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APPROACHES TO HEALTH CARE OF
THE ELDERLY PEOPLE IN JAPAN

SHIGEAKI HINOHARA, M. D.

Until the end of World War II in 1945, Japan was considered to be one of the most civilized nations
in the Orient, as there were strong interests and concerns toward public health among private and
public sectors alike. The reality, however, was somewhat different. Tuberculosis and other acute
infectious diseases ranked high among the causes of deaths, and infant mortality rate was also
considerably high. The average life expectancy, therefore, was less than 50 years in 1935 (46.92 for
males and 49.6 for females).

After World War II there were some fortunate situations in the development of health in Japan
such as financial as well as health administrative assistance from the U.S. and a dramatic
advancement in the chemotherapy of infectious diseases. In addition birth control guidance,
improvement of environmental hygiene, mass-examination for T.B. control, increased opportunities
for regular health check-ups through which early detection of adult chronic diseases such as
hypertension, malignancy, cardiac diseases and diabetes became possible. Also through increased
health education and public awareness for prevention of chronic diseases, the life span of the Japanese
began to extend steadily after a decade from the end of W.W.II. This upward trend continued over
the years and in 1987 the average life expectancy at birth of the Japanese reached 75.61 years for
males (72.0 for the white male population in the U.S.) and 81.39 years for females (78.9 for white
females in the U.S.). In terms of longevity of the population, Japan ranked top in the world. The
consequence of this achievement, however, was a rapidly aging population structure.

Today Japan faces a growing problem of medical and welfare care for the elderly, but the
administrative measures to cope with the problems arising from the emergence of elderly population
are lagging behind. Thus elderly people in Japan today are being confronted with various difficulties
in their health and life in general. In the following paragraphs I would like to discuss some of these
problems more in detail.

Aging of Japanese Population-Present and Future

Fig. (1) shows the changes of the average life span (life expectancy by birth) of the Japanese over
the years. It shows that in 1935 the life expectancy by birth of the Japanese was 46.92 years for males
and 49.6 years for females. But two years after the end of W.W.II, it had already exceeded 50 for

(This lecture was presented at International Health Seminar which was held at Jefferson Medical College,
Philadelphia, Pa., the U.S. A. on April 1, 1989)
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both males and females, and in 1955, ten years after the war, the male and female average life
expectancy exceeded 65 i.e., 63.6 for males and 67.75 for females. Thirty years after W.W.II in 1975
it reached 71.73 for males and 76.89 for females. In 1985, forty years after the war, it reached 74.78
for males and 80.48 for females, both clearly exceeding those of the U.S. average. In 1987 it marked
75.61 years for males and 81.39 years for females. As shown in Fig. (2) these figures marked the world
record exceeding those of other nations known for longevity such as Iceland, Sweden and the
Netherlands.
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Some of the reasons behind this notable longevity of the Japanese are (1) drastic decrease of
deaths from tuberculosis and other infectious diseases and (2) marked decline of the infant mortality
rate.

This high infant mortality rate in the past was partly due to prolific nature of childbirth pattern
of the Japanese females in those days and also to fairly common infant deaths by infectious diseases
and malnutrition. As we look back the mortality rate of infants less than 12 months old, it was very
high around 1925 with more than 150 deaths per 1,000 live births. In 1940 it was reduced to 90/1,000.
The decline was very rapid after W.W.II and in 1960 it dropped to 30.7/1,000 and it came down as low
as 5.2/1,000 in 1985. Such a rapid decline is unheard of in the world and today J apan ranks among the
nations with the lowest infant mortality rates (Fig. 3).

The mortality rate of the population was 14.6 in 1947, two years after W.W.II but became 6.2 in
1986 (8.6 in the U.S. in 1984). This notable decline in the mortality rate, together with the rapid decline
of the infant mortality rate mentioned above, reflects improvement in general health conditions in
Japan, and at the same time gave Japanese an extraordinarily long life expectancy.

Changes in the Causes of Deaths of the Japanese

As shown in Fig. (4) tuberculosis, pneumonia and other infectious diseases were the top causes of
death of the Japanese until around 1950, but by 1955 this gradually gave way to other diseases. On
the other hand CV A deaths increased rapidly and in 1951 it became the top cause of deaths while
malignant tumor ranked second and the third was cardiac diseases. In 1981 malignant tumor ranked
top followed by CV A and cardiac diseases. Since 1985 deaths by malignancy steadily increased and
cardiac diseases ranked second while CVA became the third.

What are the reasons behind the rapid dcrease of CVA deaths in 1970’s, which had long been the
top cause of deaths in Japan? First, the dietary habits of the Japanese which had allowed high NaCl
intake (average 15g per day) have changed and salt intake gradually decreased to 12g per day through
extensive health education. Secondly, regular health examinations focusing on the blood pressure
check-up, which became widely available to general public since 1955, enabled early detection and

Fig. 4
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treatment of hypertension, thus reducing CVA deaths. More recently, in addition to the decrease of
the infant mortality rate, decrease of cerebral bleeding deaths, due to hypertension, among the middle
age population contributed considerably toward extension of average life expectancy of the Japanese.

Fig. (5) shows the top two causes of deaths of the Japanese in 1985. Its comparison with that of
Europe and the U.S. can be seen in Fig. (5). Cardiac diseases are the second largest cause of dealths
in Japan but compared to the large figures in Europe and the U.S. it is still fairly small. In fact, it
is only one third of that of the U.S. (313.5 deaths per 100,000 in the U.S. in 1984). On the other hand
CV A deaths occur twice as frequently in Japan as in the U.S. even though there has been some notable
decrease in the recent years. This may be largely attributed to the difference in dietary habits and
NaCl intake between the U.S. and Japan.

As for cancers, stomach cancer ranks highest followed by lung cancer, but a GI X-ray test and
gastro-endoscopy screening have become easily accessible to the general public, more and more early
cases are discovered and consequently successful surgery can be performed. Apart from this, decrease
of NaCl intake from food and westernization of dietary habits are assumed to be contributing factors
toward gradual decrease of stomach cancer cases. Contrary to this, colon cancer cases are steadily
increasing over the years.

In a study on mortality by cardiac disease carried out in Hawaii and Japan over a long period of
time (Fig. 6) it was found that among the Japanese living in Hawaii deaths by cardiac disease are on
the increase while CV A deaths are decreasing over the past 20 years. The pattens of deaths by cardiac
disease and CVA are almost identical among the resident Japanese in Hawaii and white Americans.
This similarity is attributed to the changes in the life style of the Japanese, particularly dietary habits,
from Japanese food to American food. Through the westernization of diet, particularly apparent
among the younger generations of Japanese, the amount of animal fat and sugar intake is approaching
the level of American people and cases of obesity are increasing. If this trend continues, we will have
to anticipate more deaths by cardiac diseases. It is our concern that in 20 or 30 years’ time, when the
present young generation reaches middle age, they may no longer be able to enjoy longevity in the 21st

century.
Fig.6
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Fig.7 Trend of Ratio of the Aged (65 years and over)
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Table 1  International Comparison
~— Progress of Population Aging —
The year when the elderly population
(65 or over) reached 7% & 14% of | No. of years
total population required for
1% 14% this increase
——|
Japan 1970 1996 26
USA. 1945 2020 75
England 1930 1975 45
W-Germany 1930 1975 45
France 1865 1980 115
Sweden 1890 1975 85

Fig. 8 Changes in Population Structure
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of 14% in 1996, after only 26 years (Table 1).

generation are kept from
shifting more toward the
western pattern it is not
unrealistic to expect still
further extension of life
span. But we must
remember that it will at the
same time create a more
aging population structure.

