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AND DISABILITY SYSTEM
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Herman Deleeck Centre for Social Policy, University of Antwerp

1. INTRODUCTION

Spending on sickness and disability benefits became a significant burden for many 
OECD countries over the last decades (OECD, 2010). People with a disability or 
in long-term sickness face greater barriers to the labour market. The number of 
sickness and disability benefit claims because of mental health problems is rapidly 
raising. This might challenge existing sickness and disability schemes and the reinte-
gration of this group in the labour market.

Stimulating long-term labour market (re-)integration is a key feature of the social 
investment theory (Cantillon and Vandenbroucke, 2014; Morel et al., 2012). The 
Europe 2020 target states that the employment rate of the active population must 
increase to at least 75%. This implies activating a potential labour force of women, 
older people, inactive adults and migrants (European Commission, 2014; Immer-
voll and Pearson, 2009). These groups tend to be less educated and more difficult 
to activate, compared to the labour force average. Active labour market policies, 
lifelong learning strategies and comprehensive integration policies are essential to 
achieve this employment goal. In this context, benefits should stimulate and support 
beneficiaries to re-enter the labour market (van Oorschot, 2002), and tax and welfa-
re reform strategies should reduce reliance on welfare by ‘making work pay’ (Carone 
et al., 2004). This might create a problem of in-work poverty and persistent labour 
market difficulties of low-skilled individuals which is related to active labour market 
policies (Immervoll and Pearson, 2009; Marx and Nolan, 2014).

In Belgium this evolution has been, among other things, translated into several 
measures that aim to increase social participation and integration and to tackle in-
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activity traps like the ‘work bonus’1, or, more specifically, concerning people with 
long-term illness, the adjustment of the income brackets and percentages for the 
exemption from professional income within the context of allowed work (Bogaerts 
et al., 2009; Hufkens and Van Mechelen, 2014; Van Lancker et al., 2015). Other ac-
tivation measures that were developed in the Belgian sickness and disability scheme, 
are the professional re-integration with the possibility to partly accumulate sickness 
benefits and wages, vocational rehabilitation, and, voluntary work in combination 
with benefits (Hufkens and Van Mechelen, 2014; OECD, 2013). More recently, 
the Belgian Federal government published two Royal Decrees in order to efficiently 
target and activate people with long-term illness.

Since 1997, we see an increase in sickness and disability beneficiaries (RIZIV, 2015; 
RIZIV, 2016). Also, the number of sickness or disability beneficiaries that started a 
part time job increased in the past few years (RIZIV, 2016). This combination of a 
sickness or disability benefit and customised work often results in full employment.

Nevertheless, previous studies demonstrate that, if sick or disabled employees return 
to the labour market, inactivity traps can occur, i.e. the net income in work is not or 
barely higher than the net income in inactivity (Bogaerts et al., 2011; Van Mechelen 
and Hufkens, 2014). A big trap arises specifically if an employee with a sickness or 
disability benefit based on a well-paid job can only take a lower-paid job. Moreover, 
for some family types the financial incentive of part time work in combination with 
a (partial) benefit is rather small. To contribute to the literature on active labour 
market programmes, we expand the existing research by looking at the Belgian case 
of labour market reintegration for long-term sick or disabled employees. The ten-
sion between benefit dependence and financial incentives to return to work can be 
interesting for other welfare states.

In this paper we study the following research question: How can we improve the 
employment effects of active labour market programmes for beneficiaries of long-
term sickness and disability schemes by changing the design of the activation policy? 
We build on the existing research on inactivity traps (Bogaerts et al., 2011; Van Me-
chelen and Hufkens, 2014, Immervoll and Pearson, 2009). This paper starts with 
the existing Belgian activation policy for sickness or disability and the government’s 
proposal to reform this policy. This leads to the following sub-questions: 1) Does the 
Belgian system for the combination of a partial labour income and a (partial) bene-
fit, generate financial incentives to start working? 2) Does a reform of the activation 
policy with a focus on working hours increase financial incentives? 3) Are (activated) 
long-term sick or disabled people protected against poverty?

(1) A reduction in social security contributions of low-wage earners.
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In order to tackle these questions, we first describe the active labour market policies 
with a specific focus on the Belgian sickness and disability benefit scheme. We then 
proceed to formulate a number of hypotheses on (1) the financial added value of the 
transition from a full sickness benefit to (part-time) work; (2) the adequacy of this 
new situation compared to the poverty threshold; and (3) how to strengthen the fi-
nancial work incentive, looking at alternative re-integration systems for people with 
(long-term) illness, in order to avoid inactivity traps and higher poverty risks. The 
following section sets out the methodology applied. Using MOTYFF (MOTYFF 
stands for Modelling Typical Families in Flanders), a simulation model for hypothe-
tical families based on EUROMOD, a tax-benefit microsimulation model for the 
European Union (Bogaerts et al., 2009; Hufkens and Van Mechelen, 2014; FLE-
MOSI, 2017), we simulate the net disposable household income of hypothetical 
families at the moment of a full sickness or disability benefit and after the transition 
to (part time) work. Finally, we conclude and discuss the relevance of our results.

2. ACTIVE LABOUR MARKET POLICIES

2.1. PURPOSE AND CONSEQUENCES OF RECENT ACTIVATION POLICIES
Social protection systems traditionally serve a dual purpose, namely to ensure and 
protect the maintenance of the acquired living standards, and, to reduce poverty by 
guaranteeing minimum incomes (Cantillon et al., 2014). In recent decades, a third 
objective gained importance in many welfare states, namely that of fostering ‘active 
inclusion’ as a means of preventing or rectifying damage. In this context of ‘social 
investment’, European welfare states increasingly underline the significance of the 
long-term development of human capital and labour market integration (Cantillon 
and Vandenbroucke, 2014; Kenworthy, 2010; Morel et al., 2012). Through poli-
cies supporting women’s employment, active labour market policies, labour market 
regulation, and other activating policy measures, welfare states introduce or change 
social policies to prepare and activate individuals and families to adapt to new social 
risks rather than to repair them through social benefits (Hemerijck, 2014; Immer-
voll and Scarpetta, 2012). The emphasis is put more and more on individual empo-
werment and reciprocity. Moreover, employment is seen as an unmatched protective 
factor against poverty (Kenworthy, 2010).

At the same time ‘making work pay’, that is, to make work an economically at-
tractive option and reduce reliance on welfare, became a policy concern in several 
countries (Matsaganis and Figari, 2016). A central part of many recent tax and 
welfare reform strategies has been in line with this strategy (Carone et al., 2004). 
These ‘making work pay’ policies are attractive because they often redistribute to, 
among others, low-income groups, while also creating additional work incentives 
(Immervoll and Pearson, 2009).
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Despite the wide use of activating and ‘making work pay’ policies within traditional 
welfare states, there are inherent tensions between these three purposes of social se-
curity (Cantillon et al., 2014). More specifically, as a consequence of the emergence 
of new social risks (Bonoli, 2005 and 2006) and of the need to develop employment 
strategies in order to reduce benefit dependency, it may have become more diffi-
cult to pursue the goal of poverty reduction (Cantillon et al., 2014). Additionally, 
in-work poverty has become a major preoccupation at the same time that policy 
has become strongly focused on maximising levels of labour market activation (Im-
mervoll and Pearson, 2009; Marx and Nolan, 2014). In-work poverty is associated 
with single-earnership and low work intensity at the household level, rather than 
low hourly pay (Marx and Nolan, 2014). Trends, of course, differ across countries. 
Within the institutional settings there is a wide variety of potential policies that can 
help households to improve their work intensity and reduce poverty.

Furthermore, the tax and benefit scheme, and the interaction between taxes, benefits 
and other advantages influences  the decision to (re)enter the labour market (Matsa-
ganis and Figari, 2016). Not only in terms of whether to work or not, but also in 
terms of how many hours to work if at all.

2.2. ACTIVATION IN THE BELGIAN SICKNESS AND DISABILITY SCHEME
In the past decade, several activation measures were put in place in the Belgian sick-
ness and disability scheme. A first measure is the combination of income from labour 
and a (partial) sickness or disability benefit. Since 19962, sickness and disability be-
neficiaries can start a professional re-integration under certain conditions and can 
accumulate sickness benefits and wages (Hufkens and Van Mechelen, 2014; OECD, 
2013). After approval from an advising practitioner of the sickness fund they can start 
working part time, while maintaining a part of their sickness or disability benefit. This 
re-integration requires a disability of at least 50%. In 20063, the ‘follow-up’ of the 
professional integration process of sick workers, became the legal responsibility of the 
advising practitioner. However, the approach remains very medically oriented with 
no attention to the employment side. In 2011, the income brackets and percentages 
for the exemption from professional income within the context of allowed work were 
adjusted. This change in design was part of the ‘Back-to-work’ plan on which the 
National Institute for Health and Disability Insurance (RIZIV/INAMI)4, the Belgian 
sickness funds and all the authorised federal and regional institutions agreed to im-
prove the socio-professional re-integration and vocational rehabilitation of sick and 
disabled beneficiaries (Hufkens and Van Mechelen, 2014; RIZIV, 2012).

(2) Royal Decree of 3 July 1996.
(3) Royal Decree of 28 May 2006.
(4) The NIHDI is a public social security institution that manages and supervises the compulsory health care 
and benefits insurance in Belgium.
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A second activation measure is vocational rehabilitation (OECD, 2013). Benefici-
aries can enter national approved training or rehabilitation programmes. However, 
participation is not obliged and the RIZIV/INAMI has to approve the programme. 
Since July 2009, the RIZIV/INAMI covers the costs of the training. Participants 
continue to receive their benefits and are paid a reimbursement for each hour of 
training and a final lump sum at the end of the training. After the training program-
me, participants have six months to find a job before they lose their sickness benefit 
entitlements. As part of the ‘Back-to-work’ plan, the reimbursements for vocational 
rehabilitation were revalued (Hufkens and Van Mechelen, 2014; RIZIV, 2012). Ne-
vertheless, participants hardly receive support in their job search (OECD, 2013). 
Many will therefore shy away from following rehabilitations.

Thirdly, sickness and disability beneficiaries are allowed to engage in voluntary work 
without losing their benefits entitlements, but the same conditions which apply for 
part time work have to be fulfilled (OECD, 2013).

The most recent measure wants to increase the activation of people with long-term ill-
ness. The Royal Decree of 28 October 2016, a joint work of the Minister of Work and 
the Minister of Social Affairs, adds the re-integration trajectory to the Royal Decree of 
28 May 2003. The idea is to stimulate employees in taking up their previous work. The 
advising practitioner will be the main contact for both employer and employee to start a 
progressive re-integration trajectory. A second Royal Decree, of 8 November 2016, chan-
ges the Royal Decree of 3 July 1996 in the sense that sick or disabled persons without an 
employment contract can also participate in the re-integration trajectory, whether or not 
they follow a vocational training. Here too, the advising practitioner has a leading role.

3. SICKNESS AND DISABILITY IN BELGIUM

Since 1997, we see an increase in primary sickness (i.e. sick or disabled for less than 
one year) and disability beneficiaries (i.e. sick or disabled for more than one year). At 
the end of 2013, 425,815 beneficiaries were registered as primary sick and at the end 
of 2015, 370,408 beneficiaries weree registered as disabled (see Figure 1). The primary 
sickness scheme was confronted with an increase of 28% in 16 years, while the disa-
bility scheme had an increase of 96.7% compared to 1997. Compared to the previous 
year, the primary sickness scheme increased by 0.4%, while the number of disabled 
beneficiaries rose by 7.7%. According to the RIZIV/INAMI, this augmentation is 
due to the raised pension age and the increasing labour market participation among 
women (RIZIV, 2015). Jousten et al. (2012) in the other hand show that there has 
been a decrease in older beneficiaries (60-64 compared to 40-44) over the past deca-
des. They note that it is highly likely that the older beneficiaries are shifting to other 
programmes (particularly the early retirement programme). Despite this trend the 
disability scheme might still serve as an early retirement route (Jousten et al., 2012).
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At the beginning of 2015, 39,787 sickness or disability beneficiaries started a part 
time job (RIZIV, 2016). This is an increase in comparison with 2014, when it was 
only 34,253 persons. The advising practitioner of the sickness fund has to approve 
the medical situation of the beneficiary when he/she goes back to work (part time). 
In many cases, the reintegration process results in full employment. Over the past 
decade there have been some small changes in the combination of a sickness or 
disability benefit and a labour income and the general structure of the sickness and 
disability scheme. Below we give an overview of this scheme.

FIGURE 1: EVOLUTION OF BENEFICIARIES IN SICKNESS OR DISABILITY SCHEMES (EMPLOYEES, 
UNEMPLOYED AND SELF-EMPLOYED) IN BELGIUM, AT 31ST OF DECEMBER

Note: Primary sickness: left axis; Disability: right axis.
Source: RIZIV/INAMI, Statistieken van de uitkeringen.

3.1. DESIGN OF THE BELGIAN SICKNESS AND DISABILITY SCHEME
The Belgian sickness benefit scheme is structured as follows. The primary sick-
ness (PS) period starts the first day of sickness and is limited to a maximum of 12 
months. The PS contains a period of guaranteed wage (30 days for an employee 
working in the private sector), and a subsequent period where the benefit is calcula-
ted as a percentage of the gross daily wage in work. This total wage is limited, which 
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causes actual maximum benefits (see Table 1). It is important to note that only the 
last 6 months of the subsequent period covers a minimum benefit and, if applicable, 
increased child benefits.

TABLE 1: PRIMARY SICKNESS BENEFIT IN EUR PER MONTH  (= DAILY AMOUNT * 26) FOR A  
REGULAR EMPLOYER IN BELGIUM, AMOUNTS AT 01/06/2016

With family Singles Cohabitants

Percentage 60% 60% 60%

Wage threshold 3,533.75 3,533.75 3,533.75

Minimum (as of the 7th month) 1,460.42 1,168.70 1,002.04

Maximum 2,120.30 2,120.30 2,120.30

Source: RIZIV/INAMI.

After one year of sickness, a beneficiary enters the disability scheme. These benefits 
are also calculated as a percentage of the gross daily wage in work and are bound by 
a minimum and a maximum wage threshold, as show in Table 2.

TABLE 2: DISABILITY BENEFITS IN EUR PER MONTH  (= DAILY AMOUNT * 26) FOR A REGULAR 
EMPLOYER IN BELGIUM, AMOUNTS AT 01/06/2016

With family Singles Cohabitants

Percentage 65% 55% 40%

Wage threshold 3,533.75 3,533.75 3,533.75

Minimum 1,460.42 1,168.70 1,002.04

Maximum 2,296.84 1,943.50 1,413.62

Source: RIZIV/INAMI.

When returning to a part time job after approval from the advising practitioner of 
the sickness fund, the sickness or disability benefit will be reduced by the labour 
income5 if the labour income exceeds a certain income limit. This labour income is 

(5)  i.e. the gross wage reduced by the employee’s social security contribution.
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reduced according to a certain percentage that is set per income bracket (see Table 3) 
(RIZIV, 2016). Hence the labour income is exempted in order to encourage activa-
tion. During the first year, this reduced benefit is subject to (an estimate of) an inco-
me tax of 11.11%. Thereafter, only 3.5% will be withheld on behalf of the pension 
fund if the benefit exceeds the minimum threshold. Therefore, beneficiaries with 
a benefit below the threshold are exempted from paying additional contributions.

TABLE 3: PROFESSIONAL RE-INTEGRATION WITH SICKNESS OR DISABILITY: REDUCTION OF THE 
DAILY SICKNESS OR DISABILITY BENEFIT IN BELGIUM, 2016

Gross labour income per hour 
in EUR % taken into account

1st bracket 15.6068 0%

2nd bracket 9.3641 20%

3d bracket 9.3641 50%

From the 4th bracket (> 34.3350) 75%

Source: RIZIV/INAMI.

In the current system, benefits of low wage workers are (almost) entirely exempted 
if they start working part time (until around 50%). For average or higher incomes, 
on the other hand, the additional benefits are reduced according to the income brac-
kets. Based on this logic, we expect that an activity trap arises if an employee with a 
sickness or disability benefit based on a well-paid job can only enter a less paid job 
(Bogaerts et al., 2011; Van Mechelen and Hufkens, 2014). Moreover, we expect the 
financial incentive of part time work in combination with a (partial) benefit differs 
depending on the family type (Bogaerts et al., 2011; Van Mechelen and Hufkens, 
2014). For example, for singles with a minimum benefit, we anticipate that there is 
a financial incentive to go back to work at a minimum wage.

