuss this in detail, countries with features common to Japan’s municipalities (e.g. the size and available resources) may obtain implications from the successful cases of these municipalities. The ultimate goal is for countries to share related insights, enjoy universal health coverage, and achieve healthy ageing.
Acknowledgements
We thank Dr Megumi Rosenberg and Dr Sarah Louise Barber at the WHO Centre for Health Development for their feedback on this paper.

Authors’ contributions
SO conceptualised this correspondence, which was revised by KK. SO drafted the following chapters: Population ageing in Japan and the Western Pacific region, Rationales for public long-term care insurance, Pathways to the establishment of the public LTC insurance in Japan, Functioning of public LTC insurance in Japan, and Implications from Japan’s experience, which were reviewed by KK. KK prepared the drafts for the chapters of Challenges and prospects of the LTC system in Japan, which was revised by SO. All the authors approved the final version of the paper and provide their consent to submit to the journal.

Funding
This study received funding from the World Health Organization Centre for Health Development (WHO Kobe Centre: K21003), which also provided technical support in reviewing an earlier draft of this manuscript.

Availability of data and materials
Data used in Figs. 1 and 2 are obtained from United Nations. World population prospects 2022.
Data used in Fig. 3 are obtained from Global Burden of Disease Collaborative Network. Global Burden of Disease Study 2019 Results.

Declarations
Ethics approval and consent to participate
Not applicable as this study does not involve human participants, human data or human tissue.

Consent for publication
Not applicable as this study does not involve human participants, human data or human tissue.

Competing interests
None.


References
	1.
Hosseinijebeli SS, Rezapour A, Moradi-Lakeh M. Measuring universal health coverage to ensure continuing care for older people: a scoping review with specific implications for the Iranian context. East Mediterr Health J. 2021;27(8):806–17.Crossref

	2.
Barber SL, Rosenberg M. Aging and universal health coverage: Implications for the Asia Pacific region. Health Syst Reform. 2017;3(3):154–8.Crossref

	3.
World Health Organization. Integrated care for older people: guidelines on community-level interventions to manage declines in intrinsic capacity. Geneva: World Health Organization; 2017.

	4.
Sadana R, Soucat A, Beard J. Universal health coverage must include older people. Bull World Health Organ. 2018;96(1):2-A.Crossref

	5.
Araujo de Carvalho I, Epping-Jordan J, Pot AM, et al. Organizing integrated health-care services to meet older people’s needs. Bull World Health Organ. 2017;95(11):756–63.Crossref

	6.
World Health Organization. World report on ageing and health. 2015.

	7.
World Health Organization, World Bank. Tracking universal health coverage: 2021 global monitoring report. 2021.Crossref

	8.
Population Division, Department of Economic and Social Affairs, United Nations. The 2022 Revision of World Population Prospects. New York: United Nations; 2022.

	9.
World Health Organization. Integrated care for older people: guidelines on community-level interventions to manage declines in intrinsic capacity. 2017.

	10.
Global Burden of Disease Collaborative Network. Global Burden of Disease Study 2019 (GBD 2019) Results. Seattle: Institute for Health Metrics and Evaluation (IHME); 2020. https://​vizhub.​healthdata.​org/​gbd-results/​. Accessed 13 Apr 2022.

	11.
Barr N. Economics of the welfare state. Oxford, UK: Oxford University Press; 2020.

	12.
Ministry of Health, Labour and Welfare. Report on Long-Term Care Insurance. 2020. https://​www.​mhlw.​go.​jp/​toukei/​list/​84-1.​html. Accessed 13 April 2022.

	13.
Grady C. The cognitive neuroscience of ageing. Nat Rev Neurosci. 2012;13(7):491–505.Crossref

	14.
Schmitz H, Stroka MA. Health and the double burden of full-time work and informal care provision — Evidence from administrative data. Lab Econ. 2013;24:305–22.Crossref

	15.
Schulz R, Beach SR. Caregiving as a risk factor for mortality: the Caregiver Health Effects Study. JAMA. 1999;282(23):2215–9.Crossref

	16.
Dodel R, Belger M, Reed C, et al. Determinants of societal costs in Alzheimer’s disease: GERAS study baseline results. Alzheimers Dement. 2015;11(8):933–45.Crossref

	17.
van den Berg B, Brouwer WB, Koopmanschap MA. Economic valuation of informal care. An overview of methods and applications. Eur J Health Econ. 2004;5(1):36–45.Crossref

	18.
World Health Organization. Delivered by women, led by men: A gender and equity analysis of the global health and social workforce. 2019.

