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i

Preface

I believe that those concerned with medical care problems might be
interested in studying the activities of the Japan Medical Association
(JMA). 1, myself, have served as its president for twenty-five years, a
record perhaps without parallel among other national medical
associations, and one likely not to be soon repeated.

Medical care is an issue not only to physicians but also to people
everywhere. The problems are such that they may develop into those
major enough to challenge survival. It was with these possibilities in
mind that I, as president of the JMA, began secking advice among
first-rate jurists and economists in Japan and eventually started
formulating policies.

The idea underlying these formulations is that medical care is to
be properly understood only when man — the patient — is seen as
having a life cycle of his own. Further, since environmental changes
have great influence upon environmental members, we attached the
greatest importance to the relationship between group and individual
members. Our premise remains that any medical care system must
adopt technological developments with the greatest care and
sensitivity.

The largest problem encountered was how to find proper means
for rejecting controls which the government attempted to place upon
science itself, and how to expand our realm of professional freedom.
We also closely studied the economics of medical care in a free
economy, and it is perhaps in this direction that the JMA has gone
farthest.

While learning how to give continued education to medical
practitioners, we considered a system which would. determine what
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sort of activities a medical association ought to carry out within its
own community. The concept of medicoeconomics was something
which emerged and which I proposed.

We believe that medical care should be seen as a form of
investment, even though in the past it has been viewed as a form of
consumption. Accordingly, our policy has been to minimize the latter
assumption while attempting to maximize the investment effect
aspect.

In reviewing our policy over the last quarter century we find that
the cost of medical care for the aged in those communities where we
conducted our initial experiments has been kept at one-half the level
for the whole country. From this we learned that actual measures
must precede legislation. Now that the aging process is beginning to
affect the economics of all countries, we are thinking that perhaps
some of our findings may be of more general use.

Our record of twenty-five years may serve as a starting point for
medical care systems of the future. It was for this reason that we
decided to compile this record into a single volume and to publish an
English version. The thought that our work may be put to good use
gives me the greatest pleasure.

March, 1982

Taro Takemi, M.D.

President
Japan Medical Association
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1
Introduction

| A History of the
Japan Medical Association

The Japan Medical Association (JMA) was founded in 1917 with
Shibasaburo Kitasato, the famous microbiologist, as president.
Kitasato had been a pupil of Robert Koch, and the pure culture of the
diphtheria bacillus he produced was only one of his numerous
achievements. His is also credited with having established the basis of
epidemiology.

Kitasato also established a research institute for contagious
diseases with the financial assistance of Yukichi Fukuzawa, the
founder of Keio Gijuku University. The purpose of this institute was
to found an anti-epidemic disease system to prevent the large number
of deaths caused by each outbreak of an epidemic disease.

Kitasato was a graduate of the Tokyo Imperial University, but he
was not welcome at his alma mater. He received tutelage from
Fukuzawa, instead, to develop himself as a researcher in the private
sector of medicine and a great pioneer in social medicine. It was he
who thus established the JMA by bringing together a number of
medical organizations that then existed. The JMA of those years was a
body consisting of medical scientists affiliated with private
universities, and there was a separate organization called Meiji Ikai
(Meiji Medical Society), to which persons related to government
universities belonged.

The inauguration of the JMA, which Kitasato created as an
organization of physicians in the private sector, however, was a major
event of those years. The newspapers of that time gave detailed reports
on the activities of the JMA — a fact which indicates the importance
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with which Kitasato was viewed. The central concern of the
practitioners of those years was how to provide the poor with free
medical care, and this meant that although the doctors did receive
relatively large fees from the rich than from others, their income was
not extraordinarily large. It was natural, therefore, that the securing
of the livelihood of the practitioners was an important issue for the
JMA.

Kitasato listened to the voices of the practitioners and racked his
brains over the problem of securing the livelihood for practitioners as
something that he could not skirt in dealing with the problems of
medical care for the nation.

I believe, however, that Kitasato, as a microbiologist, had
another, separate aim in organizing the doctors of Japan. This was the
creation of a system to prevent the outbreak of acute contagious
diseases. He thought that there was no more effective way than the
organization of medical practitioners.

He gave lectures in microbiology and immunology and taught
epidemiology, providing medical scientists with microbiological
technologies while emphasizing community countermeasures.

The lectures received the enthusiastic support of practitioners,
and the success of Kitasato’s program is attested to by the fact that it
did help to establish a system for preventing the outbreak of acute
contagious diseases.

I believe that the success of the JMA is due largely to the fact that
it moved forward toward a goal which had nothing to do with school
cliques or other groups of doctors.

Furthermore, Kitasato thought of organizing a national system
for preventing and checking the spread of tuberculosis which was at
that time rampant throughout the country. As the financial basis for
such a system, he organized the Dai Nippon Shiritsu Eisei Kai (Greater
Japan Private Association of Sanitation) in order to expand the
activities of that system. In retrospect, we can say that it was.an effort
to seek the participation of the people in the anti-TB drive on an
enormous scale.

Because it was not possible for him to organize concrete medical
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measures against TB, however, prevention was carried out in terms of
the quarantine of patients in sanitariums and other very passive means.
In those years the standard of living was very low, and I believe that
Kitasato did not realize that one of the basic principles of preventing
TB was to raise the standard of living itself.

Of course, Kitasato organized the JMA partly to protect their
livelihood of the practitioners, but he also wanted to establish a system
for combatting acute contagious diseases which threatened the very
survival of our nation and to provide the practitioners with the
necessary microbiological knowledge to do so. The high ideals for
which the JMA was created accounted for the success of the
association.

But there were people affiliated with government universities
who were not pleased with the dictatorial manner in which Kitasato
carried out his decisions. When they attempted to prevent his
becoming the president of the JMA for a second term, Kitasato stated
flatly that unless he was recommended for the office unconditionally,
he would not become president. Thereupon all the members quietly
recommended him for another term. :

We must not forget that at the bottom of the character of the
JMA was Kitasato’s microbiology and the preventive and defensive
medicine that applies it, and that a system of collective defense against
diseases that organizes such medical knowledge was built upon a
national basis. This characteristic should be perpetuated as the
traditional spirit of the JMA.

But at regional conferences of members of the JMA, strong
economic demands were presented by the practitioners and practically
all the resolutions concerned the protection of their own livelihood.
This fact deserves attention from a different point of view. That is, the
JMA was a collectivity of practitioners, which manifested strongly the
characteristics of a trade association. But Kitasato, as its top leader,
was not pressured by such demands, and this fact accounts for the
development of the JMA as an organization because Kitasato, without
being brought to his knees by pressure, continued to think of the JMA
as a scientific system concerned with medical care. It is unfortunately
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true that the present members of the JMA are not aware of the fact
that the JMA has grown as an organization firmly based on such
strength.

The practitioner of those years had a social status as high as the
mayor of a village or chief of police. He gave free medical care services
to the poor while collecting large fees from the rich. In other words,
the practitioner performed the function of income redistribution
within a limited local area. When there was a famine which deprived
people of sufficient food, a practitioner received sweet potatoes from
poor farmers in lieu of cash payment because the farmers themselves
had to live on sweet potatoes. And the families of a doctor, too, had to
live on sweet potatoes. This meant that a practitioner lived with the
people of his community, which was, in fact, his strength. He suffered
with the members of the community at a time of famine and he shared
their joy over a bumper crop. These are things people today cannot
imagine that actually took place. At any rate, a practitioner thus
became an integral part of a local community in which he practiced.

The close relations between a physician and his patients were
essentially those between the physician and the families of his patients.
The physician had a full knowledge of the lives of each of his patients
as well as the environmental conditions of his home. The doctor also
knew the conditions of the water in the family wells in an area prone
to be affected by a contagious disease. Likewise, he was aware of the
mental health background of each family in his community. We must
not forget that this was indeed community medical care; it was the
prototype for the community medical care we talk about today.

The farming families then were poverty-stricken and were always
troubled by debts. In those years, one-third of the debts of a family
arose from the cost of fertilizers, another one-third arose from
marriages, funerals and other forms of family rites, and the remaining
one-third arose from ill health.

The bureaucrats within the Ministry of Agriculture and Forestry
developed a strong urge to rescue the poor farmers from this kind
of financial instability. A leader among them was Tadaatsu Ishiguro,
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who later became Minister of Agriculture and Forestry and an
authority on agricultural administration. He conceived of a scheme
in which a medical care utilization cooperative was to be incorporated
into an industrial cooperative. The agricultural cooperative was a
voluntary movement for farmers to become self-sufficient and self-
reliant. But this system of incorporating medical care services into the
cooperative system was viewed as a serious threat to the interests of
the practitioners, who, under the aegis of the JMA, started a major
opposition drive.

Because in those years the medical practitioners were under the
supervision of the Home Ministry, that ministry and the Ministry of
Agriculture and Forestry had a conflict of jurisdiction, which later
developed into a major social issue. This scheme by Ishiguro,
however, undeniably served as the starting point for the eventual
establishment of rural medical care in Japan.

Under its second president, Taro Kitajima, the JMA, with a fairly
strong sense of solidarity, delivered powerful counter-offensives
against the incursion into the area of medical care by industrial
cooperatives. Such counter-offensives were ineffective because they
contributed nothing to the development of rural medicine and because
they were conducted while the JMA admitted this shortcoming.
President Kitajima of the JMA nonetheless succeeded in bringing this
issue to an end by studying compromise measures with the Ministry of
Agriculture and Forestry in cooperation with the Home Ministry.

The Home Ministry began conducting a survey on rural health
and seriously introduced countermeasures for parasitisis, malnutrition
and TB. This must be said to be a sign of remarkable progress.

Because I was involved in work with the Ministry of Agriculture
and Forestry, I took part in this survey which was carried out by a
team, headed by Dr. Makoto Koizumi, professor of parasitology at
the School of Medicine of Keio Gijuku University. It also included
some economists. The survey was conducted in three separate areas:
mountainous villages, fishing villages and intermediate farming
villages. Because I took part in this kind of survey work immediately



6 SOCIALIZED MEDICINE IN JAPAN

after graduation from university, I was able to know at first hand the
realities of rural life, and was able to think deeply about the
relationship between human life and disease. I feel gratified by the fact
that when I became president of the JMA many years later, I had
gained a basic knowledge with which to take up housing problems,
water and sewerage problems, and labor, health and disease in rural
communities.

One interesting fact that was learned at that time was that farm
labor, in one of its aspects, was a technological labor and, because of
this, a farmer in the peak season required 5,000 calories per day
whereas in reality he was able to ingest only about 3,500 calories. His
diet also contained too much salt while lacking in vitamins and
protein, thus being highly deficient as a whole. I recall that it was
highly effective in improving the diet to have a community cafeteria
with a dietitian brought into the rural community.

We also learned that during immediately after the peak season,
there was a sudden rise in the number of patients, which kept the
hospitals in nearby towns busy. What happened was that various
latent diseases, including TB, came to the surface. We were able to
learn the causes of rural health problems and thereby establish proper
countermeasures.

The Beginnings of the Health Insurance System

The health insurance system has its genesis in that which was
instituted in Germany by Bismarck. It is evident that the German
system was based on an insurance formula for compensation for
material damage. In Japan, Shinpei Goto, the physician-statesman,
who had studied in Germany, recommended to the then Home
Minister and Dr. Kitasato that Japan should adopt the German health
insurance system.

Before a health insurance system was introduced in Japan by
legislation, there was already a voluntary form of health insurance in
operation in Koshigaya, Saitama Prefecture. This fact made Koshigaya
the home of health insurance in Japan. Though the system was in
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operation within a limited area, it did lessen the financial burden of
persons who became ill. Yet, it is also true that the system suffered
from financial difficulties and, therefore, could not be labeled a success.

The Social Affairs Bureau of the Home Ministry later spent three
years studying the health insurance issue before producing a health
insurance system for Japan. At the beginning it was a welfare formula
for major enterprises. In those years, the major enterprises of Japan
were mostly spinning companies, many of whose employees suffered
from TB. This is the reason why the spinning companies were quick
in taking up health insurance. The first enterprise to adopt it is said to
have been Kanegafuchi Spinning Company.

The major enterprises in Japan began adopting a health insurance
plan one after another as an employee welfare measure and for securing
a labor force. But serious problems, as it turned out, were inherent in
such a system because of this very background. The way the system
was instituted represented the easy-going administrative philosophy of
the government of doing something first in areas where it is possible.
In this-instance, the spinning industry was the area where it was
possible before others.

In fact, bureaucrats always tried to do something by starting it
where it was possible. They did not give enough thought to what was
the most proper way to institute a system in order to make it work
best. Later, almost all major enterprises had health insurance
associations made up of their employees as a welfare facility, which the
managements were able to utilize. The health insurance system also
played a big role in securing a labor force for the companies.

The employees of small businesses and cottage industries,
however, were not able to benefit from such a system. The
government gradually formulated a universal health insurance plan and
decided to implement it in 1960.

First, a government-managed health insurance plan, to cover the
employees of very small businesses, was created. In the case of such
small businesses, the employees were working under unfavorable
conditions and their living conditions, too, were poor. This accounted
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for the high mortality rate among the insured. This government-
managed health insurance plan was chronically in deficit, and the
government had to subsidize it. Because the premiums were low, the
deficits were inevitable. But the benefits, too, were very poor.

The government next studied a national health insurance plan
designed to cover farmers, fishermen and self-employed people. But
this plan was to cover mostly employees on even smaller scales than in
the case of the government-managed health insurance plan. The idea
was to establish a national health insurance association in each local
government, city, town and village. In this scheme, the persons
covered had incomes that were far smaller than those covered by the
government-managed health insurance plan, and their mortality rate
was high. Therefore, this plan later became a major burden on the
finances of local governments.

The government decided to carry out the universal health
insurance system at a time when its need was keenly felt — when
Japan’s militarism was steadily moving forward. Lt. Gen. Chikahiko
Koizumi of the army, who was serving as Minister of Health and
Welfare, emphasized the importance of implementing this health
insurance system for augmenting the war-fighting ability of rural
youth.

This meant that the national health insurance plan served the
purpose of increasing Japan’s war potential and the association health
insurance plan and government-managed health insurance plan were
resorted to in securing a labor force. As such, they were neither
designed as a means of elevating the standard of health of the people,
nor as a countermeasure for disease. Rather, we must note that they
were used to serve a different social purpose. And it is noteworthy
how the JMA dealt with these problem:s.

As for the inauguration of the health insurance system itself, the
JMA was fairly well satisfied with the system, assuming that the
government would give remunerations for the medical services
rendered by the physicians. But the JMA had not anticipated the
possibility of a universal health insurance system to come into being in
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the future. In looking into the future, the physicians were able only to
think in very short terms by welcoming what immediately appeared to
be a plus to their income. They did not notice a big pitfall ahead of
them: the physicians came to be forced to undertake medical treatment
of patients for a pittance. They accepted the assignment on the
assumption that it was better than nothing. But as the number of
people covered by an insurance plan increased, they found themselves
being financially strangled.

Even when society in general was becoming increasingly
prosperous, the financial condition of the physicians under the health
insurance system did not improve correspondingly. They had to be
content with what they received. This meant that the drive for
protecting their livelihood reached a second stage. The first stage
consisted of the doctors escaping the threat to their lives, which arose
from the treatment they gave their patients. The second stage, in
which everyone was insured for their health care, the doctors had to
think of means of protecting their right to survival under the pressure
of a low medical care cost policy.

This is how Japan entered the war. In that situation, the doctors
were forced to carry out the low medical care policy without ado
while medical supplies became increasingly scarce and the quality of
medical care unavoidably deteriorated.

It is necessary at this time to review what became of the JMA
under such circumstances. The government which had gone through
the two successive periods in the history of the JMA presidents,
Kitasato and Kitajima, brought heavy pressure on the organization.
This era was succeeded by the third president, Nakayama, who,
having had no academic credentials at all, was rather a kind of political
boss. The JMA then came under the complete control of the army.
During this era, a retired professor from the Tokyo Imperial
University was made nominal president while the organization itself
faithfully carried out the commands of the army and the bureaucracy,
conveying them to its members.

During this era, there was a full range of wartime laws in finance,
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economics, and every other field, and the JMA not only lost all its
freedoms but also tried to preserve its own existence by adulating the
military.

The JMA in fact was reorganized as a special juridical foundation
which every physician was compelled to join. No counter-policy to
speak of emerged from the JMA of that time. It merely cooperated
with the military by giving aid to the wartime civilian organizations
in every area of the country.

But then the government organized a Japan Medical Care Corps,
which deprived the JMA of all the hospitals. Under this system, every
private hospital was brought under the control of JMCC, and the
hospital managers lost all their freedoms. Though this situation lasted
for a short period, it was, nonetheless, an era of serious damage to the
medical profession of our country.

After Japan’s unconditional surrender, the occupation army
established GHQ in Tokyo, and gave directives to the Ministry of
Health and Welfare concerning every aspect of medical care. One
major contribution the Public Health and Welfare Section of GHQ
miade to the medical care of Japan was the thorough improvement of
public health activities. Because Japan had no fiscal strength after the
war, the government was unable to spend a large sum of money on
public health. Yet, GHQ issued directives to improve public health
through the ministry to the prefectural governments and then
conducted inspections on how the directives were carried out. This
measure enormously improved the standards of public health
throughout Japan.