3.2. REFORM SCENARIO
The current scenario for progressive reintegration in the labour market causes some 
difficulties. Both beneficiaries and sickness funds are confronted with a monthly ad-
ministrative burden in order to check the monthly salary and the number of hours 
worked. The approved labour can fluctuate monthly, which causes changes in the 
labour income and the benefit. The current bracket system makes it hard to estimate 
the effect on the total net household income. We simulate an alternative scenario 
based on a percentage logic (see Table) in order to strengthen the financial work 
incentive and/or maximise uniformity. In this formula the number of hours worked 
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is included in the formula. The formula is based on a government proposition in the 
context of a reform of the professional reintegration in the sickness and disability 
system. The sickness or disability benefit depends on the ratio between the number of 
hours worked and a full-time employment of 38 hours a week. The benefit will not 
change as long as this ratio is smaller than or equal to 20%. When this ratio is higher 
than 20%, the benefit will be reduced by the percentage exceeding the 20%.

TABLE 4: REFORM SCENARIO 2: PERCENTAGE REDUCTION OF THE DAILY SICKNESS OR DISA-
BILITY BENEFIT

Quotient Condition

With Q = number of approved working hours(*)
          S = 38 hours a week employment

If ≤20%, sickness or disability benefit remains the same

 >20%, sickness or disability benefit reduced by      − 20%

Note: (*) which in reality means ‘number of actual hours worked’.
Source: Kabinet van Sociale Zaken en Volksgezondheid, 2016.

We expect a formula based on the number of hours worked, instead of labour inco-
me, to be more beneficial for higher incomes.

4. METHODOLOGY

To understand the labour market decisions of specific families, and explain the ef-
fects of activating policies on (in-work) poverty and employment, as well as, the 
potential for further reform, we measure the influence of the tax-benefit system on 
financial work incentives. In this section, we will briefly set out the method applied. 
We assess the impact of benefits on the disposable household income (y) with one 
person of that household changing from a full sickness benefit to (part-time) work6, 
by using hypothetical household simulations. This is a standard procedure to calcu-
late financial incentives or traps (Bogaerts et al., 2009; Marchal and Marx, 2015). 
Hypothetical household simulations are calculations of the net disposable income 
and its components for a typical family, according to the applicable tax benefit rules. 
Both the OECD (i.a. “Benefits and Wages” and “Employment Outlook”) and the 
European Commission (i.a. “Tax and benefits indicators”) apply this method.

(6) While the work status and earnings of all other household members remain unchanged.

 Q
  S

 Q
  S
 Q
  S

 Q
  S



500

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

Hypothetical household simulations make the interaction, coherence and accumu-
lation of different benefits and advantages visible. Because they do not depend on 
survey data, hypothetical household simulations can include a wider set of policies 
and policy changes. This independency from data makes it possible to respond more 
quickly on policy changes. Nevertheless, a drawback of these simulations is that the 
results are solely based on hypothetical families (Bogaerts et al., 2009; Marchal and 
Marx, 2015). These hypothetical families and wage levels are not necessarily repre-
sentative. Besides, the actual impact of the unemployment trap on the labour supply 
and more specifically on the behavioural effects remains an empirical issue.

In this paper we use MOTYFF 2016 (see http://www.flemosi.be/easycms/MOTY-
FF). The model is available online and offline and is based on EUROMOD (see ht-
tps://www.euromod.ac.uk/). Unlike EUROMOD which is designed for simulations 
based on income data of a representative sample of the population (like EU-SILC), 
MOTYFF works with hypothetical family types. MOTYFF 2016 includes regulati-
ons of June 2016 and taxes of the fiscal year 2017, income 2016. The calculations 
are done on an annual basis whereby the amounts applying in June are extrapolated 
across all of 2016 and, thus, indexations or other changes that occurred later that year 
are not taken into account. Most policies are national, but the simulation of the cost 
of child care and the contribution for Flemish care insurance are regional. In the case 
of regional policies the model assumes that the hypothetical family lives in Flanders.

For a number of typical families we calculate, under certain assumptions, the net dispo-
sable income in and out work (i.e. sickness and disability). The net disposable income 
is based on the gross income of the different family members after subtraction of taxes 
and social contributions and including all benefits and advantages the typical family is 
entitled to. We simulate the net disposable income using the following formula:

Net Disposable Income Formula

Ynet = Ygross + Y0 – SSC (Y0 + Ygross ) + Tr (Y0 + Ygross ) − T(Y0 + Ygross ) −FC
 
With
Ynet     = net disposable household income. 
Ygross    = gross income from employment or benefit.
Y0       = gross income of other family members (i.e. the partner)  from employment or benefit.
             This remains constant
SSC    = social security contribution paid by employees and benefit recipient, applied to the present incomes.
Tr       = sum of social transfers to which the household is entitled. 
T        = total amount of income taxes (inclusive of the special social insurance contribution and the 
              Flemish discount on income tax)
FC     = fixed costs linked to employment. In this simulation, the cost for child care is only included
             if all parents in the household are working.  

Source: based on Bogaerts et al., 2009.
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Our calculations are made on household level for a number of typical families, living 
in Flanders. For this study we take the net disposable income of six typical families 
into account: a single person, a couple with an inactive partner, a couple with an 
active partner, a single parent with two dependent children, a couple with an inac-
tive partner and two dependent children, a couple with an active partner and two 
dependent children. All adults are 35-years old and the children are two and six 
years old. Furthermore, we analyse the situation for these different typical families 
with a minimum wage (i.e. the official guaranteed average minimum wage for a 20 
year old employee with one year seniority)7 and an average wage (based on EU-SILC 
2012 indexed up to 2016) working full and part time. Furthermore, the period of 
inactivity varies from less than seven months, to seven months, to one year, to more 
than one year. For the different family types and income situations, we simulate the 
following transitions to work: from a minimum benefit (or a benefit based on the 
minimum wage for an inactivity period of less than seven months) to a minimum 
wage; from a benefit based on an average wage to an average wage; and from a be-
nefit based on an average wage to a minimum wage. We calculate these transitions 
for 20%, 50%, 80% and 100% employment. We do this for both the current policy 
and the different reform scenarios. In this paper we will only show the result for one 
family type: the single parent family.

4.1. OUTCOME INDICATORS
When taking up a job or working more hours, a significant portion of these new 
earnings can be effectively ‘taxed away’, through higher income taxes or reduced 
benefit entitlements (OECD, 2017). Some families may gain little or nothing from 
working more or taking up a low-paid job. For example, high child care costs may 
hinder parents of young children to return to work.

To calculate the financial (dis)incentive for these family types related to the transiti-
on from sickness or disability to (partial) work, we use the out of work net replace-
ment rate (NRR) (O’Donoghue, 2011; OECD, 2017). This indicator is defined as 
the net disposable income when in (partial) work, whether or not combined with 
a partial sickness or disability benefit, expressed as a share of the initial disposable 
income when out of work (i.e. our case sickness or disability benefit). Since it inclu-
des the income of other household members, the out of work NRR gives the total 
financial added value or loss in relative terms for the household. In other words, it 
measures the fraction of the disposable household net income out of work that is 
maintained when going back to work. The higher the rate, the higher the added va-
lue of going back to work. If the NRR exceeds one, the net disposable household in-

(7) In Belgium minimum wages are agreed per sector. The guaranteed average minimum wage is seen as the 
absolute lower limit, Belgian Federal Public Service Employment, Labour and Social Dialogue, 2017.



502

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

come increases by this factor when going back to work. If the NRR is lower than one, 
the net disposable household income of the household is worse when in work than 
when not working. If the NRR is equal to one, there is no financial reward to work.

Out of Work Net Replacement Rate (NRR)

With
YnetIW = net disposable household income when one person returns to work (partially) (in work). 
YnetOW = net disposable household income when one person is on a sickness or disability benefit 
                      (out of work).

Note: while the work status and earnings of all other household members remain unchanged.
Source: based on O’Donoghue, 2011 and OECD, 2017.

In order to check the adequacy of the combination of a sickness or disability benefit 
and a (partial) labour income, we compare total net disposable household income 
with the poverty threshold. The poverty threshold is 60% of the median equivalised 
net disposable household income in the Belgian Survey on Income and Living Con-
ditions 2016 (EU-SILC), which is based on the income of 2015. We equivalise the 
net disposable income using the modified OECD equivalence scale, which assigns 
a weight of 1 to the first adult in the household, 0.5 to every other adult and 0.3 to 
each child (aged below 14 years).

5. THE EFFECTIVENESS OF ACTIVATION AFTER A PERIOD OF SICKNESS OR DISABILITY

We discuss the financial incentives using the out of work NRR and the adequacy of 
the benefit. First we describe the financial incentives to start working in the current 
policy system, i.e. a combination of labour income and a benefit that is phased out 
using income ranges. Then we describe the financial incentives of a system based on 
effectively worked hours. We evaluate the adequacy of the reintegration benefit by 
checking poverty risks when taking up a (part time) job after a period of sickness or 
disability. We do this for both the current policy and the alternative scenario. We 
focus on the incentives and poverty risks of the single parent with two children, one 
of the most vulnerable typical families included in the analysis.

            YnetIW
NRR = 
            YnetOW
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5.1. FINANCIAL (DIS)INCENTIVES

5.1.1. Current policy
In Figure 2 we show the NRR for a single parent in three different transitions. The 
first transition is the shift from a minimum benefit (or a benefit based on the mini-
mum wage for an inactivity period of less than 7 months) to a minimum wage. The 
second transition is from a sickness or disability benefit based on an average wage to 
an average wage employment. The third transition is from a sickness or disability be-
nefit based on an average wage to a minimum wage employment. The x-axis shows 
the three different periods of sickness or disability. The first period of primary sick-
ness means the beneficiary is less than seven months into sickness leave. The second 
point refers to the second period of primary sickness, from the 7th month until the 
12 month of sickness. The third point in each graph describes the disability benefit 
or the benefit for people that have been on sickness leave for mre than 12 months. 
The y-axis shows the value of the NRR. The different dots stand for the number of 
hours a person on sickness leave starts working: 20% (1day a week); 50% (2.5 days 
a week); 80% (4 days a week) or full-time.

The first graph shows the minimum situation. During the first period there is no 
minimum benefit, so the benefit is calculated under the assumption that the bene-
ficiary was working full-time for a minimum wage. The benefit based on a mini-
mum wage is around 900 EUR, while the minimum benefit from the 7th month 
is around 1450 EUR. In the first transition the benefit for a beneficiary who starts 
working at 20% is completely exempted. This is the case for all simulated hypothe-
tical families. Under the existing activation policy partial employment is financially 
rewarding from the 7th month of sickness, but not in the first period of primary 
sickness (<7months), here the NRR is equal to one, which means there is no finan-
cial added value. The absence of a financial incentive can be explained by the loss of 
additional social assistance and the extra cost of child care. The single parent with 
a benefit based on a minimum income receives a social assistance top up. A couple 
with an inactive partner and two children experiences comparable inactivity traps. 
The other simulated family types do have a (small) financial incentive to start wor-
king in the first sickness period and with an employment of 20%.

Single parents experience financial incentives to go back to work at 50% or 80% 
employment and after a sickness period of less than 7 months. NRRs for these  
periods are between 1.2 and 1.3, which means that the net disposable family income 
is increased by this factor when going back to work. An employment rate of 20%, 
50% or 80% is financially rewarding from the 7th month of sickness leave. The single 
persons without children, and a couple with an inactive partner also experience higher 
incentives in the first six months of sickness leave, due to the missing minimum be-
nefit during the first six months, and thus, a lower exempted amount of the benefit.
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Going back to a full-time job is financially worthwile during the first period of pri-
mary sickness (<7months). However, from the 7th month on, the single parent is 
confronted with NRRs equal to one when back working full-time over the period. 
This is due to the small difference in net income in full-time sickness leave and the 
full-time minimum income for a single parent. For a single parent the net family 
income also includes the cost of childcare. The other hypothetical families have a 
(small) financial incentive to start working. For couples with an active partner (with 
or without children), the NRR is rather small when working 20%, 50%, 80% or 
full-time on a minimum wage. This is due to the small proportion of the benefit or 
the additional labour income in the total family income, since the partner works at 
130% of the minimum wage.

In the second graph we show the average situation: a transition from a sickness 
benefit based on the average wage, to employment at the average (hourly) wage. In 
this transition, working is financially rewarding for the single parent but the gains 
are not very high. For an employment rate of 20%, 50% and 80% in the first period 
the NRRs are around 1.1. The main reasons for this limited incentive are, again, the 
additional costs of child care and the loss of increased child benefit. The increased 
child benefit is a means-tested benefit for families with children in long-term sick-
ness or unemployment. If the family income is below the income limit, a family 
can receive the increased child benefit until 24 months after the period of sickness. 
In contrast to the minimum situation, the NRRs change after the second period 
of sickness (first year of sickness), compared to the disability benefit (after the first 
year). This is due to the change in the calculation of the sickness or disability bene-
fit. In the first year of sickness the original benefit for single parents is 60% of the 
previous wage, from the second year (disability) the benefit is 65% of the previous 
wage. Since the additional benefit in the reintegration process is calculated based on 
the full-time sickness/disability benefit, this influences the total net income and the 
NRR (see table 1 and table 2). In general there is a small incentive to work for the 
single parent in the average income situation. The highest financial incentive is for 
full time employment. The financial incentives are higher for singles and couples 
with an inactive partner (with and without children). Couples with an active partner 
have limited financial incentives to start working.

The third transition, from a benefit based on the average wage to employment at a 
minimum wage, creates NRRs smaller than 1 or inactivity traps for full-time em-
ployment. A partial employment in combination with a (partial) disability benefit 
creates small financial incentives in the first period of sickness. After the first year, in 
the period of disability, there are almost no financial incentives for a single parent to 
start working. In the 20% scenario the additional income from one working day per 
week at the minimum wage is very small compared to the total net family income. 
The biggest part of the family income is the benefit based on the average wage. For 
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a couple with an active partner the work incentives are negative or very limited. If 
the beneficiary is the head of the household, e.g. in a single person household, or 
a household with an inactive partner, the NRRs are higher, between 1.1 and 1.3. 
Working full time at a minimum wage after receiving a full-time sickness benefit 
based on an average wage, creates strong inactivity traps for all family types.

Beneficiaries with a benefit based on a higher wage (double the average wage) receive 
a maximum benefit. We find comparable incentives for the average wage if these 
beneficiaries start working at the same income level as before their sickness leave. If 
they start working at a lower income this creates smaller incentives or disincentives 
to work, which follow the same trend as described for the average wages (See Ap-
pendix).
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FIGURE 2: NRR FOR A SINGLE PARENT WHEN GOING BACK TO WORK AT A MINIMUM WAGE 
AFTER A MINIMUM SICKNESS OR DISABILITY BENEFIT(1), WHEN GOING BACK TO WORK AT AN 
AVERAGE WAGE AFTER A SICKNESS OR DISABILITY BENEFIT BASED ON AN AVERAGE WAGE(2), 
WHEN GOING BACK TO WORK AT A MINIMUM WAGE AFTER A SICKNESS OR DISABILITY BENEFIT 
BASED ON AN AVERAGE WAGE(3), 2016

Source: own calculations using MOTYFF 2016.
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5.1.2. Alternative scenario
To increase financial incentives, and therefore make work more attractive for people 
on sickness leave with a previous average or higher wage, an alternative formula was 
proposed for the calculation of the benefit in the process of progressive employment. 
Figure 3 compares the NRRs under the current system, based on income ranges, 
with an alternative system, based on number of hours worked.

The first graph compares the NRRs for the transition from a minimum benefit (or 
a benefit based on the minimum wage in the first six months) to an employment 
of 20%, 50% or 80% at the level of the minimum wage. In the 20% transition, 
the benefit for the minimum situation is fully exempted in both scenarios. In the 
current system the income from 20% employment lies under the first income limit. 
In the reform scenario the benefit is only reduced from employment rates exceeding 
an employment of 20% of the full-time working hours. Compared to the current 
system, the single parent in employment of 50% or 80% is worse off in the reform 
scenario, regardless of the duration of the sickness leave. Because for full-time em-
ployment a combination of a partial benefit and a labour income is not possible, the 
results are unchanged for the current and the reform system. For this reason, we will 
not discuss the 100% transition any further.