The proportion of the
elderly people, 65 or over, in
the total population of
Japan reached 10.394 in 1985
and the problem of aging
population became a prime
concern of the country. In
1987 the figure increased to
10.9% and it is expected to
reach 16.3% in 2000 and
23.69% in 2020. Population
aging began late in Japan
compared to other
European nations. However
as Fig. (7) shows the curve
of increase is very steep and
it is expected that before
long Japan will be among
the nations with large
elderly population. It was
1945 when the elderly
population of the U.S.
reached 7% of the national
population, but it is
estimated that it will take
the U.S. nearly 75 years to
double the rate to 149 in
2020. Japan also reached
this 7% in 1970 but is
expected to reach the level

Fig. (8) shows the changes in the types of population structure in Japan in the past, present and
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future. The 1920 census showed that the population structure was a ‘volcano shape’, which is common
among the developing nations. In 1975 census, fifty years later, it became a ‘bell shape’, which is often
found among the developed nations. In 2025, 36 years from now, it is expected that the population
structure will be a ‘cylinder shape’, typical of aging society.

The rapid increase of aging population such as this will reduce the working population in future
unless the elderly people remain working for some time even after their normal retirement age of 60.
At the same time the aging of the population will create social and economic problems as increasing
financial burden of medical expenses and pension funds have to be shouldered by the working
population. In the following paragraphs I will discuss the medical expenses of the elderly people.

The Elderly People and Medical Care in Japan (Rates of Receiving Medical Care)

Every three years Ministry of Health and Welfare conducts a nationwide survey to see how many
people receive medical or dental treatment on a certain day of the year throughout Japan. According
to the survey conducted on October 1st, 1984, altogether 7.7 million people were receiving treatment
and among them people over the age of 65 accounted for 27.6%. This is nearly three times more than
the ratio of those between 15-19 years of age. The types of sickness for which people received medical
treatment are shown in Fig. (10) in different age groups. Cardio-vascular diseases increase at the age
of 45 or over and this trend accelerates with the advancement of age.

Fig.9 Fig. 10
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A survey conducted in 1970 shows that among the age group of 70 or over there are 11,000 people
out of 100,000 (10,797/100,000) who received some kind of medical care in 1970 (Fig. (9)). In 1984 the
ratio increased to nearly 20,000 out of 100,000 (19,936/100,000). The figure doubled during the 14 years.
It is obvious that the growth of elderly population is pushing up rates of those receiving medical care.

The disease that the elderly people of 70 or above are most susceptible to is cerebrovascular
diseases (one in five are suffering from this) followed by diseases of the digestive system and
respiratory disease (Fig. 10). Among the patients of cerebrovascular diseases, a fairly large amount of
medical cost of hypertension patients has a significant effect toward rapid increase of medical
expenditure for the elderly people.

In order to study the sickness rate and aging we divide the elderly population into two groups (A)
for 65-74 (early old age) and (B) for 75 and over (late old age). As Table 2 (1986-87 statistics) shows
in group (A) 615.6 people out of 1,000 were sick and in need of medical care while in group (B) it was
691.9 out of 1,000. The sickness rate of 75 years or over was as high as 7095. One of the characteristics
of the elderly people in Japan is that

Table 2
" i le i
General Conditions of the Elderly People the number of bedridden people is
in Japan greater than in the US. It is

attributed to Japanese way of living,

Incidence | Living with . .
Employed | liness Rate | Bedridden | Rate of | own child a life on tatami mat floor. The
Dementia | (children)

number of bedridden people in group

(R) Early Old Age | 4590, | 1000p0p | 100000 | 4 gq0 59.0%
(65-74) 6156 69 A was 6.9/1,000 while in group B it

®Late ?;lisfge) 17 6919 351 | a5 30 became 35.1/1,000. 3.5% of those
over 75 are bedridden. Unlike
Fig. 1 westerners who climb out of bed and

“Striking Increase of Single-member Elderly Household” sit on the chair, the Japanese sleep

Estimated Increase of Elderly Households on matresses on tatami mat, dine on
tatami mat and, and sleep again on

Average No. of the matresses on tatami mat. A

Ratio of Inc;e:]se Single-mermber Hnusehulqu;n;bers living style such as this causes
Average No. Flderly Household 7791 1000| atrophy of bone-muscular system
800 - of Household .
and obstruct free movement of limbs
and body, thus resulting in disuse
600~ 430 syndrome and further difficulties in
limb movement.
400} 262 N '
125 A survey on living patterns, in
terms of their relationship with their
200+ 50105 X 1000 ]
437x10° - children, of the above two groups
Numbers of Ordinary Household R
30.297 X 103 shows that 599% of the people in
L ' A L L L 1 i 1 1 i 1 . M :
1970 1980 1890 2000 2010 2020 2025 group (A) live with their own
NE. No. of child(children) while in group (B)
.B. No. of household: Based on the index year of 1945 as 100. : : H : H
Figures in parenthesl':s is perunit of 1,000 739% live with their child(children).



Fig. 12 In urban circumstances, however, more elderly

Proportion of Elderly Patients (over 70)

people are living on their own as in the U.S., but

in Total Patients the more the aging advances the more want to
8 live with their own children. Answers to a
million 1970 [ ] 1975 1980 [ 1984 questionnaire on this topic show that the
1 M — — majority of people, whether parents or children,
s M ] replied that they want to live with their own child
(children) when they get old.
5
4 In Japan the average size of family continues
to become smaller and nuclear families are
3 becoming common. It is estimated that toward
2 the year 2025 the average number of family
1 — Bt members will continue to decrease to 2.62 and
Dver 70y D 2dl 177 J B " L s accordingly single-member elderly household will
o |l B . I increase. If we take 1970 as an index year of 100,
g§5¢f g5¢2 gFg 58
£% z E E z & E: £% z the number of single-member elderly household in
28 FEig fgs fis the year 2000 will be 500 (5 times that of 1970) and
g " 85" g7 in 2025 it will be more than 800 (8 times more).
& 3 g # (Fig. 11) This means that there will be much

greater need for hospitals and nursing homes

where the elderly people can receive the cares they need. It will also mean more need for nurses to
care for the elderly. Currently the ratio of nurses per bed in Japan is only one third of that in the

uU.S.

As we look at the ratio of the elderly (70 years or over)
in the total number of patients (in-patients and out-patients),
it accounted for 6.5% in 1970 but during the 14 years that
followed the figure tripled to 20.5% in 1984. In fact one third
of the total hospital beds are occupied by the people over the
age of 70. (Fig. 12)

In case of the U.S. the elderly people who have certain
health problems and need care but do not necessarily have to
be hospitalized are normally cared at home or at nursing
homes. But in Japan as the nursing homes are scarce, these
elderly people, who can otherwise be cared at home or at
nursing homes, tend to be hospitalized and often stay for a
prolonged period of time. The average length of hospital
stay in Japan tends to be considerably longer compared to
that of the U.S.. The shortest stay is 14 days but in case of
university hospitals it is often 30 to 40 days and can be as
long as 60 days. It is reported that as a whole 40.6% of the
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Fig. 14

Trend In Estimated No. of Domiciliary
Senile Dementia Patients

ERIME#EAEICE Vol. 16. 1990. 3.
Fig. 15

Progress of Aging and Incidence
of Senile Dementia
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The figures are obtained by multiplying the population in each age group

with the ratio of domiclliary dementia patients in this survey.
in-patients stay in hospital for more than 6 months and in case of the elderly in-patients (over 65)
44.7% stay in hospital more than 6 months. The overall average length of hospital stay in Japan in 1985
was 39.4 days, excluding tuberculosis and mental patients. One of the reasons for this prolonged
hospitalization is abundance of hospital beds. There are 101.9 hospital beds per 10,000 people, which
is nearly twice as many as in the U.S.(Fig.13) Another reason is the lack of proper checking function
to investigate whether there are medically justifiable reasons to prolong hospitalization. In addition,
fee-on-service system of health insurance payment, payment made against the quantity of treatment
without taking into considerations the necessity of tests or treatments, contributes to this lengthy

hospital stay through which hospitals can make financial gains.

