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Foreword

This is the Assessment and Recommendations of OECD Reviews of
Health Care Quality: Japan. 1t is prepared for a publication launch event
organised as part of the Global Dementia Legacy Event Japan. The full
report is scheduled to be published in early 2015.

The report will be part of a new series of publications reviewing the
quality of health care across selected OECD countries. As health costs
continue to climb, policy makers increasingly face the challenge of ensuring
that substantial spending on health is delivering value for money. At the
same time, concerns about patients occasionally receiving poor quality
health care have led to demands for greater transparency and accountability.
Despite this, there is still considerable uncertainty over which policies work
best in delivering health care that is safe, effective and provides a good
patient experience, and which quality-improvement strategies can help
deliver the best care at the least cost. OECD Reviews of Health Care Quality
seek to highlight and support the development of better policies to improve
quality in health care, to help ensure that the substantial resources devoted to
health are being used effectively in supporting people to live healthier lives.

This report reviews the quality of health care in Japan, and seeks to
highlight best practices, and provides a series of targeted assessments and
recommendations for further improvements to quality of care, particularly in
the area of primary care, hospital care and mental health care. Japanese
health care faces formidable challenges. The population is ageing rapidly -
keeping people healthy, economically and socially active will demand a
health system that offers proactive, coordinated and personalised care to
individuals with one or more chronic diseases. Strengthening primary care
will be central to meeting these challenges. In particular, Japan needs to shift
to a more structured health system, separating out more clearly different
health care functions (primary care, acute care and long-term care in
particular) to ensure that peoples’ needs can be met by the most appropriate
service, in a coordinated manner if needed. At the same time, Japan needs to
strengthen the information infrastructure underlying the processes and
outcomes of primary and hospital care, and consider ways in which its
hospital payment systems can be better used to reward high quality care.
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Japan must also continue to develop high quality care in the community for
severe mental illness, while turning attention to improving care available for
mild-to-moderate mental illness.
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Assessment and Recommendations

One of Japan’s foremost policy challenges is to create an economically-
active ageing society. Excellent health care will be central to achieving this.
Thus far, Japanese health care has performed well — life expectancy is
famously long, at 83.2 years compared to an OECD average of 80.2 years,
whilst health spending is at USD 3 649 PPP per capita per year, slightly
higher than USD 3 484 on average. A striking feature of the Japanese health
system is its openness and flexibility. In general, clinics and hospitals can
provide whatever services they consider appropriate, clinicians can
credential themselves in any speciality and patients can access any clinician
without referral. These arrangements have the advantage of accessibility and
responsiveness. Such light-touch governance and abundant flexibility,
however, may not best meet the health care needs of a super-ageing society.
Instead, elderly individuals with one or more complex, chronic diseases will
need continuous, proactive and tailored services to maintain their health and
maximise their ability to participate in society. Japan needs to shift to a more
structured health system, promoting differentiation of functions (primary
care, acute care and long-term care, for example) while assuring mutual
collaboration to ensure that peoples’ needs can be met by the most
appropriate service, in a coordinated manner if needed. As this
differentiation occurs, the infrastructure to monitor and improve the quality
of care must simultaneously deepen and become embedded at every level of
governance —institutionally, regionally and nationally.

Japan is a country that achieves good health at relatively low cost. As
well as long life expectancy, some indicators of the quality of health care are
amongst the best in the OECD. Five-year relative survival estimates after a
diagnosis of breast, cervical or colorectal cancer are all high, for example,
and 30-day case fatality after an ischaemic stroke is the lowest in the OECD,
at 3%. Low cost is achieved through a nationally binding prices based on a
fee-schedule that is revised every other year. The fee-schedule operates not
only as a mechanism for tight fiscal control, but also as Japan’s main lever
to steer and reform the health system more broadly. Incentivising certain
elements of activities (such as coordination and communication between
service providers before a patient is due to leave hospital) means that the
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fee-schedule has also been heavily depended on to drive quality
improvement at system-level. Most other quality improvement activities
take place at institutional level. Hospitals, for example, develop their own
sets of quality indicators, with varying levels of depth, coverage and
sophistication. Higher-levels of organisation, such as Japan’s 47 prefectures,
are mainly concerned with ensuring access and efficiency, and have a
limited role in relation to health care quality.

The most significant health reforms of recent years have centred on
financing. Japan highlights a successful cost-containment policy through the
extensive use of the Fee Schedule (so called “Shinryo Hoshu). The
Ministry of Health, Labour and Welfare (MHLW) proposes a fee schedule,
which is subsequently negotiated by the Central Social Insurance Medical
Council, comprising providers, insurers, patient representatives and other
stakeholders. Formal revision of the fee schedule happens every other year,
applies to all providers, and determines the revenue of over 95% of clinics
and hospitals. This latter fact means that the fee schedule also serves as a
major policy lever to steer the whole system towards desired goals. The
April 2014 revision, for example, incentivises shifting care from hospitals to
communities, by further developing community comprehensive health care
services; promoting continuity and coordination of care across different
settings and improving transparency and accountability of practice. The fee
schedule also plays a significant role in incentivising quality, by specifying
minimum inputs, and in some cases indicators linked to outcomes (such as
the proportion of patients in rehabilitation wards discharged to their pre-
admission home).

Japan’s main challenge in terms of monitoring and improving health
care quality is two-fold: first, there are few quality initiatives embedded at
system-level; second, as one steps away from system-level, a proliferation of
quality-related activities is found, but these are haphazardly applied. At
system-level, the quality architecture is almost exclusively focussed on
minimum staff numbers, minimum qualifications and minimum standards
for health care services. Other elements fundamental to other health systems,
such as requirements for professional development and recertification or
systems to collate and learn from adverse events, are less well established
although some progress are being made. A number of accreditation agencies
operate in Japan, with divergent minimum standards and qualifying criteria,
and numerous medical societies produce their own clinical guidelines,
carrying the risk of duplication, disagreement or gaps. Japan’s payment
systems, while sophisticated, do not reward quality in a particularly
sophisticated or consistent way. Quality-benchmarking projects in the
hospital sector, for example, are often voluntary and public awareness of the
benchmarking results is still low although increasing. Likewise, the
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information infrastructure at system-level is focused on quantifying
activities. A quality- and outcomes-oriented systematic data infrastructure,
comprising patient registers and quality indicators is required.