When we look to the second graph, we see a reverse trend. In the reform scenario the 
financial added value enlarges for working at average wages in comparison with the 
current system. Financial incentives increase for the 20%, 50% and 80% scenarios. 
In contrast to the minimum situation, the benefit is not fully exempted in the 20% 
scenario using the current formula. Because 20% is fully exempted in the reform 
system, financial incentives are higher in the reform scenario than in the current 
system. The NRRs are higher in the reform system because the formula is not related 
to the level of labour income, as is the case in the current system. 
The trends in the third graph are similar to the trends in the minimum situation. 
Notably are 50% and 80% employment for being substantially lower compared to 
the current system. There are no financial incentives for the single parent to work 
at 80% at the level a minimum wage after a benefit based on an average wage. For 
the beneficiary in a couple with an active partner and two dependent children on 
sickness leave of less than a year, it is financially disadvantageous to start working.

In general, the trends within both systems are the same for all hypothetical families 
and the interactions with other benefits and advantages are stable. Also the direction 
of the trend, increasing work incentive for average wages and decreasing for mini-
mum wages, is the same for all hypothetical families.
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FIGURE 3: NRR FOR A SINGLE PARENT WHEN GOING BACK TO WORK AT A MINIMUM WAGE 
AFTER A MINIMUM SICKNESS OR DISABILITY BENEFIT(1), WHEN GOING BACK TO WORK AT AN 
AVERAGE WAGE AFTER A SICKNESS OR DISABILITY BENEFIT BASED ON AN AVERAGE WAGE(2), 
WHEN GOING BACK TO WORK AT A MINIMUM WAGE AFTER A SICKNESS OR DISABILITY BENEFIT 
BASED ON AN AVERAGE WAGE(3) IN CURRENT AND ALTERNATIVE SCENARIO, 2016

Source: own calculations using MOTYFF 2016.
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5.2. ADEQUACY

Because of the tension between reducing benefit dependency, increasing financial 
incentives to return to work and the social security goal of poverty reduction, we also 
explore the effects of both systems on the adequacy of the benefit. Figure 4 shows 
the adequacy of the transition to employment. The graphs show the net disposa-
ble family income as a percentage of the poverty line for a single parent with two 
children. Since net disposable incomes are adequate for beneficiaries going from a 
benefit based on an average wage to employment at an average wage, we only show 
the transition from a minimum sickness or disability benefit to employment at a 
minimum wage and the transition from a sickness or disability benefit based on an 
average wage to employment at a minimum wage. The figure below shows results 
for both the current policy and the reform scenario.

In the minimum situation we notice inadequate net disposable household incomes 
for single parents working at 20% in the first period of sickness leave (< 7months). 
This is due to a missing minimum benefit in the first six months of sickness leave. 
Working 50% or 80% increases the income to a level just above the poverty thres-
hold in the current system. Working 50% in the alternative scenario generates an in-
come below the poverty line. A single parent working full-time at a minimum wage 
floats around the poverty threshold. This is due to inadequate minimum wages.

When we look at the transition from a benefit based on the average wage to a labour 
income at the minimum wage, net family income is above the poverty line for all 
employment scenarios. Full-time employment is very close to the poverty line. A 
single parent who goes back to work at a minimum wage at 50% or 80% is worse 
off in the reform scenario, compared to the current system.

The other simulated family types also show higher financial incentives for progressi-
ve labour market reintegration in the current system, compared to a reform system.
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FIGURE 4: ADEQUACY WHEN GOING BACK TO WORK AT A MINIMUM WAGE AFTER A MINI-
MUM SICKNESS OR DISABILITY BENEFIT (1) AND ADEQUACY WHEN GOING BACK TO WORK AT 
A MINIMUM WAGE AFTER A SICKNESS OR DISABILITY BENEFIT BASED ON AN AVERAGE WAGE (2)
IN CURRENT SYSTEM AND REFORM SCENARIO, 2016

Source: own calculations using MOTYFF 2016.

5.3. CONCLUSION AND DISCUSSION
In this article we studied the effect of the design of the activation policy on the sick-
ness and disability scheme. Our research question is How can we improve the employ-
ment effects of active labour market programmes for beneficiaries of long-term sickness 
and disability schemes by changing the design of the activation policy? We first analysed 
the current Belgian system on the presence of financial incentives to start working. 
The reintegration measures within the sickness and disability scheme consist of in-
come limits creating a gradual reduction of the sickness benefit when re-entering the 
labour market. Our analysis confirms the results of previous research (Hufkens and 
Van Mechelen, 2014; Bogaerts et al., 2011). Single parents (and to a smaller extent, 
couples with children) have limited financial incentive to start working after a peri-
od of long-term sickness or disability due to a combination of advantages, benefits 
and costs. In some transitions the single parent is confronted with an inactivity 
trap. A second remarkable conclusion concers inactivity traps for beneficiaries that 
start working at a lower wage then before their sickness leave. These beneficiaries 
experience an income loss when working full time. In some family types (e.g. the 
cohabiting beneficiary) working part time does not improve the total family income 
significantly. In general the low financial incentive is due to low minimum wages 
and a small difference between the total income when out of work and the income 

(1) Minimum situation (2) Average to minimum
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when in work. People with a low wage are entitled to several advantages within the 
tax-benefit system. This reduces the impact of the reintegration policy.

Then we studied the effect of an alternative policy based on the number of hours 
worked, instead of the earned labour income. We compared this system with the 
current system in terms of work incentives. On the one hand, people on sickness 
leave with a minimum benefit who start working on a minimum wage experience 
lower work incentives in the reform system compared to the current system. On the 
other hand the reform scenario creates stronger work incentives for people with a 
benefit based on an average (or a higher wage), who start working on the same wage 
as before the sickness leave. For a transition from a sickness or disability benefit ba-
sed on an average wage to a minimum wage, the financial incentives in the reform 
system are much less positive than the current system.

In a third step we looked at the adequacy of the two reintegration measures. Most 
beneficiaries in a process of professional reintegration are above the poverty line. 
People who start working at a minimum wage, either from a minimum benefit or 
from an average benefit, come closer to the poverty line in the reform scenario. In 
the first period of sickness, the single parent and the couple with an inactive partner 
(with and without children) have a disposable income under the poverty line. The 
couple with an inactive partner and children have an income under the poverty line 
in almost all transition situations. These families are even worse off in the reform 
system. In particular, the financial incentive in the 50% and the 80% scenarios 
decreases.

Although the design of the current active labour market policies creates more fi-
nancial incentive for low wages and better protects families with a low wage earner  
against poverty, the reform system generates better work incentives for the average 
or higher wages. The opposite trend for low and average or high income can be 
explained by the design of the measure. If the labour income is reduced following 
the same income brackets for all beneficiaries this turns out better for low incomes 
in relative terms. However, if the income is reduced using the number of hours wor-
ked, this leads to a higher added value for higher income families compared to the 
income-bracket system. On top of the formula, the relative added value for income 
groups differs because of different interactions in the tax-benefit system. The current 
system has a more progressive effect in comparison to the reform system.

Hence, to improve the activation measure within the sickness and disability scheme, 
a balance has to be found between maintaining acquired living standards, reducing 
poverty and fostering active inclusion. There are, however, inherent tensions bet-
ween these three purposes of social security (Cantillon et al., 2014). The maintenan-
ce of acquired living standards is integrated in the structure of full-time sickness and 
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disability, where beneficiaries are entitled to a percentage of their previous wage as a 
replacement benefit. The second goal, reducing poverty by guaranteeing minimum 
incomes, is reached for certain family types but not for all (Bogaerts et al., 2009; 
Hufkens et al., 2016). For the third goal, and the main focus of this paper, we show 
that financial incentives can be increased for people in long-term sickness or disabi-
lity but, depending on the formula, we find trade-offs between poverty reduction, 
guaranteeing acquired living standards and financial incentives to start working.

For policy implications it is necessary to estimate the size of different income groups 
and family types in the population. We cannot extrapolate our results based on 
hypothetical household situations. To investigate the impact of a change in the po-
licy on financial working incentives, we used hypothetical household simulations. 
The advantages of hypothetical household simulations are the timeliness, the inde-
pendence of survey data and the straightforward interpretation. The drawback is 
that we cannot use hypothetical household simulations for distributional analysis. 
Detailed survey data on sickness and disability, including labour market transitions 
and information on labour market history would benefit this research. Using a mi-
crosimulation model, the effect of the policy change could also be analysed for the 
population. Using information from the sickness funds in combination with admi-
nistrative data, such a detailed analysis would be possible for Belgium. The inclusion 
of the sickness and disability benefits in a microsimulation model based on this data  
would provide the opportunity to describe distributional effects. Behavioural effects 
could also be included in analysis based on survey data.

Moreover, because of the lack of detailed survey data, the article does not discuss the 
composition of the disabled population. This composition is changing: there is an 
increasing number of beneficiaries unable to work due to mental problems (Jousten 
et al., 2012; OECD, 2010). More research is needed on the reintegration of this 
group in the labour market. The variety of beneficiaries might influence the future 
policy design and activation strategies.

As an indication for different family types and the interaction between policies, 
hypothetical household simulation proves to be a very useful instrument. The ade-
quacy of the benefits for the hypothetical families was calculated using the at-risk-of 
poverty-threshold and the OECD equivalence scale; although this is a common 
indicator, adequacy should be further investigated taking into account the needs 
of sick or disabled people. Extending the at-risk-of-poverty threshold by including 
costs for the disabled or people in long-term sickness, or extending the reference 
budgets for sick or disabled people, could improve this indicator (Storms et al., 
2015; Van Mechelen et al., 2013).



513

FIT FOR THE LABOUR MARKET?

 REFERENCES

Belgian Federal Public Service Employment, Labour and Social Dialogue, 
Loon, 2017, http://www.werk.belgie.be/defaultTab.aspx?id=39004, accessed on 
09/05/2017.

Bogaerts, K., Vandenbroucke, P., Marx, I. and De Graeve, D., Inactiviteitsvallen voor 
personen met een handicap of met langdurige gezondheidsproblemen, Onderzoeksrapport 
VIONA, Antwerpen, UA/Centrum voor Sociaal Beleid Herman Deleeck, 2009.

Brewer, M., Saez, E. and Shephard, A., Means-testing and tax rates on earnings, in 
Adam, S., Besley, T., Blundell, R., Bond, S., Chote, R., Gammie, M., Johnson, P., 
Myles, G. and Poterba, J. (eds), Dimensions of tax design: the Mirrlees Review, Ox-
ford, Oxford University Press, 2010.

Cantillon, B. and Vandenbroucke, F. (eds.), Reconciling work and poverty reduction: 
how successful are European welfare states?, Oxford, Oxford University Press, 2014.

Cantillon, B., Van Mechelen, N., Pintelon, O. and Van den Heede, A., Social re-
distribution, poverty, and the adequacy of social protection, in Cantillon, B. and 
Vandenbroucke, F. (eds.), Reconciling work and poverty reduction: how successful are 
European welfare states?, Oxford, Oxford University Press, 2014.

Carone, G., Immervoll, H., Paturot, D. and Salomäki, A., Indicators of Unemploy-
ment and Low-Wage Traps (Marginal Effective Tax Rates on Employment Incomes), 
OECD Social, Employment and Migration Working Papers, 18, DELSA/ELSA/
WD/SEM(2004)3, 2004.

European Commission, Communication from the Commission to the European Par-
liament, The Council, the Social and the Committee the Committee of the regions. Ta-
king stock of the Europe 2020 strategy for smart, sustainable and inclusive growth, 2014, 
ec.europa.eu/europe2020/pdf/europe2020stocktaking_en.pdf.

European Commission, Methodology of tax and benefits indicators database, 2017, ht-
tps://ec.europa.eu/info/business-economy-euro/indicators-statistics/economic-da-
tabases/tax-and-benefits-indicators-database/methodology-tax-and-benefits-indica-
tors-database_en, accessed on 02/05/2017.

FLEMOSI, MOTYFF, 2017, http://www.flemosi.be/easycms/MOTYFF, accessed 
on 09/05/2017.



514

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

Hemerijck, A., The reform capacities of European welfare states, in Cantillon, B. 
and Vandenbroucke, F. (eds.), Reconciling work and poverty reduction: how successful 
are European welfare states?, Oxford, Oxford University Press, 2014.

Hufkens, T. and Van Mechelen, T., Van arbeidsongeschiktheid naar werk: simulaties 
van inactiviteitsvallen met MOTYFF, Onderzoeksrapport VIONA, Antwerpen, UA/
Centrum voor Sociaal Beleid Herman Deleeck, 2014.

Immervoll, H. and Pearson, M., A Good Time for Making Work Pay? Taking Stock of 
In-Work Benefits and Related Measures across the OECD, OECD Social, Employment 
and Migration Working Papers, 81, OECD Publishing, Paris, 2009.

Immervoll, H. and Scarpetta, S., Activation and employment support policies in 
OECD countries. An overview of current approaches, IZA Journal of Labor Policy, 
1, 9, 2012.

Jousten, A., Lefebvre, M. and Perelman, S., Disability in Belgium: There is More 
than Meets the Eye, in Wise, D. (ed.), Social Security and Retirement around the Wor-
ld: Historical Trends in Mortality and Health, Employment, and Disability Insurance 
Participation and Reforms, Chicago, USA, NBER and University of Chicago Press, 
2012.

Kenworthy, L., Labour Market Activation, in Castles, F. G., Leibfried, S., Lewis, J. 
and Pierson, C. (eds.), The Oxford Handbook of the Welfare State, Oxford, University 
Press, pp. 435-447, 2010.

Marchal, S. and Marx, I., Stemming the tide: what have EU countries done to support 
low-wage workers in an era of downward wage pressures?, ImPRovE Working Papers, 
August 2015, 15/18, 2015.

Marx, I. and Nolan, B., In-work poverty, in Cantillon, B. and Vandenbroucke, F. 
(eds.), Reconciling work and poverty reduction: how successful are European welfare 
states?, Oxford, Oxford University Press, 2014.

Matsaganis, M. and Figari, F., Making work pay. A conceptual paper, Research note 
European Commission, 3/2016, 2016.

Morel, N., Palier, B. and Palme, J. (eds.), Towards a social investment welfare state? 
Ideas, policies and challenges, Bristol, Policy Press, 2012.

O’Donoghue, C., Do tax-benefit systems cause high replacement rates? A decompo-
sitional analysis using EUROMOD, Labour, 25 (1), pp. 126-151, 2011.



515

FIT FOR THE LABOUR MARKET?

OECD, Sickness, Disability and Work: Breaking the Barriers: A Synthesis of Fin-
dings across OECD Countries, OECD Publishing, Paris, 2010, http://dx.doi.
org/10.1787/9789264088856-en.

OECD, Mental Health and Work: Belgium, OECD Publishing, Paris, 2013.

OECD, Benefit and Wages: Statistics. Methodology, 2017, http://www.oecd.org/els/
soc/Methodology.pdf, accessed on 12/05/2017.

RIZIV, Jaarverslag 2011, 2012, http://www.inami.fgov.be/nl/publicaties/Paginas/
jaarverslag.aspx#.WR2iKOvyiUk, accessed on 09/05/2017.

RIZIV, Verklarende factoren met betrekking tot de stijging van het aantal invaliden. 
Werknemersregeling en regeling der zelfstandigen. Periode 2005-2014, 2015, http://
www.riziv.fgov.be/SiteCollectionDocuments/studie_verklarende_factoren_stij-
ging_invaliden.pdf.

RIZIV, Jaarverslag 2015, 2016, http://www.inami.fgov.be/nl/publicaties/Paginas/
jaarverslag.aspx#.WR2iKOvyiUk, accessed on 09/05/2017.

Storms, B., Penne, T., Vandelannoote, D. and Van Thielen, L., Is de minimuminko-
mensbescherming in ons land doeltreffender geworden sinds 2008? Wat leren we uit de 
geüpdatete referentiebudgetten?, VLAS studie 21, Antwerpen, Vlaams Armoedesteun-
punt, 2015.

Van Lancker, W., Marchal, S., Schuerman, N., Van Mechelen, N. and Van Kerm, 
Ph., Leven aan de dop. De impact van werkloosheid op het inkomen in België in ver-
gelijkend perspectief, CSB berichten, Antwerpen, UA/Centrum voor Sociaal Beleid 
Herman Deleeck, 2015.

Van Mechelen, N., Bogaerts, K. and Vandelannoote, D., Supplementary financial 
support by local welfare agencies and inactivity traps, Flemosi Working Paper, 2013.