The government is fully aware of the fact that the prolonged hospitalization of the elderly
patients at general hospitals is unnecessarily pushing up the already large medical expenditure. In an
effort to curve the medical expense, the government has created a new criteria of hospitals and trying
to designate those hospitals with many elderly in-patients as ‘geriatric hospitals’. The cost of hospital

care at these geriatric hospitals are graded low in health insurance payment scale.
Senile Dementia Patients in Japan

Among the senile dementia patients in Japan there are Alzheimer dementia(type A) and
cerebro-vascular dementia(type B). The ratio of A:B is 1:1.6. Among the dementia patients
340,865(1986) were hospitalized in mental hospitals (total number of mental hospitals 1,036) while over
600,000 patients were estimated to be looked after at home (1985). The total number of senile
It is estimated in the year 2015, there will be 1.85
million dementia patients, which is nearly twice more than the number in 1985. (Fig. 14) According

dementia patients will thus be around 940,000.

to statistic estimate of appearance of dementia by 5-year age groups, 19.99% of those who are 85 or
above are expected to suffer from dementia (Fig. 15). These figures clearly indicate an urgent need
for more facilities for care of dementia patients. There are 257,000 in-patients in mental hospitals, out
of which 82.79 stay in hospitals for more than 6 months.



. Faced with the marked increase of the elderly
Fig.16  Future Need of Elderly Care
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helpers, who assist with daily chores or cooking, are becoming available and also involvement of
voluntary workers is encouraged.

As future strategies for elderly care the government plans to curtail prolonged hospital stay of the
elderly patients by 1990 by reducing the number of beds in general hospitals and geriatric hospitals.
Instead the government plans to increase beds in intermediate nursing homes. Fig. (16) shows that in
spite of these efforts the number of elderly people requiring care will continue to increase because of
the absolute increase of the elderly population. (Fig. 16)

As of 1986 there were altogether 1,816,194 hospital beds. This is 1,000 beds per 100,000 population
or 1 bed per 100 people, which is nearly twice the ratio in the U.S. (Fig.13) The hospitals designated
as ‘geriatric hospital’ were 848 in 1988 with total beds of 119,227. The ratio of beds per population is
98.1 per 100,000. This is only one tenth of that of general hospitals which have 980 beds per 100,000.
This means that a large number of geriatric patients are still hospitalized in general hospitals.

There are ‘Skilled Care Nursing Homes’ where the elderly patients who require specially skilled
care are admitted. As of 1988 there were 1,855 such homes with total number of 135,182 beds, which
is 111.2 beds per 100,000 population. The ‘Health Care Home for the Elderly’, which is an intermediate
nursing home, are still fairly few. There are 631 such homes in 1989 and the total number of beds is
only 4,723. In order to achieve better care for the elderly these beds should be increased. The present
target of the government is 300,000 beds, which are sixty times more than the currently available beds.
In order to achieve this goal the government is offering financial assistance to the private sectors in
order to encourage their involvement.

These intermediate nursing homes were originally designed to. provide a temporary shelter for
those elderly patients with physical and mental problems who are discharged from hospitals. The

government plans that the home will serve as an intermediate facility during the transition from

— 10 —
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Fig.17 Fig.18  Trends in National Medical Care Expenditure
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elderly person returning from the

nursing home. This in return tends to hinder the elderly people from returning to their own homes.
Moreover, because increasing number of women are working outside the home today, the manpower
for elderly care within a family is very limited. It is therefore fairly doubtful whether these
intermediate facilities will successfully function as temporary homes as originally planned, not
allowing prolonged stay, sometimes until death, of the elderly patients. One possible function that can
be expected from these intermediate homes is to increase the day care services to those elderly who
are being cared at their own homes.

Medical Care Expenses and the Care of the Elderly

Before discussing the medical expenses and medical care of the elderly in Japan I would like to
explain about the medical or health insurance system in Japan.

Since the introduction of nationwide health insurance coverage in 1961, individual medical
expenses are on the whole covered by some form of public medical care. The current health insurance
system in Japan comprises of 8 different health insurance schemes. (Fig 17) Everyone in Japan is
registered under one of these schemes depending on the type of his/her employment. They are largely
divided into the following two groups: 1) Employment based insurance for the employed persons and
2)Community based insurance for the remaining population.

The total national medical care expenditure for fiscal year 1985 amounted to ¥16,015,900 million



Fig.19  Trend in National Medical Care Expenditure
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(US$123,199 million) which was 6.299% of the
national income. Fig. (18) shows the increase of
annual medical care expenditure. The ratio of
medical care expenditure in national income was
4.09% in 1970 but it steadily increased to 6.01 in
1980 and 6.29 in 1985.

Although Japanese economy has shifted to
low growth in the recent years, medical care
expenditure continues to expand at a faster pace
than the increase of national income. The main
factors of this increase are aging of the
population, changes in the structure of diseases,
and advances in medical sciences and medical
technologies related to diagnosis and treatment of
patients. One of the problems in the Japanese
medical insurance system is the high ratio of
pharmaceutical expenses. In 1985 it was 29.1% of
the total medical expenditure. Another problem
is prolonged hospitalization which I described
before.

Per capita medical expenditure greatly increased between 1970 and 1980 and this upward trend
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Table 3 Fig. 21
(by age groups) Ratio Against National Income,
hee 1977 1981 1986 ] " Ratio of Elderly Population v ®
¥ 67,600 ¥ 95,900 ¥122,600 16 Ratlo Againat 40 tritlion (307.8 bition)
0~14 ¥ 217,700 ¥ 35,900 ¥ 43,700 14 National Incol}}—— '35 trillion (269.2 billion)
15~44 | ¥ 47100 | ¥ 56800 | ¥ 62400 24 130 tition (230.7 biflon)
65~ ¥219,000 ¥334,500 ¥443,500 |
10 «o=*" 1125 trillion (92.3 biltion)
Age 1977 1981 1986 8 "’#L%.‘.’»'.ﬁi‘i’"’ 20 tfflion (153.8 bilion)
$ 520 $ 737 $ 943 & 3,_\‘;,3:::;;?'4-"\,- 15 tilion (115.3 bition)
0~14 $ 213 $ 276 $ 336 o 110 trillon ( 76.9 bilion)
45~64 $ 765 $1047 $1239 2 Beneflt Expenditors L5 yilion  38.4 bilion)
65~ | $1684 $2576 $3411 o o

1951 1955 1960, 1965 1970 1975 18e0 135

has continued ever since. (Fig. 19)

The medical expenditure for fiscal 1985 was ¥16,015,900 million (US$124.3 million). This was
6.29% of the national income or 5% of GNP (8% of GNP in the U.S. and 7.5% in France). Per capita
medical expenditure in 1985 was ¥132,300 or $1,018. The ratio of national medical expenditure in
GNP was lowest in Japan compared to that of France, West Germany, the U.S.A. and the UK. (Fig.
20)

As shown in Fig. 19 the patients paid 8.3% of the total national medical expenditure and the rest
was covered by various medical insurance schemes and a public fund such as Health and Medical
Services Law for the Aged.

Table 3. shows the changes of medical expenditure by age group. Per capita medical expenditure
of the age group of 65 or over doubled between 1977(31.684) and 1986 ($3,411). This increase is no
doubt greater than the increase of 45-64 age group, which increased 1.6 times during the same period.

Now we look at how social security benefit expenditure increased as the elderly population grew
larger. As shown in Fig. 21 there was a sharp increase of social security benefit expenduiture after
1970. This is partly due to the increase of the amount of various social security benefits but swelling
elderly population no doubt pushed it higher. The social security benefit expenditure in 1986 was
14.6% of GNP, more than double the ratio of 1970 (6%).