Another meritorious service rendered was the reform of the nurse
training service, by which the educational level of nurses was
measurably raised.

One difference between Japanese and Americans was noted.
When Japanese receive a high-level education, they tend to dislike
work requiring their personal participation at the practical level; they
would rather make their inferiors perform these tasks. This is a serious
shortcoming in the Japanese character. This, of course, was not a fault
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of GHQ, but it created a serious problem that was difficult to resolve.
The nurses of Japan today spend most of their duty hours doing
clerical work while sitting in their chairs. This is what they think
““high-class’’ nurses should be doing. Unfortunately, they think the
real duties of the nurse are to be performed by nurse’s aides. The
nurses who are in charge of medical care information stay in their
chairs while preparing reports on the basis of information obtained
from their assistants. This kind of information cannot but be
considered as being of little value. It is to be seriously regretted that
Japanese physicians and the government itself did not know how to
make highly educated nurses work, and they still do not have any idea
today. As the union of nurses becomes more powerful, furthermore,
the nurses tend to specialize in desk work and they no longer
encounter the tense duty-hour situations of the kind the American
nurses have. When people criticize GHQ for unwise advice on the
nurse system they forget the responsibility of the Japanese themselves
for having not known how to utilize the American system.

The Problem of Professional Freedom

The professional freedom of the Japanese physician was fully
represented by Shibasaburo Kitasato and the JMA was capable of
exercising that freedom. But as bureaucratic control gained strength
and military pressure mounted, professional freedom became
increasingly subject to these pressures. Particularly after she
introduction of the health insurance system, this became very evident.

The Ministry of Health and Welvare, as the first step toward the
implementation of a universal health insurance policy, deprived the
physician of all his rights and authorities. This was done by revising
the Health Insurance Law. First, professional freedom was neglected,
and then medical care services were placed under increased restriction.
Then social freedom was neglected when the government refused to
recognize the physician’s right to organize.

Thirdly, the government suppressed the physician’s economic
freedom by keeping medical care fees savagely low. It is an astonishing
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fact that such a policy was formulated after the Occupation era. And
the government attempted to carry it out in 1956 — some years after
the end of the Occupation.

Thus, the physician lost his professional freedom and found his
medical care services restricted, which meant that he had lost both his
economic and social freedoms. I believe it was a disgrace in the
parliamentary history of Japan that a democratic parliament authorized
this kind of conspiracy by the bureaucracy. The medical profession
could not tolerate the fact that the Liberal-Democratic Party, the party
in power for practically all of the postwar years in Japan, favored such
legislation that paved the way toward a universal health insurance
system. Yet, the JMA at that time agreed to this legislation. This
happened when the JMA was persuaded by the physicians who were
members of the Diet, who argued that it was a means to check
Communist doctors. But I believe that this was a case of deception.

When I became president of the JMA in 1957, I declared war on
this system. I held a long talk with Hiroshi Kanda, Minister of Health
and Welfare at that time and following our parley he admitted that the
system was wrong. And the legal counsel for the JMA overhauled the
ministerial and Cabinet orders to restore some of the freedoms for the
profession. But because the law itself had been passed by the Diet, we
were unable to reverse the situation.

After such preparations as this, the government, two years later,
ineroduced the universal health insurance system.

Under the health insurance system, the substance of medical
services rendered by a physician must be subject to what the Minister
of Health and Welfare determines, and whatever service given beyond
that limit is not to be compensated for. It is a fact that because of this
universal health insurance system, the Japanese physician lost all of his
freedoms. The way this was carried out was extremely dastardly, and
the legislation concerned distorted the substance of medical care itself.

First of all, the basic policy of the government of Japan was to
insure every citizen for health care by instituting a national health
insurance system. Of course, a state-run medical service would require
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an enormous amount of funds. But the idea was for the state to take
over all the medical facilities where physicians were giving medical
services. This would enable the government to provide the people
with medical services without spending too much money of its own.
This was the aim of the bureaucrats. And the JMA fell its victim
without being able to put up any resistance. The bureaucrats
established by law the health insurance medical care facilities that were
to give medical care services to the patient on consignment by the
insurer. The physician to provide such services had to be a doctor duly
registered as a health insurance physician. What this meant was that a
private practitioner who had his own clinic where he looked after his
patients had to change his clinic into a health insurance medical care
facility and that he could not engage in medical care services unless he
registered himself as a health insurance doctor.

The contents of medical care he could provide, furthermore, had
to be prescribed by the minister of Health and Welfare. This meant
that the minister and the insurer now possessed absolute power and
authority over the physician.

The only function the insurers performed was to collect
premiums from the insured. Yet, in the case of association health
insurance plan, they began carrying out their own medical service
businesses as part of a welfare program of the business enterprises
concerned. There is an exception made by law, by which these
hospitals and clinics managed by health insurance associations need not
conform to the standards set by the Minister of Health and Welfare.
This is a notable characteristic of association health insurance.

These associations do not conform to the commands and
directives of the minister even though they are supposed to be under
the Minister of Health and Welfare. And when a physician gives
medical services, he must obey orders from the minister, which spells a
serious contradiction. Yet, the JMA agreed to this kind of law. By
1957 when I became JMA president, this bill had passed the Diet and
was ready to be implemented.
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The First Thing I Did as JMA President

The first job for me as JMA president was to make this law
somehow inoperative, that is, to prevent the full control from being
exercised by the bureaucracy and the insurers in order to maintain
professional freedom. For this, it was necessary first of all to educate
the doctors of the entire country.

Japanese doctors are extremely subservient to bureaucrats and
have had no history of resistance. This is why they still abided by the
law even though they might be deprived of economic and
occupational freedoms. This was also due to the fact that they were
not conscious of living in a democratic society, and also due partly to
the fact that GHQ and the Ministry of Health and Welfare functioned
as one body.

First of all, I asked two first-rate jurists of Japan to come together
to have them study the validity of this law. As a result the jurists made
it clear that this law was an abnormal law, without a parallel in the
world and it was a kind of law that had never been discussed in the law
faculty of Tokyo University (formerly the Tokyo Imperial
University).

I brought the director of the health insurance bureau of the
ministry before these two jurists, Professor Hajime Kaneko and
Teruhisa Ishii of Tokyo University, to explain the law to them. The
director confessed that he had to make the law because it was necessary
to suppress the doctors in order to institute a universal health
insurance system. That such a bill was passed by the Diet, I thought,
was because the Diet itself was blind.

Then I contended against the then Minister of Health and
Welfare to the end until I had him turn over to me in top secrecy the
drafts of ministerial ordinances and regulations to implement the law.
I had the two professors study these documents and had them revise
them so as to make them totally ineffective. I decided, furthermore, to
fight against the Liberal-Democratic Party (LDP), the largest political
party of Japan. I had five or six debating sessions with Mr. Kakuei
Tanaka, chairman of the political affairs council of the LDP (who later
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became prime minister). At the end of our struggle against this law,
we decided to stage a ‘“‘walk-out’’ by all the member doctors of the
JMA from the health insurance scheme. On the eve of the scheduled
doctor’s strike, we reached agreement with the government.

The terms of agreement included ‘‘the securing of freedoms based
on the human relationship between a doctor and the patient,”” by
which we had the other side recognize our right to refuse intervention
by a third party. We also won agreement on the establishment of a
system for remunerating the doctors in a free enterprise society. We
also won the pledge to apply the latest achievements in medical science
to day-to-day medical care services doctors provide. There was also
agreement on a radical revision of the medical care insurance system.

According to these agreements, the government had to retract all
the limitations that had been placed on medical care services, and all
the standards established for medical care services had to be scrapped.
It was also agreed that, in the process of checking and inspection, the
doctor’s bills had to be approved in principle except for extreme cases
of unreasonableness. Thus, professional freedom was completely
restored to the JMA. These agreements, however, were not of a
nature that could be implemented immediately but had to be carried
out little by little. But at least we were able to remove all the
restrictions and limitations on medical care services. This is because we
attached so much importance to professional freedom.

Health insurance medical care was thus placed under control and
the remunerations for physicians were determined by the Minister of
Health and Welfare. Yet, the remunerations must be such as to reflect
immediately the progress of free economy. This is what we had the
government confirm, and this confirmation proved an important basis
for revising the remunerations. This is how we found a way out of the
past policy of keeping medical care costs low.

Yet, the government was extremely tardy in implementing this
policy. Accordingly, we carried out a walk-out from the health
insurance system for one month during the time of the Sato Cabinet.
This time, we had the government agree on 12 items. Even these did
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not materialize promptly. But such actions as these taken by the JMA
resulted in the demoralization of the insurers’ organization who lost
their past position as the ruler, and the fact that the health insurance
bureaucrats realized that authoritarian administration was shut out of
the academic world and that it was no longer possible to suppress
professional freedom by legal manipulation. As a result, the inspection
and examination of the doctors’ bills practically ceased to exist, and we
had agreement that these measures could be taken only with the
consent of the JMA. It was also decided that the medical profession
should be able to state its own case at the Central Social Insurance
Medical Council, an advisory body to the minister of health and
welfare, which was the organ to determine the remunerations for
health insurance medical care. In other words, our economic freedom,
too, was restored somewhat, along with the restoration of
professional freedom. These developments meant that the livelihood of
the Japanese doctors was restored.

Although we thus acquired professional freedom, it goes without
saying that it also meant higher medical care costs. Fortunately, the
nation was going through a period of high economic growth which
enabled the people to pay for the higher medical care costs. In the
sectors where economic growth was not fast, in agriculture and some
other industries, the universal health insurance plans suffered deficits.
This was also true with the government-managed health insurance
plan which primarily covered small businesses.

On the other hand, there were increasing signs of the doctors,
who had won professional freedom, wanting to make full use of it in
augmenting their income from medical care services. The table of
remunerations for medical care services basically did not recognize fees
for basic technologies of the physician. This encouraged these doctors
to seek compensation for their technological skills by finding a
difference between the remunerations for the medicines they gave their
patients and the prices they paid for these medicines. This was
responsible for the phenomenon of the physicians prescribing and
dispensing a relatively large number of medicines for their patients.
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This was, of course, possible because the restrictions on medical care
services had been removed.

I feel that expanded professional freedom should afford a
physician a wider range of options in providing medical care, and that
should be the guiding principle for the profession. Yet, it is regrettable
that some of the practitioners devoted themselves to increasing their
own revenue. Some diagnosed the ailment of a patient as 10 or 15
different diseases, for which he dispensed a great variety of medicines.
Others gave numerous clinical tests to their patients, whose conditions
did not change, thereby earning income from testing fees. The mass
media described these practices as ‘‘immersion (of patients) in
medicines and tests’’ by way of criticizing these doctors. As Japan’s
economic activities declined, the government as well as the National
Federation of Health Insurance Associations, the paying organization
under the insurance system, began joining the mass media in this
criticism. Some of the doctors were deficient in ethics and occasionally
provided material for newspaper articles. On each of these occasions,
the epithets of ‘‘immersion in medicines and tests’” were played up,
gaining further currency.

I believe that this expanded choice reflected the characteristics of
our profession. But I did resort to fairly strong leadership in an
attempt to restrain the special groups of practitioners at the peripheries
of our organization, which sought profit. But I was unsuccessful. The
JMA also held lecture programs for postgraduate training for our
members to enable them to further their academic studies, gave them
pointers to new directions, showed them the direction in which
pharmacology progressed and how to conduct tests, thereby helping
them improve the substance of their medical care services. Yet, these
practitioners responded to all of these measures only as a means of
augmenting their income. This is the reason why the JMA and the
avaricious members of the organization, even though both aimed at
the same objective, eventually reached different destinations.
Therefore, I resorted to the following measures as a means of
improving this situation.
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Dependency on ‘Goods’ Shifted to Technical Fees

Under such circumstances, I myself am not disturbed by the
criticisms leveled against us from the public. Yet, it is a fact that we do
have members who must search their souls. And I thought of guiding
them to the right path within the realm of science. The first thing I
did was to obtain payment for a second consultation by allocating
points to it under the health insurance system. Many of our member
doctors at that time thought it would be impossible to have this
established. But we were able to get it even though the fee was only
¥25 per consultation. That figure has since been raised to ¥350.

Likewise I successfully won payment for new technical fees in the
form of first consultation fee and medical management fee to be
collected at the time of the hospitalization of a patient. That we won
these fees for doctors indicated by common sense that in the future the
remuneration for doctors should be based on technology or skill. The
fees for many of the surgical operations have thus increased in some
cases tenfold.

Besides having the physician’s skill as an important basis for
determining remunerations, we were able to incorporate into the
health insurance system such a diagnostic technology as renal dialysis.

The cost of medical care has risen each year because of the
addition of these medical care services to the health insurance system.
This has prompted the government to consider means of restraining
the expenditure, including a system of registration, though it has not
been implemented.

On our part, we were annoyed with the fact that there were
many doctors earning a big income by behaving like commission
merchants. And we began our efforts to get rid of them. We tried
hard to reduce the profit for the doctors, that derived from the margin
of prices for medicines they dispensed to their patients. We succeeded
in shifting the income of doctors from medicines to technical fees.

The first policy toward medicines I thought of was to establish a
public pharmacy next to each post-office, where a prescription by a
doctor may be filled free of charge. The then Health and Welfare
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Minister Zenko Suzuki (who became prime minister in 1980) was all
in favor of that idea. But it was not translated into reality because of
the opposition by the association of pharmacists.

Meanwhile, I thought about group practice, which could be
conducted on the basis of a community medical association at a
“‘medical association hospital.”” The hospital will have a clinical
testing center to do all the tests for the practitioners in the
community. At this hospital, operations as well as tests are conducted
by a practitioner who uses the facilities. This was complete group
practice and the hospital was an open hospital. Such hospitals became
the community center for home medicine. This system did not spread
very rapidly, but more recently the number of these hospitals has
suddenly increased. This is because those among the doctors who
realized the need for self-defense, gained confidence in their ability to
secure their income essentially with technical fees by means of making
public their skill and finances.

The revision of the medical care remuneration table carried out
this year was designed for finding a new direction in compensation for
medical care services. It took us a quarter-centruy to reach this stage,
and I think it has been much too long but perhaps it has been
unavoidable. There was much difficulty attending the effort to make
the doctors themselves abandon their old habits and to make them
understand their new objective. It was also difficult to make the
insurers’ organizations and the government, who thought only in
terms of old habits and past results, think of the future of medicine and
understand the new sustem.

As I have described above, I have resorted to every possible means
to establish a new medical service compensation system, based
essentially on technical fees for the doctor. At the same time, I was
able to complete the medical association hospital, which is without
parallel in the world as a facility for group practice. I believe that this
is the most advanced form in the world of group medicine. There, full
postgraduate training is given, enabling the doctors, for instance, to
undergo training in surgical operations under topnotch experts in the
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field. It is also possible to map out a community medical care plan at
this hospital and collect medical information and also have the hospital
play the role of an emergency medical care center.

While I have made efforts in expanding the realm of our
professional freedom, I have not been able to overlook the most
regrettable conduct of those physicians who took advantage of this for
dishonorable purposes. Nonetheless, ultimately we were able to
establish the technical fee system, which represented the expansion of
remuneration for skills, and the legal recognition for medical
association hospitals as facilities for community use, which meant that
the government authorized the hospitals to serve as the basis for
community medicine in Japan. With such systemic improvements, it
is now possible to reduce medical care expenditure even in state
finances.

Lastly, concerning the increase in medical care costs due to the
aging of the population, I have advocated for the past 20 years the
management of life and nutrition for the aged. But society has not
taken heed. The communities which made efforts according to our
advice, however, were able to reduce the medical care costs for the
aged to one-tenth of the normal. With this tangible result, the
government suddenly realized the importance of medical care for the
aged. But it is without any countermeasure, for because of 20 years of
negligence medical care costs for the aged are rising sharply. I have
always said that medical care policy must be based on an insight 20 to
30 years into the future. My advocacy is to deal with the reality by
focusing on the future, not by extending the past. My way of thinking
has received recognition only recently. But again it took a quarter
century. At any rate, my JMA presidency of 24 years is now coming
to its conclusion in the conditions I have described.

The JMA and the WMA

I have maintained that the World Medical Association (WMA)
naturally should have an interest in the regional problems in the
medical care of the world but it should also endeavor to build the
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future by taking into account the future vision of world medical care
which would include both the advanced and developing countries.
This is the reason why I established a special committee on the
development and allocation of medical care resources within the
WMA and I became its chairman. I also served as chairman of the
WMA'’s socio-medical affairs committee.

With these two committees I emphasized that the former way of
thinking of economists about the relationship between economics and
medical care for the people was totally wrong. I also repeatedly said
that a large portion of medical care cost is investment and that it
cannot be considered a mere form of consumption. I spent six years
discussing this problem with economists and recently reached a
conclusion. The conclusion concerned the relationship between
medical care and economics with man in a life cycle, and I was pleased
to note that it received the understanding of economists.