Van Mechelen, N. and Hufkens, T., Van arbeidsongeschiktheid naar werk: inactivi-
teitsvallen, Over.Werk. Tijdschrift van het Steunpunt WSE, 24(3), pp. 71-78, Leuven, 
Steunpunt Werk en Sociale Economie/Uitgeverij Acco, 2014.

van Oorschot, W., Miracle or Nightmare: A critical review of Dutch activation poli-
cies and their outcomes, Journal of Social Policy, 31 (3), pp. 339-420, 2002.



516

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

 APPENDIX

A.1. NRR WHEN GOING BACK TO WORK AT A MINIMUM WAGE AFTER A MINIMUM SICK- 
 NESS OR DISABILITY BENEFIT

Source: own calculations using MOTYFF 2016.
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A.2. NRR WHEN GOING BACK TO WORK AT AN AVERAGE WAGE AFTER A SICKNESS OR  
 DISABILITY BENEFIT BASED ON AN AVERAGE WAGE

Source: own calculations using MOTYFF 2016.
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A.3. NRR WHEN GOING BACK TO WORK AT A MINIMUM WAGE AFTER A SICKNESS OR  
 DISABILITY BENEFIT BASED ON AN AVERAGE WAGE

Source: own calculations using MOTYFF 2016.
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HEALTHCARE REFORM IN TIMES OF 
ECONOMIC TURMOIL IN JAPAN: THE 
ERA OF COST CONTAINMENT FROM 
1990 TO ABENOMICS
 

BY FREDERIC VAN PETEGHEM
Policy Advisor Federal Public Service Social Security

Ever since the economic crisis hit the world in 2008, most European countries,  
including Belgium, have been focused on keeping government spending and 
budgets under control. In Belgium this has led the current government, for  
instance, to take the decision to halve the allowed growth rates for the healthcare 
budget. Other European countries have even had reductions in their healthcare 
budgets overall. After eight years of budgetary efforts, the European economy 
still does not seem to have reached calmer waters. Unfortunately, for Belgium,  
Germany, Italy, France, Spain, the UK, Poland and others, the challenge of our populations  
becoming greyer is added to the mix of government budget deficits, looming deflation, 
a monetary policy running out of weaponry and a lack of growth.

Whilst the economic challenges limit the available fiscal space, population ageing, 
but also new technologies, increase the demand for and the cost of healthcare. In 
its efforts to respond to these “unparalleled” crises, Europe mainly looks inward to 
identify solutions.

Yet, the combination of deflation, population ageing, lack of economic growth, 
austerity measures and a seemingly blocked monetary policy does remind us an 
awful lot of Japan’s situation. Japan has been facing a similar crisis for decades and 
Europe is starting to look a lot like Japan. Not only is the situation similar, but his-
torically the Japanese healthcare system was, just like the Belgian system, based on 
the Bismarck model to which aspects of the Beveridge model were added over time. 
Although significant differences remain, there is a common ground that allows us to 
learn from the Japanese experience.

Analysis of how Japan dealt with its healthcare system during more than two deca-
des of economic turmoil and its consequences for public health, healthcare quality 
and economic sustainability could provide us with helpful insights for Belgium and 
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Europe. Moreover, it provides useful guidance for countries that are setting up a 
healthcare system. The Japanese system embeds mechanisms that allow almost con-
stant adaptation of its system without the need for radical reforms, crucial for the 
long-term sustainability of its system.

1. THE LAND OF THE RISING SUN: INTRODUCTION TO JAPAN’S DEMOGRAPHY, ECONOMIC  
 SITUATION AND HEALTHCARE SYSTEM

1.1. JAPAN’S DEMOGRAPHY
Japan’s demography is extraordinary to say the least. Japan counts around 126 mil-
lion citizens (Statistics Japan, Ministry of Internal Affairs and Communications) 
all speaking one language and ethnically very homogenous (CIA, World Factbook, 
Japan). More than 30% of its population is 60 years of age or older: the highest 
percentage for any country in the world. Leaving aside the very specific case of 
Monaco, it also boasts the highest median age in the world at 46 years. With half 
of its population expected to be older than 53 years of age by 2050 it is the most 
rapidly ageing developed country in the world (United Nations, 2013; CIA, World 
Factbook, Median age). The more detailed figures are even more startling.

First of all, there is the projected decline of the population of Japan. From the cur-
rent 126 million it is expected to fall below 100 million in 2048 and towards around 
86 million in 2060. This means that, owing to low fertility rates, the population size 
is expected to shrink by more than 30% in less than 50 years (National Institute of 
Population and Social Security Research in Japan, 2012).

The decline in the size of the population is combined with drastic changes in the age 
composition of its population. To start with, there is a steady decline in the number 
of young people (aged under 15 years). While in the early eighties there were still 
27 million young people, this number has been dropping ever since towards barely 
17 million in 2010 and is projected to go below 10 million in 2046 and below 8 
million in 2060. Next, there is an even more dramatic decline in the number of 
people of working age (aged from 15 to 64 years). The size of the working-age group 
grew steadily towards its peak of 87 million in 1995 followed by a decline towards 
81 million in 2010 and is predicted to drop to 44 million in 2060. Lastly, there is 
an increase in the number of old people (65 years and over). Since the aftermath 
of the Second World War, the number of old-aged people in Japan has increased to 
nearly 30 million in 2010. This age group is anticipated to peak at almost 39 million 
in 2042. Thereafter it is anticipated to decline towards 35 million in 2060 (ibid.).

Finally, Table 1 shows the consequence of this demography on health expenditure. 
It confirms that medical expenditure in general is higher for the later stages of life. 
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Further, ageing is definitely increasing the proportion of expenditure on the +65 
age group. From 2003 onwards, half of the healthcare budget went to the +65 age 
category and this proportion is still rising. It is no surprise that spending on people 
in the later stages of life is growing (MHLW, 2011a).

TABLE 1: MEDICAL EXPENDITURE BY AGE GROUP AS A PROPORTION OF TOTAL MEDICAL  
EXPENDITURE

1997 2000 2005 2011

Less than 65 years 53.3% 51.7% 48% 44.4%

          0-14 years 6.2% 6.9% 6.6% 6.4%

          15-44 years 16.8% 16.1% 14.9% 13.3%

          45-64 years 30.2% 28.6% 26.4% 24.7%

65 years or more 46.7% 48.3% 52.0% 55.6%

70 years or more (as a % of total 
medical expenditure) 36.2% 37.4% 42.1% 45.8%

75 years or more (as a % of total 
medical expenditure) 25.0% 25.1% 29.4% 34.0%

Source of data: MHLW, 2011a.

The overall picture of the impact on the healthcare system in the long-term becomes 
more visually clear when looking at the population pyramid. In the case of Japan 
one should rather speak of the “population mushroom” (see Figure 1). The first baby 
boomers (born from 1947 to 1949) reached the age of 65 in 2013 and the second 
baby boomers (born from 1971 to 1974) will join the +65 age category within less 
than 20 years. Whereas the top of the mushroom will continue to grow over the next 
25 years, the base will grow thinner and thinner over the coming decades because 
of the low fertility rates. Even if the fertility rate and the life expectancy would be 
respectively higher and lower than can be reasonably assumed1, this would still be 
insufficient to offset the basic evolutions. Though in 2010 there were already only 
1.8 persons of working age supporting one young or old citizen, this will drop even 
further to almost one person of working age for one young or old person in 2060 
(National Institute of Population and Social Security Research in Japan, 2012).

(1)  The fertility rate and life expectancy assumptions can be found at: National Institute of Population and 
Social Security Research in Japan, 2012.
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FIGURE 1: POPULATION PYRAMID 2014

Source: Ministry of Internal Affairs and Communications (2014).

The surge in demand for healthcare in Japan will most certainly continue. Within 
15 years, 20% more persons will be older than 65. This surging demand will be 
confronted with an increasing pressure on financial means by reason of its even 
more rapidly dwindling working-age population. In 45 years’ time, Japan will 
count half as many potential workers as today (Ibid.). By comparison: Belgi-
um is also rapidly ageing, yet, there will still be more than 1.5 persons of wor-
king-age supporting 1 young or old dependant in 2060 (European Commis-
sion, 2014) or 50% more human shoulders to bare the weight than Japan. 
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Last but not least, these numbers and figures show that one should always be aware 
of well-established perceptions. A lot of articles focus on the challenge of the ageing 
population. But the pace at which Japan’s number of old-aged people grows is in 
reality slowing down and challenges are at least as significant at the base and middle 
of Japan’s demographic “mushroom”. 

1.2. ECONOMIC TURMOIL IN JAPAN: FROM THE LOST DECADE TO THE FUKUSHIMA DISASTER

To understand the healthcare reforms of Japan over the past 25 years, a basic under-
standing is necessary of the economic challenges that Japan has been and is facing. 
The underlying logic is of course that economic crisis leads to countries making 
deficits and in an attempt to control public spending they induce governments to 
cut public health budgets or at least control their increase.

The growth rates of the Japanese economy in the post Second World War era made 
many people believe that Japan was going to put up some serious competition with 
the USA for the first place as economic leader (Vogel, 1979). As Figure 2 demon-
strates, there are basically three periods we can identify in Japan’s economic growth 
until the crisis of 2008. Up until the sixties, the economy grew at a very high speed 
with growth rates above 10% for four consecutive years in the second half of the 
sixties. During the seventies, growth was offset by the oil crises and started to slow 
down. The economy continued to grow, however, at more than 4% on average per 
year in the following decade and a half. Japan’s golden age ended abruptly in 1991, 
heralding a period of deep economic crisis.

The underlying reasons for this crisis are explained by previous periods. Up untill 
the eighties, the Japanese economy had mainly been a centrally directed economy. 
Companies were guided by the government towards certain sectors, first protecting 
them from foreign competitors, then helping them assure market share and even-
tually dominance abroad with a low price policy. This process was then repeated 
in a new sector. This policy was facilitated by the financing of Japanese companies 
through massive loans from banks that were part of their keiretsu – a group of com-
panies organised around a government guaranteed bank – which also avoided share-
holder influence. For quite some time this was very effective. Growing deregulation 
in the 1980s combined with loose monetary policy, nonetheless, created a two-sided 
bubble: the asset market and real estate prices soared. The massive savings of the Ja-
panese were in turn pumped into the bubble by an unchecked lending policy of the 
Japanese banks. When the Bank of Japan tried to cool the heating economy a little, 
the bubble exploded. A first rise in interest rates in 1990 did not have the desired 
effect, however, a year later this policy led to a crumbling asset market and plunging 
real estate prices. The whole banking system was thrown into deep crisis. Investment 
and consumption dropped and the economy fell into recession. The traditional  
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response followed: The Bank of Japan cut interest rates. But it did not have the 
desired effect as consumers simply were not willing to spend their money. The core 
reasons for Japan to fall into this “liquidity trap” were linked to the lack of confiden-
ce and the ageing population which induced saving (Krugman and Obstfeld, 2006, 
p. 532; Krugman, 2009, pp. 56-77). In any case it was reinforced by the looming 
and actual deflation (see Figure 2).

FIGURE 2: JAPAN GDP GROWTH (ANNUAL %) AND INFLATION CONSUMER PRICES (ANNUAL %) 
1961-2014

Source: own graph, data: World Bank, World Development Indicators.

As the liquidity trap paralysed monetary policy, the Japanese government did what 
Keynes would have done: if private spending does not go up, public spending should. 
Japan started spending huge amounts of money on public works and on bank bailouts, 
thereby probably avoiding an even worse economy. Nonetheless, the depreciating Yen 
caused a contamination of the whole region in 1997, further aggravating the situati-
on. In July of that year, depreciation spun out of control in Thailand and within less 
than a year the financial crisis spread through Asia, Latin America and Russia. The 
downward spiral only stopped when the Federal Reserve and European Countries 
lowered their interest rates out of fear of a global crisis. Far from recovered itself, the 
falling exports made Japan take another hit and for two consecutive years its economy 
shrunk, making Japan’s lost decade a fact. Even if in the beginning of the 21st century 
Japan did not suffer that much of the crisis in Latin America, growth rates remained 
below expectations. It was only through exports pulling up thanks to China and the 
US that its economy finally grew a bit again. Inflation, however, remained low so that 
monetary policy did not have any room to manoeuvre through a subsequent crisis 
(Krugman and Obstfeld, 2006; Krugman, 2009; Teehankee; 2009).
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The economy plunged again when Lehman Brothers defaulted in 2008 and after 
a fourteen-metre tsunami following an earthquake struck Japan in March 2011, 
leading to the biggest nuclear accident since Chernobyl. In the 20 years following 
the burst of the bubble, only in 2010 did the Japanese economy grow at a speed that 
was normal in preceding decades.

FIGURE 3: GROSS GOVERNMENT DEBT (% OF GDP)

Source: The Economist Graphic Detail, 2014.

Meanwhile, public spending resulted in a massive increase in government debt. Re-
inforced by its lack of growth, gross government debt rose above 100% of GDP by 
the end of the 20th century only to continue its steep climb to a staggering 240% of 
GDP (Figure 3; OECD, 2015a, p. 290). In relation to GDP this is more than twice 
the debt of Belgium, and even Greece is still quite far from this number. However, 
it should be stressed that about 40% of its total debt (or 100% of GDP) is owed 
internally to other governmental actors like the Bank of Japan. This results in a net 
debt of around 140% of GDP (The Economist, 2014a). Other explanations as to 
why this overwhelming government debt has not yet led to government default are 
the high savings of the Japanese and the very low interest rates and deflation which 
make it very cheap to lend.
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1.3. JAPAN’S HEALTHCARE SYSTEM

1.3.1. The historical configuration
Many of the characteristics of the Japanese healthcare – kaihoken – or health insu-
rance system are quite familiar for Europeans. Indeed, the Japanese system was ba-
sed on European examples. There remain, all the same, important differences which 
can often be traced back to the early history of Japanese healthcare.

The origins of Japanese healthcare ought to be seen in the light of the influence of 
Chinese healthcare throughout the region. Traditional Chinese medicine – kanpo 
– was the overall medical care practiced in Japan for over a thousand years. Western 
medical care was introduced in Japan from the 16th century onwards. First by the 
Spanish and Portuguese, but quickly overtaken by the Dutch which were the only 
European nation allowed into Japan during the sakoku policy. This policy of almost 
complete isolation from 1633 onwards would only be abandoned in 1853 under 
American pressure. Thus, it might seem strange that in 1868 Japan did not opt for 
the Dutch medical care model, but the German one. On the other hand, German 
doctors had come in under the Dutch flag and “Japan could not afford to follow 
the French elegance […] the Dutch medical books were in any case translations of 
German and French books; the British despised the Japanese; the United States was 
such a young country […] whereas Germany resembled Japan in polity or politi-
cal regime and was new to Asia.” (Ministry of Health and Welfare, 19252). In the 
following years the number of Western medical practitioners and hospitals would 
rise and the prominence of Chinese medicine came to an end (Powell and Anesaki, 
1990, pp. 1-51).

At the beginning of the 20th century, healthcare and medical education were definitely 
modernised, but still for the happy few. This started to change under the pressure of 
the socialist movement in the early 20th century. Gradually a health insurance system 
was built up. Also the health insurance system was based on the German system. A 
Bismarck system – a social insurance system financed by employees and employers 
with the fees for drugs and services determined by a fee schedule – was set up for a 
very small amount of workers (Ikegami et al., 2011). Rather quickly the main driver 
to enforce further steps towards universal coverage became the military (Powell and 
Anesaki, 1990; Tatara and Okamoto, 2009, pp. 20-33). The policy of isolation was 
abruptly ended in the thirties with the Japanese invasion of China, eventually involving 
them in the Second World War. During the Sino-Japanese war the policy of “Healthy 
People, Healthy Soldiers” led to the opening of public health centres, the organisation 
of health insurance by municipal authorities and the creation of the Ministry of Health 
and Welfare (Powell and Anesaki, 1990; Tatara and Okamoto, 2009).

(2)  As cited in Powell and Anesaki, 1990, p. 27.
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The twenties and thirties gave birth to a health insurance system with an impor-
tant organisational role for government as health insurer and provider. As small 
firms lacked the administrative capacity and scale benefits to organise insurance, 
central government took up this role in the Government-Managed Health Insu-
rance (GMHI). For the non-employees the municipal level organised the National 
Health Insurance (NHI – also called Citizens’ Health Insurance). Next to the go-
vernment-managed insurers, the Society-Managed Health Insurances (SMHI) took 
care of employees of large firms and some employees chose to self-manage health 
insurance under a mutuality. From the offset there were thus three possible insurers: 
self-managed health insurance societies, health insurance societies organised by large 
firms and the government (Tatara and Okamoto, 2009).