The Health and Medical Services Law for the Aged was enacted in 1982 as “a comprehensive
policy to ascertain health and appropriate medical care for the whole population in their old age,
incorporating disease prevention, treatment, and rehabilitation, thus to achieve better health of the
people and improve the welfare of the elderly people.” The law is a measure to cope with the coming
genuine aging society by improving the life of the elderly through medical as well as health services
in order to ascertain better life for the elderly people. Under this law free medical care is provided
for those 70 years or over, and also for those between 65-70 and having certain designated disabilities,
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their medical expenses are covered jointly by the national government, local authorities and insurers
of various health insurance schemes. However there are some nominal fees that the elderly are
requested to pay : ¥800 ($6.00) per month for out-patients and ¥400 ($3.10) per day by in-patients. Low
income elderly will pay ¥300 ($2.30) per day for in-patient treatment for the first two months.

The monthly expense of those who are admitted to intermediate nursing homes is ¥260,000
($2,000) but the large part of this expense is covered by health insurance and public funds and
an individual will pay ¥50,000 or $385 per month.

What “Health and Medical Services Law for the Aged” Provides

In addition to the basically free medical care for those over 70 as well as over 65 with designated
disabilities, the Health and Medical Services for the Aged Law offers the following services.

Individual Health Record Sheet is issued

Health Education

Health Counselling

Health Check Up

. Rehabilitation Program »

Home Visiting by Nurses (for those over 40 with designated disabilities)

As for health examinations anyone over 40 years old is eligible for the following.

R U A~ W N
. e e e e

Interview by physicians

Physical check ups (weight, height, etc.)
Blood Pressure Measuring
Urinalysis

Fundi Examination

Serum Cholesterol

Hemoglobin

Liver Function Tests (GOT, GPT)
Blood Sugar

Stomach Cancer check up (over 40)
Lung Cancer check up (over 40)
Breast Cancer check up (over 30)

The following are the goals which these service programs aim to attain eventually.

1) 309% reduction in mortality rate of stomach and uterus cancers within 10 years from 1982

2)  50% increase in early detection of lung and breast cancers

3) 609% increase in detecting high-risk cases of cardiac disease within 5 years

1) 50% decrease in CVA incidence within 10 years and 20% decrease in incidence of bedridden
cases due to CVA

5) 509% increase in health check up rate of general public

6) 309% of public to receive stomach cancer check up by upper GI X-ray
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30% of public to receive breast cancer check up
What We Need for Better Care of the Elderly in Japan

If the present pace of population aging continues it is estimated that in the 21st century there will
be more than one million elderly people who require care, in contrast to the present 600,000 people.
In order to cope with this prospect there should be more programs for domiciliary care such as
day-care service, short period admission to nursing homes and home visit helpers. At the same time
more ‘Skilled Care Nursing Homes’ should be built to meet the large demand of elderly care.
Moreover, if those bedridden elderly patients, who are currently filling up the general hospitals, are
to be transferred to intermediate nursing homes, it will require as much as 250,000-300,000 beds by the
year 2000.

Some Personal Thoughts on Improvement of Elderly Care in Japan

As T have described above, Japan is following the process of population aging with the speed two
to three times faster than other western nations. Just like a runner in a marathon race we have closely
observed how these forerunning countries have coped and are coping with the problem of aging
population and could vividly realize the problems which Japan will be facing in the near future. If we
make careful study and analysis of various successful measures of the western nations we will be able
to find some useful clues to solve the problem.

Although the ratio of the elderly people over 65 in the total population of Japan still ramains at
the level of 10% but in some remote rural areas, where there is population drain, the villages may have
more than 20% of the elderly population. Japan is already facing the problem of population aging just
as in western nations.

It is a fact that the more the elderly population increases the more the medical expenditure is
requried. In order to effectively curtail this increase the Ministry of Health and Welfare is now
studying the measure. Today the whole population is covered by one or the other of the health
insurance groups, and the medical expenses are paid to the hospitals and physicians on a piece-rate
payment system or according to the quantities of treatment given to the patients. A joint commission
comprising representatives from health admission bodies, Japan Medical Association and learned
societies, functions as a mechanism to control this system.

The current ratio of medical expenditure in GNP against Japan is 6.39%, but it will become
difficult to maintain this level. A certain amount of rise is considered to be inevitable but it will take
some time before it reaches the level of western nations. The Japanese government however
anticipates that it will be able to keep it below 7% level. The amendment of Health and Medical
Services Law for the Aged and the increase of intermediate nursing homes are some of the chief
measures to curtail the future rise of medical expenditure.

I think it will be possible to improve the welfare and medical conditions surrounding the elderly
people without the increase in total amount of medical expenditure if we could successfully

redistribute the amount of medical expenditure. Japan has twice as many hospital beds as the U.S.




and the elderly people are filling those beds with prolonged stay. It is possible to reduce the cases of
hospital admission and shorten the length of stay of the elderly people if the options such as
intermediate nursing homes and visiting nurses are sufficiently available and accessible. The
government should provide adequate financial assistance to the private sector which is willing to build
the intermediate nursing homes. It should also increase personnel who can visit the elderly people at
home to provide necessary care. The qualified registered nurses who stopped working after marriage
can be encouraged to take part in home care nursing and trained helpers on public subsidy and
voluntary workers should also be encouraged to cooperate. Through these measures it will be possible
to realize the underlying spirit of Health and Medical Services Law for the Aged and improve the level
of medical and welfare care of the elderly people without inviting increase in overall medical
expenditure of the country.

The most important thing which we should all remember is that the extended life df the elderly
should not be wasted in loneliness and misery. It should be a life that is worthy of living.

The social security budget in Japan is comparatively smaller than the western nations but if we
can rationally and effectively curtail the seemingly limitless increase of medical expenditure it will be
possible to increase the budget for social security benefits.

Another aspect to assure better quality of life for the elderly is better housing conditions. In an
urban environment perhaps we should consider high-rise apartments in order to secure some extra
space in individual houses. More number of elderly people are living with their children in Japan
compared to other western nations. If we want to maintain this level it is necessary to secure more
space in a house on one hand and on the other there should be additional helping hands from outside,
such as trained helpers subsidized by public funds, to assist the daughters or daughters-in-law who care
the elderly. Housewives and elderly people who are healthy enough to work can be recruited for this
purpose.

As the age of retirement in Japan extended from the hitherto 55 to 60 in recent years and even
to 65 in future, it becomes increasingly important to create a social structure where there are
opportunities for work and other social activities and learning for the elderly people. We should also
give thoughts to the locations of the intermediate nursing homes, and build them in an urban
environment as much as possible so that the people in these homes can communicate with the younger
generations. Certain arrangements should be made for those elderly people who have the experience
and ability to assist the educational programs for the younger people. These social activities will give
the elderly people a chance to find a meaning in life and at the same time help them to stay mentally
young.

If one wants to keep good health and enjoy longevity one must develop argeeable life habits and
build up a proper life style while one is in middle age : a life style which will enable one to detect and
prevent in the early stage various diseases that may be gradually spoiling one’s health, and which will
prevent handicaps that might impair one’s ability to move independently. For this purpose, public
awarness on various diseases and appropriate programs for early detection of deseases is necessary.
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In the case of Japan there is genuine awareness, among general public, that attaches great importance
to better health. This is a very favorable circumstance for health promotion.

As 98% of junior high school graduates enroll in high schools for higher education there is a large
majority of people who can understand the significance of enjoying and completing one’s longevity in
its full sense. The Japanese people as a whole understand the value of efforts for better life, but they
should put more emphasis on practical actions toward better physical and mental health. For
successful health campaign it is effective to train many health volunteer leaders from among the
general public.

In a city of 40,000 population in a mountainous area of central Japan I have run a public health
campaign program for 10 years in the past. The program was designed to improve the health of the
population. In the program, among other things, I trained volunteer health leaders and then let them
take an initiative in the front line of the campaign encouraging people to change life habits to create
agreeable life style in order to prevent chronic diseases of adults. The campaign reformed people’s
awareness on health. NaCl intake from food was reduced by 209% ; people took physical exercise as
a daily habit ; people became able to measure their own blood pressure at home and thus could control
their blood pressure. Sphygmomanometers and stethoscopes were made available for their use and
technical guidance was given to measure blood pressure correctly. The motivation for better health
based largely on experimental learning gave a very favorable effect on life of the elderly population
of the community. One of the results was 50% decline of CVA deaths in the campaign area.