I also proposed a health insurance system which does not have the
usual inclination of a health insurance scheme toward reducing the
scale of professional freedom. This I should like to call the Takemi
theory or the Takemi system. Earlier I had called it ‘‘bioinsurance”’
but I decided to rename it because this particular term seems to be
inappropriate.

Thus, the WMA was able to establish 2 new concept called
medicoeconomics, which perfectly combines medicine and economics
on the basis of the development and allocation of medical care
resources. It has been proven that the new health insurance system
based on that concept, the Takemi theory — one in which there is no
““insurer’’ as such — is possible in the computer era.

By way of summarizing the activities of the JMA, I am
appending to what I have said a number of newspaper advertisements,
consisting of my own articles, with which I attempted to appeal to the
people over recent years.
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Medical Care Administration —
Epitome of Chaos

A free society must not be a chaotic society. The charm of a free
society is to be found in the fact that it has an order, in which progress
for the future is inherent. The people of Japan have a choice between a
real free society and a chaotic free society.

Looking at the medical care problems in our country, we regret
to find that our society has lost the basis of a choice for the future.
Today’s chaos consists essentially of complaints and dissatisfaction.
But it is the responsibility of a professional organization and the
government to integrate the complaints and sources of dissatisfaction
to relate them to progress in the future.

Economically speaking, it is doubtful if the equalization of
economic burden is consonant with the basic principles of a free
society. In a so-called welfare society, which provides social security,
fairness in medical care may be achieved through the redistribution of
income by making the higher-income citizens pay more than the
lower-income citizens. This is the way to give substance to the moral
code that there should be no discrimination between the rich and the
poor with regard to the preciousness of life.

Because this is the starting point for a welfare state, it would
mean that medicine must always play a role in the preservation and
development of human life. People at the same time must enjoy the
equal right to enjoy its benefits. There should also be a guarantee of
health through generations — from parents to children and to their
children. Generational ties are an important concept in a welfare state.

Then, the average length of life becomes a matter of great
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importance. When the health insurance system was established in
Japan 50 years ago, the average length of life of the Japanese people
was 45. In those years, the disease pattern was different from today’s.
For instance, people were constantly exposed to the menace of acute
contagious diseases or chronic diseases like tuberculosis. Because the
standard of living was very low, furthermore, beriberi was prevalent,
and people’s resistance to disease in general was extremely low.

Medicine in such an age was a far cry from what we have today.
Medicine was able to play the role of defending society largely by
means of inoculations. Against tuberculosis in particular, there was
neither countermeasure nor drug to deal with it. The demographical
pattern was that of ‘‘many births and many deaths.”’

The above is a description of the socio-biological circumstances
under which the health insurance law was legislated. In those years,
the military and the bureaucracy set the policy objective of ‘‘fukoku
kyohei (attaining national wealth through military strength).”” This
is in sharp contrast to today’s requirements for health, which is
essential for building a peaceful society.
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After World War II, the average length of life of the Japanese
people rose sharply. The number of births decreased, and so did that of
deaths. Acute contagious diseases were stamped out and parasites
exterminated. Likewise, tuberculosis was eliminated. Primary killers
today are cancer and the adult diseases that characterize aged societies.

We in the medical profession consider changes in the
demographic structure as the primary element in medical care. The
percentage of the aged in the total population is constantly rising.
When this happens, the cost of medical care inevitably rises. Today,
the Government-managed health insurance plan is suffering from a
notable deficit because of this aging of the population. We cannot
discuss the deficit in the Government-managed health insurance plan
without accepting this fact.

The deficit in the Government-managed health insurance plan is
due to “‘structural defects’’ in the health insurance law itself. Major
companies and enterprises have their own employees’ health insurance
associations, and there is no mechanism for income redistribution
between these rich health insurance associations and the Government-
managed health insurance plan that covers low-income people. The
same is true between the health insurance associations and the national
health insurance plan, which suffers from an even larger deficit than
the Government-managed health insurance plan. In other words, in
‘our health insurance system, the rich and the poor insure themselves
separately — a system which appears to be a residue of a feudal society,
being maintained by law.

The health insurance associations of major enterprises which
benefited from the fast economic growth of the nation have constantly
became larger. Even the people covered by the Government-managed
health insurance plan withdrew from it to form their own
associations. Those who are left behind are people in the lower income
brackets. These people naturally have lower standards of living; their
disease rate is high and their recovery pace, when they do fall ill, is
slow.

Thus, we find that there is no rational redistribution of income
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among the citizens of all economic strata, and the unfair disparity
in medical care they receive is perpetuated by law.

Yet, we in the medical profession are often blamed for this state
of affairs. But the physicians under this system are subject to strict
restraints concerning medical care. There is no freedom in the health
insurance system. Nor does the progress achieved by science in a free
society find its way into it.

We thought it would be a fatal mistake for Japan to institute the
universal health insurance system without first rectifying these built-in
self-contradictions. This is the reason why we negotiated with the
Minister of Health and Welfare in 1961 to have him agree to the
following four principles:

1. A radical revision of the medical care insurance system.

2. Improvement of medical research and education for
augmenting the people’s welfare.

3. Freedom to be secured on the basis of human relationships
between the physician and his patient.

4. Establishment of a medical care compensation system in a free
economic society. : ,

But no concrete steps have been taken toward these objectives
since then. And the problems stemming from the aging of the
population and the self-contradictions created by the anachronistic
mechanism described above remain unresolved. This is the reason why
all members of the JMA withdrew from the health insurance system
for a period of one month during the Sato Cabinet days. But we did
not walk out on the national health insurance plan at that time because
we were well aware that medical care for the people covered by this
health insurance plan could not be neglected.

Today, a cup of coffee in a coffee shop costs at least ¥250 and a
beefsteak is priced at several thousand yen. This is possible in this free
economy society. There are no such exhorbitant figures, however, in
the income of the physicians in the ‘‘controlled economy society.”’

Every single medical fee is fixed by the Minister of Health and
Welfare and there could be no deviation. Furthermore, the fees are
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exactly the same for a professor and for his former pupil who received
his medical license only yesterday. We must ask again whether this
state of affairs should be tolerated in a free society.

We have maintained that we ought to have a system whereby an
individual, no matter how poor he may be, should be able to receive
medical attention from a first-rate physician. A patient, we believe,
must be given freedom in choosing doctors. In today’s Japan, there is
no occupation other than that of health insurance doctors, in which
wages are completely controlled. When the minister of a certain
ministry in a so-called free society maintains a watertight control over
the medical care revenue of all the physicians of the country in a
manner similar to wartime control, it is seriously doubtful if this could
be truly described as medical care in a free society.

The rights of a health insurance doctor are not all guaranteed by
law. The health insurance doctor, furthermore, is like a slave com-
pared with the worker whose rights are protected by law.

It has been loudly criticized that the tax exemption for health
insurance fees for doctors is unfair. We wish to point out, however,
that the tax consideration is the only means that maintains the unjustly
small fees for doctors for medical examinations and operations. In
every other respect, the physician is being sacrificed for the sake of the
health insurance system. It is only in Japan that a social security system
is sustained by the goodwill and sacrifice on the part of the individual
physicians. There is no such social security system anywhere else in the
world.

An office worker after work is completely free. He is not subject
to being called back to work. But a physician is compelled to work 24
hours by the health insurance system. No matter how busy or tired he
may be, he is not allowed to refuse to see his patient. There is no other
social security system in the world which compels such self-sacrifice
on the part of physicians. This is possible in Japan because the way of
thinking that prevailed in wartime when the nation was under
military control has been perpetuated by law. ’

From 40 to 45 percent of the total income of a physician is costs



30 SOCIALIZED MEDICINE IN JAPAN

of medicines, which are deducted from his gross income. An additional
35 to 40 percent covers the utility costs such as electricity, fuels and
water besides rent and personnel expenses. Thus, the 28 percent of the
gross income from health insurance medical services being taxable is
not low but, in fact, high.

Public hospitals and the hospitals run by health insurance
associations are completely tax-free. When the same medical care is
provided for the same fees, there is this much discrimination between
public and private medical facilities. There is no other example of such
a terrible discrimination we can think of. Private medical care facilities
pay tax from their income. Social security medical care is provided
today with fees that are unjust as far as the physician is concerned by
taxing him for 28 percent of his income as a ‘‘favor”’ given him in the
past. If the politicians want to demonstrate the ‘‘public nature of the
medical profession’’ in concrete terms, what do they, we wish to ask,
expect of the physician and what do they intend to guarantee for him.

If the Government wants to abolish this tax exemption in order-
to be “‘fair’’ to all, then it would mean that the physician would be
under no obligation to take on patients he does not wish to examine.
He would claim the same freedom as retailers and ordinary wage-
earners. He would be free to refuse to make emergency house calls
unless he finds the fees agreeable. And he may refuse to perform
at practically no fee such public functions as those of school doctors
and conducting inoculations and public health services for the com-
munity.

The Japan Medical Association (JMA), however, attaches great
importance to the ‘‘public nature of the medical profession.”’ It is the
JMA’s conclusion that if the medical profession were to lose this
public nature, it would mean the greatest misfortune for the people.

The Liberal-Democratic Party (LDP) says that abolition of the
28-percent tax exemption rate for the physician would prove to the
people that its tax policy is fair. But we wish to ask: With what proof
would the LDP be able to persuade the doctors? Revising a law may
be within the power of the Diet. But revising a law by ignoring social
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facts, we must say, would mean a revival of the military-bureaucracy
era of our recent history.
(The Japan Times, November 23, 1977)
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Medical Administration Fails to
Keep Up with Medicine

Medical care administration, needless to say, is conducted on the basis
of laws concerning medical care. The most important characteristic of
these laws is that they deal with all the problems concerning our life
from the time we are born to the time we die.

If, then, these laws of basic importance to our own existence
were out of tune with the times, what would happen? And they are
out of tune with the times.

What will happen, then? Medical administration will obviously
become chaotic. The true cause of the chaos found in our medical
administration is the contradiction between the outdated laws and the
medical science that constantly moves forward.

Human society is made up of human beings, and it moves,
changes, progresses and develops in various ways. Above all, the
progress of science is something that notably alters the mode of human
existence.

What we must be wary of is the fact that a great change occurs
from day to day in places where we fail to observe it with our own
eyes. Small changes that occur every day eventually cause a big turn,
and destroy what was once considered as common-sense knowledge.

Take, for instance, the average length of human life. It used to be
said to be about 50 years. But during the past three decades, it has been
extended by as much as 25 years. This means that the accepted
knowledge of 2,000 years has been destroyed.

The fact that plague disappeared from the face of the earth has
destroyed a common-sense notion that had prevailed from ancient to
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recent times. Other similar examples are typhoid and dysentery which
have also disappeared since the end of World War II. Thanks to
antibiotics, the diseases which in the past killed practically all patients
over 60 years of age, are no longer fatal to 95 percent of them. These
are examples of medicine repudiating common-sense notions.

The world of science makes constant progress and the repudiation
of common-sense knowledge is a characteristic of the world of medical
care. In the past, we used to describe something that went against
common sense as nonsense. But today, the fact that a nonsensical
notion becomes common sense signifies the progress of society. To
reiterate, the source of the chaos we find in today’s medical administ-
ration is the fact that those responsible for it refuse to recognize the
reality of the world, in which common-sense notions are constantly
repudiated. They think that the world is fixed and changeless. It
should also be mentioned in this connection that very few persons
have pointed out this fact.

A law is a principle that regulates society. When a law is made,
systems are brought into existence. But the problem is that the laws
concerning medical care do not incorporate the fact mentioned above,
that medical science constantly makes progress and continuously:
repudiates common-sense knowledge.

A good example is the health insurance system we have. The law
for this system was established 50 years ago when the average life span
of Japanese was only 45. This means that the law does not take into
account human life beyond that age.

In today’s population structure, in which one out of every seven
persons is over 65 years old, considerably more than one-seventh of the
population is left outside the realm of the health insurance system. In
other words, a large number of citizens do not receive coverage under
the Health Insurance Law and their number will continue to grow. A
law like this, which does not agree with reality, has been preserved
since World War II and up to the present time. This inevitably has
created a chaotic condition in the system that ought not to exist.

One illustration is the fact that there are several insurance plans.
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As you all know, persons working in various occupational sectors
are covered by such various health insurance plans as the association
health insurance plan, government-managed health insurance plan and
the National Health Insurance Plan. What’s more, persons who are
employed by major enterprises are covered by their own association
health insurance plan while they can work and are healthy. After
compulsory retirement, however, they must join the National Health
Insurance Plan, which is a deficit-ridden scheme and gives much less
benefit. In other words, the premium one pays while young and
healthy does not help him at all in his old age when he needs more
medical care.

The law that ignores changes in social conditions as illustrated by
this example is the very source of confusion and self-contradiction
found in the medical care administration.

In 1961, we questioned the government regarding this point
when it was planning to introduce a system of universal health
insurance. We negotiated with the government on the basis of four
basic principles, including one for i 1ncorporat1ng the progress achieved
by medicine into the system.

Since then, much progress has been gained by the implementation
of this principle. But the first of these principles, namely, a radical
reform of the health insurance system, has yet to be carried out.

It is difficult to alter a system established by a statute once it has
become fixed because the various organizations involved with vested
interests tend to keep the system intact. Even when a system becomes
fixed and static, however, life expectancy continues to become
extended. The ultimate problem is the fact that the basic mechanism
of the medical care system did not take into account the possibility of
the extension of human life expectancy.

In other words, a law is bound to come to an impasse if its
makers fail to realize that any system becomes superannuated due to
the passage of time and because human life expectancy does become
extended. These are two problems inherent in a law concerning health
insurance.
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In today’s Japan, six younger persons support one aged person.
At the beginning of the 21st Century, however, four younger persons
will have to support one aged person. That is how much the older
sector of the population will expand.

Under the social security system guaranteed by the Constitution,
the younger persons must provide for the security in life of the older
persons. But as long as the old-fashioned health insurance system is the
basis of the present system, this will be impossible. As long as the
system remains unchanged, healthful life cannot be guaranteed for the
aged. Furthermore, a longer life would mean increased anxiety. The
national pension system, too, will soon collapse. The pension plans in
the various occupational sectors are threatened by bankruptcy as in the
case of the Japanese National Railways.

Extended life expectancy, which ought to be a cause for
felicitation, adds to human anxiety, which is indeed a new
phenomenon. This has come about because those responsible for
medical care administration have merely glossed over problems as they
have arisen by patching up the law each time without examining the
fundamentals of the system itself.

And what has this patching up created? It has meant grafting one
branch after another on a 50-year-old tree trunk. It was as though
branches of apricot, persimmon and peach were grafted on a single
stock. Such grafting does not occur in nature. But this is what is
happening in the realm of law at the hands of the people who
apparently feel no qualms about it. The existence of many different
health insurance plans, emergency medical care and pollution medical
care, are the cuttings thus grafted. And this disorderly grafting is -
the cause of the big confusion we have today.

One false step made in the human survival order tends to multiply
itself steadily. For correcting such mistakes, it is necessary to put the
old tree trunk in order.

The existence of many different health insurance plans is wrong.

A man should be covered by a single health insurance plan
throughout his life — into old age.
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It is unfair that premiums and benefits should differ among
individuals depending on which health insurance plan they join.

In 1971, the Japan Medical Association exchanged a note of
agreement with the government, incorporating 12 points that
included the following four:

Promotion of a sense of solidarity among the people.

Health insurance by a single plan throughout one’s life.

Separation of labor relations, management and social insurance.

Fairness concerning burden and benefits.

The Japan Medical Association once again demands that the
government carry out the 12 points of agreement including the above
four because we believe this is the most fundamental approach to the
normalization of the medical care administration we have.

(The Japan Times, February 9, 1978)



37

State of Emergency Declared for
People’s Medical Care

People’s medical care must constantly receive the benefit of academic
efforts that are not visible to the general public. And there must be
efforts made, with the understanding of the people themselves, to
relate the knowledge gained by specialists to people’s health.

Medical science is required to make constant progress, and
likewise the resources for people”s medical care are required to expand
constantly. This is because the development of medical care resources
has 2 major impact on the prevention and treatment of new diseases.

There are, for instance, as many as 3 million persons in Japan
today who are suffering from hepatitis because they were infected by
the HB antigen germ. This is the most dreaded contagious disease in
Japan today. But it has become possible medically to eradicate it. In
order to save the lives of the patients and prevent infection in the -
future, however, we need the progress attained in the arduous research
conducted by specialists and its encouragement by people.

Medical care is socially the most essential thing. But what kind of
targets ought to be incorporated into the medical care system is a
highly technical question. Medical education, the medical practice
system, the postgraduate training system, and so forth, must all be
taken into overall consideration. And it is the wish of the Japan
Medical Association that people’s medical care must not fail as a
system.