Other challenges include:

e The health care system is strongly oriented toward curative care.
Although there is a desire to pivot the system toward primary care
but the quality architecture is not in place to support expansion of
this sector;

e The use of electronic health records is surprisingly limited and the
collection, linkage and analysis of health data is relatively
undeveloped. Japan is further behind other OECD countries in
resolving the trade-offs between personal data security and use of
such data to drive more effective and responsive health care;

e Reforms of the hospital sector are underway to differentiate acute
from non-acute beds (and ensure an appropriate level of care for
each admission), but the data infrastructure and quality architecture
to systematically evaluate the effect of these reforms is not in place.

e Even though the main system-level approach to quality is focussed
on minimum staffing levels, the approach to workforce quality is
limited. Primary care is delivered by a cadre of semi-
generalists/semi-specialists, for example, and dozens of hospital
specialities exist, with doctors certified by medical societies based
on their own training requirements. Furthermore, there are still some
doctor shortages in some specialties and in some regions;

e Although Japan has pioneered some initiatives for better quality
care, they are not as patient-centred as they could be. For example,
the care managers for beneficiaries of the long-term care insurance
do not necessarily play a role as a coordinator among different
services if they are admitted into hospital. In addition, health care
quality metrics are not primarily designed for public use; and

e Japan’s high suicide rate, high numbers of psychiatric beds, and
long average length of stay in psychiatric institutions suggest
potential for significant gains in the quality and outcomes of mental
health care. In particular, care in the community for severe mental
illness, and care provision for mild-to-moderate mental illness,
should be enhanced.

If Japan is to be confident of securing consistent improvements in the
quality of its health care, the next priority must be to move from a system
that prioritises fiscal control, to one that gives equal priority to quality. The
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overarching policy priority in the Japanese health system has, for many
years, been tight fiscal governance. Whilst this has worked well to contain
costs and should not be relaxed (indeed, many countries have much to learn
from Japan’s example), it is important that equal attention is now paid to
quality governance. This will require a more consolidated approach to
quality monitoring and improvement. In particular, the main lever which
currently exists at system-level to drive quality improvement (the FFS
schedule) will need to be accompanied by other instruments; and the current
loose and disparate approach to quality monitoring and improvement across
different levels of the health system will need to be systematised based on a
quality framework, using all existing data sources.

In addition, given Japan’s rapidly ageing population, a clear orientation
toward preventive and holistic elderly care will be necessary. A coherent
primary care sector, delivering consistent proactive care, across the life-
course will be essential to Japan’s reorientation toward more cost-effective
preventive health care. As differentiation of the hospital sectors occurs into
intensive and less intensive beds, with the aim of reducing inappropriate use,
a sufficiently sophisticated quality monitoring and improvement architecture
will need to be built to evaluate the reforms’ impacts. Finally, community-
based mental health care and welfare service should be developed more
fully, reducing dependency on in-patient services. In both specialist and
community mental health and welfare services, further work is needed to
reduce inappropriate use of pharmaceuticals (polypharmacy), and ensure
that alternative therapies are adequately reimbursed through the fee-
schedule.

Strengthening primary care

Japan’s approach to delivering a “primary level” of health care (that is,
the services which can manage new health complaints that pose no
immediate threat to life, manage long-term conditions and support the
patient in deciding when referral to hospital-based services is necessary) is,
in many ways, unique. Primary care is largely delivered through a network
of some 100 000 community clinics which include those with beds. Rather
than having a dedicated workforce with specialist training in the functions
described above, however, primary care in Japan is typically delivered by a
cadre of semi-generalist/semi-specialists — that is, physicians who leave
hospital practice after an unspecified amount of time to set up as generalists
(with no compulsory further training) in the community. Likewise, rather
than having a distinct primary care estate, primary care may be delivered in
a department in a hospital and patients who come to clinics with beds or
hospitals with primary care department can stay for inpatient care if needed.
And rather than patients being required, or strongly encouraged, to seek care
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for new complaints or non-complex chronic disease management from the
primary care level, patients have the right to access hospital specialists
directly for any health care need.

Japan’s primary care configuration has, in many ways, served well until
now. In particular, access is good, with some community clinics having a
range of diagnostic and therapeutic equipment that would be the envy of
many OECD systems. There are, however, several factors that raise the
question whether current arrangements are delivering optimal quality and
value for money:

e socio-demographic shifts mean an increasingly elderly population,
many of whom have multiple complex health care needs, and some
of whom suffer frailty or social isolation;

e fiscal pressures are driving a reorientation of health care away from
inpatient care to community care;

e consultation rates, particularly of the elderly, are high and data from
some hospitals show increasing unplanned readmission rates; both
suggest that community services may be struggling to provide
adequate care.

Taken together, these factors suggest a need to have a system of
community care that is capable of providing a consistent point of care over
the longer term, tailoring and co-ordinating care for those with multiple
health care needs and supporting the patient in self-education and self-
management. In response to these challenges, Japanese Medical Specialty
Board is developing a system of new medical specialties including a distinct
specialtyin primary care which will start in 2017.

Current outcomes associated with primary and community care in
Japan

Data submitted to the OECD’s Health Care Quality Indicator (HCQI)
project show that hospital admission rates for chronic conditions —an
indirect measure of the quality of primary care — are lower in Japan than for
the majority of OECD countries. At 23 admissions per 100 000 population,
Japan has the lowest age-sex standardised admission rate for COPD
observed in the OECD (although rates are not standardised for background
prevalence of the condition or smoking). Admission rates for asthma are
also lower than the OECD average. Significant reductions in admission rate
for both conditions over recent years suggest real improvements in the
quality of primary care.
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In other clinical areas, however, the quality of primary care appears less
reassuring. Data from some hospitals show a rising trend of unplanned
readmissions, suggesting that community care services may not be coping
well with the complexity or volume of patients being discharged from
hospital. Furthermore, recent National Health and Nutrition Surveys have
identified large numbers of undiagnosed and untreated hypertension,
hypercholesterolaecmia and diabetes.

In general, much less information on the activities and outcomes
achieved within primary care is available in Japan compared to other
countries. Even though there is potential for using national database of fee-
for-service claims to identify patterns of cares undertaken in community
clinics, it is not used in this way. In any case, the fee-for-service database
would have limitations as a tool to monitor the quality of care. Its primary
purpose is accounting, not quality monitoring, and there are still difficulties
in using unique patient identifiers within it.

Quality initiatives in Japanese primary and community care

The national fee schedule is the main lever in the Japanese health system
to monitor and improve quality. Activities appearing in the fee schedule that
are intended to improve the quality of community or primary care include
medical fees to reward the setting up coordinated community care plans
upon a patient’s discharge; to provide information to patients on self-
management; to set up cancer care plans; and to provide home care health
services. In addition, recent reforms have also introduced a fee if a doctor
provides lifestyle advice and coordinated management for these patients
with two or more of the following conditions: hypertension, diabetes,
dyslipidaemia or dementia.