To assure quality of life for the elderly individual families as well as community should try to
prepare appropriate social, cultural and physical exercise programs for the elderly members. For
those who are unable to be cared at home, adequate institutional care in intermediate nursing homes
should be available in addition to adequate financial security through pension schemes.

Lastly I would like to call attention to the fact that among the 80 medical schools in Japan today,
there are only 11 schools which offer a course on geriatric medicine with a full-time professor of
geriatrics. For the sound development of geriatric medicine I sincerely hope that there will be a course
on geriatric medicine in each and every medical school.

(The exchange rate of one American dollar was equivalent to ¥130 when this paper was prepared
in April, 1989)

— 17 —




ABARICEFIZIDEAEREDOBIER & €DIFHR

=

EARNADRBE, SBICEBILL2OH), &E»S T ARRHROILERNOFT TROBAANNS
WEE 2, Kk FERENEBAANERNENL, BADEADZEE, ML T 2AREADEE,
BHARDEBENEIG T & 2 XEOEE & ERE L 2, RBICHEDEAME~DHIGIZ OV TR 21

HEE B W

=
=]

~NT7z,

F—7—X

ARDOEBIL BAADTEHR # A SR FREA # NE
FANE WOHRTL L5 & L EROEE L 12,

HANE, 82 REFRKEIHb B E T, HECE
WTiEd - & DA, EREBEADARDOEL
PERWE L 2 S Tz,

LaL, BRETE, EERBEEERELHELT whH
L DBEERIROFECE S %<, LRI TELFE
WioE, Ldi->T1935 (BB10) FNFHFamiE R
46.925%, 49.6m% & v ) S0mKRIBOE N FHHaERL
TeDThHh-12,

LA, B2 RERAME BARIIKEDR SEE
87 5 NICEAEITERRE 2 21, & b8 TRYYRIC
T HIHRENDH T CBH LWEBICHA) L) %
By, THASOEYE, REHEOWE, MilZnE
Mt EmE, B, OEE ERELE, A
) R T WEMER ORI RN o DERZ AL R
DA LN, FT2, HRICKHT 5 FED 2o NEES
BEoER & OBESHEND - T, HARADFFG
L HEAR105E = B b BuRICHNI Lo, ZoMmizF
CedichL, 48 (19874F) TixHB75.618% CREH
ANBI372.0m%), #«81.39% CKEAAKIITS.9%) &

* ERNEERFETR

LoL, Fozoicdsd3nzz iz, BERAD
BENBELEHILTH B,

4GHOBARIZE, ZOBAANOOBMCL > TED
BEANDEELL LB Lo MBI SEICR B
L, #0OZANEEMOR— 2N TEANDERS
S PRBHATEHO T IE =2 FB Do B> Tw
B, FD0H, 4H, BAROENIEEL ZEEED
¥ OB VHEIERIL TW50TH 5,

YF, 2o BARRICED BT, BHeAEm
Z 72\

BADA R DOEERILDTIK &R

113, HERANFELFG (0 FEN L EDKMH) D
FREMEREZRL 125 DTH D,

ZHUT L Bk, 1935512 546.92m%, 49.65%ICH
L, 58 2 RHFRHME 2 F121213 B & L50m% B
2, BERL04E1EN19554F 1T 3 B63.605%, 2L67.755% &,
B2 FHT 2 L5EREBZ T35, HENFERD

AFci319894 5 A 1 B 12 KE o Jefferson  Medical
College Z=f#® International Health Seminar 12 THE
anrz, (MTRIETRCEXLBRNZ &)

— 18 —




1975 (BE50) FITIZB71.73%%, &76.89mk& %0, #&
HA0FER 19854213 B74.785%, %80.485 T, Bk

IZKREADFEEFa 2 500282, 19884121
575.545%, #81.30m & k-7, ZNRIHFROERE
NDTARTF, A 2—T>, 77> FRBEABL
RFEEsTHE (M2),

INE I, BEAPEFICL -2 EDRRE L
Tl3, ok ) OB EE, Q% Do SRy
WO L, @I TRDBAH» TIN5,

HAEADILRIECEL G - 2 EKRD 121213, &
HEARANIZETHY, L/ NRORYRESEE
TRIZE BN S iz LT oN s, EE14F
RiEDFLR infant DIECTHREZBEFICA B &, BARZ
1925 (KRIE14) £ A3 5 bHTEL, HHEL, 0002
WTIS0LI EDFTETS Th - 7253, 19404R121290% 7 1),
T BRI BRICTAYD, 1960 (BE35) 4E121330.7,
1980 (BE55) £ (35.2 w72, ZOJLRFETEN A
RAETIMEIF 24T, BAET iﬁ%mmﬁl?
N—=TD12r%>Tn3 (K3),

iz, £ERED ADL,00054DFETHRIT, #KE 2 4
BDIGATAEIZIL, 14.6THh - 7255, 19864E17136.2 (K
[EI319844F12138.6) X r - 722 ki3, ki L«ﬁﬂﬂ
DILCHENERE & L1z, ERNMERIKELIFEIC
<ﬁfﬂtfb@%0,:ngm:&ﬁﬁ$kmﬁw

FHELBEICEL LD TH B,

BAADERERNEL

M4z, BRABREEHNIB0FEZSHETD
R@mﬁhui##¢%x,%®m@mnff%of
Y, IS IR19554F F TICBRICILT 2R § 2, —4,
1951$£:6i§i‘xj$rf‘f.l“i§7}ﬂ L CRRDE 1AL e %D, §
2 BT A, 5B 343 LR & 7 - 72, 1981 (FE
56) I IZBMEF R IEROE 147, B EEEs
B24r, CERIZE S E L 572, 1985 (FEB0) F2»
SIIE I EMHAEYE S I8 L, $ 2 60308
WEL N, BZEPIZEIMITABII N7,
HATIZRFEFERD | v 7% disd T 7z I SR
25 19704ERUC 7e » TRIEIC T A > T E 2B ¢
H59 0, CNEBEROBEAFICLY, FRITIE
ERNE - &LEIER (1 B15g LLE) 25z 12#io72 2
& &, 1955 (BE30) FELEHERD MERIE 2 $.00 &
TEEMRZOERIC L 2ENENRIFKR L L E
HVEIE & B IRSE 2 B ICRAD S22 TH A
9o WHERITHENEIMEIZ L AMHILIC & AFETHE
SLLZ 8RR, RO TERMET & 2412, HARA
DEEFRNIIERICL 2T ) BRRL T3 2B,
B (1987) O BARADFEED Ffrod 3 gBITK 4
N THbB, MEDHRADIEHZ RKKDZ L &

LRIMEERTICE Vol. 16. 1990. 3.