It is recognized throughout the world that the postgraduate
training system of the United States is achieving excellent results in
clinical training. After the end of World War II, the U.S. wanted to
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introduce this system to Japan, and the Diet and the Ministry of
Health and Welfare promptly institutionalized it in this country. We
must realize, however, that this merely means that a legal procedure
was established, but it was not socially perfected. The status of the
intern in Japan turned out to be that of neither student nor doctor.
This ambiguous status that confused medical students became a serious
problem. -

In the U.S., a leader called instructor always works with two or
three interns to give them clinical training, sharing their work from
morning to evening. Through this process, the instructor teaches his
pupils everything — from medical ethics, how to deal with patients,
technical tests, how to summarize the results of.tests, and how to
determine treatment policy. This internship system, however, was
introduced to Japan without the instructors. This was a big mistake.
Both the Diet and the Government were admirably eager to adopt this
good American system. But it eventually proved to be the source of
the medical school dispute of recent years, and the students felt
uncertain about medical education and developed a strong sense of
distrust in clinical training. This is because there were no counterparts
of U.S. instructors in the Japanese medical care facilities and hospitals.

It is also true that the U.S. internship system with instructors had
many elements that confused the people who had undergone the old
Japanese medical education. To begin with, the people concerned did
not realize the fact that the medical educational system in Japan was
basically different from that of the U.S. And this attempt at
introducing the internship system led to the campus dispute, which
was a serious development.

Among the persons who designed this internship system, not one
is believed to have foreseen the possibility of the system triggering the
worst state of affairs in the Japanese educational and social situations.
In the light of the present situation of Japan, we of the Japan Medical
Association are seriously concerned that if another mistake of this kind
were to be made in Japan, it would lead to an irremediably disastrous
situation.
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There are many conditions that comple us to view the present
situation as indeed a state of emergency.

The social insurance and social security systems have been
enforced in Japan. But there can be no special medical care system that
may be labeled ‘‘social insurance medical care’’ or ‘‘social security
medical care.”” We can use the term ‘‘social security medical care”’
only when we take into account all the medical care systems
imaginable within the context of the social security system. These
should include environmental sanitation, community medical care,
community comprehensive medical care, health education, etc. When
any one of these is tampered with, it will affect others without anyone
realizing it.

For instance, a citizen who pays insurance premiums has the
feeling of security and confidence that he can receive a doctor’s service
whenever he falls ill. Yet, if the system were such that it does not
provide a medical service that satisfies both the doctor and the patient,
then there is the danger that it might foster mutual distrust and
subsequently generate a distrust of the system itself and even social
confusion.

The medical care provided under the social insurance system of
today, furthermore, is, like the bureaucracy of Japan, vertically
divided. Thus, it does not belong in the category of social security.
Under this system, the more than 100 million citizens of Japan do not
protect their own health together. People belonging to large
enterprises and large labor unions insure themselves among
themselves, while people in the lowest income brackets covered by the
National Health Insurance Plan insure themselves separately. Such a
division of the people into separate health insurance groups was
unavoidably resorted to when the social insurance system was
instituted in Japan. But it is obvious to anyone that this is not in ac-
cord with the philosophy of social insurance as such.

In today’s society, however, welfare is required as a form of social
security. It is natural, therefore, that popular discontent with medical
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care should arise. Discontent and dissatisfaction are felt by both
physicians and patients.

The basic requirement of the system is to resolve such discontent
and dissatisfaction. In short, the problems cannot be solved unless
thought is given to the fact that the concept of social security has
replaced those of the old health insurance and mutual aid systems.
Popular distrust of today’s medical care has its origin in this
background.

It is human nature that everyone should want to live as long as
possible. But the wish to live long is based on the premise that one can
live long happily, which means that there must be a well-developed
social welfare system. The popular concept of an old person in Japan
was an individual with a bent back and a walking stick. Today,
however, we see few such old people. We must first of all understand
that an old person of today is different from that of the past in terms of
the shape and functions of the body.

The same may be said of children. Children of former times were
often afflicted with a fatal disease called dysentery. But this is said to
have nearly disappeared after World War II. In its place, however,
diseases caused by viruses have come to occupy a dominant position in
the area of infectious diseases. This has made it necessary for us to
think of a new defense system that unifies both social defense and
individual defense against these new diseases. Yet, regrettably, there is
absolutely no sign of such a future-oriented defense system in the
medical care system of Japan. This is another cause of anxiety among
_ specialists on today’s medical care.

The way a child develops and the way his cerebrum develops are
quite different from prewar years. This might make it necessary to
revise the system of education. Yet, there has been no such
consideration given in the field of medical care.

In short, one of the characteristics of our time is that social
changes and progress express themselves as discontent and
dissatisfaction because the system we have is outdated. Yukichi
Fukuzawa said, ‘‘Arguments in favor of fairness are heard first among
the malcontent.”’
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We should be able to expect the government to dissolve the
discontent and dissatisfaction of today as we face the future. Yet, the
government we have now is concerned merely with immediate
problems. The future, therefore, is dark. Today, we have more than
70 medical schools in the country. And yet a clash between the old
system and new desires, revulsion against the customs that had arisen
in the old system and discontent with future welfare have resulted in
anxiety about and dissatisfaction with medical care that have risen
despite the increase in the number of medical schools. We earnestly
desire the establishment of a system, in which the graduates of medical
schools can serve society with high hopes and their unreserved service
in the interest of the welfare of the people can be socially and
technologically guaranteed.

Japan is achieving notable development as a free enterprise nation.
On the other hand, however, because she has a social security system,
it has become necessary to establish a new concept of ‘‘publicness,”’
which will distinguish Japan from the free enterprise countries of the
past. But the adjustment of problems between the rights and duties,
particularly of the individual, and public requirements is a very
difficult task. To dispose of this problem masterfully is a duty of
politicians.

A physician, who is a specialist, must have professional freedom
along with his professional duty. When there is an outbreak of
cholera, the medical association of the community concerned devotes
its entire effort to coping with it. If its members should demand a
special hazard allowance or, when the request is not heeded, should
refuse to engage in combatting the epidemic, it would mean that they
were negating their own professional duty. But the Government of
this country gives no guarantee to these doctors concerning their duty
to engage in dangerous work. If a doctor should contract the disease
and subsequently lose his own life, he is disposed of as having been
“‘unlucky.”” Under a social security system, however, such sacrificial
service should not be expected of a doctor.

As for emergency medical care at night, community doctors
accept it as their duty when it could not be avoided. This is the reason



42 SOCIALIZED MEDICINE IN JAPAN

why medical associations are now building emergency medical care
centers in their respective communities. Yet the reward for their
services is very little. A doctor was killed when he was hit by a truck
while making a house call late at night. Another was fatally stabbed
by a neurotic patient. Only doctors in Japan are expected to accept
sacrifices. But professional duty cannot be one-way traffic.

The economics of ‘‘publicness’’ is a modern science that
recognizes full economic guarantee for public services. But this aspect
of the economics has not been incorporated into our system. The so-
called ‘‘unfair’’ tax exemption rate for doctors is a small part of this
guarantee, but in today’s society guarantees for the doctors should be
far larger. Yet, if the abolition of this small guarantee is to attain
““fairness,”’ then it is the politicians’ responsibility to make clear the
guarantee to be provided for the duties of physicians in a social security
state. The prevalence of irresponsible arguments makes no
contribution toward the solution of the problem.

When all these things have been taken into account, we find that
the qualitative improvement of public opinion and a better medical
care system are urgently needed. The Japan Medical Association
hereby declares a state of emergency for medical care and expresses its
earnest desire to forge ahead, along with scientists and the people,
toward a new welfare society of the future.

(The Japan Times, March 11, 1978)
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A New Health Insurance Plan
for a Democratic Society

The Ministry of Health and Welfare recently proposed a plan to
radically revise the medical insurance system, which is now being
studied by the Liberal-Democratic Party. Such a reform, however,
ought to have been made before 1961 when the system of health
insurance for the entire nation was instituted.

The Health Insurance Law we have today was enacted in the
prewar, feudalistic society. This means that it allows no room for the
independence and authority of the people in a democratic society. In
the social atmosphere of those years, an employee and his family were
taken care of by his employer. The system was called ‘‘employees’
insurance,”” which smelled of feudalism. The working masses who
became insured under this system thought there was nothing unusual
about it.

The employer-employee relationship ought to be confined to
one’s working place. And the labor-management relationship should
be an equal one. Yet, in this feudalistic society, the whole family of an
employee had an employee status all their life. This is unthinkable
today.

There are many possibilities for a new health insurance system.
The most essential point, however, is that it must be based on the
principle of separation of the place of work from the community.
Once a worker leaves his place of work, he is a member of his
community. When we view the employer-employee relationship with
this in mind, we find that it is wrong to make the family of an
employee subordinate to his employer.
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Under a health insurance system, therefore, it is necessary for
employees as independent individuals to join in the promotion of
community health with their families. It is desirable that the present
system, in which the employer pays a part of the health insurance
premium for his employees, be abolished, and this expenditure of the
employer should be added to the employees’ wages. The employees
then should join community health insurance plans. This would
produce a single unified health insurance plan for the 100 million
citizens of the country.

On the other hand, characteristics of the working place should be
taken fully into account. The health environment of the working place
should be protected entirely at the cost of the employer, and the
maintenance of a healthful environment during working hours must
be fully guaranteed.

Association health insurance came into being under the primitive
capitalist system centered on enterprise, which prevailed in Germany
in bygone days. It stemmed from the employer’s desire to keep his
employees healthy with minimum medical care because the employer
wanted his employees to work.

A democratic society, however, requires medical care of a high
level, that recognizes the dignity of human life.

Today’s health insurance administration is association-centered
and an increasing number of health insurance associations are being
created in the social strata that have grown with major enterprises and
large labor unions at their apex. On the other hand, the Government-
managed health insurance plan that covers the employees of small
enterprises continues to be financially handicapped. Farmers and
employees of small businesses that have fewer than five employees each
are covered by the National Health Insurance Plan, in which the entire
premium is paid by the insured, unlike the case of the association
insurance plan where the employers share the burden of the premium
with the employees. Under this system, the smaller one’s income is,
the higher the rate of the premium he must pay. This is the reason
why it is called ‘‘upside down health insurance.”’
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How can these problems be solved? Let us list the principal steps:
Feudalistic elements must be removed to provide health insurance
for a democratic society.

The association health insurance system that has nothing to do

with society as a whole should be converted into a social security

system, which it should have been to begin with.

® Because health insurance associations are formed by enterprises,
there is no mechanism for income redistribution, which makes
for an unfair share of costs.

® Benefits provided by health insurance vary among the
associations, tending to create unfairness.

Differences in benefits among local governments under the

National Health Insurance Plan should be eliminated.

e If all citizens joined the National Health Insurance Plan in their
own communities, its finances would improve.

e It is entirely possible to supervise and check the administration
of health insurance plans on a community basis.

Unfairness in taxation should be removed.

® The profits earned by ‘‘mutual aid companies’’ that are in
reality health insurance associations are untaxed.

® The health insurance associations are authorized to acquire
properties freely.

® The health facilities at resorts owned by these associations are
nontaxable. '

The problem of ‘additional benefits’” should be corrected.

e The administrators of health insurance associations decide
what additional benefits to give their members while the wishes
of the members are completely ignored.

An employee should not be expelled from the association when he

retires from the company.

® Because of the lack of an income redistribution mechanism, a
health insurance association ought to refund the excess
premium (from ¥5 million to ¥7 million per person on the
average) to a member when he leaves the association.
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In short, the health insurance associations and mutual aid
associations that have these defects should be quickly abolished to keep
pace with the progress of the times. The enormous amount of assets
these organizations possess should be incorporated into the new health
insurance system to be created. Only by that, a fair and equitable
health insurance system, in which all the citizens consistently insure
themselves throughout their lives, can come into being.

The present health insurance system was created about half a
century ago when the average length of life was 45 years, that is as
much as 30 years shorter than today’s 75. This would inevitably mean
that those above the age of 45 are outside the pale of consideration of
this system. The average life span of our people is expected to become
80 before long. This fact alone makes it clear that the present system is
inappropriate for the aging structure of the population today.

Of essential importance in reforming the health insurance system
is that it anticipates this aging in the future. It is no good saying that
we cannot help people getting sick in old age and that they should be
taken care of by health insurance. Such an attitude does not help the
individuals, and it will eventually destroy the health insurance system
itself. It is necessary to create, therefore, a separate ‘‘medical care
insurance system for the aged,’’ designed to attain the ideal of people
‘‘aging healthily.”’

Yet, the plan the Ministry of Health and Welfare has for the
health care of the aged is a system that callously abandons the elderly.

Under the present system, an employee of a major enterprise
severs his relationship with the health insurance association when he
retires. After retirement, he must join the National Health Insurance
Plan, which gives relatively poorer benefits while he is more disease-
prone than before. In this way, the National Health Insurance Plan
acquires an increasing number of elderly subscribers for whom
conditions continue to deteriorate.

Under a new system, we must give priority to this National
Health Insurance Plan. We must reject any plan, like the association
health insurance plan or the mutual aid insurance system, that permits
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the expansion of health insurance associations formed on the basis of

the working place. The health insurance plans based on the place of

employment at present offer work absence benefits for as long as 18

months whereas the National Health Insurance Plan gives no such

benefits to those who must absent themselves from work.

To correct this inequity, it is necessary to provide a separate
allowance covering absence from work.

We have stated ideas and basic understandings necessary in
thinking about a new system. On the basis of these premises, we
propose the following tentative plan and desire the prompt
announcement and implementation of a reform proposal along these
lines:

A health insurance system in a democratic society should be based
on the principle of separating labor management from social insurance
and be responsive to the aging of the population.

I. A community health insurance plan on the basis of city, town and
village should be established (to give the benefit of regional health
care to all citizens).

Such a system should meet the following conditions:

(1) The benefits provided by the National Health Insurance Plan

at present should be unified.

(2) Income redistribution on a nationwide basis should be
effected.

(3) The checking mechanism should be transferred from the
prefecture to the community level.

(4) The financial conditions of the National Health Insurance Plan
ought to be improved by the inclusion in it of the employee
and his family.

(5) The National Health Insurance Plan should be qualitatively
improved on the basis of community medical care.

I1.. Establishment of a working place health insurance plan.

(1) The employer is to be held responsible for the preservation of
the working environment. This is part of labor management.

(2) Health should be guaranteed for people working in a poor
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‘environment.

(3) Working place health insurance should be maintained entirely
at the expense of the employer.

ITI. Establishment of a health insurance plan for the aged.

(1) A system should be established for building up the health of
the aged.

(2) Characteristics of medical care benefits for the aged should be
identified.

(3) The plan should be coordinated with an integrated health
program within each community.

(4) The system of giving benefits for absence from work, which
at present are given for as long as 18 months, should be
abolished because it makes for a big disparity between
members of association health insurance plans and those
covered by the National Health Insurance Plan. A separate
insurance plan should be established to replace this system.

(The Japan Times, April 6, 1978)
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| Let Us Consider
Today’s Inequality in Health

It used to be said that man’s life span is 50 years. It took mankind
2,000 years to reach this level of longevity. Today, the average length
of life for men in Japan is 72 and that for women 77, which makes
Japan one of the longest living nations in the world.

This phenomenon, which may be called a ‘‘longevity
revolution,’’ has occurred for the first time in the history of mankind.
Factors for this extension of life span are a decrease in infant mortality,
the elimination of tuberculosis, a drastic reduction in the incidence of
acute contagious diseases, improvement in the standard of living, and
development achieved in health education — all accounting for
changes in human life.

Japan has traditionally been a nation in which the aged are
accorded much attention and reverence. In former times, old folks,
taken good care of and respected in extended families, were able to live
in security. And because the aged were relatively few, statistically
speaking, the burden of supporting one aged person fell on about 15
younger persons. In this age of nuclear families, however, aged
persons must live apart from their children and grandchildren. This
situation has created a generation gap between the old and the young.

It is inevitable, therefore, that a new medical care system for the
nation must be developed to respond to such changes in society. Yet,
the health insurance system we have today is merely an extension of
what existed before World War II.

The health insurance system was conceived by Bismarck, the
great chancellor of Germany, toward the end of the 19th century.
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The economics of that time, unlike the welfare economics of today,
was aimed at helping people only in their pursuit of profit. The idea of
democracy had not yet developed in Europe, either, nor were the
concepts of basic human rights or the right to enjoy health known at
that time.

The health insurance system, despite its name, therefore, was
merely designed as a means of securing a labor force for the capitalists
who did not want their employees to absent themselves from work for
a long time on account of illness. Under this kind of health insurance
system, called the association system, the employer and the employee
share the premium on a fifty-fifty basis to secure a minimum medical
service for the employee. When the employee’s health standard rises,
both the employer and the employee make profits. This system
certainly is alien to the idea that life is more important than anything
else.

Bismarck was a great statesman. But Rudolf Virchow, his
political adversary and father of modern pathology, staunchly opposed
this health insurance system from the humanitarian position of a
physician. His criticism that the health insurance system served as a
means of accumulating money is valid even today.

The health insurance system of Japan is an adaptation of this
German formula, whose basic premise is to provide the insured with
minimum medical care.

When in 1961 the Government attempted to introduce the
system of insuring every citizen, the Japan Medical Association
contested this policy by appealing for improvement of the quality of
medical care to be provided under this ‘‘total insurance’’ system with
a threat of withdrawing from the system itself.