The fee schedule, however, is based predominantly on inputs and
activity — the lack of a sufficiently rich information infrastructure covering
community clinics means that incentives based on the outcomes of care may
not feature. In addition, incentivised activities are patchy. The care co-
ordination management fee mentioned earlier, for example, is only available
for patients with stroke and upper femoral fracture and not for other patients
who might equally benefit, such as those admitted with a heart attack or
other fractures or falls. Most significantly, however, the number of patients
who benefit from the incentive system as a proportion of those who should
benefit can never be known because Japan lacks a systematic doctor-patient
or clinic-patient registration system that would allow denominator
populations to be identified.

In Japan, accreditation of clinics is compulsory. There are few
restrictions around setting up a community clinic, however, and the
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requirements to be met for accreditation are relatively basic mainly
focussing on inputs such as staffing levels. In other OECD countries,
accreditation is based upon a more demanding set of requirements.
Standards around the full breadth of primary care activities (including health
promotion and disease prevention) are often included in other accreditation
systems, as well as broader objectives such as integration with other parts of
the health system and with the community at large. At present, there is no
national, prefectural or clinic-based system for adverse event reporting
within primary care. A new system starting in October 2015 will require
reporting of unexpected deaths, but not adverse events more widely.

Securing a greater quality dividend from primary and community
care in Japan

Japanese Medical Specialty Board is now developing a system of new
medical specialties, which will start in 2017 and it has already started to
define the expected roles and training requirements for the new primary care
specialist, called sougou shinryou senmon-i. This work should continue, to
ensure that the speciality starts off on a secure, well-recognised and well-
respected footing, underpinned by a national vision for primary care that is
shared by community physicians, hospital doctors, the wider clinical
workforce and patient groups. Clear licensing or credentialing criteria would
be needed to make the distinction between the current cadre of physicians
working as community generalists and the future primary care specialists
that Japan wishes to create while providing training opportunities for
community generalists to become primary care specialists. Such a
distinction should be unambiguously evident to patients and other health
care professionals and be based upon a clear vision of how primary care
specialists will differ from the current workforce, in terms of extended or
different knowledge, skills, roles and responsibilities.

Creation of academic departments of primary care in each medical
school will also be instrumental in embedding the speciality. Some Japanese
medical schools already provide courses of social medicine or public health
and the development of a department of specialist primary care would
complement these. These new departments could undertake research in
primary care, support development of clinical guidelines specific to primary
care, as well as teach the speciality at both under-graduate and post-graduate
level.

It is important that a key function of the primary care speciality should
be provision of holistic care for those with multiple, complex health care
needs, including mental health care needs. In relation to other OECD
primary care systems, Japan is starting from an unusually strong position in

OECD REVIEWS OF HEALTH CARE QUALITY: JAPAN — ASSESSMENT AND RECOMMENDATIONS © OECD 2014



14 — ASSESSMENT AND RECOMMENDATIONS

one respect, in that the fee schedule already directs additional resources for
treatment of patients with multiple chronic conditions, continuity of
prescribed drugs and management plans and establishment of continuous
care which offers on-call services with medical advice. One option would be
to consider extension of individualised care plans (ICPs) for patients who
have one or more long-term conditions. ICPs are currently offered only to
long-term care recipients. Issuing guidance on which patients should have
an ICP, developing a monitoring framework to ensure that these patients are
offered an ICP and standardising their content would be ways in which
wider use and application of ICPs could be achieved.

Embedding continuous quality improvement from the start

Japan’s primary care sector, currently delivered through community
clinics, stands out for its dearth of systematic data on activity or outcomes.
Developing the information infrastructure underpinning primary care, so
that a fuller and more detailed picture of the effectiveness, safety and patient
centredness of primary care can be built, is a priority. In particular,
indicators linked to the scope of practice defined in guidelines for the new
speciality of primary care should be developed, relating to the outcomes and
patient’s experience of care as far as possible. A richer information system
is needed to assure the public of the quality of local services and to support
them in choosing between providers, to enable central and local
governments get a better picture of the value for money of their public
spending, and allow professionals to benchmark their performance and seek
continuous quality improvements.

Candidate indicators to measure the quality of primary care in Japan
would most likely concentrate around prevention and management of
chronic diseases, elderly care, child health and mental health care. Whilst
models such as Israel’s QICH, England’s QOF or Denmark’s DAK-E
programmes should inform development of candidate indicators, it is
particularly important that any indicators align as much as possible with the
indicators already used in Japanese secondary care. A suite of indicators for
the management of diabetes, spanning both primary and secondary care,
would be timely, for example. Considerable thought will need to be given to
how data can be made accessible and useful to both professionals and the
public.

In addition, a reform requiring individuals to register with a regular
primary care physician may be a pre-requisite to developing more effective
primary care. In Japan, studies show that many individuals are able to name
their “regular” or “family” doctor if asked. In addition, the fee schedule
incentivises doctors to provide lifestyle advice and coordinated management
for patients with two or more of the following conditions: hypertension,
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diabetes, dyslipidaemia or dementia. The patient’s consent is required,
which effectively nominates the doctor as his or her primary care doctor and
creates, in effect, a doctor-patient registration system in this group, and
promotes care coordination.

There may be scope to establish doctor-patient registration more
systematically and extend it to a wider set of patients. A registration system
brings significant benefits beyond the ability to coordinate an individual’s
care. With registers, the primary care specialist can then build a profile of
the health needs of his/her registered population and ensure that resources
are better matched to need. It is important to emphasise that the purpose of
doctor-patient registration is to facilitate continuity, coordination and a
better understanding of population health needs; its purpose is not to limit
choice. International experience demonstrates this well. In Norway, for
example citizens used to be able to consult one (or several) primary care
doctors without restriction. Discussions from the mid-1980s onward,
however, increasingly centred on the possibility that lack of a registration
system might jeopardise the coordination of care, especially for those with
complex needs. The introduction of a registration system was intended to
improve the quality of care by strengthening the relationship between and
patient and their primary care doctor, bringing new rights and opportunities
to both parties. Despite anticipated difficulties in implementing a
registration system across the diversity of Norway’s geographical and social
settings, national implementation was a success. Close to 100% Norwegians
are now registered with a primary care doctor, signalling the popularity of
the reform. In a recent survey of public attitudes to state funded services,
their primary care doctor s were the second most popular institution after
public libraries.

It is also worth giving detailed consideration to how the fee schedule can
best be used to support a new speciality of primary care, define its objectives
and encourage continuous quality improvement. Currently, most of the
service elements incentivised through the fee schedule are focussed on
inputs (hiring an extra nurse, for example, or having extended opening
hours). Thought should be given to reorienting the fee schedule to
incentivising outcomes to a greater extent, such as adequate control of blood
pressure or glycaemia in diabetics. Although the international evidence on
incentivsing outcomes (or “pay for performance”) is perhaps equivocal,
many would agree that it seems to make sense to pay for outcomes, and the
international evidence does not suggest in any way that such schemes should
be abandoned. Examples would include a fee to reimbursing a wider range
of nurse-led activities may also be a direction in which Japan wishes to
move over the longer term. In many OECD countries, nurses with additional
specialist training are undertaking an increasingly wide range of primary
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care tasks, particularly around chronic disease management, including
clinical assessment, ordering investigations, referring for onward care,
clinical management and, in some settings, prescribing. The evidence is that
this has not led to any lapses in quality and can be associated with higher
rates of patient satisfaction.