HBLTA AL (X5), BAANI. & 2 BB IE 2
SLDFERNZ e - 72 & v > ThH, ZHIEFKICEIT 5.0
JEIRFEDEERIC B & HARADGEIRIEIL e BIEE
1247 <, KEOLIRIE (AR107754313.5/1984)
DI 3D LT E 7,

—75, BAOBEROBEPICITHA L2 & idvoT
b, KEOM2HETH 2, ZOEHIZ, HEALKE
NENEBENESLEBIBRNE N2 FE LT H4EEEE
DEFL - ELRELRERELTEZLNS,

T8, WIEIZHAAOHE TCIIEEIZ L 2R RS
THY, MBI Zuck ¢, LaL, B X igwt
BIUBRGSEC L sg2oERIC L) BEIZELC
RBREN, FMIZ L - TRIET 25— 2288 L T
%,

ZNZ EDTIZ, BIREROBASSEZEORKL
LEBERHLZIE TR LD EHEEINS, LAL,
KBEIE, FALLTOHL WD

7B, BLEERE L .GERFED B RERIC L 55T
BNZELBEVWHRIC b TEREL-HEREANT L &
DOWZE (X6) TIRRNDI Ehbh o, Tihbb,
NT A FEFED B A NIZ20F- BN LIRS 5 2, B
EHREIRHS L Twd, 4HA7 L2 BT HEAD
Lo iERE & B MEF R ESED R T A AN Z iziTiz—3 L
Twd, ZNFHARADEFEZ S AL, LLI2AEEY
EBrHARP LT A HBITEL - TERZ EDE 5
ELRELZFEREEZ LD,

4H, BHEA, FCEVHLHA»EFEORKILD
Mm% 29 % 350 TC, BRI oS DBk
EACEBLL-2DH D, 2 EHLBIMEmIH DD,
INRRITIE, FREARADHITY, BRIEOERIE
DEIMERIZRE, ZD8, SHD L X EEFe
DRI E, SHBERTLZ EEEE 2 2 RT2H
2L LALTWI EHEIEEND,

4H, HETIBRANDERERR R ?%mﬁo@&
PEFB L UCRECEMICLEN TS, BERTR
ﬁm%m%$¥%mfmm$%zﬁ4wm£§t%m
WREDEMRE RN I b DERHIRB DERIZBEL D
RELEELB N2 -T2, BREOHBHI»E L
LA, ZZHBENEDELFGDV ZHENT
DRI BIMFTEZ P LA, LL, 21
PRI A D oBE T S v,

HARN6S5HmLL EnE AN AITIZ1985 (BE60) Fi2iX
LdTU% %2 T10.3% &% 1), AOnE#HLIE
EHITCHBICENSG L Ik -7z, 19874IT13657%
UEDADIZEAONI0.9% & - 72, 2000812 13
16.3%, 20204£i21323.6% & 7% b LHEEE N Z., BAR
DEMICITHRIZIL R 82— M FFRICENZD, X
THZEL, ER#RIgSTH), HROFTEA




AEDL 5B BWEHIZL LI L FREND, XkE
365 L LD EAARDKESALTD TRIZHoT2D
131945 TH D, 14BICHEBT 5 D IF2020FE T, %
NETHEL2ET 2L Thoh, BETII6ESHEU
EDEADT %I % - 721970E D 1> T 526414001996
FIZIZAOD%Y U LI 2T TH B (F

17,

U EknZ & s8R bz, BARDRIZHEA
ADRLE LIz T—FH, BAPRZ DI2DIZEAD
EEPERBEIEIML, TN BAOOREE LS
L) HEAER, BENOMEFEL L LITTHL, £
ZTC BEANERBICOWTERTAZEICLEY. (T
8)

BARDEADREE

1970FEENFHE TIiE, 10U EDEBADEER (K
9)i%, AR10FIZDE10,797 N, T4 b HH 171,000
ANTH - 72D, 198442 IXT0R% L B o Siesit
105%19,936 A, Tbbi2H AT, ZIIZ19704E
Bz TI4EB D 19844123 2 i 8 L Tw
52 rith B, TN, FR2BAAOAFETZ LD,
FETLBAOENEME /258 T2 Z L 2R0
T3,

SHBAETRIRULDEADI ) RT ER
3, BIEEER, ZHCiZ5 Al 1 ADDD - Tnb
5, TIUSKC b DIRELEER, R THIEZSER
TH 5 (X10),

KiZ, BADOS~T4mEE TERIEIEA (A), 75mLL
FEBEHEA (B) LIk, &2 (1986~1987) &
e <, AlFADOL000AICDX615. 60 ERETH B
#%, BTIE691.9A &7 Y, T5iELl EDEANDEREIR
#70%iz E5, 72, BARANIKREAZHENS LB
ENEBADFLNZ EDRRTH DD, ZHBHEAD
BN LTOBRENEFEEIHET L, Bl2E3 X
A, ATIRABL00AI2D%6.9TH 2%, BT
35.1&% 0, 5L ENEADKI 5% B2E ) L v
FZERL D, BRRADT EL, By FRLEET
BFCELBETEK, BOLCHRZ8CWTHE,
HobTtaEr L, FEAFADLICEL L) Z &
DERFROBERERE & L TOERDE = 5 HEic
b REREPH,

ZOA, BEROE, FLoRBRE2FANL L, A
1359%, Bii73%» Tt s F—WHTEL L Cnwb &
W T PHREEN TS, BERDELTIZ, HAE
NERIE, BFOWFEIFIET 2 & v @HEsokE i
BTEL EN20b 5, LENAETIE I EEHE
BFERBTIEIPLDERE VR B,

T, BERBFICT o — R EB &, EliE E -

THhLBTFIEBFLHFLET L0383 HTHS, L
I L—F, BARIZFE2 PR AR oSS L, £
RRFRBLDIEE D A LN B, T 7% b H20254E (0 H]
b o TOHER TIE B —iE AR IZ2.62 A KT L,
Z D728 Bl E B HI31970FE 2100 35 &
20004E12 134 5 1%, 202541213 8 fE L b sy F48
ENB (), oz LizEMAOEZY T 5HbEE
ZIREANFT—LHPESBINRIPICEEDLELL, ¥
READTTIZH 25— 2AMhBOEL £ %1
BryrEEIFUTEL S, 400 BERDKE THR
REICHT 5+ — ADEIKEBOBENH 35D 1 TH
5,

XTI EDEAD AL & UNskBE N HE
DELE A B &, 1970 (FE45) FIZIZT0mEL ENEA
ITAE - NS bETDBRENSBTH-72h,
1984 (BB59) #F1320.5% &, 144FERIcH 3E8MmL T
w3, FLTABENY P340 11310 EnBE
THDHLNTWE W) BRETH S (K12),

BARTIEF—v > 7R —anEEICDT Wz, *
ETidr—r > =23 BEFRETTURED
BREDHRPCEENH 2 A —HRIcREAR Y
LT3, D722 EDIREED ABEEE D PHERE
HELKEICHL TEhdHTE Y, BEA14E, %<
DREIRBETI330~40H, HER60BHIZ L > T 5,
ANRBHEDL40.6%i36 7 ALLEOABETH D, 65mLL
044 7%i126 P AL EORETH S, ZHLEIHITA
RO REWER? 1213, BAEKERRELADL
T T101.9, T2 b b RENH 2 £ DRKRSDH 5
2o T, B —BoRbEICEACRIIARTAZ LI
EREZIRUEICHETI L 2B v ) HMEZEN
2% 2, —BWREDOFTCEADABRLENZANEZS
13, ABERORBHERBEOL L ENFRELIBET S
FETiEEL L T3 (M13),

RICEADIZIT BEIZOWTRN L 5,

HREADERE

HADHFFEZANZIET VYA - —TUE R (A)
B RERE (B) &2, MENH (A B)
131:1.6TH 5, £EOKEHHEBE (1,036/E3%) 12 Ak
FROEREANITIATI85A (19864F) ##2, FEEH*
FEANDBUT19854F (BE60) 126077 A, FHRBALITE
ST A HEI D, ZNIF20154F I 1318 T AL %
LI EDHEEEIN TS (M), T OBILIISSEED
HRENDEOH S ETH D, BB, 65RIULD 5K
BAOHE TIREISD & 9 iz, $RULNEAD
19. 9%V ERIC % b, £ DFKRT, FFRE R MHED
BREESNELLLOIT THEH, T082.7%I36 7
REUEDOABTH 5,




BARIZBIT 565U EADDOBMELF 2T, K
FIEERICARL TW 2 BAREEL TELETF—
VIR BRI BETERTLIZILREH NS
Thbb, BEE—EREOFNEANNEN L FEEE
PEANRREEEL, Ihzsel, FmRicARLZ
(CHB#ERZXTE Ly T T b 02BN g
(BRI & B D 2= v SR — A AR E H,
—F, EEFTE2TTH, Foloici3REm -—