As a result, we were able to conclude an agreement with the
Government, according to which whatever is good for the patient in
terms of medical service ought to be provided under the health
insurance system. It was also confirmed at that time that there ought
to be no discrimination among the citizens with regard to medical
care. This event marked the start of the modernization of health



LET US CONSIDER TODAY'S INEQUALITY IN HEALTH 51

insurance. Very few people, however, understood its significance at
that time.

With the economic growth Japan enjoyed in the subsequent
years, the association health insurance system has enjoyed a
tremendous financial surplus by collecting premiums from the
younger employees working in major enterprises that have excellent
health management systems. Even today when we have recession, the
health insurance associations are earning a profit of ¥600 billion a year.

Under this system, however, an employee loses his status as an
insured when he reaches retirement age at 55. The premiums he paid
while he was younger for a rainy day are seized by the insurance
association he once belonged to; they are not refunded.

The fact that a system with such a serious defect is still in force
today is irrefutable proof of the underdevelopedness of government in
Japan.

The National Health Insurance Plan that primarily covers the
rural population, on the other hand, saw a much lower rate of increase
in the income of the insured even during the high-rate economic
growth era. Therefore, it could not possibly keep up with the
association insurance plan in terms of benefits. With a large number of
aged persons who have retired from work as well as the aged in the
farming families to cover, this plan itself is like an assembly hall for the
aged.

During these years, the local self-governments, controlled by
their leftist mayors and governors, instituted systems of giving free
medical care to the aged and won popular applause. Consequently, the
Liberal-Democratic Party which controls the central government, too,
was compelled to follow suit.

Despite the efforts made by the local governments and no matter
how much premium the insured might pay, the National Health
Insurance Plan could not keep its finances in the black. All this is due
to changes in the pattern of life and in the structure of the population,
which are basic problems for society as a whole. Yet, these problems
were not taken up by the Diet because it was preoccupied with
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immediate demands from the people while it neglected the most vital
issue. :

The Government-managed health insurance plan, which
primarily covers small business employees, is also suffering from
deficits. But such deficits can be readily dissolved if the surpluses from
the health insurance associations are turned over to it. The health
insurance associations of major enterprises own more than 3,000
health and recreation facilities throughout the country. These
associations are completely exempt from taxation, no matter what
facilities they may build or acquire. We cannot blame the farmers and
employees of small businesses who see this and become disgruntled.

We of the Japan Medical Association wish to make an appeal
about these defects in the present system on behalf of these dissatisfied
citizens.

Every individual must have something that makes his life worth
living. What, then, is this in the case of young people? We presume
that it is to find a meaning in life and to give a concrete expression to
one’s true self in the way one lives. For such a purpose, the first
requirement must be that one continues to enjoy good health.

We are surprisingly indifferent to our health when we are young.
Even young persons, however, inevitably age as time moves on.
The problems the aged of today face are not something that belong to
a world other than their own. They, too, will inevitably come to face
such problems. In other words, if the younger people make the aged
happy today, they will secure their own happiness in their own old
age.

From such a standpoint, the Japan Medical Association has
promoted the concept of life science and has been conducting research
on the premise that it is possible to create ‘‘old but healthy people.”
Life science is a new science of survival, concerned with the desire of
mankind to live in a new survival order.

Viewed from the standpoint of this science, health is something
that ought to be built on a life-long basis. For that, a consistent health
insurance program is necessary for every individual throughout his
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life. For health in one’s youthful years is closely linked to that of the
later years, which in turn produces the health of the next generation.

It is fundamentally wrong to differentiate the young from the old
with regard to welfare. A welfare program at the expense of some
people can never be regarded as a welfare program in our new society.
Welfare means providing better conditions for survival and creating
health for every individual on that basis.

The equality and public nature that ought to be found in social
insurance cannot possibly derive from the present system, in which
separate insurance plans exist. The basis for the public nature of such a
system is to be found in the 100 million citizens of Japan insuring
themselves. A health insurance plan under which some people insure
only themselves is not social insurance. Furthermore, it is alien to the
concept of health welfare.

Health insurance is a system that operates in a bureaucracy. Once
it is institutionalized by law, the law does not change even though
society changes from feudalism to democracy. This is the cause of
numerous faults in the system and of dissatisfaction concerning
medical care. We are painfully aware what horrors a superannuated
system can produce. We can no longer tolerate in our parliamentary
system the health insurance associations that, while enjoying complete
tax exemption, callously abandon those who retire while they
themselves gain enormous profits from the health industry.

The associations say they are considering medical care for the
retirees. But the retirees live in a different society from that in which
the health insurance associations operate. The medical care for the
retirees the associations talk about, therefore, is a self-contradiction in
terms.

It is indeed lamentable that the health insurance law is to be
revised under such circumstances.

We are hoping that the health insurance system will incorporate
the concept of the people’s right to enjoy health on the basis of
fundamental human rights and respond to the requirements of the
people living in the present age. Only after this is done can we bring
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an end to the health insurance system which had its genesis in the

feudal society of Germany.
As a principal member of the World Medical Association, the

Japan Medical Association is trying to create a new system to replace
the old social insurance system.
We advise you to keep your eyes on the Japan Medical As-

sociation.
(The Japan Times, May 5, 1978)
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Silent, Unorganized
Masses Deserve Welfare

Because the outmoded Health Insurance Law, with its origin in the
feudal period of Germany, is still in force in Japan, the Government
has been compelled to amend it somehow every year. But this time,
the Government said it would carry out a radical reform. So, the
physicians and people alike anticipated a health insurance law that
would be appropriate for a democratic society. At the outset, the
Government indicated an epoch-making plan based on a very realistic
view, namely, that the entire health insurance system would be
reorganized as three separate plans — one each for the place of work,
the community and the aged.

At the time when the present health insurance system was
inaugurated, the average life span of the Japanese people was 35 years;
but today it is 75 years. It is natural, therefore, that a separate health
insurance plan should be established for the aged. The designation,
““employee’s health insurance system,’’ is highly feudalistic, and
cannot be said to be a designation that gives full recognition to the
human rights of the worker. If it had been named as place-of-work
health insurance, this problem of inappropriate appellation would have
been solved.

But the Government avoided this, and it is necessary to give full
thought to why it did so. We believe that this was because the
Government wanted to preserve intact in our democratic society the
authority of the insurer, which was established in the feudal period,
namely, the status of the ruler in the health insurance system. That is
the reason why it had to use the term ‘‘employee’s insurance.’’
Furthermore, the Government withdrew the original label of ‘‘radical
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reform.”’ This may be said to have seriously betrayed the expectations
of the people as well as us who are in charge of giving them medical
services.

The Health Insurance Law provides for ‘‘medical care benefits.”’
What is meant by ‘‘medical care benefits’’ in this context is over-
all medical activities, including diagnosis, treatment, medication and
patient transfer.

The Government reform plan, however, separates ‘‘goods’’ from
““technology,”” making the patient responsible for paying for all
medicines, oral or injected, on his own. If this were to be the case, we
could not use the phrase ‘‘medical care benefits’’ in the health
insurance system. If health insurance meant onmly diagnosis, not
medical care benefits as well, it would be a ‘diagnosis insurance’’
plan, that has no parallel in the world now or will have in the future,
and hence a crippled health insurance system.

If a patient goes to a hospital or a clinic merely to receive a
diagnosis, he will have to pay for all treatment out of his own pocket.
And if he were to receive a diagnosis concerning a complicated
health problem, it would mean that he would have to take with him
tens of thousands of yen in cash. At present all costs are covered by
health insurance and, therefore, a patient can see his doctor without
financial worry. If, on the other hand, he has to have such a large sum
of cash with him, his opportunity to receive a diagnosis would be
inevitably restricted.

¢‘Curtailing consultations’’ is the primary objective in checking
the increase of medical care costs, which is the aim of the Government
and the insurers. But this would be indeed ‘‘counter-welfare’’ to the
people. We don’t believe that such a punitive action against the people
should be tolerated.

A health insurance system, which regards its finances as the most
important element without taking the dignity of human life into
consideration cannot belong to a democratic society, in which human
rights must be respected. If the law is to provide for specific acts in
respect for human rights, what must be done urgently is to make its
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medical care benefits conform to the changes of the times.

According to the reform plan, an employee’s bonus, too, is
subject to assessment for insurance premium, which means that an
employee will have to pay a considerably higher premium than before.
Furthermore, he must pay for medicines, whether they are to be given
orally or as injections. This means that the value of benefits will be
reduced by 20 or even as much as 40 percent. In other words, an
individual must pay a higher premium and receive reduced benefits.
This is a clear indication that the proposed reform will produce
counter-welfare for the people.

If an individual must pay for his own medicines, the health
insurance provided by the health insurance associations would not be
able to give their members ‘‘additional benefits’’ as they do now. For
this reason, the Government says the proposed plan would make the
benefits even and equal to all citizens.

Yet, the richer health insurance associations are already think-
ing of giving ‘‘additional benefits’’ in other forms than social
insurance. This would mean that those covered by association health
insurance, though they will not receive additional benefits as such
under the social insurance system, would receive additional benefits in
a different form, thus being able to make full use of the privileges of
the affluent. Therefore, the kind of ‘‘equalization’’ envisioned by the
Government is not a true equalization at all. What we sincerely desire
is a health insurance system that respects the true spirit of a democratic
society.

As for the separation of goods from technology, the Government
already emphasized this when it prepared the present system,
consisting of Table A and Table B (options for medical care agencies
working under the health insurance system), clearly stating that Table
A was based on the system of separating goods from technology. But
today, in actual practice, Table A is highly unrealistic, and, therefore,
it is hardly used.

Table A, which is supposed to respect technology is falling into
disuse with only a few percent of medical care agencies preferring it.
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The Government should recognize this fact and admit its past mistake
of separating technology from goods.

The separation of goods from technology planned this time is
definitely intended to take issue with the prescription of medicines.
Taking advantage of the criticism that doctors overmedicate, the
Government is attempting this change, by which, if a patient is to pay
for the total cost of medicines, the amount of medication would be
reduced and this would in turn contribute to the improvement of the
finances of the health insurance system.

The Government plan based on this principle of regarding the
insurer’s interests as the most important took advantage of the
separation of goods from technology for its own contrary purpose.

The Minister of Health and Welfare has been earnestly
advocating the separation of goods from technology. But in a free
enterprise society, technology naturally ought to be liberalized while
medicines may be placed under restriction. Yet, on the contrary, under
the Government proposal, the technology of the physician will not
freely be assessed but rather placed under strict control of health
insurance, while medicines that ought to be controlled will be
liberalized. In other words, the Government has misunderstood the
idea of separating goods from technology.

When an unconscious patient is carried into a medical care
agency, for instance, there is no way of telling if the person has any
cash on him. It would be against medical ethics for the physicians to
abandon him to die. So they would have to conduct all the tests and
give him all the emergency measures. But they would not be able to
send the bill to the unconscious patient. Yet, the proposed system does
not make clear who is to pay for the costs under such circumstances.

Under the existing health insurance system, doctors take care of a
patient, even though he may be unconscious, and later send him a bill.
If the system were changed as the Government proposes to do now,
however, a patient like this, we fear, would face a very tragic
consequence. (According to the initial draft of the plan, the test
'medicines used in an emergency case like this were not to be covered
by health insurance. When the member of the Japan Medical
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Association (JMA) on the Social Insurance Council raised a question
on this point at the council’s April 28 session, the Government revised
the plan so that such medicines would be covered by health insurance.)

The Minister of Health and Welfare has decided to carry out the
system of separating medication from diagnosis so that medicines will
not be covered by insurance. But is this progress in people’s medical
care? This is a point the people must not overlook. An individual,
after paying a large amount of premiums, cannot receive full benefits
when he needs them because only diagnosis and not the cost of
treatment may be covered. This is indeed a puzzling social system. It is
possible that a private medical care insurance plan may be inaugurated
to operate in conjunction with the health insurance system. That,
however, will mean only destruction of the health insurance system,
and certainly not a new direction for it.

There is criticism that the cost of medical care is rising largely
because patients receive medical examinations too often and the prices
of medicines dispensed are rising sharply. The cost of medical care,
however, can be reduced to a great extent by making individuals feel
responsible for their own health through health education and by
providing a comprehensive health education program.

The problem of the rising cost of medical care for the aged, too,
cannot be circumvented. But if we can produce in the future old
people who age healthily, which should be possible through health
promotion drives, then it would be possible to reduce systematically
the cost of medical care for the aged. Promotion of self-restraint on
medical care cost by means of raising the standard of the individual’s
intellectual accomplishments would lead to social progress. But the
reform proposal by the Government this time does not take into
account at all such a rule of a democratic society.

If the goods and technology in medicine are to be separated from
each other, an issue that will inevitably arise will be that of separating
the functions of the physician from those of the pharmacist. In Japan,
this separation has not yet been put into full operation, nor have
sufficient preparations been made for it.
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According to the Government proposal this time, a patient
receives a prescription from his doctor, goes to a pharmacist’s and has
it filled, for which he pays cash. The amount of medicines that exceeds
¥20,000 a month will be reimbursed by the health insurance plan he
belongs to. But if medical supplies were to be liberalized, this would
create the problem of inequality in the share of medical care cost under
this proposed system. In an emergency, too, a patient who has to take
a prescription to a pharmacist’s will have to wake up a pharmacist late
at night. Night-time emergency centers are being established
throughout the country by the efforts of medical associations. But
pharmacists have no such program. As is clear from this, trying to
implement a new system by merely changing the relevant law when
there are neither social nor academic preparations, would create a state
of serious confusion.

The term ‘‘reimbursement system’’ is being used for the first
time in the current reform proposal. This system is in force in some
other countries where a health insurance system is in operation. In
most such countries, there are systems for loaning money to those
who have no money. Only in a very few free economy countries
partial reimbursement is made. In Denmark more than 10 years ago,
the system of reimbursement for medicines was inaugurated — like
the one the Government today proposes — but this was abandoned
because in less than half a year, it had caused chaos.

The JMA is compelled to speak up for the unorganized masses
among the people in order to view the reality correctly and to identify
the progress of science with the interests of the people. The Social
Insurance Council, Social Security Council and the Central Social
Insurance Medical Care Council have representatives from major labor
unions and major enterprises on their memberships but none from the
unorganized masses in the lowest income bracket. But it is the welfare
of these unorganized masses, who number nearly 50 million, to which
the JMA attaches the greatest importance and which the JMA hopes to
see improved. The present reform plan, including the reimbursement
system, we believe, must be re-examined by taking into account the
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silent voices of the unorganized masses. Their silent voices must be
taken up as the basis of the new system.

In order to urge the Government to re-examine itself, we of the
JMA wish to carry out a one-week program of giving prescriptions,
not medicines, to our patients. At present, people who receive
prescriptions from medical care agencies and go to a pharmacist’s can
receive drugs without having to pay any cash or by paying -only a part
of the cost. When the Government-proposed new system is put into
effect, however, they will have to pay the entire sum. We believe it
will be necessary for people to taste the pain of this system before they
are able to make a judgment on this formula proposed by the
Government.

We also hope that at this opportunity the people will become
aware of the fact that, if the new law goes into force, they will have to
do the same thing — that is, take cash with them — as they would
during the one-week trial period. If people give thought to how much
they would be inconvenienced and how they would cease to enjoy
equal opportunity in medical care, it would, we believe, lead to the
progress of politics in Japan.

If we shut out medicines from social insurance, it would become
impossible for the Social Insurance Medical Fee Payment Fund to
check whether a certain medication is proper or not. The JMA is
cooperating in the rigorous review being conducted by the Payment
Fund on the proper use of medicines. But under the proposed new
law, this check would not be possible. That would be a serious loss to
the people. The JMA also thinks that this check and guidance is
absolutely necessary for the progress of science to become linked with
the progress of people’s medical care.

If we abandon this reimbursement system and instead adopt the
partial payment system, by which a subscriber to a health insurance
plan pays a portion of the total cost out of his own pocket, it will be
possible for him to receive adequate medical care at any hospital or
clinic even though he does not have cash with him. Partial payment
must be a basic formula of social insurance, along with the concept of
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self-accountability concerning diseases. The reimbursement system
serves only the purpose of harassing the people and does not signify the
promotion of self-awareness on the part of the people. It merely
curbs consultations with doctors and results in wrecking the people’s
welfare.

Partial payment is in force in almost every country of the world,
and many of them have a system by which 20 percent is paid by the
patient himself. This self-accountability is recognized as a means of
making an individual responsible for his own health. It is dangerous
that our Government has deviated far afield from this world-wide
trend.

JMA’s Way of Thinking

1. We want the Government to show a year-by-year plan for
measures that would enable the entire population to share equal
burdens and receive equal benefits.

2. The deficit of the Government-managed insurance plan, which
the Government is making a big issue of, is only a natural consequence
of the system of creating more and more health insurance associations
among the more affluent sectors of the nation. The Government-
managed health insurance plan itself is not to be blamed for this state
of affairs. The Ministry of Finance should accept this fact. The
Government should realize that this deficit is a structural problem and
take countermeasures accordingly.

