JAPAN

Japan’s health system offers coverage to 98.7% of the population through a social insurance model, with maximum copayments of 30% of health care costs and lower copayments for children and older people. The availability of skilled health
professionals is above the thresholds, and there is generally good accessibility to health services, but evidence indicates some geographical disparities: for example, the relative ratios of health worker densities between the highest and lowest
prefectures are 2.0 for physicians and 2.3 for nurses. Further, the percentage of women physicians is unusually low (20%), while the ratio of nurses to physicians is 1.8, although other sources indicate that it is higher and significantly above the OECD
average. Evidence indicates that regulatory mechanisms need strengthening to reach the standards of other high-income countries: for example, licenses for practitioners are granted for life, with no relicensing requirement. A positive element is
the existence of strong mechanisms to collect accurate survey data on the health workforce. However, some evidence indicates that these data are not being adequately used to determine policy priorities. For example, there has been a focus on
increasing the quota of medical students, but it is not clear whether this policy takes adequate account of health service needs, especially given changing technology and service delivery models.
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Disability-adjusted life years (DALYs) quantify both premature mortality (YLLS) and
disability (YLDs) within a population. The top 10 causes of DALYs are ranked from
top to bottom in order of the number of DALYs they contribute in 2010. Bars going
right show the percent by which DALYs have increased since 1990. Bars going left
show the percent by which DALYs have decreased.
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