12T, HEEE L TR~ S—DREH
B TRKT T4 TOEMEEDH TS

ERFI S BNEEREL LT, ZEAOEHARKZ
19904E LI T &4, HRIMEaE (EARERE
BT LW FEELTTWwE, 2B, FNTHE
NIRRT B2 ABREAOEIIFEL, F1:hiE
FETLEALLZD V) FRIPEIGIZRE LT
%,

1986 (FE6l) FNEEE T, HATIRRERHEIZLET
181776,194FK3 1), ZiFADTIE, AOLOK AR
1024, TZHHbAO100AIC 1ERE D, KREDIFIK
BORINIZE»ICE G, BBEEARRKEINTWS
k#3848 » Fr (B63) T, 11779,227TK%2 A/ L TH
D, AOW0AMETIE98.1E 45, ZNIZ—HRED
FERA AL 10349980 & v ) # & B &, 2 D10
a0 1 TIEFEIC A%, KEBDE A —RRREIC AR
LTWBZ e bhrd,

Skilled nursing care # BT 2 EANBEDAKT 5
$p)2## ¥ AR — 2 (skilled care nursing home) i
£E 1,850k H 5 (FE63) #%, WWARIZ13755,1825K
TANOFNIL.2TH 5. 7z, BAREKES (P
HiZ% intermediate nursing home) {3&EICiZ VW%
B63LMEEY (19894 2 A) T, ~ v FHEKEIZ4,723K

23 E v, ZoRizSFBEETEMS el

Lipnwk &N, BFERMEIZ Zoligks 2K 72D
RRIFERED BTV A0, BUFI TR I T T A REMR
B 24 BOM60ENIOTRICHEINT 5 2 & 2 E)E
BEL L TEIFTws, ZodhREEmxE, Bt
LLEnEEL L OZARINEL (EEEHTLET
LETRITHEIHIIHD, 222 RUMBEAEZE S
VIR T, RS HEEE T TORITIIC
ST 52 DR THDELLWVEEFIEZEL Tnb
B, BEL DI ANDL OO ARDKEH THEEZ

ICRBD NI &%, WTOMERH D BERT
12, ZAZEB T TTERADAFEIS L B—F
Th 4 BOHSBE TR, PR CHORLIMBE,
FECT 2 TOAFE EI { WED B3, BREH
HMETHD, EEENDYTEBBT A —RELT
DHNRZEADT A F—E ADT7' 0 7T A3 Lot
IENTWBEIRTH 5,

LRRINE#RFACE Vol. 16. 1990. 3.

ARICBIIIERBLEAER
BRI BT 2 ERE X EAL OREY R L 20,
BADERERBR 2 HAT 5,

HZA TI319614F 1 £ FE B o BB R Bl B 75 i L
K, NI EDEEBEE ML THHEEIN, W
BB ERTLIENTEDS, (H17)

BIEDERERS 2T L1328 DDE- 2RO L D
PHE N, EROBEFHEZFLICWASCHDER
DR AT 20555, L2LKREDLDIE 2 DI
DA, BWREHD IS OBIE E R K (employees’
insurance for employed persons) TH» D, &5 1>
LD M IEE D N D 72 D MR (community
insurance for other regional residents) T& %,

HARNER 1 FOEBREIL, 1985513168159/ 1
(123,199 million dollars) T, Z 1L i3 B B 1%
national income ?6.29%Th %, MITIZEREREE
N2 DOBEMERT, BRIRICHT 2EBRERE D
i, 19704 134.09i23F L, 19804(16.01, 198543
6.29 HRIZEL K- T 5 ([X18),

HED HARBRRZEFELRL T30, ERE
13 ERBINADEEMERL ) LIS E KL T
T3, BREERMOERZBERIZAOOZBL, IR
HENEILR UCEZDESIC & 5 2HcaE DB HMT
ftick 35, BENRBRZETOMED 10k, £FK
BoR TERHBEOLEIE L, ALINBEETHED
29.1% %> THBZ 2 ThHb, L) 1 DDA,
ABRHIB IR T, 1985EE DT 1 ADBENTELE
B3, 39.48 X &, ZHUCRRERPARIEEL LE
&Y BRSO RBMRR LRV T B,

ER1IACOWTOHOERERIZKIIZRT L],
1970482 5 19804 1c T C g L, Ligldte< o bR/
BnoER % %1, 198540 E REHR #1316/6159E M
($123,199 million) T, ZiLZERBILADG6.29%,
GNP » 5 %Iz % CKkEIZ GNP 8%, 77~ i
7.5%), 1985 D AAN 1 ADEFEEI$132,300H,
ThbHl1,018F VL TH B,

ZOERBEDTHNEFIINT L T, BEHFIC
& B TH I EEENS.3% T, MRE & L U ARE
i (health and medical services law for the aged)
FOMEE TR HLN T D,

ZOBROERERE FMOER & IET S E (K
20), BARRE7I> 2, @AY, KE, EEICKELT,
EEBEONERTG S 72120 GNP Hix b - &,

RNE 3 ZERERE OHS 2 EBHEEIICA 72D
DTHDB, Tk bk, 1986FEDE5HEULEDEAD
TAL) FERERE (3,411 F0) RBIVTENERR

(1,684 Fa)izl~a b2 UL ERML T3, =

— 21 —



UL 45~ 645848 D AD19TT4ED £ 19864E 12 1T Ton—
ADEREOMME (1.66%) L VHELIIZKEY,

B I I THROHSRELARIZEAADONIEM
L5 TP TWE R 2FANTA L), K210
ZEL, 970D 5OBMICIIERB L LD H B, =
i, ER¥FEH 1 AORBRMBROMMIC - TEAAD
WM ZOERZL 25820 TH B, HE
RESMEONERFIIZI4% TH D, 1970 H
(6%) 2L C 25l E®L T3

BN, BAOERENVEOH L REERE
2 C19824 (HE57) icHIE @ NzpsZ ikl THR
DERICBIT ZBBROERE L BU L EROBELXS
72, FIROTH, BE, SRR L s ofgEsr

ICERL, o CERAEO M ERUEANEL
NEEFRLZ L) PEBET S, ZoEFIIkLN

ERBIBEBRHESNBRICHL, BEAERLRED
MED? SEADEFEZ L NBESLLLNETEI LR
BigL T, 1982EHIEENDNTH B, ZTHUIT0RE
LENEANLS~T0E D E Y DL o (with
designated disabilities) iz i3, Bl 5 23 FUA (rural
authority) »i34, RKEE insurer »73&E TEEEH
FHHT 2T TH B, BEADFSRAEICIE, LA
FHFTIZAB0A (6 F1) 32 THUFT L, Ak
BRI 24 ARIZ 1 Bi210,400 (80 Fov) FoMEA
FHHI)Z LIS 5T b, EFHROEALART S
E, BRI 2ARIZ1H300M (2.3FL) #3952 Xz
toTwb,

ERETED b NIREEE L L UIT0mUE,
721365 Ll Lotz E ) BEADERNLBIHNIZ
7, A0 EDEICROFBEREIRAI NS,

1. fERFHREAT

2. BEHE

3. fERRAE

4. fEEERAE

5. BREIIBR

6. FMATREEE (g

(IO E TR ED DL D)

SR L L TI340EL ETHIUTLIT ol dr S
o505,

EE2A, M2, BEFHA, ME, ®R, ECG, B
B, 2L 2T v—), &, F#EGOT, GPT)
LEDOBREET ).