Finally, dependent upon the introduction of a registration system, some
capitation element might be appropriate to deliver population-based health
promotion and preventive health care activities. Most health systems in the
OECD use a mix of payment mechanisms for primary care. This is because
primary care has a wider range of objectives which includes improving the
health of population, not only those seeking care but also others in the
community and capitation payment is considered to promote proactive
provision of primary care. Japan already has an active programme in this
area. Since 2008, there have been services for those between 40 and 74
years old to provide health check-ups to monitor their metabolic syndrome.
Likewise, Health Japan 21 sets a target to prevent disease associated with
adult life habits. Contracting for population-based activities also lays the
foundations for primary care specialists to take on a leadership role in local
and national health systems. They would be ideally suited for this through
having a clear idea of local health needs, as well as weaknesses in local
service delivery (particularly concerning issues at the interface between
primary and secondary care). Japan should take the establishment of a
primary care speciality in 2017 as opportunity to develop a new cadre of
health service leaders.

Improving quality of hospital care

The hospital setting has traditionally been the dominant sector in the
Japanese health care system. In 2012, Japan had the highest number of
hospital beds among OECD countries with 13.4 beds per 1 000 population
compared to 5 per 1 000 population across OECD countries. Japan had also
the longest lengths of hospital stay and very low hospital discharge rates,
possibly reflecting the availability of rehabilitative and chronic care in
hospitals and weak availability of post-acute care settings to provide
rehabilitative and long-term care services after discharge. At the same time,
some acute care quality indicators, such as 30-day mortality after AMI,
suggest room for improvement in this sector. While health spending in Japan
is around OECD average, these statistics suggest that the institutional
structures and associated incentives might pose efficiency and quality
challenges in Japan’s hospital sector. There are strong arguments to
strengthen the quality information infrastructure around hospitals and to
develop new policy orientations to drive improvement in hospital outcome
of care. Plan to specialise and more clearly differentiate the function of
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hospital beds is an essential step to ensure an appropriate use of hospital
resources and improve both the outcomes and efficiency of care.

Hospital outcomes of care

Japan shows a mixed picture on indicators of quality of care in hospitals.
Based on some OECD indicators related to five-year survival estimate for
cancer, Japan appears to be performing well. Although data are somewhat
outdated due to lack of regular national monitoring in the country, Japan is
in the best 4 countries for five-year survival estimate for cervical and breast
cancer in the 2000s. With regards to colorectal cancer, Japan has attained
five-year survival estimate over 65% for both men and women in the early
2000s, which is above the OECD average of 61.3% for men and 63.3% for
women in the late 2000s.

Other acute care indicators however, suggest significant gaps in the
quality of hospital outcomes of care. A striking feature of the Japanese
hospital sector is the high in-hospital case fatality rates for acute myocardial
infarction (AMI). Although Japanese are less likely to die of ischemic heart
disease compared to people in other OECD countries, they are more likely
to die once admitted into hospital for AMI than patients in other OECD
countries. Japan’s in-hospital case fatality from AMI is 12.2 per 100
admissions in 2011, compared to an OECD average of 7.9 per 100
admissions in the same year. In contrast, however, Japan’s in-hospital case
fatality rates within 30 days after admission for ischemic stroke was in 2011
the lowest among all OECD countries, with an age-sex standardised rate of
3 per 100 patients compared to 8.5 per 100 patients across OECD countries.
Several factors, such as the admission of patient with particularly complex
or exacerbated cardiovascular disease, difficulties in accepting patients
transferred by ambulance or inefficiency and lapses in clinical processes
might explain the apparently poor performance of Japanese hospitals with
regards to in-hospital case fatality for AML

Several quality assurance mechanisms are set-up in the hospital
sector but a more unified approach is needed to systematically
monitor quality of care

Japan has a number of voluntary quality assurance mechanisms
established in its hospital sector. The MHLW or the prefectural government
can authorise or certify Advanced Treatment Hospitals, Clinical Training
Hospitals or Cancer Care Coordinating Hospitals. The Japan Council for
Quality Health Care (JCQHC), which was set up in 1995 as a third party
organisation, is further involved in a number of quality activities such as the
reporting of medical adverse events or hospitals accreditation. The current
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accreditation programme, which is accredited by the International Society
for Quality in Healthcare (ISQua), is voluntary and nearly covers a quarter
of Japanese hospitals, while some of the remaining hospitals are engaged in
other accreditation programmes. From 2004, data on medical adverse events
are systematically collected and analysed by the JCQHC’s Department of
Adverse Event Prevention. The overarching aim is to promote patient safety
by sharing information with medical institutions and users. To this end,
quarterly and annual reports around medical adverse events are issued,
workshops organised and warnings or guidelines published.

Whilst quality assurance mechanisms around accreditation and patient
safety are developed, a comprehensive information infrastructure is lacking
and clinical guidelines are not consistently implemented. JCQHC has been
developing guidelines since 2007 through rigorous and scientific approach,
and nearly 160 guidelines are at present available on the JCQHC’s website;
Medical Information Network Distribution Service. But some studies found
low rates of adherence to clinical guidelines by hospital physicians.
Minimum quality standards and the use of clinical guidelines might be
promoted and enforced at a system level by setting up economic incentives
to achieve more efficient clinical processes and deliver safe, patient-centred
and appropriate care.

At the same time, Japanese hospitals do not systematically collect data
on outcomes of care, reducing the possibilities for monitoring and
evaluating hospital care quality. Although Japan does provide quality
indicators such as 30 day in-hospital mortality for AMI and stroke as part of
the HCQI project at OECD, these indicators are estimated based on surveys
while most other OECD countries use hospital administrative data. The
whole hospital sector is not covered by the survey, demonstrating the need
to strengthen the information infrastructure around hospital care. The
hospital information infrastructure at system-level is mostly focussed on
input and medical activities including in-patient diagnosis and treatment.
The Diagnosis Procedure Combination (DPC) database for example,
includes mostly process indicators such as length of hospital stay and only
covers 1 505 hospitals. The set of indicators in the DPC system is not
comprehensive enough to support quality monitoring and establish a clear
picture of the quality of care provided. There are however some
sophisticated initiatives conducted by some hospitals to measure and
improve quality, but they are not uniform across the country. The Quality
Indicator project undertaken by St Luke’s International Hospital is
particularly impressive and may serve as a model to be rolled-out across the
country.
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Significant challenges lie ahead for driving further improvement in
hospital care

While Japan had the highest number of acute hospital beds and lengths
of hospital stay across OECD countries, many of these beds appear
inappropriately used (i.e., used for non-acute medical attention). One of the
most important reasons is the significant role that hospitals have
traditionally played in providing long-term care to the elderly population.
The shortage of long-term care facilities or nursing homes in Japan is one of
the most important factors accounting for the provision of long-term care in
hospitals. The abundant supply of beds, as well as the structure of hospital
payments in Japan has further provided hospitals with incentives to keep
patients much longer than seen in other OECD countries.