The expansion of Japanese healthcare came to a sudden end at the termination of the 
Second World War. Like the rest of Japan, the whole healthcare system was in ruins. 
Many hospitals and drug production facilities had been destroyed, the majority of 
the male doctors had been drafted by the military and half of the social health in-
surers were defunct. Whereas previously the central government decided on where 
hospitals were built and the number of hospital beds, the arrival of the occupying 
forces ended the centralised, rational planning of the healthcare provision (Powell 
and Anesaki, 1990). Because the Second World War changed Japan overnight into a 
democratic and demilitarised regime, the biggest advocate of health insurance – the 
military – was gone. The main impulse now came from the biggest political party: 
the Liberal Democratic Party (LDP) (Ikegami et al., 2011; Miller, 2006). The new 
Constitution that saw the light in 1946 proclaimed that: “all people shall have the 
right to maintain a certain standard of healthy and cultured life, and to achieve 
this purpose, the state shall try to promote and improve the conditions of social 
welfare, social security and public health” (Article 25, Constitution of Japan, 1946). 
Health insurance remained largely in the hands of government and the continued 
efforts to extend healthcare insurance culminated in 1958 with the approval of a 
new National Health Insurance Act. The voluntary insurance policy changed to-
wards a compulsory one. All municipal governments had two years to establish their 
own insurance systems. This generated an almost universal coverage of the Japanese 
population by April 1961 (Figure 4; Tatara and Okamoto, 2009). Once universal 
coverage was achieved, focus went towards improving coverage, increasing benefits 
and reducing co-payments. Gradually health insurance also started to be partially 
financed by ever-growing amounts of tax money (Powell and Anesaki, 1990); hence 
mixing the Bismarck model with elements of the Beveridge model. 
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FIGURE 4: HEALTH INSURANCE COVERAGE IN JAPAN 1927-1990

Source: Ikegami et al., 2011.

This period of expansion would not take forever. In the 1970s different LDP offi-
cials became well aware that the financing of its health insurance was economically 
unsustainable in the long run. Growth rates of health expenditure of 18% per year 
and the start of the greying of its population caused a shift of attention towards cost 
containment. The LDP waited, however, until 1981 to address this issue openly 
as the then Western conservative governments gave the LDP the examples they 
could sell to the Japanese population. At first, there were no clear reductions in bud-
gets but rather limited attempts to control spending (Powell and Anesaki, 1990). It 
would however not be long before the economic troubles would lead to the reversal 
of some of the introduced benefits and services.

For better and for worse, the history of Japan still dogs the Japanese healthcare system 
today. Its historic resilience, the role of government as a big insurer, the difficulties to 
address healthcare provision and influence of kanpo, all remain relevant today.

In less than 20 years after World War 2 ripped the country apart, it established 
universal health insurance. In most Western European countries it would take ano-
ther 10 to 30 years. This remarkable resilience and ability to adapt after the Second 
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World War is still present in a country that has now spent more than 2 decades in 
economic crisis. Indeed, the total collapse of its healthcare system was anticipated 
many times, yet, today it is still up and running.

Today, the role of the government as one of the largest insurers remains intact and a 
rather specific character of the Japanese system. With it the Japanese government re-
tains, though often only in technical discussions, an impressive power over the health-
care system. On the other hand, the lack of control of central government that was 
created under pressure from the American occupational force has led to a failure to 
address health provision issues. Under continued opposition of the free-market advo-
cating physicians, the mere thought of rational, centralised planning of health pro-
vision remained shelved until the eighties. Only in 1985, central authority regained 
partial control by obliging the prefectures to set up a regional plan on hospital beds to 
address regional imbalances (Powell and Anesaki, 1990; Tatara and Okamoto, 2009).

Over the decades, traditional Chinese medicine lost more and more ground in Ja-
pan. It has, nonetheless, had a lasting influence on the organisation of Japanese 
healthcare. The most prominent example is the non-separation of prescribing and 
dispensing of drugs. Western medicine departs from the principle that both should 
be separated, primordially to avoid conflicting interests. In Chinese medicine it is 
long established that practitioners prescribe and dispense traditional drugs. When 
in 1874 the first Medical Act contained the separation principle, it quickly became 
problematic in practice. It was difficult for practitioners of Western medicine to 
compete with traditional ones as they could not dispense drugs which was difficult 
to understand for the Japanese population. Above this came the issue of the regulati-
on of the medicaments3. The separation principle would have meant the recognition 
of at least some traditional drugs. This was exactly what the government wanted to 
avoid. Therefore, a new legal framework was set up in 1887 that allowed practiti-
oners to dispense drugs whilst it kept most of the traditional medicine outside the 
Japanese Pharmacopoeia (Tatara and Okamoto, 2009). The kanpo heritage has led 
to overpriced and overused medication and difficulties for succeeding governments 
to intervene therein.

1.4. THE ORGANISATION OF THE HEALTHCARE SYSTEM IN JAPAN

1.4.1. General governance: overall policy and budget
The governance of healthcare in Japan is of course a reflection of the overall political 
system. Even today the summary of Margaret Powell and Masahira Anesaki in 1990 
still applies: “The Japanese political system is one in which power is shared by a 

(3) This is regulated in the Japanese Pharmacopoeia.
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limited number of institutions which are characterised by seemingly contradictory 
features of stability, consensus, and differences of goals” (Powell and Anesaki, 1990, 
p. 87). More recently, authors like Robert Kaplan have called the general political 
system a “mild bureaucratic autocracy” (Kaplan R. D., 2012). Criticism was often 
directed towards the dominance and organisation of the LDP with tentacles in the 
different Ministries. Through its continued hold of power, the LDP became a po-
werful political machine which enabled it to endure almost any pressure for reform 
by trade unions or the opposition. However, in reality the LDP consists of very 
diverse factions which at times appear to form different parties within. In a search 
for balance, this has led to constant changes of ministers consequently limiting their 
power. Indeed, this has led to a reinforcement of the bureaucrats at the different 
ministries and tight ties between the ministries, the business and many other sectors 
(Powell and Anesaki, 1990, pp. 81-107). Even when in 1993, for the first time in 
35 years, the LDP lost its majority this only led to minor reforms. In general, in-
formal relations between politics, bureaucrats and businesses remain omnipresent 
(Hagström, 2000). These general characteristics are also reflected in the healthcare 
governance. The current Minister of Health, Labour and Welfare under the third 
Abe cabinet is Mr. Yasuhisa Shiozaki. Minister Shiozaki is a member of the LDP 
and a notable right-wing reformist. His hunger for reform and specific views have 
led to conflicts with other LDP members and the “bureaucrats” of the Ministries 
(The Economist, 2002; Warnock, 2015) forming a good example of the previously 
described contradictions inherent in the Japanese political system.

The Japanese healthcare system is tightly regulated by the government. By both legis-
lative and budgetary measures, the national government regulates most of the health-
care system and keeps tight control over it. Government formally decides on the fee 
schedule, determines the subsidies for lower levels of government and non-govern-
mental actors and regulates the providers (Matsuda, 2015). The general healthcare 
framework is set out by the Diet on the basis whereof the Ministry of Health, Labour 
and Welfare (MHLW) decides the detailed health policies under the political authori-
ty of the Minister of Health, Labour and Welfare. The MHLW can prepare legislative 
bills for the cabinet to submit to the parliament. Nonetheless, as for other Ministries, 
most policy decisions are reviewed and enacted by parliament when the general bud-
get bill of the cabinet is tabled. While the MHLW can submit its budget plan, it is 
upon the Ministry of Finance (MOF) to review and compile it into the budget cabi-
net bill that will be laid before parliament (Tatara and Okamoto, 2009, p. 8).

The MHLW is assisted by advisory organs: The Social Security Council, the Central 
Social Insurance Medical Council, Health Sciences Council, etc. (MHLW, 2014a). 
The role of these “advisory councils” should not be underestimated. The best example 
is the Central Social Insurance Medical Council (CSIMC) as it involves real political 
power over the healthcare system. The CSIMC – Chuikyo in Japanese – consists of 
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representatives of providers (for instance the Japan Medical Association and hospital 
associations) and health insurers (local governments, employers, labour unions and 
society-managed health insurance associations), assisted by experts. It is the most im-
portant advisory council as it is responsible for the revision of the fee schedule, thus 
having a major impact on the healthcare budget. In practice, the decisions are often 
negotiated informally between the Ministry’s civil servant doctors and the healthcare 
providers (Campbell and Takagi, 2014, pp. 101-118). In a context where a lot of 
power resides in informal relations, it is of course no wonder that in 2004 a scandal 
broke out around the bribery of two members of the Chuikyo (Otake, 2006).

Even if this last example confirms some of the alleged weaknesses of the Japanese 
governance system, it should not cloud the role of evidence-based policy. Japan pos-
sesses an impressive arsenal of research, statistics and time-series observations. Not 
many countries can compare to the quality, profoundness and consistency in both 
time and space with which research is conducted on their healthcare system. This 
is a major factor in guiding reforms and also a motive of the power of the “bureau-
crats” in the MHLW.

1.4.2. Healthcare insurance
Statutory health insurance in Japan is obligatory and provided by public or private 
non-profit organisations. Private insurances that complement the obligatory insu-
rance only play a minor role. There are, however, some people with private income 
insurance in case of sickness (Matsuda, 2015). Statutory healthcare insurance in 
Japan is highly diffuse.

First of all, there is a separation between employees (which includes retired persons 
under 75), old-aged persons (75+) and all others (self-employed and unemployed). 
Most of the employed are covered by Society-Managed Health Insurance (SMHI) 
of large companies and the Government Managed Health Insurance (GMHI). The 
self-employed and unemployed are mainly covered by the National Health Insu-
rance (NHI) and persons aged 75 or older by the Late-Stage Medical Care System 
for the Elderly (LSE). Other smaller systems concern public employees and seamen 
for instance (National Institute of Population and Social Security Research, 2014).

Second, Table 2 illustrates that there are more than 3,000 health insurers in Japan 
mainly due to the 1,717 municipalities (in 2011) managing the NHI and the large 
companies organising their own health insurance. The specific system for the “old-
old” – persons aged 75 or older – is managed at the prefecture level even though in 
practice it consists of reassembled municipality insurers. The large number of insu-
rers combined with the flexibility of the Health Insurance Act leads to differences 
between them, especially on premiums. Most insurers can decide on a premium le-
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vel between 3% and 10% of the income of the employee, evenly distributed among 
employer and employee (Tatara and Okamoto, 2009, pp. 60-66).

TABLE 2: SIMPLIFIED OVERVIEW OF THE HEALTH INSURANCE SYSTEM

Number of insurers (2013) Numbers of 
insured (2011)

Number of 
insured, % of 
total (2011)

GMHI 1 (Japan Health Insurance Association) 35 million 28%

SMHI 1,431 (Companies) 29 million 23%

NHI 1,717 (Municipalities) 38 million 30%

LSE 47 (Prefectures) 15 million 12%

Other 85 (Mutual aid associations and other) 9 million 7%

TOTAL 3,281 126 million 100%

Source: Own table, data: MHLW, 2014b.

Japanese healthcare insurance covers almost the totality of medical services and 
drugs except advanced medical care. The prices of all included services, drugs and 
devices are determined in the fee schedule (National Institute of Population and 
Social Security Research, 2014). In addition to non-reimbursement of advanced 
medical care, there is also a ban on a combination of advanced medical care and 
normal health services or drugs. Patients that do combine both would have to pay 
both parts out of their own pockets (Sho, Narimatsu and Murakami, 2013).

1.4.3. Healthcare provision
The organisation of healthcare provision largely follows a privatised logic that was 
established by the US in the aftermath of the Second World War. The number of pu-
blic hospitals, either owned by national, prefecture or local government, was at 40% 
of the total of all hospitals after the reconstruction of the war. The absolute number 
of public hospitals then started to drop whilst the number of private hospitals kept 
growing until 1990, after which the amount of private hospitals started dropping. 
In contrast, the number of clinics has seen consistent growth (Table 3; MHLW, 
2014b). Although healthcare provision is largely in the hands of the private sector, 
they are not allowed to make profit (National Institute of Population and Social 
Security Research, 2014).
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TABLE 3: NUMBER OF HOSPITALS, CLINICS AND BEDS AND AVERAGE LENGTH OF STAY

1960 1990 2002 2012

Number of
Hospitals 

6,094 
(31% public)

10,096
(17,5% public)

9,187 
(18,6% public)

8,565
(17,8% public)

Number of General
Clinics

59,008 80,852 94,819 100,152

Number of Dental
Clinics

27,020 52,216 65,073 68,474

Number of Beds 313,545 1,949,493 1,642,593 1,578,254
Number of Beds per 
1,000 persons

3.39 15.77 14.43 13.51
OECD

 average: 4.8
Average length of 
stay in days

574 50.5 37.5 31.2
OECD

 average: 8.4
Average length of
stay curative care 

/ 34.45 22.2 17.5
OECD 

average: 7.4

Sources: Own table, data: Powell and Anesaki, 1990; MHLW, 2014b; MHLW, 2010; OECD, OECD.Stat.45

Kaihoken is known for some specific particularities. First of all, the Japanese health-
care provision gravitates around hospital (or clinic) beds. The Japanese are the world 
leaders in use of hospital beds on the basis of two indicators: the number of beds 
per 1,000 persons and the average length of stay (in general and for curative care). 
The average length of stay is almost 4 times the OECD average and leaves all other 
countries far behind. This difference has been decreasing but remains high. It is im-
portant to note the huge difference between the curative and general length of stay. 
Although it is still by far the highest of all OECD countries the average length of 
stay for curative care is lower and has dropped faster since the nineties. This can be 
explained by the fact that only 60% of hospital beds are for general use and around 
15% for long-term care use and another 15% for psychiatric use6. A huge average 
stay of around 300 days in long-term care and psychiatric beds explains the large 
difference with the curative care average (MHLW, 2010).

(4) Based on the year 1965 and not 1960.
(5) The first available data on this of the OECD is of 1994.
(6) Japan is also world leader in the number of psychiatric beds per capita.
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Second, Japanese law does not provide a definition of “general practitioner”, nor  
“nurses” or “specialists”. Indeed, there is no gatekeeping towards more specialist 
care nor a clear distinction between both and patients have complete freedom of 
choice. The fact that there is no gatekeeping in Japan is also reflected in the lack of 
differentiation between hospitals and clinics7. Most of the primary care is delivered in 
clinics, however, there are some hospitals that also provide primary care and specialist 
care is given at both hospitals and clinics. Even inpatient specialist care is delivered by 
certain clinics, though a minority (Matsuda, 2015).

Lastly, in Japan doctors cannot only prescribe but also dispense medication. This 
remains the case today, even though, since the seventies, the government started gi-
ving incentives through the fee schedule to increase the independence of the prescri-
ber from the deliverer of the drugs. Hereby, the number of community pharmacies 
gradually increased and the amount of prescription drugs rose well above 60% by 
2013 (Japanese Pharmaceutical Association, 2015).

2. HEALTHCARE POLICY IN JAPAN: MUDDLING THROUGH ECONOMIC AND DEMOGRAPHIC  
 TURMOIL

In developed countries, reforms of the healthcare system fairly often take the form 
of a multitude of technical modifications in the system. The political reason being 
that, in an attempt to avoid an uproar of society and voters, policy makers prefer 
gradual changes than an all open revolution with clouded consequences. However, 
these technical changes are also a sign of inherent mechanisms that ensure short and 
medium-term sustainability of a healthcare system. Healthcare systems need almost 
constant minor changes to assure sustainability and a fit with the changing needs of 
a population. In Japan, the routine of using these technical measures for cost con-
tainment has received criticism and has been faced with a seemingly ever-growing 
call for radical reforms. 

The origins of cost containment policy, and the healthcare reforms linked to it, lie 
in the seventies. During that period, it became obvious that the Japanese healthcare 
system faced a mid- and long-term crisis caused by three factors: demography, deve-
lopment of expensive technology in medical care and lower economic growth. Calls 
for reform, however, remained blocked until the eighties: the LDP was losing voters 
and proposals of cost-containing measures clashed with the powerful Japan Medi-
cal Association, representing the medical personnel (Powell and Anesaki, 1990, pp. 
133-137). The stalemate ended in the early eighties following a big electoral victory 
of the LDP. Principally under the government led by Yasunari Nakasone, from 1982 

(7) By law, hospitals are defined as medical institutions that have 20 beds or more while clinics are those with 
less than 20 beds, and which include primary healthcare focused clinics without beds.
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to 1987, an austerity policy, comparable to the Thatcherism and Reaganomics in 
the UK and US, was introduced. In healthcare it led to technical cost containment 
measures (Campbell, Ikegami and Tsugawa, 2014).