	19.
Ministry of Health, Labour and Welfare. Annual Report on Health, Labour and Welfare 2007 [heisei 19 nen kosei rodo hakusho]. 2007. https://​www.​mhlw.​go.​jp/​wp/​hakusyo/​kousei/​07/​. Accessed 18 Apr 2022.

	20.
Ministry of Health, Labour and Welfare. Annual Report on Health, Labour and Welfare 2006. 2006. https://​www.​mhlw.​go.​jp/​wp/​hakusyo/​kousei/​06/​. Accessed 18 Apr 2022.

	21.
Ministry of Health, Labour and Welfare. An outline of long-term care insurance. 2021. https://​www.​mhlw.​go.​jp/​stf/​seisakunitsuite/​bunya/​hukushi_​kaigo/​kaigo_​koureisha/​gaiyo/​index.​html. Accessed 13 Apr 2022.

	22.
Campbell JC, Ikegami N. Long-term care insurance comes to Japan. Health Aff (Millwood). 2000;19(3):26–39.Crossref

	23.
Ministry of Health, Labour and Welfare. Long-term care, health and welfare services for the elderly. 2017. https://​www.​mhlw.​go.​jp/​english/​policy/​care-welfare/​care-welfare-elderly/​index.​html. Accessed 22 Apr 2022.

	24.
Dahl N. Social inclusion of senior citizens in Japan: an investigation into the ‘Community-based Integrated Care System.’ Contemporary Japan. 2018;30(1):43–59.Crossref

	25.
Ministry of Health, Labour and Welfare. Statistics of Long-term Care Benefit Expenditures. 2020. https://​www.​mhlw.​go.​jp/​toukei/​list/​45-1b.​html. Accessed 18 Apr 2022.

	26.
Ministry of Health, Labour and Welfare. About FY 2021 revision of long-term care fee. 2021. https://​www.​mhlw.​go.​jp/​stf/​seisakunitsuite/​bunya/​0000188411_​00034.​html. Accessed 22 Apr 2022.

	27.
Lagergren M, Kurube N, Saito Y. Future costs of long-term care in Japan and Sweden. Int J Health Serv. 2018;48(1):128–47.Crossref

	28.
Ministry of Health, Labour and Welfare. About the insurance premiums for type 1 insured and the prospected amounts of services during the eighth period of the long-term care insurance. 2021. https://​www.​mhlw.​go.​jp/​stf/​newpage_​18164.​html. Accessed 18 Apr 2022.

	29.
Ministry of Health, Labour and Welfare. About the necessary amount of LTC workers based on the eighth long-term care insurance plan. 2021. https://​www.​mhlw.​go.​jp/​stf/​houdou/​0000207323_​00005.​html. Accessed 18 Apr 2022.

	30.
Ministry of Health, Labour and Welfare. Priority areas for utilisation of robotics technology in long-term care. 2017. https://​www.​mhlw.​go.​jp/​stf/​seisakunitsuite/​bunya/​0000209634.​html. Accessed 18 Apr 2022.

	31.
Ministry of Health, Labour and Welfare. Evidence-based long-term care. 2020. https://​www.​mhlw.​go.​jp/​stf/​shingi2/​0000198094_​00037.​html. Accessed 18 Apr 2022.

	32.
Ministry of Health, Labour and Welfare. About accepting foreign specified skilled workers in long-term care 2022. https://​www.​mhlw.​go.​jp/​stf/​newpage_​000117702.​html. Accessed 18 Apr 2022.

	33.
Asada T. Epidemiology of Dementia in Japan. In: Matsuda H, Asada T, Tokumaru AM, editors. Neuroimaging Diagnosis for Alzheimer’s Disease and Other Dementias. Tokyo: Springer Japan; 2017. p. 1–10.

	34.
Livingston G, Huntley J, Sommerlad A, et al. Dementia prevention, intervention, and care: 2020 report of the Lancet Commission. Lancet. 2020;396(10248):413–46.Crossref

	35.
Wimo A, Jonsson L, Bond J, Prince M, Winblad B, Alzheimer Disease I. The worldwide economic impact of dementia 2010. Alzheimers Dement. 2013;9(1):1-11 e3.Crossref

	36.
Ministry of Health, Labour and Welfare. Framework for Promoting Dementia Care. 2019. https://​www.​mhlw.​go.​jp/​stf/​seisakunitsuite/​bunya/​0000076236_​00002.​html. Accessed 22 Apr 2022.