Another important challenge in Japan’s hospital sector is the
specialisation and differentiation of medical functions. While specialisation
of hospital beds has been undertaken in a number of OECD countries under
pressure to drive improvement in quality and reduce costs, this process is
still relatively new in Japan. Over recent decades, there were no major
differences between small, medium or large hospitals in the type of patients
treated. But the functional differentiation of hospital beds is now regarded
as a key area for action in the Japanese policy agenda. Health care reform of
2014 introduced a system in which hospitals should report to the prefecture
the details of the medical bed function (acute, convalescent and long term
care beds) in order to promote the specialisation and differentiation of
medical functions. The government plan is a key step to generate improved
care outcome, particularly in clinical area requiring improvement such as
cardiovascular or cerebrovascular care.

Furthermore, the current payment system for hospital might have
introduced perverse incentive for over-provision of hospital services. In
2012, nearly half of all acute hospital beds are funded under the DPC and
fee-for-service components, while the other half are reimbursed solely on a
fee-for-service basis. The DPC component is a case-mix scheme for
inpatient care and offers per-diem rates depending upon diagnosis,
procedure and length of hospital stay. Although, the DPC was introduced in
2003 to curb hospital cost and reduce average length of stay, it might not
provide enough incentives to increase hospital quality of care and hospital
efficiency. This is because as part of the case-mix scheme, a conversion
factor is applied to reflect hospital historical charge, an important number of
acts and services are paid outside of the DPC and hospitals can further
charge by a traditional fee-for-service scheme if the hospitalisation is
prolonged beyond a specified period. Taken together, these arrangements
might undermine hospital efforts to improve performance, and provide
incentives to shift costs to services paid outside of the DPC component.
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Evidence demonstrates that outpatient expenditures increased by 4.1%
between 2002 and 2003 in hospitals participating to the DPC payment
scheme, and readmission rates have also increased from 4.7% to 9.7%
between 2002 and 2004. These figures might reflect inappropriate incentives
associated with the hospital payment structure.

At the same time, there are large differences in hospital capacity across
region, as well as in the number of physicians. Although Japan compares
well to other OECD countries in terms of the evenness of doctors’
geographical distribution, available evidence suggests persisting problems of
workforce supply in hospitals. In 2010 for example, the MHLW estimated
that 725 emergency care physicians were lacking across the health system.
The shortage of specialists is further pronounced for anaesthetists,
obstetricians and paediatricians. The increasing demand for health care and
the shortage of specialists is likely to have adversely affected hospital
physicians’ working conditions.

In a similar vein, patient refusal from emergency hospital is not
uncommon in Japan, causing delay in the transportation time for emergency
patient. In 2007, it is estimated that 16% of patients with severe disease or
injury who were sent to emergency hospitals by ambulance were rejected by
at least one hospital. Taken together, physician shortages and inadequate
pre-hospital emergency support such as delayed pre-hospital transportation
services or lack of coordination between emergency departments constitute
a major public health problem in Japan.

How to further improve hospital quality of care

To encourage efforts to reduce inappropriate use of hospital beds, as
well as to help monitoring safety and effectiveness of care, Japan need to
further develop the collection and reporting of quality indicators. It would
seem desirable to strengthen the information system with a comprehensive
number of outcome indicators, as well as to extend it to the whole hospital
sector. The introduction of outcome indicators (such as the prevalence of
complication from surgeries, percutaneous coronary intervention mortality
rate, number of patient undergoing CABG within 24 hours after PCI,
incidence of pressure ulcer or patient experiences), would allow hospitals
and health authorities to have a more direct measure of hospital performance.
Performance feedback might also be provided to hospitals to explore any
shortcomings and identify areas that may require improvement. The central
or prefectural governments could play a more active role in this direction to
ensure that data collection and monitoring are performed in each hospital in
a systematic and coherent way.
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Greater leadership and improved co-ordination from the MHLW could
be necessary to avoid incompatible local projects and to guide prefecture in
such a process while acknowledging the importance of developing a system
which responds to local situations. This is especially important in light of
the functional differentiation and specialisation of hospitals beds. As Japan
is shifting to a more differentiated health system, a stronger information
infrastructure will be needed to evaluate the impact of the reform on
outcomes of care. The experience of other OECD countries such as
Australia and England could guide Japan in such a process. At the same
time, Japan might better exploit the existing data such as the DPC database
(or the health insurance claims) to compare variations in hospital case-mix
and identify a range of appropriate case-mix by type of hospital, which
could further facilitate the process of functional differentiation of hospital
beds.

As Japan moves toward establishing a distinct speciality of primary care,
it would seem desirable to strengthen requirements for referrals between
primary and secondary care at the same time. This is particularly important
given current patient preferences to access hospital and emergency care
facilities directly. In many cases, their health care needs could have been
met more efficiently in the community sector. Although provision exists to
charge a co-payment if patients attend a hospital without referral, additional
co-payment is not required for follow-up visits even when patients can
receive appropriate care in primary care settings. The payment for
subsequent visits, however, could be increased for patients who wish to
continue seeing hospital doctors after their recommendation to consult in
primary or community sectors. At the same time, dissemination of referral
guidelines and other educational interventions for both patients and doctors
may help to ease the problem of inappropriate use of hospital facilities.

Another key priority for Japan is to shift opportunities for treatment
towards care-delivery settings other than hospitals for post-acute care or
non-acute care. As the functional differentiation of hospital beds occurs,
Japan might want to reduce the number of hospital beds while developing at
the same time nursing home beds or alternative facilities for patients upon
discharge. This would be essential to shift long-term care out of hospitals, to
prevent inappropriate hospitalisation and to provide follow-up care in
primary and community settings. Although Japan is making considerable
efforts to differentiate the medical functions, international examples, for
example from Denmark or Norway may be useful. Denmark has
experienced a reduction in acute care beds accompanied by increases in
nursing homes while Norway has begun to establish intermediate care
facilities. This process will require a further development of care co-
ordinators or care managers to effectively transfer patients from acute care
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to community setting and to achieve better co-ordination across health and
long-term care services.