3. The association health insurance plan should be abolished in five
years and the entire assets accumulated over the years from the
premiums should be turned over to the health insurance system of the
entire nation.

4. It is a world-wide trend that an individual’s responsibility for his
own health is being emphasized and cost-sharing in social insurance is
being rationalized. For this reason, there is a world-wide formula that
the self-payment percentage should not exceed 20 percent. The
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Government plan, which makes the individual patient responsible for
payments for prescribed medicines, injections, tests, etc. is without
parallel in the world.

5. The Government reform plan should omit the expression,
““medical care benefits,”” under health insurance, and refer only to
“‘diagnostic benefits.”” In other words, the new system would not be
concerned with treatment. If a patient has to pay for medicines, it
would mean not only the separation of goods from technology but
the destruction of medical care itself.

6. The insurer is responsible for collecting insurance premiums and
the payments from the individual for the part of medical care he is to
share and pay into the insurance fund. He must not interfere with the
substance of medical services provided by the physician or restrict the
freedom of the insured or curb the opportunity for him to consult a
physician.

7. Insurance medical care agencies specialize in medical services;
therefore, they will refuse to function as agents to collect money on
behalf of the insurer. It is important to clearly define areas of
responsibility.

8. In 10 to 20 years, the population of Japan will age rapidly. In
order to tide over this crisis, the Government must devote all its
efforts to the welfare of the people. It is its responsibility to reveal
what measures it intends to take so as to put the minds of the people at
rest and allow them to live meaningful lives.

9. The survival order of mankind, globally speaking, requires that a
world of peace and welfare must be built on the basis of this new
order. In Japan, a welfare state that is closely linked to bureaucratic
waste and that favors the privileged who are allied with bureaucrats, is
being built. Because this will wreck the Japan of the 21st Century, it
must be corrected now. For that purpose, the egoism of the health
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insurance associations must be curbed. The people, on their part,
cannot live by merely making demands.

10. What we need is a welfare plan to span three generations. The

proposed health insurance reform plan is a game of bureaucrats which
strays from this ideal.

(The Japan Times, May 16, 1978)



65

Medical Care for the 21st Century

Medical care welfare is not something that may be purchased when it
is needed. Every individual in the entire nation must constantly make
efforts to secure his own mental and physical health.

One of the most important characteristics of the 21st century as
it dawns will be a sharp increase in the size of the aged population.
Four younger persons will have to take care of one aged person. This
will mean that no matter how much cost the younger people may
shoulder, the whole nation will have to be content with low-level
welfare. Nor can we hope for a high-growth economy. We must
make plans now in anticipation of such a situation.

If we are to ensure that the new aged social stratum to come into
being in a little over 20 more years will be made up of healthy aged
persons who, unlike the aged of today, will not be subject to
hypertension, cerebral hemorrhage and other gerontological ailments,
what should we do now? This is a vital question. Our goal should be
to consider ‘‘aging healthily”’ in terms of geriatrics and gerontology.
If we do nothing about the situation now, the cost of medical care for
the aged in the next century will be astronomical. And if we should
face the situation unprepared, taking financial countermeasures will
be of no use.

The medical care countermeasures of the Japanese Government
are based primarily on financial countermeasures. It is not too much to
say that there are absolutely no medical care countermeasures in the
true sense of the term. True medical care countermeasures should in-
volve matching financial countermeasures of each fiscal year with the
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need of securing the mental and physical health of the people on a
long-term basis. In reality, however, medical care has been given on
a year-to-year financial basis, which means that we have had an
enormous waste. Wastes in medical care costs are not of the kind the
mass media and labor unions have been pointing out; the true cause
of the great wastes must be sought in the fact that only financial
countermeasures have been resorted to in medical care.

As our readers know, the aged people of Japan 50 years ago
looked truly ¢‘old”’ with their bent backs and with their teeth gone.
Today’s aged, however, are not like that; many of them are still very
lively. This situation has not come about naturally. It is an indirect
result of medical care, which people today say was a waste of money.
As is evident, whether we can make the aged of the 21st century truly
healthy aged people or not will depend on the medical care welfare and
finances we will have at of the beginning of the 21Ist century.
Whether we shall succeed in this regard or not depends on the decision
we make today.

The way the welfare administration is conducted in disregard of
this important aspect of the next century, providing only financial
countermeasures on a year-to-year basis and managing health insurance
plans for the low-income social strata, may be regarded as an
indication of indifference to the medical care welfare of Japan in the
future. We must immediately establish a medical care policy with an
entirely new basis today. A council of experts on medical care
problems was organized a year ago and it has been tackling this
problem that had never been dealt with before.

The Japan Medical Association (JMA) has always pursued
financial countermeasures with priority on medical care welfare from a
long-term viewpoint. When medical care welfare policies succeed,
the financial burden will be reduced. A haphazard, unplanned medical
care policy cannot be expected to produce anything worthy. Rather, it
will create confusion in medical care. No one has pointed out the fact
that what is today labeled as confusion in medical care derives from the
welfare administration of the past which had no long-term, definite
target. The JMA has been studying this problem by expending much
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effort over 10 years. Representative of this effort is the new concept
of medicoeconomics.

The Government has repeatedly talked about a radical revision of
the Health Insurance Law. But ‘‘radical revision’’ meant only
financial countermeasures concerning the Government-managed
health insurance plan. It was for this reason that the total insurance
system, a key element of our social security system, has revealed an
abnormal aspect, namely, the deficits of the Government-managed
health insurance, mutual aid society health insurance and association
health insurance plans.

There is nothing more fraudulent in meaning than the term
““total insurance’’ for the people. Every citizen may be found to be
covered by one plan or another. But the reality is that the rich and
poor insure themselves separately. This cannot be called social
insurance. Unless this system is revised, how can there be a ‘‘radical
revision?”’

Another radical revision should be a revision of the Health
Insurance Law that takes into account the essence of medical care
countermeasures. If this principle were to be observed, we would need
a community health insurance system that places the greatest emphasis
on the community nature of health, a place-of-work health insurance
plan and a health insurance plan for the aged. The place-of-work
health insurance plan is to be established as a2 major reform of labor
administration in the process of the progress of industrialization. An
Industrial Medicine Research Institute has already been established,
and so has an industrial medical college, indicating the approach to
perfection of the academic background of industrial health and
industrial health insurance based on the viewpoint of industrial
medicine.

On the other hand, the community health insurance plan we have
now is the half-crippled national health insurance plan. The funds for
this plan are the premiums collected from lower income strata, whose
members are insured by the local governments. These are the strata of
people who have not benefited from the recent economic growth of
the nation or from income redistribution. A resident of a community
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has nothing to do with a community health insurance plan as long as
he is employed.

A health insurance plan should primarily be one that is based on a
community with a background of community medicine and that
covers the whole nation. Industrial medicine has been established as a
comprehensive industrial medical system under the jurisdiction of the
Ministry of Labor. There is no basis on which it may be argued that
industrial health insurance must combine with community health
insurance.

The basic principle of industral health insurance is that the cost is
to be borne by the employer while community health insurance must
be based on the characteristics of community medical care. The
community characteristics of health and disease would be the central
problems of social insurance of the future. They would be subjects of
reform in medical care welfare.

The JMA objected to the Health Insurance Law Revision Bill
submitted to the last Diet (the Government did not call it a *‘radical
revision bill’’ because it was not designed for a radical revision)
because it did not link with medical care welfare of the future.

We issued the following statement on this bill to bring to light
the subservience of party politics to the bureaucracy, urging the
Liberal-Democratic Party to reconsider the matter.

Statement
July 25, 1978

The JMA has taken action in order to urge the Liberal-
Democratic Party (LDP), the Ministry of Health and Welfare, and
members of the Diet who are physicians to search their souls
concerning the handling of the Health Insurance Law Revision Bill.
To be specific, we discontinued our support of the LDP, issued
prescriptions to patients instead of dispensing medicine for a week’s
period, and confirmed the existence of doctor-Dietmen. In a
summing-up on these steps, we also severed all relations with the
ministry.

Party politics in a democratic society must represent the popular
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will and also be able to develop the future. The politics conducted by
the LDP however, was such that it gave people the delusion that the
revision bill, produced by inexperienced, low-ranking bureaucrats
who had neither practical experience in the field nor social experience
on the basis of their myopic visions, was a bill prepared by the LDP.
LDP politics has also ignored its own member Dietmen who are
specialists in the field of medicine. Merely because the ruling party can
appoint one of its own members Minister of Health and Welfare, a bill
prepared by immature bureaucrats took the place of a bill that ought
to have been prepared by the party in power. This is a deplorable
example of false thinking.

The Health Insurance Law Revision Bill stresses only the
financial countermeasures concerning the Government-managed
health insurance plan but not countermeasures for the future of the
people’s medical care as anticipated as of the present moment. This is
evidenced by the fact that the bill was revised drastically six times from
about the time when it was submitted to the minister’s advisory
council. This in turn proves that its basic ideas were unclear to begin
with, reflecting the bureaucratic tendency to flatter public opinion.

The bill ought to have been scrapped by the LDP, which in its
place ought to have sumitted its own version. Yet, Minister Tatsuo
Ozawa of Health and Welfare did spadework with the opposition and
persuaded the LDP to keep the bill in the Diet so that it would be
studied in the next Diet.

The JMA has 10 doctor members in the Diet — in both houses.
Yet, these JMA Dietmen were not consulted concerning the legislative
attempt at its earliest stage. Furthermore, the bill finally submitted was
a version prepared by the bureaucracy whithout any relationship with
the LDP. The 10 doctor-Dietmen ought to have been responsible for
the LDP version.

Yet, the LDP’s own basic characteristics as a political party did
not permit this. What did happen calls to mind the wartime system of
the Imperial Rule Assistance Association (IRAA) supporting the
military. What we have witnessed is an identical situation, in which
the only difference was that the bureaucracy replaced the military. The



70 SOCIALIZED MEDICINE IN JAPAN

LDP is an embodiment of the wartime IRAA arrangement.

Because such a situation destroys the great expectations we have
for 21st Century Japan, we, the JMA, resorted to firm action: each of
the JMA member-Dietmen prepared a notice of withdrawal from the
LDP membership and the notices were collected in the hands of one
person ready to be submitted at any moment. Although these notices
were not actually submitted to the LDP, it would have caused
considerable confusion if they had been, in the light of the present
situation of parliamentary government in this country.

The way this matter was handled left something to be desired
when viewed by a third party. But the doctor-Dietmen, who had the
absolute support of the JMA, were thus able to make their presence
felt in the LDP with the preparation of the disaffiliation notices.

On July 19, LDP Deputy Secretary General Kunikichi Saito
visited JMA headquarters as a proxy for the LDP Secretary General,
Mr. Masayoshi Ohira, and promised that the LDP would officially
create a subcommittee within the Medical Care Basic Problems Study
Council. This subcommittee will remove subversive elements from its
membership and in their place appoint at least four doctor-Dietmen.
Mr. Ryutaro Nemoto, chairman of the council, is to serve as chairman
of the subcommittee to prepare an LDP version of the bill to replace
the Government version. At this meeting with Mr. Saito, I sharply
criticized the attitude of the LDP, which I viewed as a political party
that adulates bureaucrats, and noted some indications of Mr. Saito
agreeing with me in his criticism of the LDP. To restudy the bill at
the responsibility of the LDP with members on the subcommittee,
who are physicians and members of the JMA, is something that the
LDP naturally must do as a political party.

Because it was confirmed at this meeting that the fact that this
had not been done represented a major error in our government, we
decided to continue our support for the LDP.

On July 21, three members of the LDP, Messrs. Buichi Oishi,
Shigesada Marumo and Noboru Minowa, visited the JMA
headquarters and conferred with me. At this meeting, no one
mentioned the matter of the party disaffiliation notices. Since the
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matter had already been resolved, we decided not to pursue the
subject.

I made strong demands that in revising the Health Insurance
Law, full discussions should be conducted on not the problem of year-
to-year finances but on how to deal with the aging of the population
while maintaining the system of total insurance for the people, what
kind of revision was necessary for that purpose, and what kind of
health insurance law was needed against the background of the
progress made in gerontology and geriatrics.

As seen from the above, we may say that the problems
concerning the LDP and the ministry have been more or less resolved.
The significance of the one-week period during which the doctors
issued prescriptions instead of dispensing medicine was enormous. It
made clear that there was very little desire on the part of the people for
the so-called separation of the functions of the physician and of the
pharmacist and an absolute majority of them wanted prescriptions
filled at the place where they received medical diagnoses in the interest
of saving time and trouble. It also became clear that because there were
extremely few joint dispensing centers, which the JMA had strongly
demanded of the Japan Pharmacists’ Association, a sharp disparity
between what the pharmacists’ association had been advocating and
what it practices was brought to light.

The issuance of prescriptions to patients has the effect of
familiarizing them with the substance of the medicine they are to take.
But the patients have an absolute faith in their physician, and therefore
there was no indication of any desire on the part of the patients to
know the contents of the prescription they were receiving.

The problem of medicines is a subject of various discussions, and
many regrettable points have been exposed concerning the process of
drug manufacture and distribution mechanisms. It was also brought to
light that major hospitals had drug companies on the black market and
were distributing medicines among themselves at unimaginably low
prices. It was also found that state hospitals were collectively
bargaining over pharmaceutical supplies.

Smaller medical facilities cannot possibly match these large
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organizations in the amount of drugs they consume — a fact that
made it clear that smaller-scale doctors were being forced to purchase
expensive medicines. There are prices listed on direct mail pamphlets.
But these are ‘‘decoy’’ items on the black market and are totally
different from the items being purchased in large packages by
practitioners. We cannot but entertain serious doubts about the
sincerity of the Ministry of Health and Welfare, which, in collusion
with some members of the Diet, revealed such figures as though they
were honest figures.

The problems of drug prices are not those in which physicians are
involved; rather, they are a responsibility of the pharmaceutical
enterprises, drug wholesalers and the Government agencies that
supervise them. From the standpoint of the physician who uses these
drugs, we wish that good quality medicines can be obtained through
proper channels, and we want people to understand the foolishness of
the bureaucrats pressing demands on the doctors throughout the
nation with the black market price list.

In short, the severing of relations with the LDP and the ministry
and the one-week period of issuing prescriptions by the JMA had the
salutary effect of promoting true parliamentary politics, clarifying the
responsibility of medical specialists among the legislators, and bringing
to light the enigmatic attitude of the administrators concerned that
had given the people the impression that the entire pharmaceutical
industry was operated on the black market.

We wish and also intend to see to it that the subcommittee of the
LDP will prepare a good bill in the interest of the future of our
country and the development of health for the people against the
background of medicine and pharmacology.

Taro Takemi
President, Japan Medical Association
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We must absolutely reject a Health Insurance Law, which refuses
to recognize the existence of man by regarding disease as an ordinary
risk without understanding the human body that is the object of
health insurance coverage. The most important thing about the
human body is its response to the environment. The creation of a
healthful environment is of primary importance in medical care. We
Japanese have been made painfully aware of how the destruction of the
environment by industrialization affects man and impairs his health.
The fact that we have attained the longest life span despite this
unfavorable environment simply demonstrates the remarkable
contribution made by medical care.

Therefore, we find it impossible to understand on what basis
some people today claim that medical care is in a state of disarray. Of
course, medicines must not be abused or overused. But the use of
medical supplies with attention to details has been a major factor in
salvaging the health of the Japanese people in the deteriorating
environment. Those who say that medicines are the source of all evils
ought to revise their attitude by realizing the fact that medicines have
extended the longevity of the people of Japan in the deteriorating
health environment of Japan.

The health insurance law for the medical care welfare in the 21st
century must take into account the following:

(1) Community health insurance must cover the 100 million
people of Japan against the background of community medicine that
deals with the community characteristics of disease and health.

(2) Industrial health insurance ought to be separated from
community health insurance. Industrial health insurance has industrial
medicine in its background, and it should be managed by the Ministry
of Labor. Community health insurance, on the other hand, should be
under the Ministry of Health and Welfare. A general research institute
for community medicine ought to be established to improve the
academic background of community insurance.

(3) When the entire nation is covered by a community health
insurance plan administered in each city, town and village, the finances
of the present-day national health insurance plan will become entirely
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new. Each local government will have its own health insurance center,
which will have as its superstructure a national coordinating agency,
that is to determine the benefits to be given by the health insurance
plan. This will make for perfect income redistribution. Some of the
payments now being made by patients, such as the initial consultation
fee, can be handled without troubling the medical care agencies.

(4) The old people’s health insurance plan should be based on
the deposit formula by which the insured start paying at age 25. They
will have their blood pressure and other matters checked for
gerontological diseases when they reach 40. This system will establish
a guideline to enable people to age healthily and to produce healthy old
people. This will greatly reduce the cost of medical care for the aged in
the future.

(5) Major support must be given an organization to encourage
the development of the pharmaceutical industry for its modernization.
It is also necessary to give medicines a more public position than they
have today.

In short, medical care for the 21st Century has already been
started. We cannot afford to keep out people under the old
bureaucratic law even a day longer.