	37.
National Institute of Population and Social Security Research. Household projections for Japan : 2015–2040, outline of results and methods. 2018. https://​www.​ipss.​go.​jp/​pp-ajsetai/​e/​hhprj2018/​t-page_​e.​asp. Accessed 25 Apr 2022.

	38.
Ministry of Health, Labour and Welfare. Integrated reform of healthcare and long-term care. 2020. https://​www.​mhlw.​go.​jp/​stf/​seisakunitsuite/​bunya/​0000060713.​html. Accessed 25 Apr 2022.

	39.
Ministry of Health, Labour and Welfare, Ministry of Agriculture, Forestry and Fisheries, Ministry of Economy、 TaI. Codebook for services provided outside the purview of insurance coverage towards the establishment of the community-based integrated care system 2016. https://​www.​mhlw.​go.​jp/​file/​06-Seisakujouhou-12300000-Roukenkyoku/​guidebook-zentai.​pdf. Accessed 22 Apr 2022.

	40.
Harada CN, Natelson Love MC, Triebel KL. Normal cognitive aging. Clin Geriatr Med. 2013;29(4):737–52.Crossref

	41.
Strough J, Parker AM, Bruine de Bruin W. Chapter 12 - Understanding Life-Span Developmental Changes in Decision-Making Competence. In: Hess TM, Strough J, Löckenhoff CE, eds. Aging and Decision Making. San Diego: Academic Press; 2015: 235–57.

	42.
Hartley D. Rural health disparities, population health, and rural culture. Am J Public Health. 2004;94(10):1675–8.Crossref

	43.
Buzza C, Ono SS, Turvey C, et al. Distance is relative: unpacking a principal barrier in rural healthcare. J Gen Intern Med. 2011;26(Suppl 2):648–54.Crossref

	44.
Ohta R, Ryu Y, Sano C. Older people’s help-seeking behaviors in rural contexts: a systematic review. Int J Environ Res Public Health. 2022;19(6):3233.Crossref

	45.
Walters K, Iliffe S, Orrell M. An exploration of help-seeking behaviour in older people with unmet needs. Fam Pract. 2001;18(3):277–82.Crossref

	46.
Bhattacharya J, Hyde T, Tu P. Demand for health and health care. New York: Palgrave Macmillan: Health economics; 2014. p. 8–75.

	47.
Kim YS, Lee J, Moon Y, et al. Unmet healthcare needs of elderly people in Korea. BMC Geriatr. 2018;18(1):98.Crossref

	48.
Herr M, Arvieu JJ, Aegerter P, Robine JM, Ankri J. Unmet health care needs of older people: prevalence and predictors in a French cross-sectional survey. Eur J Public Health. 2014;24(5):808–13.Crossref

	49.
World Health Organization. Global age-friendly cities: a guide. Geneva: World Health Organization; 2007.

	50.
Financial Services Agency. For progress towards principles for customer-first business practices. 2020. https://​www.​fsa.​go.​jp/​singi/​singi_​kinyu/​tosin/​20200805.​html. Accessed 19 May 2022.

	51.
Agency CA. Consumer issues among older people and people with disability. n.d. https://​www.​caa.​go.​jp/​policies/​policy/​local_​cooperation/​system_​improvement/​teaching_​material_​003.​html. Accessed 19 May 2022.

	52.
Bureau of Social Welfare and Public Health, Tokyo Metropolitan Government. Report of the committee on ways for service provision based on characteristics of older adults. 2022. https://​www.​fukushihoken.​metro.​tokyo.​lg.​jp/​kiban/​shisaku/​koureikentou/​houkokusho.​html. Accessed 19 May 2022.



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Towards universal health coverage in the context of population ageing: a narrative review on the implications from the long-term care system in Japan


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/13690_2022_970_Fig1_HTML.png
c. 4th sextile

-0o0le
- 0602
- 080¢
-0.0C
- 0902
- 0502
- 0v02
- 0€0c
- 020C
-0L0Z
- 0002
0661
0861
061
- 0961
- 0561

50

b. 5th sextile

T T T T
o o o o o
< (2] N -

+Gg pabe uone|ndod Jo %

-00Le
- 0602
- 0802
0.02
0902
- 0502
- 0¥0C
- 0€02
- 020e
-0L0Z
0002
- 0661
- 0861
061
0961
- 0561

40

a. 6th sextile

T T T T T T T T
0 o 'e] o 0 o 0 o
™ ™ N N -~ -

+G9 pabe uone|ndod o 9%,

-00Le
- 0602
- 0802
-0.02
0902
- 0502
- 0v02
- 0€02
- 0¢0¢
-0L0c
0002
0661
- 0861
-0.61
0961
0561