%aﬁ&ﬁ%%ﬁuim%m

BERZ 40 Loy o,

fitEEiR e % 405kl L

FERZ %230 LD L i

REEEoEZEe LTl

B, TEECEL T, 198248 (BBRISTH) L1

ND10FM %t@%SO%?FSZ’J%%éO

B, FLIIC oW T 5 FERic BEVER REE$50%
Db,

DRI L T3 5 I ) A7 BDIEES
60% 56 5,

BZEHRIZ DV TIZI0ENIC AR L LM I 5, M
FHRZ L BRIENVEBADFRELZ20%TT 2,

BELEIZREZERNNRIZT S,

BERZIIERN30%, FEBERZEI0%ICT I,

EARBEROBMDKIE

BEOSHILDERIBRLELL LW ET B L,
BAE60 T NEE L #ES NS ENEEANL, 211
BI00TAZML 5 L RIAEN TV B, SREDT A
Y-t R, Ya—bt - AT4, FEFLTENFTELN
N, EEBHENOERIEY 21D TTC ki, FHIE
BENR— L% TR % BAEE AR L EH T
CLEFBHL, Tz, E5ihzEd )nEHA
Ko A DiE & ER2, %)\ﬁ%’éﬁﬁ‘ T — EX%"“"}
5ZUHTEDBLHICTT B72H1TiF, 20004 F T2
T~ 30T R % Bagl, %}\ﬁ@ﬁﬁ %EXB’%E’JL%
LT BB H 5,

F&o:  BARDEARBAOHIBIZDOW
TORDEL

S F TRz L 5T, BRBZEROCAED E 5
AOEBEOEEH2 ~ 3BLOAE—FTEYD
2O2H b,

FRRE A AR L TR 352 L T B
%, MzbARANL, ZFOBEEECOOD TE 7,
FlcEb=TIVY - TF—DEDLY)DHRIZ, L
HAXDHEET 2 ThHH) HELMEICRS Z &HTE
5, Eb~DREEN & SO EEE ST 5 2

2k, BRBEICERILTAZ LICE-TAED
LHERFEN LY M EZLNBLDEES,

4, BARIZEEECIZ65mU ENFEREL L D L
10% %82 5REIZIEE > TW a5, Hah LEENT
HEIZTATS &, T TIE5ELI_EDFEAL20% &\ 8
HoRLHY, 22T, BRRBITITHKEADEA
FEICER L T3 &3 WwidblITha,

ZANOETZLIcL), BEEIEALYALS
ZEADOBIEIEE, SHEAE»BRRKICE-TWE
biFTH s HRERBETH 2 HEOREY 2T 41T,
O EMRKRROMEIL, HREILTHEH, 20
DB RN Fu—iR, TR EERE L BRE
B R B b T b PR SRIRERG#S
PHRLIZZENT S,

— 922 —




ERENMELT XERBNAEDEASDL )L
6.3% L N2 52 LIZHET, ZDOHETIRRL K
b2k s LB, BRDL ) HEG LU
ETBICIERD 2B LR,

Lo, EREBENOERBINA L DHENT BEB2
5% HAERFIZIH TE B EEZ, FDLDIZEK
I3 R PR B 7 3 E 2 PO B & 3L
TTwb,

iz, HOERBOBELREE v TL, 208
TEREZDI LN, BAOEM L EROFETE
B2 L WHICHT#ET 230 EE 5,

HiL, BRI ADOEIORESIZ, KED2E%
<, BIZEADPERABRL T2 ERES 5L F 2 TR
Abe# ez, fRYMLEHESE 2 2 I3 5ETHE
EBY, WREFEEG P E R -2
R—2x REMWES Z & %, BURFIZEENIC 4R
M332k $REEYTHTEDL L ICHMT S
F—20EE LR, BHEBOBREY D> THBE
TE»T, RENICEEZ2)-—X2HRETHZ &,
WEHEIH DO~ = DIGERRT > T 4 TOBT1 275
i, EEREOEL ERL LiIcBREENOEMIEAD
BIELNNVT v 7T 2Rk Z E I NG LR,

L2L, BREBYRLIEZBZ DTN L LWEREY
ZEiE, BEINIZZEADG I LI NLEHML VLD
Tul, WOLICAEZRFELZEZ 230ETHZET
»H5b,

HERTIIZEANDEFE R X 2 2L HEENTEHRK
IZHL 72408, EREDFRL nlkd 88
IS UTHSRE~ND & ) & { DB EEE B,

Ki2#EAD quality of the life # E» 2§ 51213,
FECORBOYWEGZB TH 5, HicHLTid, EF
nNEBLETTHLZ LI L), EREHDZR—2%
B2t REREIUETH DL, BEAETHENE
B ERIIBKRICHERNTEY, TS5 LD LT
Lk I izT 2123, SRR EROEMOYERE L,
FBANDT T OELFAFIZ % - T BERSHRAD AR
BIHDFHIVETH B, THIZIERBICE B~ ILrv—
EECHETNETH D, ZHUITLHEDLTFROHEN
TORBELBNCHSZDREEH 2 NETH D,

BAANDELE LS £ TIRIERNDSSRED H60REIC 7
D, LICEHBICIERN RBEL 2B 525, 65 LD
FHICLWE 525 v, BEACHSEHRHRUNS 2
52559 hHeBErLETHD,

HRIREER D 2 2 N (ERSIZIEV E 2 A1 9, 2
I ABEDVENLDENDS v FHHIKD L) HEEH
WBETH DB, ZHZBADFIIE, FHOKELEWT
BEADHDLDONEADT, DL e TFHo$E
DTV TLCEANSETE LRI LETH S, &

ERINE#ERIACE Vol. 16. 1990. 3.

ANdHE&smic k- T, EERELHL, FHERE
ByEKIT s kick ), BHNLESRERTLII L
BTEL T,

2T, BETEFELZELLICL, ZAOLLIZOH
ICHRRICHEITT D IRAZ REICRR L CELR IS,
MU TCAETAZ 2 RECIE T T4 Xry
TEEAFEbLT VLG, FEDED LEBEHERT
E2L )L EFERBBEIC—BRAZBSNELER
9. FNTIE, FHROAHFBSIFADBERFER O 70 7
SLETH D, BARATRZNWmHICHL TiE, H
ROESROZBH G BELERTLHEICHLNIT->T
WBEDNT, TN LI, BERIFTEIVEGEELZLD
LR,

HANL, HEREOBEHRT LRI E, HR
DU D BRI AET B, Lzhi- TELER &
VT DI EDEBVEBTETNBEANS N, H£ED
TeHIZBNTHIENERLMDHARANY, Bidi
WL T, Lo kbED S DREADERITE
BAITOZ EMEERS, Iz, — KA
BEEE X v v N~ DERT L T4 TN —F—%H%
ZLED BT 2ESEMTH B,

i, BAROFHDIUDENHFAOAT 4 TAN 1
T, 104, EROMOEEED 2BIEL T, K
FYTATON)—F—FERIZEH L TE7, s 26
I TT, WA =T T4 72664, H
ROBAFTHD 126D L BERHRD X v -
BIT-CT&a7, ZRICE D ERDE#IEY), AHIE
BIZ28ENTIFELY, EBOEES 2L ERL
720 ERHVOVOMESRETHNS L LIl
TH5ZET, MENDHOCEENTE 2ERZE T,
FO7OIIIM L IR ER 252, 20O
FOERY 305 HMteE2 L C& /2, 20L& ) TR
BBt L | 2EROEREFOBHEMT 2 EA
DFEICLIEFIC LWL 5 2, BRELTIN
12 & o THRZERFBIT L 72,

FUIBEAD T2 HIZ1E, EAOFLAESH AL
HREBIEE) 7 — T DT 0 75 ABE & KR
EERTENDLDICED, FRRETEREBELHTVE
AN B RENFHAOPHBHR 2 RMET 22 L 98 A
NDFar G R AR L F O ETEREE S RICRYI B
)

iR, BRI, S0DEERIH HH, ZOFE
DEEEZHFZ 2 ESLEBAREZDOBEII L\, 19K
DENEZEDFE L L LRBBENIZDIZ, TNTCHEZER
IZEANDEEATELZER2EFTILNTH B,
(RHXOFDBKDEZFLV — F DFHEIZ19894 4 B
BAENS1=¥130ic TFtEE n.72)

(PR ICHE11A10H ZH)

— 93 —