(The Japan Times, August 23, 1978)
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Health Insurance System
Should Be Radically Revised

The health insurance law created by Bismarck more than 100 years ago
remains in Japan in a primitive form. The state-controlled medical care
system based on prewar feudalistic ideas and bureaucratic power that
ignore changes in life culture, the industrial structure and the increase
and aging of the population, still prevails today.

The health insurance system produced two major errors in our
postwar democratic society. One of them is that the system ignored
the fundamental principle of 100 million people insuring themselves
under the total insurance system. The other is that it deliberately
forgot to give the Health Insurance Law the function of redistributing
income as we progress toward a social security state.

That the system forgot the ideas of social security and guarantee
of survival besides the primary purpose of insurance, namely, the
dispersal of risk, resulted in a vacuum period of 40 years that cannot be
retrieved. This is the reason why cries of financial crisis in the
Government-managed health insurance plan and national health
insurance plan, which cover the lower-income people, have risen.

The extension of the life of mankind throughout the world is al-
tering human society. In the world of health insurance, the prevalence
of geriatric diseases has driven into a crisis finances of health insurance
plans for lower-income people. The Government is feverishly trying to
make the aged pay their own medical costs and restrain people from
receiving medical attention. There is no humanism here. Why does
the Government keep intact the health insurance system of the eras
when there were few people over 45 and cause anxiety to the people
who can now live longer?
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If we made full use of gerontology and geriatrics and stocked up
premiums from age 25 to prepare for old age and started rational
preventive medical checkups from age 40, the number of people who
would age healthily would increase tremendously.

The system of community medicine is called the primary care
system. When new scientific measures are introduced to it, a world of
new welfare, which no amount of financial countermeasures can ever
produce, will come into being.

The medical care system of Japan has provided merely financial
countermeasures but not medical care countermeasures. Financial
countermeasures accompanied by medical care countermeasures were
denied by the bureaucracy. And party politics was unable to destroy
this obstacle.

As we said at the beginning, what will be sought from health
insurance in the welfare society of the future will be a system of social
security.

Social security is a system of security for survival and not merely
one for curing diseases. Survival security includes public health,
environmental health, clinical medicine and health education. For our
survival security we need to cure diseases just as in the health insurance
era. But preventing people from becoming ill is survival security
under a social security system.

The requirements for living long are aging healthily and building
an enjoyable and peaceful society. Without health, there could be no
peaceful and enjoyable society. To build such a society would require
preventive measures against people suffering from geriatric diseases
and other ailments. The health insurance systems of the past which
were useful only when one became ill did not incorporate the idea of
preventive benefits. When we enter the stage of survival security, we
shall have to provide preventive benefits.

Therefore, when we try to guarantee survival from various
positions, it will not be sufficient merely to improve the finances of
health insurance. There has occurred a big change which makes it
impossible to establish financial countermeasures unless we establish a
sound medical policy.
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In the old health insurance age, it was sufficient to provide
financial countermeasures for making the insured pay their premiums
and give them benefits within the limits of the revenue. When we
enter the stage of social security, this will not do. On the contrary, we
will have to make an ‘‘income redistribution mechanism’’ that fully
works.

In order to fully carry out medical care countermeasures, we will
need financial countermeasures. We have come to a point where we
must bring to an end the social insurance system that incorporated the
idea of dispersing risks on the basis of the old concept of financial
countermeasures. Furthermore, we shall have to consider a new
system, in which a medical care plan and a financial plan for new
survival security are combined.

From now on the regionality of health and diseases will become
highly important. Regardless of where one might work, one cannot
get out of the bounds of community medicine. This is the reason why
a community health insurance system becomes essential.

The basis of a health insurance system should be a community
health insurance system. This should be organized at the city-town-
village level and it would be desirable to create a city-town-village
health insurance center equipped with a computer. Bookkeeping
concerning billing for medical care services should be conducted at the
community level, where full auditing is necessary.

If this city, town, or village health insurance center works fully,
it can be connected to the insurance center at the state level by means
of a computer. This will make it possible to adjust and coordinate the
separate health insurance systems at the city-town-and village level.
This will also mean equal benefits on a national basis. The great
objective of equalization of health insurance benefits will be thus
realized.

With the introduction of computer science, clerical work will be
simplified and administrative costs will be greatly reduced. When all
individuals join the community health insurance plan, furthermore,
there will be no need for the state to subsidize 45 percent of the
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benefits now being given the subscribers to the national health
insurance plan.

A baby born today is expected to live to be 80 years old. When
the individual becomes 25 years old, he joins the old age health
insurance plan by paying the premium. When he is 40 years old, he
can receive the benefits of medical checks against health disruptions
resulting from aging, as mentioned before. When this system is put
into operation, it will perhaps be possible to reduce the mortality
resulting from cerebral hemorrhage to less than one-third of what it is
now. Other cerebrovascular disorders and old age diseases will also be
greatly reduced with the consequent drop in the amount of health
insurance benefits to be given for old age diseases.

People will be working in good health and they will have the
double and triple joy of being able to contribute to social productivity.
To unify all the health insurance plans for the 100 million citizens of
Japan on the basis of the community health insurance system will not
only effect smoothly the redistribution of income and equalize health
insurance benefits but also unify the purpose of life for the Japanese
people.

As for industrial insurance, the workmen’s compensation health
insurance system under the supervision of the Ministry of Labor, can
be improved with industrial medicine as its background, which would
make it possible to establish countermeasures for any problem that
may arise with the progress of industrialization. Such an industrial
health insurance system will make a very important contribution to
the guarantee of survival in an industrialized society. The community
health insurance system and industrial health insurance, when
combined, will provide complete security for survival for every human
being.

Industrial insurance will be at the expense of the enterprises as is
the case at present. Today, allowances for injuries and diseases are
provided by health insurance. Such payments that belong to the
category of labor management, however, may be either covered by
industrial insurance or paid directly by enterprises.
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By establishing a system like this, it will become possible to
operate social security completely on the basis of medicine and by
planning. This will also mean eliminating financial waste.

We not only wish to make up for the lag of 40 years in health
insurance but also hope to establish a perfect medical care insurance
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system in Japan by revising the present system with forecasts for as far
ahead as the first half of the 21st century.
(The Japan- Times, September 21, 1978)
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New Medical Care Provides
Basis for National Development

In all ages, health is the foundation of human happiness. However, the
meaning of health changes gradually with the times.

Japan is said to be heading into an age of stable economic growth.
This means that there will be no business prosperity and that we
cannot, or rather should not, expect the kind of reckless high
economic growth we have hitherto seen in view of limited supplies of
natural resources and environmental disruption. And we must not
forget that this stable economic growth is coming on the heels of high
growth in which we have experienced a rise in the standard of living
and the diversification of wants.

It is repeatedly said that Japan will fast become an aging society.

In short, Japan needs to promote out health more than ever
before in order to reduce the nation’s economic burden. At the same
time, health will become even more important as a prerequisite for
human happiness; that is, the value of health will increase further.

Medical care is intended to maintain and promote health by
applying medical science to society. It includes not only diagnosis and
treatment of patients but also preventive care and rehabilitation. As a
result of the progress of medicine and related sciences, the problem of
heredity has arisen at the molecular biology level on the one hand, and
it has become necessary to handle mental problems in terms of their
relationship with society, in the form of community psychiatry on
the other. Environmental problems must also be discussed not only in
terms of pollution but also from the standpoint of ecology, and a
psychiatric approach must be made to the social environment.
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Medical science of today, which has such a broad scientific
background, has been making progress hand in hand with many
natural and social sciences. Contemporary medical care, based on such
a broad scientific basis, is concerned with every aspect of human life,
and health in our time cannot be protected without medical care in a
broad sense.

Protection of the health of individuals also means protection of
not only their happiness but also social health and social happiness.
Medical care also can contribute directly to social health, as it should
from the standpoint of medical care in a broad sense, and forms a part
of the foundation of national administration. To our regret, however,
Japanese politics is not aware of this. We cannot find an instance of
measures incorporating long-term plans based on this idea. This is
not limited to politics. We cannot but conclude that no one — among
people ranging from those engaged in mass communications mold-
ing public opinion to insurance authorities in charge of the greater
part of the finances of national medical care — seems to understand
this veiw of ours on medical administration.

Application of medical science to society must be based on
medical ethics. Medical care is directly concerned with human beings
and it cannot exist without mutual trust, not only between doctor and
patient but also among people, and without a2 mutual understanding of
what is meant by respect for life. The ethics of contemporary medicine
are based on respect for human life and for learning. Ethics, however,
cannot be forced on people. Ethics can have a real meaning only when
one understands and observe them on one’s own. This is because
ethics involves value judgments, which is a spiritual problem, in con-
nection with the application of learning to society. Ethical behavior
requires an environment that encourages and promotes human efforts
based on understanding of medical care.

Making a great fuss about a very small number of extreme
examples of unethical behavior does not contribute at all to creating a
good environment. It is merely a harmful action that causes undue
misunderstanding of the whole situation.
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Ever-increasing medical expenses have become a problem in many
countries of the world. This phenomenon is explained as a
consequence of the increased value of health resulting from the
progress and spread of medical science and the rise in the standard of
living.

In view of the future aging of the Japanese population, it is no
doubt important to reduce medical expenses. However, whether
medical expenses are great or small is determined on the basis of long-
term results of medical care and is also affected by the relationship
between the standard of living and desire for health.

Needless to say, there should be no waste of medical expenses.
The development of antibiotics due to the progress of medical science
has made it possible to control many infectious diseases, and has
changed medical therapy completely. It is a gross mistake to think that
the resultant increase in medical expenses is a waste.

There are towns and villages that can more than balance their
medical budgets despite the fact that they extend guidance on life care
and health administration service to citizens from age 35 and free
medical care to elderly people from age 60. Some spend only one-tenth
as much as other small municipalities in medical expenses.

Under the Old Age Health Insurance Law, health control service
is extended to citizens from age 65. However, this results in a big
waste and is not effective. It is the government’s policy to exclude
elderly people from the Health Insurance Law in order to allow the
health insurance plans run by health insurance societies to make money
and continue to operate. If the situation is left as such, we will never
be able to bring a welfare state into being.

The health insurance system is supposed to exist as a major part of
the medical security system for the protection of the people’s health. It
provides the greatest economic basis for medical security.

Of course, this does not mean that all medical care should be
provided under health insurance. However, any plan designed to cope
with the aging of the Japanese population, which will become a most
pressing problem hereafter, will call for a mass approach from the
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standpoint of public health and also carefully thought-out measures for
individual citizens. Medical care cannot produce effective results unless
it is based on mental and physical medical data on individuals collected
over a long period of time. It requires primary care, which
harmoniously combines public health and therapeutics. It must also
involve human relations between doctor and patient, which have been
protected and fostered in this free society at the proposal of the Japan
Medical Association in the course of medical care under insurance.
This is the reason why we call for the inclusion of preventive care in
old age health insurance.

To our regret, Japan’s existing health insurance falls short of
social security. We have repeatedly pointed out that it essentially
cannot fulfill its function because it depends on profit-seeking health
insurance societies, which are something like private enterprises, and
also because there are too many insurance plans, constituting a
structural defect. From the national viewpoint, it is very unfair to
leave the big profits of health insurance societies untaxed and the
medical institutions under their direct management uninspected,
thereby permitting them to monopolize profits and medical care for
the benefit of their limited members only.

It is nothing less than negligence on the part of government
authorities to leave the situation as it is without dissolving the health
insurance societies. It is hoped that they will deal with the problem
_ resolutely. It is very gratifying for the future of Japan to note that the
people have come to show a greatly increased understanding of this
point. We hope that the health insurance system will be drastically
reformed into a system capable of providing true medical security, that
is, a system centering on community insurance.

The National Federation of Health Insurance Societies, a body of
executives of health insurance societies, adopted a resolution at its
national convention in November, calling for a campaign to demand
maintenance of the system of profit-earning medical services offered by
health insurance societies and at the same time to detect ‘illegal
billings’’ by informing their members of the medical expenses incurred
by them.
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It was an attempt by the health insurance society executives, who
felt a growing sense of crisis from the pressure of public opinion, to
sidestep the true problem by giving the people the impression that it
was “‘illegal billings’’ by doctors that were responsible for the increase
in medical expenses.

Their act, aimed at estranging the people from doctors, is intend-
ed to undermine the relationship of trust between doctor and patient
which is most important for medical care. As already mentioned, the
sharp increase in medical expenses in recent years is a problem common
to all developed countries, and they have been making efforts to cope
with it. The national federation’s campaign, which is detrimental to
the relationship of trust between doctor and patient, will result in
destroying the foundation of national medical care.

Although the health insurance societies talk about the welfare of
salaried workers, they keep silent about the fact that their members
must leave the insurance plan when retiring under the age limit,
leaving behind several million yen in unused insurance premiums they
paid while young, and join the national health insurance plan or other
plans whose benefits are on a low level. It is most irresponsible for the
societies not to say a word about this dark gap between the time of
retirement and the start of free medical care for elderly people at the
age of 70, the age group most susceptible to illness. From the
standpoint of the lifelong welfare of salaried workers, the existence of
health insurance societies of this kind is, if anything, a disadvantage.

In view of this situation, we propose once again the Japan
Medical Association’s idea that all existing health insurance societies
should be dissolved, all people integrated into one community
insurance plan and this plan supplemented with old age insurance and
industrial insurance plans.

(The Japan Times, December 23, 1978)
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The JMA in a Free Society:
What It Thinks and What It Does

The Japan Medical Association (JMA) is making feverish efforts to link
the enhancement of the health and welfare of the people of Japan with
medical services. Under the feudalistic bureaucracy, the medical
association was only a substructure of the bureaucracy. During the
war in particular, there were times when officers of the medical
association were appointed by the Minister of Health and Welfare. In
the free society achieved after the war, the JMA came into being under
the supervision of the Public Health Section of the GHQ of the
Supreme Commander for the Allied Occupation Forces.

At that time, the Japanese doctors had an asset not known in
other countries, that is, the fusion of their proud professional tradition
and their patients. Yet, the Occupation forces, who were ignorant of
this virtue of the Japanese system, revised all the medical affairs laws
and regulations to conform to the American system. Serious excesses
were noted in some sectors. An example was the newly imposed rule
that a patient must not stay at a clinic longer than 48 hours. Another
was the attempted forcible separation of the services of the physician
and the pharmacist. The policy of the American Army occupation of
Japan ultimately replaced the controls by the Japanese military. We
must remember as a historical fact that this was done according to
instructions by the military. Authoritarian administration was most
prominently demonstrated by the Occupation Army. And many facts
that we must not forget prove, furthermore, that the greatest servants
of the Occupaton Army were the bureaucrats, particularly those of the
Health and Welfare Ministry.

The JMA acted on its own, apart from the Occupation
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administration only after 1957. The Occupation Army attempted to
carry out several socio-biological experiments in Japan. The Health
and Welfare Ministry bureaucrats respected its wishes and carried out
steps in preparation for introducing a new controlled medical care
system in this free economy society called Japan. They used such
organs as councils or study committees under the name of democracy.
But this ultimately amounted to sham democracy because these
organs had as members those individuals who supported government
proposals. The fact that the new bureaucrats, who had been trained
before, during and after the war through controlled administration
and controlled education, were inclined toward authoritarian controls
even in this age of democracy was obvious in many of their plans.

In 1957, the Health Insurance Law was revised to institute a
system of designating both medical care agencies and health insurance
doctors. This meant that even a private practitioner with his own
clinic had to be designated by the Government as a medical care agency
operating under the health insurance system. Likewise, even if he
practiced at his own home, he had to register himself as a health
insurance doctor. Unless these two conditions were met, no one was
authorized to provide medical care under the system. But we found
out in time that the system was the major premise for introducing a
state-operated health care system, and we succeeded in having it
relaxed in its actual enforcement though the two conditions are
technically still in force today.

The history of the relationship between the JMA and the Health
and Welfare Ministry is one of a clash between an authoritarian
bureaucracy and the medical profession underneath the surface. But
when a minister happened to be one who considered a progressive
democratic society, while checking the bureaucracy under him, the
relationship became one of cooperation between the two. In reviewing
the history of the past 20 years, we find that the ministers who
clashed with the JMA have left nothing meritorious behind them,
while the efforts of the ministers who followed democratic policies in
cooperation with the JMA have gone down in the history of Japanese
medical care as shining achievements. When the Liberal-Democratic
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Party (LDP) proved a faithful spokesman for the bureaucracy by
following the control-oriented consciousness of the bureaucrats, the
relationship between the LDP and the JMA was a history of clashes.
When government was conducted to achieve new democratic
developments, then there was an invisible clash between the LDP and
the Health and Welfare bureaucrats.

In effect, the history of the relationship between the LDP and the
ministry on the one hand and the JMA on the other may be described
as a history of confrontation with authoritarian administration rather
than one of controversy in government concerning medical care for
the people.