50

T T T T
o o o o o
< (2] N -

+G9 pabe uone|ndod Jo 9%

Year

Year

Year

=ASM ~BRN =COK ~GUM =MYS =MKD

=AUS “MAC =PYF ~NCL =VNM =WLF

=CHN ~HKG =JPN ~NZL =KOR —SGP

f. 1st sextile

0ole
- 0602
- 0802
-0.02
- 0902
- 0502
- 0v02
- 0€02
020z
F0L0Z
0002
- 0661
- 0861
061
0961
- 0561

T T T T
0 o 0 o
~— —

20

+G9 pabe uone|ndod Jo %

e. 2nd sextile

T T T T T
o el o (e} o

139 - -

+G9 pabe uonendod Jo %

25

d. 3rd sextile

-00Le
- 0602
- 0802
-0.02
- 0902
- 0502
- 0¥0C
- 002
- 020Z
-0L0C
0002
- 0661
- 0861
061
- 0961
0561

30
5
0
5
0
5
0

+Gg pabe uonendod Jo %,

Year

Year

Year

=KIR =NRU =PNG ~“WSM =SLB =VUT

=FJI =LAO -MHL ~PHL =TON =TUV

=KHM =FSM =MNG ~NIU =PLW =TKL





OEBPS/images/13690_2022_970_Fig4_HTML.png
Financing
L stat Payment: 90% (80 or
. | Prefect ate o
Municipality r:;go/t:r © e 70%) of the costs
12:5% | (47.5%) (20%) :
Premiums Billing
Type 1 Type 2
23% 27%
Based on

the population ratio

Premiums, collected

by municipalities
* Withheld from
pensions (90%)

Care prevention services Lon

+ Care prevention

-term care services

Prefectur

- Home visit
- Day-care
- Short stay

Muni

+ Community-based

care prevention

- Day-care

- Group home

+ Care prevention
support

* Housing renovation

Other s

« Direct payment (10%)

costs
« Welfare equipment
costs
Premiums / I
» Collected through Servi Out-of-pocket payment:
health insurance ervice 10% (20 or 30% based on
utilisation income level)

AN

people

Type 2
Age 40-64

P

Certification for

Fees for accommodation
and meals

support/long-term
care need

Assessment by
municipality






OEBPS/images/13690_2022_970_Fig2_HTML.png
c. 4th sextile

100

(%) ones Aouspuadap abe-p|O

b. 5th sextile

T T T T T T T T T T
O O O 0O OO0 O O O o
D O~ O WO T O N

20

_ _ _ _ _
0 0 0 0 0
~ © 0 < (32

(%) ones Aouspuadap o

80

T
°
10

D

e-p

a. 6th sextile

T
o

T T T T T
o o o o o
o © © < N

120

(%) oneu Aouspuadap abe-p|0

Year

Year

Year

=ASM ~BRN =COK ~GUM ~MYS =MKD

=AUS “MAC =PYF ~“NCL =VNM =WLF

=CHN ~HKG =JPN ~NZL ~KOR =SGP

f. 1st sextile

o0ole
- 0602
- 0802
002
- 0902
- 0502
I 0v0C
- 0€02
I 020e
0L0Z
- 0002
0661
- 0861
-0.61
0961
- 0561

T T T T T

30
5
0

N N x=! -~

(%) ones Aouspuadap abe-p|0

e. 2nd sextile

0 o 0 o

T T T T T T T T
o N O v O v O
<t O M N N«

45

(%) ones Aouspuadap abe-p|0

d. 3rd sextile

(%) oneu Aouspuadap sbe-p|0

Year

Year

Year

=KIR =NRU =PNG “WSM =SLB =VUT

=FJI =LAO -MHL ~PHL =TON =TUV

=KHM =FSM =MNG ~NIU =PLW =TKL





OEBPS/images/13690_2022_970_Fig3_HTML.png
Gap between Life Expectancy and
Healthy Life Expectancy (years)

-
w
1

-
N
1

-
-
|

-
o
1

©
]

oo
1

~
1

(e}
1

AUS
®
NZL
[ )
[ ]
KOR
® JPN
COK )
) SGP
ASM ®GUM
[ ]
PHL Ton®MYS
- NIU® o o' @BRN @
® “ogKLMKD @ CHN
PNG. PLW. .WSM VNM
MHL @ o A0
vuTe® TuvV
FSMg
KR @ NRU® MNG
[ ]
SLB
T T T T T T T T
55 60 65 70 75 80 85 90

Life Expectancy at birth (years)





OEBPS/css/sidebar.gif