More profound, radical reforms were proposed, but only few saw the light of day 
and were often merely symbolic changes. The main symbolic change was a small 
reversal on co-payment reductions, especially for the elderly. In the 70s local au-
thorities started cutting into co-payment rates, especially for the elderly. Against 
the advice of both the Ministry of Finance and the Ministry of Health and Welfare, 
the central government followed, reducing co-payments for most people and eli-
minating them for persons over 70. This led to older people using physicians and 
staying in hospitals more for social than medical reasons. The reintroduction of a 
tiny co-payment for older people in 1983 was a symbolic measure to put this to a 
halt. At the same time, on a strategic level, the government changed the financing 
for medical care for people of 70 years of age or older. Large portions of health insu-
rance premiums of the employers and employees were now being used to subsidise 
the high medical costs of the +70 category (Campbell, Ikegami and Tsugawa, 2014). 
The alpha and omega of cost containment policy, however, was – and still is – the 
biannual revision of the fee schedule which became a highly political happening and 
a true arena of conflicting interests between administration, healthcare providers 
and healthcare insurers.

The stage for the era of austerity and cost containment was already set when the 
economic crisis struck Japan in the early nineties and is now in its third decade.

2.1. HEALTHCARE REFORMS IN JAPAN: 1990-2012
To disentangle the different and often complex reforms, we discuss all major reform 
mechanisms and logics separately before drawing out patterns and looking at the 
more recent policy.

2.1.1. The Japanese fee schedule: the cornerstone of cost containment
The major angle to contain healthcare costs in Japan is the biannual revision of the 
fee schedule. The first reason that the fee schedule system is the most important tool 
for the Japanese government to cut costs is the sheer size of it. It sets the price of the 
more than 4,000 medical services and 130,000 drugs covered by health insurance. 
This way, the Japanese government sets the maximum price of virtually all medical 
services, drugs and devices of all providers (Ikegami, 2014a). Secondly and thirdly, 
the influence of the fee schedule is further reinforced by the prohibition on charging 
more than the fee schedule and the restriction of services and drugs not covered by 
health insurance. Indeed, items falling outside the scope of health insurance can 
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only be delivered if they have received an explicit exemption (i.e. single room) or if 
the total package of services – including those that are covered by health insurance 
– are paid by the patient (Ikegami and Anderson, 2012).

Although many other countries use fee schedules, not many systems define both 
reimbursement fees of statutory health insurance and out-of-pocket payment of pa-
tients, fixed by a co-payment rate, as strictly and extensively as the Japanese. Unlike, 
for instance, the Belgium system which sets maximum surcharges for patients in 
relation to the reimbursement fees when a single room is used, the Japanese system 
does not allow hospitals to apply surcharges on services or drugs other than the 
service of a single room itself. In practice, this leads to a situation where the services, 
drugs and devices included in the fee schedule determine about 95% of both the 
revenues of hospitals and doctors and the out-of-pocket payments made by patients 
(Ikegami, 2014a). They also account for 80% of the total health expenditure, with 
the other 20% derived from preventive healthcare measures, medication free from 
prescription and subsidies for public hospitals (Ikegami and Anderson, 2012). The 
power of most other countries over prices and costs pales in comparison.

a.  The revision process
Every two years there is a complete revision of the fee schedule which is imple-
mented the following fiscal year. The revision has three steps: the determination of 
the overall rates of increase or decrease in prices, the revision of prices of drugs and 
devices and the modification of prices of services (Ikegami and Anderson, 2012).

The determination of the overall rate by which the health insurance benefits may 
grow or must decrease is mainly a political decision. With the growing importance 
of tax money to finance health expenditure, the role of the Ministry of Finance 
(MoF) has been growing. Consequently, the prime minister has the task of conci-
liating the MoF – which consistently pleads for a decrease – with the interests of 
the Ministry of Health, Labour and Welfare (MHLW) and insurers and providers 
represented in the Central Social Insurance Medical Council (CSIMC). Once the 
general revision rate is determined it is divided between pharmaceuticals and ser-
vices (Ikegami and Anderson, 2012; Tatara and Okamoto, 2009; Ikegami, 2014a).

In step two, the CSIMC, officially, and the MHLW and providers, unofficially, 
review the prices of the pharmaceuticals, item-by-item. The drug prices are adapted 
on the basis of market price survey (Ikegami and Anderson, 2012; Ikegami, 2014a). 
For most drugs this leads to a reduction in price. Indeed, there is often an extra 
margin when dispensing drugs as wholesalers give volume reductions and encourage 
the prescription and dispensing of their drugs by setting their end-user prices under 
the fee schedule price. The fee price is adapted every two years towards the weighted 
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market price to which a reasonable margin is added. A second reason to lower prices 
is an unforeseen growth of consumption of a recently added drug. The prices of 
newly added drugs are determined by comparison with similar drugs and in some 
cases a bonus is added for innovative drugs to encourage innovation (Tatara and 
Okamoto, 2009, pp. 67-70).

Lastly, the medical services are reviewed one-by-one. Most of the prices of services 
remain constant. If price cuts occur, they are often the consequence of a rapid in-
crease in use of a service or other indications of a profit margin like dropping costs. 
Increases in a service price are either specifically requested by providers which have 
to submit evidence of necessity or used by the MHLW to provide incentives for 
certain behaviour and attain specific policy goals (Ikegami and Anderson, 2012; 
Ikegami, 2014a; Campbell and Takagi, 2014).

The apparently technical process is in fact a very tough negotiation between provi-
ders, pharmacists, insurers and government, where at the end there are winners and 
losers. It comes with a lot of eye for balance between the different stakeholders and 
it is highly politicised, yet very informal: “[…] it is a series of statements to repor-
ters, punctuated by quiet talks among various participants, perhaps at a restaurant.” 
(Campbell and Takagi, 2014, p. 106).

b.  Cost cutting through revisions of the fee schedule
The fee schedule in itself is a perfect, and on paper simple, way for the Japanese 
government to contain the rising costs of the healthcare system by simply easing or 
even lowering the prices. And this is exactly what it has done. 

As shown in Figure 5, since the crisis hit and especially from 1996 onwards, the 
overall revision rates have been almost constantly negative until 2008 when it was 
just barely positive again. It also demonstrates that, overall, increases or small de-
creases in services fees have been accommodated by strong reductions in prices of 
pharmaceuticals. The specific case of 1998 can be explained by the Asian financial 
crisis which prompted Prime Minister Ryutaro Hashimoto to take swift austerity 
measures. Due to lack of time, the cuts were especially made to pharmaceuticals, 
with prices cut by 10% overall. In the early 21st century, the continued economic 
crisis made calls for a radical reform even louder. Radical reforms did not follow, but 
Prime Minister Koizumi made it a personal endeavour to cut even deeper into the 
fee schedule. In 2002, for the first time in history there was a negative revision rate 
for services. Under electoral pressure the LDP government held off a bit in 2004, 
nonetheless, in 2006 Koizumi would succeed in making a record cut of 3.16% 
globally in the fee schedule. Even if this was eased in 2008, it played its part in the 
massive defeat the LDP led in the elections of 2009. The Democratic Party of Japan 
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(DPJ) used the slogan of the “collapse of medical care” to gain majority. After its 
Prime Minister, Yukio Hatoyama, came into office, a slightly positive global revisi-
on rate was set in 2010 and 2012 under the new DPJ government (Campbell and  
Takagi, 2014; Ikegami and Anderson, 2012).

FIGURE 5: FEE SCHEDULE REVISION RATES AND THE ANNUAL GROWTH OF NATIONAL MEDICAL 
EXPENDITURES

Source: Ikegami, 2014a, p. 72.

The different governments have also used the fee schedule to change the behaviour 
of healthcare providers and patients. One technique is the way the system inherently 
attends to rises in volume and higher prices of new procedures by linking increasing 
volume to lowering prices. One example is MRI scans. Invented some thirty years 
ago, they were gradually used more often, replacing other imaging technologies. 
This rise in volume of use, led to a gradually lower price of MRI scans, by 10% 
during the late 90s and by over 30% in the 2000s, actually decreasing the volume 
of use for two years. In 2012 Japan had the highest number of MRI machines per 
capita, yet, the price of MRI scans is about the lowest in the world (Ikegami and 
Anderson, 2012; Ikegami, 2014a).

Another technique is incentives that encourage behaviour which is considered to 
be cheaper in the short or long run. The most obvious case is the attempt to shift 
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the more expensive elderly inpatient care to outpatient care. Thus in 2006, bonus 
payments were added for hospitals, clinics and physicians who foresaw care of these 
patients at home. Another palpable illustration is the high amount of medication 
used in Japan and the low proportion of generics. On the one hand, Japan, being in 
the lead for some time, still has one of the highest levels of drug consumption of the 
OECD. On the other, generics, cheaper than their still patented brothers, are less 
attractive for Japanese physicians and pharmacies which can make more profit on 
more expensive drugs. Due to the bigger difference between the fee schedule price 
and the actual price they pay, they are of course keen to sell patented versions. The 
government has responded by consistently lowering prices of pharmaceuticals and 
providing bonuses to prescribe and dispense generics (Ikegami, 2014a; Jones, 2009).

2.1.2. Partial shift from Fee-For-Service to Diagnostic Procedures Combination
Due to the continuously rising costs of healthcare, officials and experts have started 
to question the fee-for-service (FFS) system, the basic notion being that FFS did 
not provide incentives for providers to control the volume of delivered services. In 
2000, Kawabuchi concluded that the introduction of a progressive payment system 
(PPS) based on diagnosis related groups (DRG) would give strong incentives for 
cost reduction in the Japanese healthcare system. Such a system foresees a specific 
amount of reimbursement by diagnosis category and not per service. The amount 
of reimbursement is linked to the gravity of illness or general costs of care needed 
instead of the delivered services.

Although the example of the United States has proven that such a system was not 
necessarily cheaper, the Japanese government introduced it in 2003 for acute inpa-
tient care (Ikegami and Campbell, 2004). The amount of hospitals that stepped into 
this system gradually grew from less than 1% at the start to 15% of all hospitals and 
the majority of acute care beds by 2010 (Hamada, Sekimoto and Imanaka, 2012). 
The Japanese DRG system is in fact a combination of FFS and DRG. Under this 
Diagnostic Procedures Combination system (DPC) fees for hospital stays, drugs 
and services with a price below 10,000 Yen (70 EUR) fall under the DRG part, 
whilst services and drugs above that threshold are reimbursed under the FFS. The 
DRG part is a per diem payment that reduces with time and is based on different 
diagnostic cases. This is supposed to give an incentive to reduce the length of stay in 
hospitals (Matsuda et al., 2014).

Another objective of this system is to increase transparency and available data on 
expenses in hospitals. In contrast with the fee schedule, the revision of the diagnostic 
case groups is based much more on medical evidence than the negotiations between 
interest groups on the fee schedule (Ikegami and Anderson, 2012).
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2.1.3. Changes in premiums and co-payment rates
Cost containment has also been an issue on the income side of healthcare finan-
cing. Government can change premiums for health insurance, co-payment rates for 
healthcare provision and catastrophic coverage which puts a maximum level on the 
co-payment. Analysis, however, is challenging due to the complexity of the health 
insurance system. It is difficult to check all changes as they depend upon the 3,000+ 
insurers.

In general, it is a certainty that total social security premiums have increased. Gra-
dually their proportion of GDP has increased from 8% in 1990 to 12.5% in 2011 
(Oshio, Miake and Ikegami). Another indication of increases in premiums is the 
fact that the GMHI system, managed by government, saw an increase in premium 
rates: from 8.2% to 8.6% in 1998 and then to 10% after a final hike in 2012 (Ike-
gami and Campbell, 1999; Japan Health Insurance Association, 2012). Further, the 
introduction of a premium of 10% for the elderly in 2006 is proof of increasing 
premiums (see infra).

Similarly, co-payment levels have changed. The policy of zero co-payment rates for 
almost everyone in the 70s was turned back during the eighties. Workers, for in-
stance, saw their co-payment rates increased to 10%. In 1997, there was a further 
rise to 20% and eventually the Koizumi administration put it at the current level 
of 30% in 2003. Likewise, for the elderly8 there was an increase from zero to 10% 
and then to the current 20%. To give a complete view of the co-payment rates, this 
has to be taken together with the catastrophic coverage. The co-payment rates are 
high, but once a certain threshold gets overridden, it is reduced to a very low 1%. 
Although these have of course changed, they traditionally remained low to guaran-
tee the equality of the overall system. To further reinforce the egalitarianism of the 
system the maximum caps depend on income. For a person with an average income 
they are around 600 EUR (Oshio, Miake and Ikegami; Ikegami, 2014a; Campbell 
and Takagi, 2014; MHLW, 2014b).

2.1.4. Health insurance for the elderly
In 1983 the Japanese government had introduced health insurance for the elderly. 
It was not in itself a separate insurance scheme, but spread the financing costs of 
this group (70 and older) over the other insurance schemes. Seventy percent was 
financed by the other insurers, 20% by central government and 10% by local go-
vernment. With costs soaring, in 1992, the proportion borne by public funds was 
increased to 50% (Fukawa, 2002).

(8) For those between 70 and 75 years old.
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In 2006, the Structural Health Care Reform Act was adopted. One structural re-
form it contained was the creation of the Late-Stage Medical Care System for the 
Elderly (LSE). It created an independent health insurance system for people aged 75 
or older. The government continued to subsidise half of the healthcare expenses of 
these “old-old”, but introduced a premium of 10% for the elderly, deducted from 
their pension, to reduce the burden for the other insurers. Also the specific organi-
sation contained an important change. Central government decided to organise the 
LSE at prefecture level where it is governed by a consortium of all municipal go-
vernments per prefecture (Jones, 2009; Tatara and Okamoto, 2009, pp. 133-136).

The reform entered into force in 2008 and left all those between 65 and 75 under 
the other insurance systems – this mainly meant the municipally governed NHI 
(National Institute of Population and Social Security Research, 2014; Tatara and 
Okamoto, 2009).

2.1.5. Long-term care insurance
On account of the general health insurance a lot of long-term care provision takes 
place in those hospitals and clinics which provide long-term care beds. In the eigh-
ties, it was obvious for experts that Japan was struggling with a problem of social 
admissions in these hospitals which was very costly. A growing number of the elderly 
remained hospitalised even when they were doing medically better. To solve this 
and reduce costs, the first Gold Plan9 of the Ministry in 1989 promoted the use of 
out-patient care. A new Gold Plan in 1994 focused on delivering care at home and 
healthcare homes for the elderly that combined traditional homes for the elderly 
with aspects of hospitals. Eventually, in 1997, the Long-term Care Insurance Act 
was adopted which came into effect in 2000 and continued down the road of shif-
ting towards out-patient care to reduce costs (National Institute of Population and 
Social Security Research, 2014; Tatara and Okamoto, 2009, pp. 117-123).

The general health insurance was thereby complemented by a Long-Term Care In-
surance (LTCI) which covers the long-term care needs of old aged persons. It is a 
compulsory insurance for all those aged 40 and older. Those aged 40 to 65 pay an 
additional premium to their general health insurance, while for those aged 65 and 
older, the premium is taken directly from their pension. The LTCI is organised at 
municipal level which again gives differences in the premiums. The LTCI covers 
additional services: home help, home nursing, disability equipment, etc. To this 
end, applicants’ needs are assessed by a municipality physician and classified into 
one of seven categories ranging from limited need of support to a high need of care 

(9) An overall strategy of the Japanese government to address the ageing of its population.
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(National Institute of Population and Social Security Research, 2014). Most of the 
long-term care providers are private for-profit entities. So in contrast with services 
falling under the general health insurance or long-term care provided in health insti-
tutions, specific long-term care providers can make profit and the majority of them 
does (Matsuda, 2015).

The fact that the Japanese LTCI also supports people with minor support needs is 
a major difference from most of the European long-term care systems. In Japan, 
however, this is merely an extension of already generous services provided before, 
under a multitude of smaller systems and programmes and general health insurance. 
Overall the new system is more transparent and, of course, much appreciated by the 
young – who get support in taking care of their elders – and old (Campbell, 2014). 
At the foreseen revision in 2005, minor modifications to the LTCI were made. To 
control costs, services preventing disability were emphasised and the link with the 
pension system was reinforced to avoid inappropriate accumulation of both LTCI 
and welfare benefits (Tatara and Okamoto, 2009).