Most importantly, there is a need to make the payment system more
effective in rewarding quality of care and to tackle incentive for over-
provision of hospital services. With regards to the DPC component, efforts
are needed to remove the conversion factor in order to better encourage
hospital to improve their performance. Introducing adjustment rates based
on clinical outcomes rather than structural or process indicators is another
possible action for consideration. Candidate clinical outcomes might for
example be readmission rates, prevalence of complication from surgeries or
mortality rate from percutaneous coronary intervention. A last option would
be to extend the coverage of hospitals costs paid under the DPC component
such as clinical tests and diagnostics that are performed in outpatient
departments (particularly when patients are admitted later). At the same time,
Japanese Authorities might want to take advantage of the fee schedule to
introduce stronger financial incentives to drive improvement in quality of
acute care. Some steps are currently being made in this direction with the
2014 fee-schedule. Yet, there is still room to better link payments to hospital
outcome of care especially around areas that require improvement such as
cardiovascular care. Japan has the opportunity to learn from the experience
of other OECD countries such as Korea. Korea has developed a pay-for-
performance programme designed to reward improvements in clinical care
and patient outcomes which has resulted in significant progress in the
quality of care for AMI and caesarean deliveries. In addition, another
potential option would be to use the fee schedule to encourage adherence to
clinical guidelines.

Last, Japan must take concerted action to address imbalance in the
supply of hospital and emergency services related to physician shortage.
Japanese Authorities have already undertaken efforts to tackle physician
shortages, by removing for example the policy of restricting the number of
physicians or by establishing Community Health Care Support Centres.
Additional mechanisms are needed, however, to guarantee that numbers of
hospital physicians match local needs and to ensure that the current policy
shift from inpatient to outpatient services do not put additional burden on
physician workload. The redistribution of tasks to nurses or the broader
clinical team could be exploited, notably in emergency facilities that face
increasing pressures from the demand side. A more co-ordinated and faster
response from emergency department is furthermore urgently needed. There
are innovative examples that can be found in Japan or in other OECD
countries. The new Tokyo Rules for Emergency Medical Care or the See
and Treat model set-up in the United-Kingdom might have potential to
support a more timely and patient-centred response.
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Improving the quality of mental health care

Mental health care in Japan faces challenges which require urgent
action. The high suicide rate, high numbers of psychiatric beds' , and long
average length of stay have drawn attention to Japan's mental health system
for all the wrong reasons. While currently available data and information are
not sufficient for evaluating the current situation and a full picture is
obscured, these indicators suggest some major weaknesses in mental health
care quality. On the one hand, the Japanese mental health care system is
slowly changing. Commitment and effort over the past decade is generating
positive change in the system: inpatient psychiatric beds are falling along
with the reduction of average length of stay in psychiatric hospitals, and
community care provision is increasing. The fee schedule is being used to
drive many of these changes, as in other areas of the health system. These
steps for improvement must be recognised and commended, but many
challenges remain. Care in the community for severe mental illness along
with the provision for mild-to-moderate mental illness should be enhanced.
Transition from a reliance on inpatient care to care in the community should
be promoted. For further improvements, Japan should look to build on the
important progress that has been made so far, but will need to take further
measures to promote high care quality for mental health. Collection of
indicators of care quality needs to improve, and become more widespread,
both to identify challenges and drive improvements, and as a quality control
mechanism in areas such as patient safety. Steps should be taken to measure
and evaluate quality of care in inpatient care, as well as to hold all hospitals
to high standards of treatment and quality. Equally important will be the
further development of a comprehensive community care system for severe
mental illness, which will likely mean that some inpatient beds can be
reduced in the future. Care for mild-to-moderate mental illness must be
scaled up, and in doing so there is a key role to be played by doctors
engaging in primary care including the soon-to-be established primary care
specialists.

The state of mental health care in Japan

For mild-to-moderate disorders, for instance mild or moderate
depression, depressive symptoms or anxiety, care would typically be
delivered at mental health clinics in the community. However, in some cases,
care is not easily accessible. The stigma around mental illness in Japan
likely deters people from seeking help from mental health specialised

Mt is important to note that in Japan a high number of psychiatric care beds are utilised by
long stay chronic patients which might not be reported under the psychiatric bed category by
other OECD countries

OECD REVIEWS OF HEALTH CARE QUALITY: JAPAN — ASSESSMENT AND RECOMMENDATIONS © OECD 2014



24  ASSESSMENT AND RECOMMENDATIONS

facilities. These facilities can deliver pharmacological treatments, and some
talking therapies such as counselling depending on capacity and can refer
people to specialised mental health providers. Family doctors and other
physicians performing a primary care ‘function’ in Japan can provide care to
patients with mild and moderate mental disorders, and can prescribe a fairly
standard range of pharmaceuticals for mental health care. However, in
reality, unlike in other OECD countries generalists or primary care
physicians (except for those specialised in psychiatry) do not play the
central role in the provision of care for mild-to-moderate disorders.

Care for severe mental illness - severe depression, schizophrenia,
bipolar disorder and other serious and enduring disorders - is currently
provided principally in inpatient settings, although the importance of care in
the community is growing. Psychiatric inpatient care in Japan is provided
principally by private not-for-profit hospitals - which account for 90% of all
inpatient beds - but also by public hospitals. Psychiatric inpatient bed
numbers, and average length of stay (ALOS), have been falling steadily,
although taken as reported ALOS and numbers of psychiatric patients are
still high relative to the OECD average. When considering the typically
reported ALOS (298 days, compared to an OECD average of 36 days) and
psychiatric bed numbers (2.6 beds per 100 000 population, compared to the
OECD average of 0.7) it is important to note that in Japan a high number of
psychiatric care beds are utilised by long stay chronic patients which might
not be reported under the psychiatric bed category by other OECD countries.
When excluding such long stay beds the number of beds in Japan and ALOS
are closer to the OECD average. Nonetheless, many of these long-stay beds
are occupied by patients who have, at root, a psychiatric diagnosis. Patients
in these long stay psychiatric beds may well have been institutionalised as
part of a historically strong tendency to institutionalise patients with
psychiatric disorders, along with patients with learning difficulties and
dementia, who would not be admitted to 'psychiatric' long-stay beds, or even
inpatient facilities, in many other OECD countries.

The policy direction in Japan is, however, clearly turned towards
moving from inpatient care to community care, and this is reflected in
incentive structures for care providers - for example, incentives in the fee
schedule have been set for hospitals to encourage treatment and discharge of
acute patients within 90 days. The community-based infrastructure in Japan,
however, remains insufficient with relatively low numbers of professionals
working in the community, and low numbers of supportive facilities such as
group homes and other housing which can accommodate patients in the
community, coupled with a strong emphasis on physical treatments rather
than psychosocial treatments. The broad perception that mentally ill patients
could be discharged out of hospital and could live independently in the
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community is far from widespread, and more positive attitudes of both
professionals and community need to be fostered.