The JMA established the following basic principles from its
professional position and with deep consideration for what the
people’s medical care should be:

Firstly, the establishment of community health insurance
study commissions. Since 1957, we have established these
commissions in cities, towns and villages, which were to have on their
memberships representatives of people, autonomous entities, medical
organizations and men of knowledge. On the common recognition of
the importance of community health, these. commissions were to
compete with one another for the development of the communities
they worked for. They were to serve as an organized, democratic
forum on public health with the participation of inhabitants
throughout the entire geographical limits of community medical care.
The fact that such community health study commissions were created
throughout the country means that such studies could not be
conducted without the participation of the communities. They cannot
be conducted by medical associations alone. In a large number of these
communities where the commissions were established, medical care
problems have been solved locally. The participation of inhabitants in
dealing with community health problems represented a new form of
citizen participation, different from the usual form of consumer
sovereignty.

Secondly, the opening to the public of technology and
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finances. In Japan’s traditional medicine, the profession was passed
on by heredity or from teacher to disciple. In any event, the
generational transfer of medical knowledge was usually cloaked in
secrecy. The JMA, however, established a policy of making medical
knowledge open on the basis of the principle that in a democratic
society both the technology and finances of medical care must be made
public, and without this principle medical science could not hope to
achieve a major development. This principle was established by the
JMA without any relationship with the Ministry of Health and
Welfare. This policy was implemented by the creation of clinical
testing centers and medical association hospitals in the
communities. With these facilities, the physicians in the communities
were able to introduce new up-to-date clinical tests into community
medical care and the substance of the technology thus introduced
became public. The privacy of the patients, of course, must be
respected, and this is 100 percent observed.

What a patient has been tested for and how much the cost was,
however, are all open and public. In a medical association hospital, a
member physician exhibits his technology to others or to leaders invit-
ed from outside to seek their comments in order that they can all
benefit in terms of progress and development. When this system was
introduced, furthermore, the checking of the payments for social
health insurance compensations was being conducted by the auditing
committees in cities, towns and villages. This meant that medical care
on this basis was financially open and above board. It is an indisputable
fact that the opening to the public of technology and finances has
made a major contribution to the technological development of the
communities. This system has made it possible for a remote village to
offer medical care of the same standards as that in a city that has a
medical college. Improvements made in the area of clinical tests have
made possible early detection of diseases, which in turn enables early
treatment. In some areas, this has created organizations designed for
the promotion of health. The medical association hospitals of today
vary in size from one area to another. In any event, however, the
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hospitals enable private practitioners to use the kind of equipment and
facilities they cannot own as individuals. The result is that the public
benefits from high-level medical care.

Besides the items mentioned, in some communities, special homes
for the aged play a major role. Furthermore, some communities have
health promotion centers. All these create a wonderful picture of
the development attained by community medical care.

In effect, the principle of making public the technology and
finances of medical care will continue to be observed. The public
nature of medical care, too, should be made absolutely firm on the
basis of this principle. The medical association hospitals in the
communities play the role of postgraduate training centers besides
being general medical centers. In small communities in the
mountainous regions, the hospitals serve also as emergency care
centers and sometimes even as night emergency aid centers. This
shows that medical association hospitals are performing varied roles
according to the needs of the communities in which they operate.
Some even have accepted the role of managing quarantine hospitals on
behalf of the local governments in the areas.

The unpublicized endeavors being made by medical associations
for the development of a new democratic society are very much appre-
ciated by the inhabitants of the communities concerned. Yet, they do
not have the dramatic qualities of the kind labor union activites
have. But we must not lose sight of the essence of the scientific
activities involved there.

The problem of mental hygiene is the most important problems
not only in medical care in an industrialized society but in the societies
to emerge following the era of industrialization. For problems of this
kind, community mental hygiene activities are extremely important.
The JMA has taken the initiative in developing mental hygiene
activities in the communities and in workplaces in cooperation with
Lions Clubs and other community organizations.

School health problems are of utmost importance to the youth
who will be shouldering the country’s future. Community medical
associations are taking various measures to cope with the problems.
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They hold, for instance, an annual conference of school doctors for
school health, where doctors, auxiliary health personnel and dieticians
get together to study their common problems. This is not widely
publicized but we are pleased that this is one of the most important
annual events for school health.

In the past the JMA often conducted a campaign for closing
medical services on Sunday. But whenever this was carried out by the
members of the JMA, there were always doctors on duty even on a
Sunday in each community. In those years, doctors were working 24
hours a day, or they worked all day Saturday or even half day Sunday.
In short, they had no regular weekend holidays. Under these
circumstances, the average life span of doctors was shorter by two
years than the national average. The treatment of the workers who
worked with private physicians, too, left much to be desired. In view
of such a situation, the JMA issued an order that the member
physicians should not have to work on Sundays. But the duty doctor
system later developed in each community and has become an
established system. This doctor’s holiday system also spawned the
night emergency medical care centers and holiday emergency centers.
Yet, we feel that very few people know this.

The JMA is not an organization whose activities are designed to
cause the people trouble. We are conducting our activities at all times
with the ultimate expectation that they will augment the welfare of
the people. Thus, our activities should not be viewed in the same light
as the activities of groups aiming at gaining a short-term wage raise.
It is regrettable that people’s understanding of this is lacking.

The JMA has developed a national blood donation campaign in
cooperation with Lions Clubs with great results.

An even more remarkable achievement in the area of medical care
by the JMA was the positive participation in the effort to establish the
National Cancer Center. It was known that it was impossible for one
university or a hospital to solve the problems of cancer. The JMA pro-
posed to the government that it should be handled as a state project
and played a central role the creation of the National Cancer Center.
When this happened, the Ministry of Health and Welfare strongly ob-
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jected to the term ‘‘center’’ used in the Japanese title, ‘‘Kokuritsu Gan
Senta,”’ on the ground that the world ‘‘senta’’, which is a loan word
from a foreign language could not be used as the official title for the
facility. The JMA, however, explained to the ministry that this
proposed facility was a hospital and a research institute at the same
time, and therefore, was to be a special medical care facility without a
precedent. Thus, it had to be called a ““center.”” The minister of that
time understood this and acted in favor of the legislation.

After that, we saw the creation of adult disease centers, medical
care centers, emergency aid centers. This creation of medical care
facilities other than hospitals and clinics, with diversified functions
was due to the endeavor by the JMA which destroyed an old barrier in
thinking. And these were all directly related to medical care welfare
for the people. More recently, we saw the birth of a circulatory disease
center, where all researches and clinical consultations are carried out
concerning circulatory disorders and cardiac disorders. This, too, was
a consequence of the introduction of the *‘center’” system.

This adoption of the ‘‘center”’ formula linking academic progress
with the actual life of the people was indeed a splendid achievement or
a global perspective. The National Cancer Center became the cancer
center of the world in five years with its international position firmly
established today. The initiative taken by the JMA made possible such
an international accomplishment in the form of a cancer center by
removing the barriers created by school cliques and factions and by
abolishing undesirable old customs. The JMA fervently hopes that
through the expansion of this center formula more clinical and
research facilities will be established and efforts made for fully securing
and adequately distributing the resources of medical care welfare.

In recent years such new sciences as medical care sociology and
medical care economics have come into existence with major
international impact. Yet, in Japan it is only the JMA that has been
taking up these new sciences. We have a life science society as one of
the specialized medical science societies, and we have held
interdisciplinary conferences on the subject with the participation of
specialists from the fields of economics, sociology and religion. We
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also have an organization which enables the results of the symposiums
to be reflected in medical care. We cannot find such a future-oriented
interdisciplinary organization background anywhere else in Japan.

As for supplemental education for physicians, we hold social
insurance leaders’ training programs in Tokyo where, through the
cooperation of the Ministry of Health and Welfare, personnel in the
payment fund and of local insurance departments under the ministry
take part in the program. Through the cooperation of the top-level
leaders in the scientific field, we plan to have lecture meetings on the
latest findings of basic medicine and clinical medicine which,
combined, contribute to sociomedical measures. The substance of such
lectures are, furthermore, to be disseminated to the local communities
by the participants in the program in Tokyo through lecture meetings
held in the provincial cities. Such a supplemental lecture program
represents the new phase of training for doctors after their graduation
from medical school and not an extension of medical school education.
This is the characteristic of the leaders’ lecture meetings.

For purely clinical matters, lecture programs essentially on
clinical medicine are held in the interest of community medical care in
each prefecture throughout the country. Every practicing physician is
obligated to take this course once every five years. Unless public
opinion as such has an understanding of these scientific activities in
medicine, we cannot expect to find a perspective that spans the gap be-
tween the present and the future. In this regard, we believe that the
people themselves must have a better understanding of the specialized
nature of medicine.

The measures taken by the JMA are subject to long-term follow-
up studies, which is something the ministry is totally unable to plan
and execute. Take, for instance, our program of giving medical care
guidance on a 15-year basis to villages in Japan with the highest infant
mortalities and studying countermeasures by mobilizing specialists
from the entire field of medical science. As evident from this
illustration, we have always acquired preparations and means for the
development of a new area of community medical care. We wish to
state here that we cannot expect a systematic development of people’s
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medical care with a mere juxtaposition of haphazard ideas or with
flippant arguments.

In a certain locality a night emergency aid center was created. On
the first night of its operation, ambulances were called out 200 times
in this city with a population of no more than half a million. People
living in the neighborhood of the center were unable to sleep because
of the sirens. Of these numerous calls for ambulances, only three cases
required hospitalization of the patients concerned. The rest were cases
that did not require emergency handling during the night.

This instance illustrates the social phenomenon of the abuse of a
right combined with the lack of health education at home. What
happened in this instance cannot be overlooked as a reflection of public
opinion. The mass media tend to accept public opinion uncritically.
We want the public to know that there is a big distance between such
an attitude of the mass media and the professional attitude of the JMA
concerning medical care.

It is from this standpoint that the JMA is conducting health
education for the people’s medical care. The Health Education
Committee is always active in the JMA. At times, it is active in
specified areas.” At other times, the medical associations of cities,
towns and villages give appropriate guidance. They sometimes give
such attention to the parents-teachers associations of public schools,
and they also participate in dealing with problems of school health, or
in the administering of vaccination and other public health programs.

We regret very much the fact that the people merely accept these
various medical care activities of a public nature being conducted by
the JMA and its affiliate branches as their right.

The JMA is highly dissatisfied with the fact that the opinions of
nonprofessional organizations such as the health insurance associations
and the Japan Federation of Employers’ Associations, which
exclusively take sides with the consumer as sovereign, are given undue
play in politics. The result is the confusion of the consciousness of the
people through the mass media. The JMA participates in and
co-sponsors programs with the mass media, such as the medical
seminar sponsored by Asahi Shimbun. We want the people to know
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that the JMA stints no cooperation in meaningful programs. There is
no ground at all for our being criticized as a self-righteous academic
organization. The JMA also cooperates with Nihon Keizai Shimbun,
which annually organizes a health exhibition.

The biggest canker of medical care for the people of Japan is the
medical care administered by the health insurance associations, which
are medical care enterprises, and the activities of the health insurance
associations. The public nature of medical profession is the largest basis
of medical care welfare. If the government were to carry out measures
that would deprive the profession of its public nature, we feel the
future is dark for the people’s medical care. And the JMA will not
assume any responsibility for such an outcome.

(The Japan Times, January 15, 1979)
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If the Health Insurance
Law were Revised

The Health Insurance Law Revision Bill, introduced by the
government to the Diet, is closely tied up with the budget, and the
government seems to be firmly determined to have it passed.

The Health Insurance Law has been revised every year, while its
feudalistic residues have remained intact, only to keep its financial
balance. It divides the population roughly into the following three
categories with their respective health insurance plans:

The wealthy — Association Health Insurance Plan; small business
people — government-managed health insurance plan; self-employed
ultra-small business people — National Health Insurance Plan.

All except a very few would wonder how such a class system of a
feudalistic nature lives on in our strictly democratic society. The rich
insure the rich and the lower-incomed people insure the lower-
incomed, the rich not caring a rap about the others. This is the
framework of the ‘‘total health insurance system’’ that has been placed
over us as a residue of the feudal era.

Under this system, the government-managed plan covers only the
lower-incomed while the self-employed persons in the lower-income
category are covered by the National Health Insurance Plan. Both
these plans are suffering from serious deficits.

On the other hand, the association health insurance plan is
operated on the basis of each enterprise in total identification with the
enterprise itself. The association pursues profits through medical
services. Therefore, there is no ground for dealing with it as a social
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insurance plan. And yet, the health insurance associations have a
tremendously big say concerning the health insurance system itself.
This must be said to be a reflection of the political posture of the
government slavishly serving wealthy corporations and big labor
organizations.

The association health insurance plan deprives individuals of a
large amount of premiums while these persons are young, healthy and
capable of work. During this period, one seldom falls ill, and by the
time he retires at 55, he has forfeited from ¥2 to ¥7 million on the
average in terms of premiums to the health insurance association he
belonged to. The associations claim that they produce surpluses
because of their ‘‘managerial effort.”” This however, is not an effort;
the surpluses must be considered the result of the benefit gained by
society as a whole through the improvement of the people’s standard
of living and of the progress achieved in medicine. The very fact that
the health insurance associations use the term ‘‘managerial effort”’
indicates that theirs is not a social insurance plan. With this term the
associations themselves are admitting that they are merely groups that
make money by capitalizing on disease.

These associations yield profits of nearly ¥300 billion annually,
but they do not reveal to the people how this money is used. Such
‘“‘managerial effort’’ and shady income are sufficient to raise doubts
about the ‘‘modern quality”’ of social insurance.

The Health Insurance Law, as we said above, deprive workers of
a large insurance premium before they retire. In response to this criti-
cism, the health insurance associations have been saying recently that
they will look after their former members if they pay ¥300 a month.
Yet, this is merely an example of ‘‘malequality.”” This is impossible
for poor associations. Aside from that, it is unlawful to dispense medi-
cal services to individuals who are not members of an association. This
measure is nothing but an instance of the health insurance associations
deceiving the post-retirement ex-members only because they have been
criticized. There is no nation-at-large basis at all.

Under the health insurance plan, when a person receives medical



98 SOCIALIZED MEDICINE IN JAPAN

service at a hospital or a clinic for the first time, he must pay out of his
own pocket what is called ‘“partial payment,’’ which is not covered by
health insurance. This is often commonly mistaken as a consultation
fee or as part of the doctor’s income. Actually, however, this ‘‘partial
payment’’ goes into the pocket of the insurer, namely, the National
Federation of Health Insurance Associations. It has nothing to do with
the income of doctors. The doctors are, in fact, forced to act as agents
to collect this fee without remuneration for the service. The health
insurance association officers regard this ‘‘partial payment’’ as
something like an admission fee with which to prevent the members
from receiving excessive amounts of medical care. In the case of the
admission fees for movies and plays, the higher they are set, the fewer
people would go to see them. This is, in fact, the line of thinking by
which the ‘‘partial payment”’ has been established. It is indeed an
insult to the intelligence of the people.

This ‘‘partial payment’’ is at present ¥600, payable at the first
consultation. When the law is revised by the current bill, however,
the amount will be raised to ¥1,000.

The ‘‘partial payment’’ is charged against a person who is
hospitalized on a daily basis. This, however, is also a device by which
the health insurance associations hope to minimize the length of stay
in hospital for each patient. It does not go into the treasury of the
hospital. The money is paid back to the patient through his health
insurance association, which means that the doctors, clinics and
hospitals are being compelled to lend their hands to this wasteful
system.

The proposed bill is designed to raise the ¢‘partial payment’’ by a
large margin. And a patient might think that the ¥1,000 he will be
paying will be a consultation fee. But it will not become a part of the
doctor’s income. It will all go into the coffer of the National
Federation of Health Insurance Associations, the insurer. The plan to
raise the fee is also designed to make it appear as though the doctor’s
income will go up that much. The people must be more watchful
about such a trick being used by the health insurance associations in
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the name of social insurance. The *‘partial payment”’ for medication is
50 percent of the cost. This reflects the intention of the insurer of
allowing a patient to take as little medication as possible. It does not in
any way represent what the doctor is thinking or the patient is hoping
for.

If the bill is passed, as the government and the Japan Socialist
Party hope, then the functions of the doctor and the pharmacist will
be separated. It would mean that a patient receives a prescription from
a doctor and then goes to a pharmacist where he has to pay one-half of
the price of medicine. If he cannot pay this money, he will have to
forgo taking the medicine that he needs. :

Today’s physician does not engage in such a heartless practice. It
is regarded as a virtue among most physicians to make the ‘‘partial
payment’’ for his patient when he cannot afford it. If the separation of
medical services and the filling of prescriptions is put into effect, and if
a doctor refuses to give his patient the medicine he needs only because
the patient cannot pay the ‘‘partial payment,’’ then the doctor will be
denounced for his inhumanity.

The National Association of Health Insurance Associations
promotes such an outrageous plan because it wants to boost its profit.
The masses of our country must pay close attention to this fact.

The government intends to implement this kind of cruel policy of
victimizing those people covered by the government-managed health
insurance plan and the National Health Insurance Plan, who will be -
forced to pay a large amount of money when they become ill. The
people must recognize the fact that this takes place because the health
insurance associations do not surrender to the government the money
they have taken from the people in the name of ‘‘health managerial
effort.”” If it were not for these health insurance associations, the
people would not have 