2.1.6. Reducing administrative costs
There have been three major axes to reduce administrative costs in Japan’s healthcare 
system: digitalisation, consolidation of the number of health insurers and making 
health insurers more responsible.

In the slipstream of the national information technology strategy of 2001 the goal 
was set to have a majority of digital hospital bills by 2004. Despite the efforts, in 
2005, only 10% of medical and 50% of pharmaceutical billing was digitalised 
(Tatara and Okamoto, 2009, pp. 80-135). In the reforms of 2006, the government 
introduced an on-line payment system which all hospitals and pharmacies were to 
adopt within seven years. As hospitals were failing to meet deadlines, the govern-
ment started providing subsidies for the digitalisation (Jones, 2009).

A clear burden in the Japanese healthcare system is the complexity of the insurance 
system due to the huge number of different insurers. This has caused discrepancies 
in premiums and a brake on solidarity as rich insurers are not keen on sharing with 
poorer insurers. The consolidation of health insurers would logically broaden the 
basis of solidarity in the system, bring more equality in premium rates and create 
economies of scale. There is, nevertheless, a lot of reluctance towards mergers of 
insurers. SMHI insurers that operate in nicely profitable economic sectors often 
have lower premiums and mergers would lead to increased premiums for them. 
Moreover, the GMHI and NHI systems have different calculation methods per mu-
nicipality. Due to the various methods and the reluctance towards it, mergers are a 
technical and political nightmare (Takaku et al., 2014). Nevertheless, since 1999, 
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there has been an effort to reduce the number of municipalities. Mainly out of econo-
mic and financial necessity the number of municipalities nearly halved from 3,232 in 
1999 to 1,719 as of 2014 (Ministry of Internal Affairs and Communications, Local 
Administration Bureau). The central government is also making a shift from municipal 
towards prefectural level. This trend was set in 2000 with the introduction of the LTCI 
system and was confirmed in the 2006 Structural Reform Act. Prefectures received a 
mandate to consolidate SMHI insurers in financial trouble towards insurers at pre-
fecture level. Central government itself also transferred some of its own competences 
towards the prefectures. In 2009, the government entrusted the determination of the 
GMHI premiums at the prefectures (Tatara and Okamoto, 2009; Jones, 2009).

Lastly, in the 2006 reform, cost containment measures also focused on preventi-
on services. These were transferred from municipalities and prefectures to insurers 
themselves. After decades, health check-ups and other preventive measures befall 
these insurers. Officials hope that this reinforces prevention as this is in the interest 
of the insurers in the long run and it provides financial relief at the local level (Tatara 
and Okamoto, 2009; Ikeda et al., 2011).

2.1.7. Reinforced prevention
Next to organisational reforms of preventive healthcare, the Structural Health Care 
Reform Act also reinforced prevention measures. It required annual health check-ups 
for people between 40 and 74 years old with regard to obesity, high blood pressure 
and other lifestyle related diseases. Prefectures are to come up with five-year strategic 
plans to contain costs by providing health promotion measures, reducing the number 
of hospital beds for long-term care and improving the care for lifestyle related diseases 
(e.g. diabetes) (Tatara and Okamoto, 2009, pp. 133-135; Ikeda et al., 2011).

Around the same time the Japanese government strengthened the prevention of sui-
cides and mental illness. Up until the late 90s there was a taboo around the subject, 
but since the mid-2000s measures have been taken to prevent suicides and increase 
mental health in Japan (WHO, 2014a).

2.2. REFORM TRENDS
On the basis of the foregoing we can distil different trends of the reforms instigated 
by cost containment policy in the two decades following the start of economic tur-
moil in the 1990s.

First of all, there is the chronology of reforms. On the cost side, austerity was par-
ticularly something of the early 2000s after which it returned to the cost easing 
policy of the 1990s. In the aftermath of the bubble-burst in the early nineties, a 
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relatively moderate policy of cost containment was followed. The fee schedule revi-
sion rates were moderated and other reforms remained incremental and technical. 
In the early 2000s this moved towards a more robust austerity policy. The average 
overall review rate of prices was negative during this whole decade and reforms came 
to be more structural. Though radical reforms remained taboo, the long-term care 
restructurings and the Structural Health Care Act of 2006 stressed an invigorated, 
yet modest, structural approach. This had not in the least to do with the Koizumi 
government. The policy of cost containment was eased a bit in the fee revisions of 
2008, 2010 and 2012. The income side has shown a more continuous approach 
with modifications of premiums and co-payment rates in the direction of more 
contributions from patients and insured throughout both decades.

Second, since 2000, there is a clear trend of consolidation of governance levels and 
responsibilities towards the level of the prefectures and insurers. The number of 
municipalities are dropping, prefectures are taking over functions from both muni-
cipalities and central government and insurers have become responsible for preven-
tion policy. The government hopes that combined with further digitalisation, it can  
decrease complexity, attain economies of scale and increase accountability of insu-
rers with regard to the prevention of medical expenses.

Third, the structural issues related to ageing have led to an almost contradictious 
mix of cost containment measures, provision of extensive services towards the elder-
ly and the creation of specific insurance schemes. Through incentives in the fee sche-
dule and provision of supplementary services, cost containment is sought by shifting 
patients away from inpatient care and keeping them healthy and fit to contribute 
for as long as possible. The wide availability of these services does, however, give 
thought to effectiveness and efficiency. Nevertheless, the decoupling of the elderly 
in the health insurance system is a successful attempt to provide more transparency 
over the financial solidarity so that the structural issues of population ageing could 
be attended to more specifically. Then again, it is rather inconsistent with the trend 
of consolidation and diminishing complexity.

Last, but probably most importantly, the central place of the fee schedule in all reforms 
is astonishing. Even if a limited parallel system based on diagnosis related groups has 
been introduced, the fee schedule remains the primordial reform and cost containment 
mechanism. Most of the structural issues, e.g. rapid ageing, the lack of use of generics 
and the cost of new technology, have all received attention in different revisions of the 
fee schedule. Central to this cost containment culture around the fee schedule is the 
constant care about the price of provided healthcare, be it services or drugs. This does, 
nevertheless, highlight that during two decades of cost containment policy the demand 
side of healthcare, the quality of healthcare provision and the way in which healthcare 
provision is organised were neglected or addressed merely indirectly.
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2.3. ABENOMICS
After his last term in 2007, Shinzo Abe returned to the highest stage in the Decem-
ber 2012 elections. During the elections he proposed a “three arrow” strategy to pull 
the economy out of the slump: massive fiscal incentives, aggressive monetary policy 
and structural reforms to strengthen the fundamentals of the Japanese economy. 
Abe was only just in office when he had already started launching the first two ar-
rows of his so-called “Abenomics” (Financial Times, Lexicon).

In 2013, the third arrow started to take shape with the “Japan revitalisation strategy: 
Japan is back” (Prime Minister of Japan, 2013) to which more concrete proposals 
were added in the 2014 version. With regard to healthcare we note the following 
proposals10:
• the increased use of robot technology in the healthcare sector as a response to 

personnel shortages and an ageing population;
• integration of the delivery of social welfare and medical care through non-profit 

corporations;
• incentives for preventive healthcare in general, and prevention of lifestyle diseases 

specifically;
• allowing the combination of advanced – non reimbursed – healthcare and servi-

ces covered by health insurance;
• promoting the development of advanced medical technology;
• introducing the “economic analysis” in the fee-schedule review system to increase 

performance of the system whilst reducing the costs;
• reinforcing the digitalisation efforts in healthcare.

Most of these proposals are incremental steps on already used policy paths. Inte-
gration of welfare and medical care in certain institutions, incentives for preventive 
healthcare and digitalisation are far from new approaches and far from structural. 
Counting on robots to replace medical care personnel does seem a bit futuristic, but 
in robot-crazy Japan it might just work. They are far ahead in the development of 
assistance robots and carebots might contribute in overcoming the huge challenges 
of Japan’s demography (see for instance Crisostomo, 2015). Outside of the Japan re-
vitalising strategy, the current government also has plans to extend previous reforms 
on the income side of healthcare financing. In an attempt to lower the state subsidies 
to the LTCI system they are preparing heavy increases in the insurance premiums 
paid by workers (between 40 and 65) and their employers (The Japan News, 2015).

Three of the proposals in the above list embed, nevertheless, more profound re-
forms. First of all, the proposed inclusion of an economic analysis in the fee-schedu-
le revision system is a game changer. Although, previously proposed by the Central 

(10) Source: own interpretation of: Prime Minister of Japan, 2014.
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Social Insurance Medical Care Committee itself (Tatara and Okamoto, 2009, pp. 
133-135), it is a bold move in Japan to take it up on this level. Currently, all services 
and pharmaceuticals that are approved, automatically fall under the health insuran-
ce system. Indeed, unlike at some level in Belgium, Japan is not familiar with an 
analysis wherein new treatment methods or drugs are compared with existing ones 
with regard to their efficiency. As a consequence, both cheap and very expensive pro-
cedures and drugs for the same condition are reimbursed even if the more expensive 
provide little or no advantages (Okamoto, 2014).

Second, both proposals concerning deregulation of advanced medical technology 
provide a true departure from a principle which has been so central in the Japanese 
healthcare system. It is of course no surprise that they are the most contended ones. If 
implemented, they will end the prohibition to combine healthcare covered by health 
insurance and uncovered advanced medical technology. Thereby, the Abe government 
hopes to create a new economic growth pole around advanced medical technology.

These proposed more structural reforms are actually a reattempt. In fact, the Koizumi 
administration had the same basic idea: get for-profit companies in the mix, lift 
the ban on the combination of insured and non-insured services and get medical 
efficiency in the fee schedule reviews. Making a new growth industry of healthcare 
is the ultimate goal. Koizumi succeeded in a radical revision in the fee-schedule, but 
not these structural changes. Abe is already confronted with the same opposition 
that led Koizumi to drop these reforms: both allegedly create healthcare at different 
speeds. In Japan the argument of equality, used by the doctors’ lobby, is a very 
powerful one. The Japanese are keen on the almost complete universality and equa-
lity of their healthcare system. Next to this, the advanced technology growth pole 
idea has raised concerns over its net financial result as the economic benefits of this 
new growth pole might be completely counterweighted by increased public medical 
costs due to supplementary reimbursements for those using unreimbursed advanced 
technologies (CNBC, 2013; The Economist, 2014b; Sekimoto and Li, 2010).

The proof of the pudding is of course in the eating. What has the Abe government 
realised in the meantime?

In 2016 the roll-out of the “my number” project started: a unique national identi-
fication number. This is a crucial step towards effective digitalisation, less adminis-
trative burden and is helpful in the fight against fraud and error (Aoki, 2013; Brasor 
and Tsubuku, 2016). Less concretely, the Abe government pledged to reinforce its 
efforts in both lowering the price of generics and increasing its market share. In 
2012, the goal had been set at 60% of generics by 2018 and in 2015 the goal was re-
inforced to 80%, but delayed to 2020 (OECD, 2014a; Nikkei Asian Review, 2015).
However, as in the decades before, the Abe government turned especially towards 



551

HEALTHCARE REFORM IN TIMES OF ECONOMIC TURMOIL IN JAPAN

the alpha and omega of cost containment: the fee schedule revisions. In the 2014 
and 2016 revisions the Abe government returned towards the negative revision rates 
of the Koizumi period, though not as harsh. In 2014, the revision rate was actually 
slightly positive at 0.1%. In real terms it did concern a 1.26% cut as one has to take 
into account the consumption tax hike in the same year from 5% to 8%. The second 
revision of the Abe government was a 0.83% cut to overall fees, which is slightly less 
because of more successful pressure from the Japan Medical Association in the light 
of elections for the Diet. The logic of strong reductions in pharmaceutical prices to 
pay for small increases of services fees and the overall reduction remained (Central 
Social Insurance Medical Council; The Mainichi, 2015).

In continuation of past policy, the Abe government is also addressing structural 
issues, primarily through the fee schedule. First, there are continued efforts to steer 
patients away from hospitals. Bonus fees for doctors visiting patients outside hospi-
tals were introduced and an earlier introduced surcharge for patients visiting large 
hospitals without referral was made mandatory. Next, the objective to increase the 
proportion of generics received support by a reduction of the price of new generics 
in relation to their patented versions. Third, prevention of smoking addiction was 
reinforced through greater coverage of nicotine addiction treatment. Lastly, robotics 
are also getting support from health insurance through greater reimbursement (The 
Japan Times, 2014; Otake, 2016).

Some important steps have been taken by the Abe government, though none of 
the more profound reforms that were proposed. They are still energetically debated.

3. EFFICACY OF COST CONTAINMENT POLICY AND ITS SUSTAINABILITY

3.1. SUCCESSFUL COST CONTAINMENT THROUGH THE FEE SCHEDULE
Healthcare spending in Japan has soared impressively from around 300 billion Yen 
(around 2 billion EUR) in 1960 to almost 35 trillion Yen (around 250 billion EUR) 
in 2012. In absolute numbers, healthcare spending since 1960 only saw two small 
descents: in 2000 and 2002. Similarly, healthcare spending as a proportion of GDP 
kept growing almost constantly with some hiccups caused by economic progress 
and the bubble in the late 1980s. Where in 1960 healthcare represented less than 
2% of GDP, in 2012 it was well over 7%, a four-fold increase (Figure 6).
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FIGURE 6: TOTAL PUBLIC HEALTH EXPENDITURE IN JAPAN 1960-2012

Sources: Own graph, data: National Institute of Population and Social Security Research, 2015.
Note: Patient out-of-pocket money is excluded in these numbers.

The raw numbers are astounding and would lead to the wrong conclusion that cost 
containment has failed. For multiple reasons, these raw numbers, however, do not 
prove anything. Most importantly, the massive ageing waves would expect us to see 
an accelerated increase in expenditure. Yet, the growth of health expenditure has 
been slowing down for some time. If we compare GDP growth rates and public 
health expenditure growth rates (see Figure 7), we notice that until 1983 health 
expenditure constantly grew faster than GDP. Up until the late 70s, healthcare ex-
penditure grew almost continuously above 15%, a lot higher than the astonishing 
GDP growth rates of Japan at that time. The numbers prove that when in 1983 the 
government started to lightly hit the brake, measures were successful at converging 
healthcare expenditure growth towards the GDP growth. It still remained higher, 
though a lot less. Even from the crisis in the nineties onward, the Japanese govern-
ment succeeded in controlling costs effectively. The latest important rise of health 
expenditure in proportion to GDP took place in the aftermath of the financial crisis 
of 2008 and is rather caused by the plunging GDP and the role of social security as 
a macro-economic stabiliser.
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FIGURE 7: GDP AND PUBLIC HEALTH EXPENDITURE GROWTH RATES

Source: Own graph, data: National Institute of Population and Social Security Research, 2015.
Note: Patient out-of-pocket money is excluded in the healthcare expenditure growth.

International comparison shows that public healthcare expenditure as a part of 
GDP has been rising faster than in other developed countries. The same goes for 
total healthcare expenditure (public and private) which accounted for 10% of GDP 
in Japan in 2012, thus surpassing the OECD average of 9.3% (OECD, OECD.
Stat; OECD, 2015b). However, taking into account the fact that on some indicators 
Japan is the greyest of all developed countries and has a population mushroom in a 
later phase, it is impressive how Japan stayed under the OECD average for so long 
especially as the economic growth was also trailing behind.

At least on a macro level, Japan tamed the storms. Health expenditure grew, but not 
the way one would expect given the exceptional circumstances. First of all, the cor-
nerstone of cost containment policy, the fee schedule revisions, has been effective. 
Again, let us first of all set out the logic. When you look at the factors driving health 
expenditure upwards, you would expect that the fee schedule also has a positive 
effect. Even if overall prices are cut, we should not forget that at each review new 
services and drugs are included and that an efficiency test is not used, thus indirectly 
including new technology as a cost driver. Even if price cuts are helpful in control-
ling volume and dealing with more expensive new technologies, this does not mean 
that overall costs are reduced. The exact reason that new technology is a cost driver 
is that, even after price cuts, it remains more expensive than the old one it gradually 
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replaces more as patients and doctors look for the best (Ikegami and Anderson, 
2012; Ikegami, 2014a).