Available indicators suggest significant gaps in mental health care
quality, but a full picture is obscured by poor information
availability

The insufficient data infrastructure around mental health care means that
it is difficult to establish a clear picture of the quality of care provided.
There are few nationally collected indicators of mental health care quality,
and Japan is unable to report on any of the indicators collected under the
OECD Health Care Quality Indicator (HCQI) collection for mental health
(inpatient suicide, suicide after discharge, re-admission for schizophrenia or
bipolar, excess mortality for patients with schizophrenia or bipolar). To
facilitate quality improvement for mental health care in Japan a better
understanding of care quality is an indispensable foundation, and more
consistent and widespread monitoring and quality indicator development
will help facilitate this. A number of quality indicators are in fact under
development by a small but innovative group of hospitals, led by the
National Centre of Neurology and Psychiatry (NCNP) and efforts to expand
and operationalise collection of these indicators should be encouraged,
perhaps incentivised in the fee schedule — across Japan. A starting point
would be to collect the indicators included under the OECD HCQI mental
health indicator collection. Excess mortality for bipolar and schizophrenia
would be a key indicator to collect, and although data linkage, which has not
be done extensively partly due to lack of legal framework in the country, is
needed, its collection could be introduced in tandem with efforts to improve
physical health care for psychiatric patients. Furthermore, as Japan develops
its community care sector there is scope for learning from other countries to
embed data systems and outcome measurement systems, for example
outcomes frameworks, from the start. England and the Netherlands both
have sophisticated outcomes frameworks for mental health care that could
serve as a model for Japan to follow. Given that many community mental
health services are organised and governed at a local level, by
municipalities, municipal governments could take the lead in implementing
such outcome frameworks.

Indicators that are available — inpatient beds, ALOS, suicide rate —
suggest a strong tendency towards hospitalisation, a community care sector
which requires further improvement, and high levels of untreated mental
disorders.  Furthermore, over-medication was reported as an area for
concern, and is an area on which the Ministry is taking fee schedule-based
action through reducing reimbursements when prescribed drugs exceed the
amount specified by the MHLW. Such policy, and indeed quality efforts
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more widely, would be very much supported by a broader range of relevant
quality activities, for example systematic collection of data on prescribing
practice and a survey of adherence to clinical guidelines.

Establishing a patient-centred mental health care system for severe
mental disorders

Because of the historical background of the Japanese mental health
system, care provision is too centred upon inpatient facilities, which are at
best the hub for a more diverse range of providers, but at worse - and too
frequently - the only treatment option for patients with severe mental
disorders. A significant shift away from the dominance of inpatient facilities
in Japanese mental health, and the concurrent necessary building-up of care
in the community, which would facilitate patient choice and contribute to a
truly patient-centred care model will be many years coming, as such a
change is complex and time consuming to achieve. However, Japan must
take concerted action now, and face some of the difficult decisions that are
needed to put the patient at the centre of the mental health system. Policy
commitment from the MHLW to change the shape of the mental health
system is moving forward in large part through changes to the fee schedule,
as well as changes to the legal framework around mental health care
provision. These levers appear to have had some success. The newly
introduced fee schedule incentive around discharge planning, and discharge
within 90 days is one step towards reducing reliance on long-term inpatient
care. This should be backed up by ensuring that community care provision is
sufficient, and of high quality, which will call for a steady promotion of
structural development and a significant investment in mental health care.

As previously mentioned, reforms to the mental health system will not
happen overnight. There should be, as planned, a stronger functional split of
beds between acute inpatient beds and long-term care beds for psychiatric
disorders, and incentives through the fee schedule for psychiatric hospitals
to increase the outpatient care that they provide. However, there is likely a
limit to such proposals. The Japanese government will have the difficult task
of reducing demand for inpatient care by improving community services.
Japan will have to ensure that the right incentives are in place to make sure
that each episode of mental health care is provided in the most appropriate
setting and is acceptable to patients. In order to assure high quality and
patient-centred mental health care, efforts should also be made to ensure that
treatment requirements are robust and quality standards are high in
psychiatric hospital. Service user views on system change should also be
sought, and service user groups should look to other OECD countries in
which users’ voices have been a powerful force for change: in the
Netherlands a National Platform for Mental Healthcare (Landelijk Platform
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GGz) was set up to unify 20 mental health consumer and carer organisations
which then report back to the government with one voice. Supporting user
groups for mental health is particularly important - in Japan as in all
counties - given the widespread stigma around mental illness, given the
difficulties associated with respecting patient rights when treatment is given
involuntarily, and the challenge of significant change in the mental health
system, the MHLW could consider establishing a ‘platform’ which draws
together smaller user and family groups to make sure that these views are
properly represented in policy making. Service user groups can also look to
other OECD countries, as the support and insights of international networks
of mental health service users could help them make their views better heard
and better respected.

Promoting population-wide mental wellbeing: addressing the unmet
need for care

Alongside the agenda for changing the mental health care system, which
focuses on severe mental illness, services for mild-to-moderate disorders
such as depression and anxiety requires improvement. Efforts are needed to
ensure that appropriate care for mild-to-moderate mental illness is available
and accessible to the population. Japan should consider two steps:

e Firstly, assuring that there is a strong mental health component in
the establishment of the primary care speciality will be a key step in
better care provision. Experience from other OECD countries has
shown that when primary care-level provision for mild-to-moderate
disorders is very effective when also backed up by good training
(both during medical training and as part of Continuing Medical
Education), by support from specialist mental health care
practitioners and support networks, and by good referral options
should a patient need to access a more specialised level of care (for
example a psychologist, or specialist community mental health
service or centre). Competency in treating and diagnosing mild and
moderate disorders should be integrated into training for Japan's
primary care speciality from the start.

e Secondly, though, greater development of appropriate, evidence-
based specialist services for mild-to-moderate disorders would be
appropriate. It is recommended that Japan considers the expansion
of evidence-based treatments for mild-to-moderate disorders, in
particular increasing availability of psychological therapies. Japan
has the opportunity to both learn from the experiences of other
OECD countries in approaching the expansion of psychological
therapies, and in some instances can exploit existing resources to
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make greater treatment options available to the population rapidly
and at a low cost. The stand-alone psychological therapies
programme ‘IAPT’ in England, which involved a wide-scale roll out
of a tailored evidence-based form of Cognitive Behavioural Therapy
delivered by specially trained ‘IAPT therapists’, is one particularly
interesting example for Japan to consider.

When considering how to better mild-to-moderate disorders, Japan

should be attentive to the needs of particular population groups. Specifically,
young and elderly populations are often particularly vulnerable to mental
distress, and can be excluded from mental health systems - which are
usually targeted towards working-age adults - and their particular needs
should be considered in policy planning and service design.

Japan has a sophisticated health system with lessons for all other OECD countries; cost-
containment and good access are particular successes. Quality governance has historically
received less attention, however, and has been characterised by a somewhat laissez-faire
approach. A more consolidated approach to quality monitoring and improvement is now
needed, if the Japanese health system is to continue to deliver excellence and value-for-money
in the face of ever more complex health care needs. In particular, Japan must:

1. Strengthen health care quality governance and delivery generally:

Recommendations for improving health care quality in Japan

Develop a national quality framework with a focus of effectiveness, safety and patient-
centredness to strengthen quality governance architecture and explore the use of national
databases on health insurance claims and medical check-up more extensively and
systematically for national and regional health system assessment and quality
monitoring.

Explore the use of unique identifiers for data linkage to allow secondary use of
individual-level health data while protecting privacy in order to advance the data use for
quality monitoring and improvement.

Expand the scheme of monitoring and reporting of medical adverse events to all
hospitals and clinics to improve patient safety and to reduce recurrence. Current systems
are not extensively covering all providers and the third party agency assessment is
needed to investigate adverse events and develop prevention guidelines.

Make reporting of health system performance available in a user-friendly manner to
increase the provider accountability and to promote patients’ choice and their health
system literacy.
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Recommendations for improving health care quality in Japan (cont.)

2. Establish a distinct speciality of primary care:

e Ensure that the new primary care specialists are unambiguously distinct from current
community generalists, based upon extended knowledge, skills, roles and
responsibilities, and underpinned by clear licensing criteria. A twin-track approach, with
some community physicians credentialing as primary care specialists early on, and
others remaining as community generalists, may be necessary initially.

e Support the creation of academic departments of primary care in Japanese medical
schools to undertake research in primary care, support development of clinical
guidelines specific to primary care, as well as teach the speciality.

e Develop post-graduate training in specialist primary care, ranging from short courses
and certificates in primary care topics at one end to diplomas or Masters degrees in
primary care at the other.

® Prioritise provision of continuous, holistic care for those with multiple, complex health
care needs, including mental health care needs, as a key function for the new speciality.
Wider use of individualised care plans (currently available only to those under long-term
care insurance) or extending the scope of practice of long-term care managers could
underpin this.

e Develop the information infrastructure underlying primary care, so that a richer picture
of the effectiveness, safety and patient centredness of primary care can be built.
Candidate indicators would be around prevention and management of chronic diseases,
elderly care, child health and mental health care, as well as patient experience.

e (Consider introduction of a system to allow patients to formally register with a named
primary care specialist. This would support continuous, co-ordinated care as well as
allow calculation of quality indicators for specific patient groups (e.g. rate of adequate
glycaemic control amongst diabetics).

e [ook for ways to develop the fee schedule so that it rewards quality and outcomes in
primary care as far as possible. Adequate glycaemic control in diabetics, mentioned
above, is one example of where a financial incentive could be applied. Several other
examples around chronic disease management could be developed, based on experience
in other OECD countries.

e Modelled on successes in other OECD countries, consider a wider range of nurse led
primary care, and this could focus on chronic disease management, including clinical
assessment, ordering investigations, referring for onward care and, in some cases,
prescribing.

e Dependent upon the introduction of a registration system, consider introduction of a
capitation element to pay for primary care. This would support delivery of population-
based health promotion and preventive health care and lay the foundations for primary
care specialists to take on leadership roles in local (and national) health systems.
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3. Promote quality monitoring and quality improvement activities in the hospital
sector:

Recommendations for improving health care quality in Japan (cont.)

Develop a stronger information infrastructure with a more comprehensive number of
outcome indicators and extend it to the whole hospital sector to establish a clear picture
of the quality of care provided in hospital. Candidate outcome indicators would be the
prevalence of complication from surgeries, percutaneous coronary intervention mortality
rate, number of patient undergoing CABG within 24 hours after PCI, incidence of
pressure ulcer or user satisfaction.

Analyse the existing data such as the DPC database (or the health insurance claims) to
compare variations in hospital case-mix and identify a range of appropriate case-mix by
type of hospital. To facilitate the functional differentiation and specialisation of
hospitals beds, factors contributing to inadequate case-mix could be also examined.

Strengthen referrals and requirement for referrals between primary and secondary care
as Japan makes progress in developing its primary care sector.

As the functional differentiation and specialisation of hospitals beds occurs, reduce the
number of hospital beds and develop nursing home or alternative facilities for patient in
post-acute phase; further develop care co-ordinators or care managers to effectively
transfer patients from acute care to community setting.

Make the DPC component more effective in rewarding the best-performing hospitals:
remove the conversion factor, extend the coverage of hospital costs paid under the DPC
component (such as clinical tests and diagnostics performed in outpatient departments
for patients admitted later), introduce adjustment rate based on clinical outcome (such as
readmission rates) with risk adjustment, rather than structural or process indicators.

Incentivise the promotion of acute care outcomes using the fee schedule, for example by
introducing financial incentives for improving cardiovascular care. Special attention
should go to acute myocardial infarction.

Address imbalance in the supply of hospital and emergency services by exploiting task
shifting between health professionals. Experiment new model of emergency care such as
the Tokyo Rules for Emergency Medical Care that might have potential to support a
more timely and patient-centred response.

Strengthen quality governance for the hospital system to encourage the adherence to
agreed standard of care and clinical guidelines. Consider the reform of fee schedule so
that it rewards the compliance to clinical guidelines in hospital to ensure the
effectiveness and safety of acute care.
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Recommendations for improving health care quality in Japan (cont.)

4. Work to secure high-quality mental health care:

Work to make key indicators available to better understand quality of care through
broadening small-scale quality indicator collection initiatives, and by providing incentives
for quality improvement in the fee schedule, and develop data systems and ways to
measure treatment outcomes in community mental health services;

Prioritise and promote nationwide collection of indicators that can be mapped to action
taken to improve care quality: excess mortality for patients with schizophrenia or bipolar;
prescribing practices; use of seclusion and restraint; and unplanned readmissions;

Use the fee schedule to reduce incentives for hospital admissions and long hospital stays,
and invest in building up the community care system to reduce demand for psychiatric
hospital care;

Continue efforts to change the function of hospitals, especially when pushing hospitals to
provide outpatient services, but recognise that to establish a high-quality mental health
system inpatient beds need to be reduced in the future; incentives to provide more
community mental health care should be strengthened.

Put the patient at the centre of the mental health system: promote patient-centred care by
making a range of services available in inpatient settings and in the community, where they
should be easily accessible and close to population centres; establish a platform to make
service user views heard and reflected in policy;

Include a strong mental health component in the work of the new primary care specialist
physicians from the beginning, including mental health skills in education, training,
guidelines and core service requirements;

Make evidence-based specialist services for mild-to-moderate disorders available more
widely, for example internet-based therapies, and talking therapies delivered by
psychologists. Further work is needed to reduce inappropriate use of pharmaceuticals
(polypharmacy).
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