The efforts of different governments are reflected in the factors increasing medical 
expenditure11 in Table 4 which provides annual averages of different periods. Ob-
viously, the main upwards effect is given by the ageing of the population, but also 
other factors, like changed patient behaviour, play a role. During the lost decade, the 
fee schedule, on average, still had a positive effect, although minor. It is especially in 
the period from 2000-2006 that there has been a clear offset of the increasing cost of 
ageing through the fee schedule. Between 2000 and 2006, the Koizumi government 
was almost able to compensate increased expenditure caused by ageing. After 2006, 
the fee schedule was still easing medical expenditure although less than in previous 
years. Ever since the economic turmoil hit, the main goal of the fee schedule revi-
sions was cost containment and this indeed has been proven to be very successful.

TABLE 4: FACTORS INCREASING MEDICAL EXPENDITURE 1990-2012

Average annual 
rate

Population 
ageing

Fee schedule Population 
growth

Other factors National 
medical 

expenditure
1990-2000 +1.6% +0.5% +0.3% +1.5% +3.9%
2000-2006 +1.6% -1.2% +0.1% +1% +1.6%
2006-2012 +1.5% -0.2% -0.1% +1.7% +2.9%

Sources: Own table, data: Oshio, Miake and Ikegami, 2014; Jones, 2009.

Unfortunately for the Japanese government, measures, outside or inside the fee sche-
dule, used to overcome more structural issues were not as successful. The strongest 
example is the overall cost of pharmaceuticals. Analysing the areas where the Japa-
nese healthcare budget is consumed, based on the numbers of 2011, it appears that 
almost 22% of the healthcare budget goes to pharmaceuticals. This last number 
is high in comparison with other countries and way above the OECD average of 
15.9%. Whilst in the last decade, in other developed countries the proportion spent 
on drugs is going down, in Japan it has gone up from around 19% in 2000. Even if 
ageing plays a major role, this can at least partially be explained by a failure of the fee 
schedule to effectively address three other major factors: overpricing of medication, 

(11) Note that medical expenditure is not completely the same as health expenditure, which also explains the 
slight differences in numbers with the aforementioned graphs. It does not include over-the-counter drugs, nor 
preventive health care measures. In short it includes everything covered by health insurance and the co-payments 
but excludes what is not covered by health insurance. It is, however, consistently about 80% of total health 
expenditure.
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the low share of generics (11% of the whole drugs market value and 30% of the 
prescriptions) and overconsumption. Though the fee schedule revisions have fore-
seen constant overall price cuts for pharmaceuticals, the rise in health expenditure 
between 2000 and 2012 are for 44% caused by pharmaceuticals (MHLW, 2014b; 
OECD, 2013; OECD, 2015b; OECD, 2015c). The weakness of the fee schedule to 
deal with some of the structural issues is linked to the fact that it has to fall back on 
bonuses and surcharges. The fact is that the bonuses simply do not offset the mark-
up that can be made on the brand drugs (Ikegami, 2014a; Jones, 2009). Another 
weakness is the fact that in lowering costs, if volume goes up it is actually making 
these pharmaceuticals more attractive.

Likewise, the minor modification of the fee schedule has not proven cost contain-
ment effective. The introduction of a DRG system has, until now, not fulfilled the 
desired effects. The effect on the length of stay is reduced by the fact that for the 
DRG part a per diem allocation is given and not one general allocation. Over-
all costs didn’t reduce because hospitals simply started shifting to outpatient care 
for services falling under the DRG system to benefit from the higher FFS fees.  
Hospitals also responded by overstating the medical condition of patients, thus  
receiving higher reimbursement fees (Ikegami, 2014a; Hamada, Sekimoto and 
Imanaka, 2012; Jones, 2009).

The most worrying example of failure to contain costs by attending to structural 
issues is the long-term care insurance (LTCI). The creation of this system has yet 
to deliver on its objectives to shift healthcare of the elderly towards home care and 
homes. At the revision of the LTCI system in 2005, the government planned that 
there would be 100,000 less long-term care beds in hospitals – financed by general 
health insurance – by the year 2011. In reality this number barely dropped (Jones, 
2009; MHLW, 2014b).
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FIGURE 8: ANNUAL GROWTH RATE AND PROPORTION OF GDP OF THE LTCI EXPENDITURE

Source: Own graph, data: MHLW, 2014b; National Institute of Population and Social Security Research, 2015.

Figure 8 shows the LTCI expenditure as a % of GDP and its growth rates. When 
the LTCI programme had just started up, the annual growth in expenditure was of 
course high as people started using the system. The expenditure continued to grow 
over 5%, with an offset by the minor reforms that were brought in 2006. This is 
above the general healthcare expenditure growth. Similarly, as a proportion of GDP 
the expenditure has been rising, from less than 1% until 2002, towards 2% as we 
speak. The major problem is that the LTCI has not substantially shifted healthcare 
provision for the elderly from hospitals to community care. Rather, it is for the ma-
jority an additional system, providing additional services.

The success of cost containment policy can be accounted to the fee schedule reviews. 
Price cuts were successful in containing costs. However, Japan cannot be said to have 
successfully attended to cost drivers other than prices.

3.2. SUSTAINABILITY OF THE COST CONTAINMENT POLICY

3.2.1. Financial sustainability
The rising costs in healthcare expenses are putting more and more pressure on go-
vernment spending. Whereas in 1980 11.7% of the government budget went to 
healthcare, this is now approaching two-fold (see Table 5). In general, Social Securi-
ty expenses are increasingly at the expense of the government budget due to a sharp 
increase, since the early 1990s, in the gap between social insurance contributions 
and the cost of social security (Ministry of Finance, 2014).
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TABLE 5: PERCENTAGE OF STATE SUBSIDY FOR MEDICAL CARE EXPENDITURE IN GOVERNMENT  
EXPENDITURE FROM 1980 TO 2012

1980 1985 1990 1995 2000 2005 2010 2011 2012
11.7% 12.2% 14.7% 14.7% 14.1% 17.1% 17.7% 18.4% 19.8%

Source: Own table, data: MHLW, 2013.

To a large extent this is of course the consequence of increasing social security costs 
or healthcare costs linked to ageing. Table 6, however, shows that for a lesser part this is 
due to the increased share of medical care expenses financed from public resources whilst 
those from the insurance premiums and co-payments by patients have dropped. The 
reforms on an organisational level have led to significantly different trends between 
the different levels of government, insurers and patients. Though the fraction of 
medical care expenditure depending on the national government has increased, it 
is surpassed by that of the local level. The increased proportion that is borne by 
government is in fact largely at the expense of the municipalities whilst employers, 
patients and insured persons have seen their share dropped. As the massive govern-
ment debt and the overall prognoses indicate (see infra) this is a trend which needs 
to be stopped for the system to remain viable.

TABLE 6: SOURCES OF MEDICAL CARE EXPENDITURE FROM 2002 TO 2011

In % of total medical 
expenditure 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

Pu
bl

ic
 fu

nd
in

g Total 34.1 35.1 35.9 36.6 36.8 36.8 37.1 37.5 38.1 38.4 

National 
Government

25.2 25.7 26.2 25.2 24.9 24.8 25.1 25.3 25.9 26.0 

Local 
Government

8.8 9.4 9.7 11.4 11.9 12.0 12.0 12.1 12.2 12.4 

In
su

ra
nc

e
 p

re
m

iu
m

s

Total 51.9 50.0 49.7 49.0 48.8 49.0 48.8 48.6 48.5 48.6 

Employers 21.9 20.9 20.6 20.3 20.1 20.2 20.4 20.3 20.1 20.2 

Insured person 
(employees + 

other)

30.1 29.1 29.1 28.7 28.8 28.8 28.3 28.3 28.3 28.4 

O
th

er Total 14.0 14.9 14.5 14.4 14.4 14.1 14.2 13.9 13.4 13.0 

Patient funding 13.9 14.8 14.4 14.4 14.4 14.1 14.1 13.9 12.7 12.3 

Source: Own table, data: MHLW, 2012.
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Though the increase in health expenditure has been toned down, it will definitely 
not stop anytime soon. On the contrary, even if absolute increases are less dramatic 
than in the past and economic growth is a bit higher, healthcare is going to continue 
to take up a larger part of the Japanese economy. This is a big difference with the 
pension costs in Japan for instance. As the baby boomers are hitting pension age, 
especially now, the costs of pensions are close to their peak. Healthcare expenditure 
will continue to rise as these pensioners get older and need more care (see the popu-
lation pyramid, Figure 1). The Ministry of Health, Labour and Welfare prognoses 
that in 2025 public healthcare expenditure will represent 8.9% of GDP and 54 tril-
lion Yen (386 billion EUR) (Figure 9), about the size of the current Austrian, South 
African or United Arab Emirates economy.

FIGURE 9: SOCIAL SECURITY EXPENDITURE IN 2012 AND 2025

Source: MHLW, 2011b.

The prognoses used depart from an increase of 54% in healthcare costs or just above 
3% yearly. The growth rates of healthcare expenditure were on average a bit under 
3% yearly between 1992 (when the economic crisis hit) and 2012. There have of 
course been fluctuations, but if future cost containment policy is effective it is not 
unreasonable to expect a 3% growth rate annually. Looking towards the future we 
should, however, take into account both the general healthcare and long-term care 
costs as the latter are intended to lower the former. If we add the prognoses of the 
rising costs of the LTCI system to the prognoses of 3% average annual rise of health-
care expenditure, then we are actually looking at a rise of this total envelope by over 

children and
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4% on average annually (Own calculations, data: National Institute of Population 
and Social Security Research, 2015; World Bank, Data, GDP). Costs of long-term 
care will more than double by 2025 (Figure 9). Current experiences prove that the 
rising costs of this system are a certainty while its goal to offset the rising costs of 
medical care remains to be proven. As it is a rather new system it will probably still 
undergo changes, but it seems that the generous services provided under the LTCI 
scheme might become the cause of some serious headaches at the Ministry of Finan-
ce and are undermining long-term sustainability.

The biggest challenge to avoid financial turmoil shall, nonetheless, be economic 
growth. The prognoses used depart from an economy increased by 27% in 2025. 
On a yearly basis this supposes an economic growth of almost 2% yearly. The GDP 
growth rates were, nevertheless, well under 2% on average between 1992 and 2012. 
On average GDP grew by 0.8% annually during this period. Only in 1996, 2000 
and 2004 did the Japanese economy grow a bit more than 2%. Also in 2013 and 
2014 these growth numbers were not achieved with respectively 1.6% growth and 
an actual slowdown of 0.1%. In 2015 recession loomed. If the average of 0.8% were 
to be maintained, the healthcare and long-term care would eat up over 14% of GDP 
in 2025, above 2% more than foreseen by the Japanese government. Almost one 
third of the economy would go to social security in this scenario (Own calculations, 
data: National Institute of Population and Social Security Research, 2015; World 
Bank, Data, GDP).

In our focus on economic growth we should, nevertheless, avoid an economic per-
spective. Some reporters and a rating agency have been talking about Japan entering 
its third lost decade (Aldrick, 2011; Gibs and White, 2011). Contrariwise, we agree 
with the view of Paul Krugman. He points out that the Japanese economy is not 
doing very well, but that it is not doing as badly as some say and especially not com-
pared to the Eurozone (Krugman, 2014). In a similar exercise as his, we compared 
the GDP growth rates per working age population. Leaving out the very specific 
years 2008-2009, but leaving in 2011, this indeed nuances a bit the start of the 
“third decade of economic crisis in Japan”. The nineties clearly were a lost decade 
from an economical perspective, but afterwards growth did pick up a bit and was 
even higher if you put it in comparison to its working age population and thus its 
potential employees. In fact, growth was 60% higher per working age population 
between 2010 and 2014 than in general.
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TABLE 7: AVERAGE GDP PER WORKING AGE POPULATION GROWTH AND AVERAGE GDP 
GROWTH

1981-1991 1992-1999 2000-2007 2010-2014

Average GDP per working age population 
growth 

3.65% 0.70% 2.08% 2.42%

Average GDP growth 4.52% 0.72% 1.52% 1.49%

Sources: Own calculation, data: Ministry of Internal Affairs and Communications, 2014; World Bank, 
World Development Indicators.

What does this mean? The financial sustainability does not look great especially due 
to the economic perspectives. One of the main reasons for the more recent and in the 
middle-term expected economic malaise has not got anything to do with the economy 
itself but with demography. Even more so in the future, Japan’s core problem will 
probably be more demographic than economic. Working age population is shrinking 
and there simply are not enough hands and heads to live up to other factors of Japan’s 
production potential. With Japan still refusing a more realistic immigration policy, the 
financial sustainability question is thus bringing us to the conclusion that it is a big 
leap in the unknown which depends especially on the Japanese being able to deal with 
economic issues and keeping people at work for longer. This would actually need good 
healthcare and makes us wonder if they are getting caught up in a catch 22 situation.

3.2.2. Sustainability from a public health and healthcare quality perspective

a.  The healthiest population of the world (women) or nearly (men)
The health of the Japanese is well known and the reason for some western media to 
propagate the Japanese diet and lifestyle. Sushi and seaweed might indeed explain 
part of the impressive public health in Japan. But is Japan not also the land of 
cigarettes, sake and some of the best whiskies in the world? Explaining the health 
indicators is not that easy.

The perception of the healthy Japanese is confirmed by the most general health 
indicators. If we look at life expectancy at birth, we notice that Japan saw a steep 
improvement in life expectancy after the Second World War that lasted until the ear-
ly 70s. From then on the Japanese continued to live longer increasingly faster than 
other nations, eventually overtaking them (Ministry of Health, Labour and Welfare, 
2014c). Japan is the country with the highest average life expectancy for women in 
the world and one of the highest for men (WHO, 2014b). Japan is also topping the 
world ranking of life expectancy at the age of 60 and is contending with Singapore 
to be the leader in healthy life expectancy at birth (see Figure 10).
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FIGURE 10: LIFE EXPECTANCY AT AGE 60 AND HEALTHY LIFE EXPECTANCY (HALE) AT BIRTH

Source: Own graph, data: WHO, Global Health Observatory Data Repository, Life expectancy.

The Japanese are getting healthier compared to the pre-crisis period and do better 
than the rest of the world. Indeed, cost containment policy, though active for over 
two decades, cannot be said to have caused a clear health deficit like for instance in 
Greece. Mental health has seen important negative evolutions since 1990, suicide 
rates in Japan went steeply upwards just after the crisis and since 2013 suicide is 
the leading cause of deaths in the working-age population. At least partially this is, 
however, due to the economic crisis itself and it cannot for sure be linked to cost 
containment policy. On the contrary, governments have actually reinforced efforts 
to tackle this and this is having a downward effect on suicide rates in more recent 
years (MHLW, 2014c).

But of course the healthcare system is only part of the explanation for the overall 
continuously healthier status of the Japanese. The health of the Japanese has been 
widely studied and multiple reasons have been identified as a factor.

The first explanation of the general good health of the Japanese lies in the general 
lifestyle and culture. In ancient history, the Chinese already recognised that the Ja-
panese had a healthy population and that it was linked to their general knowledge 
that to prevent diseases from spreading, hygiene is important. The care for hygiene 
has also been assimilated into Japanese Shinto religion through purification rituals 
(Powell and Anesaki, 1990, p. 15). Furthermore, although alcohol consumption is 
moderate and smoking is a real problem in Japan, Japanese food is healthier than 
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the western diet. Likewise, the culture of strong social ties within the Japanese cul-
ture might have contributed to the improvement of health as people look after one 
another (Ikeda et al., 2001; Hooper, 2012).

Second, Japanese seem to spend a lot of time on health. General health screenings 
are provided at schools, work and municipalities. Since the fifties, the practice of 
undergoing complete health check-ups has become more and more popular. This 
popularity only increased as certain employers started to include it in health insu-
rance. These health check-ups are becoming more sophisticated. They started off 
with basic blood and other tests, but soon included MRI and even PET scans. One 
can of course question the cost-effectiveness of this, but from a health perspective 
these tests have helped prevent lifestyle diseases and identify illnesses like cancer at 
an early stage (Ikeda et al., 2001).

Last but not least, the government worked on the prevention of diseases. In the 
seventies and eighties, it launched massive preventive campaigns to decrease the use 
of salt. As a result, its use halved (Ikeda et al., 2001; Hooper, 2012).

In recent years, the important cultural fundamentals of Japan’s health surplus are star-
ting to shake. With the upcoming consumption of western food, obesity is rising. 
Though still lower than in other countries obesity is of special concern as the ethnic 
Japanese might be genetically more vulnerable (Ikeda et al., 2001; Hooper, 2012).

On the basis of public health, there are no reasons to doubt that the cost contain-
ment policy can still be maintained for some time without decaying public health.

b.  The trade-off between healthcare quality and cost containment policy
A trade-off between public health and cost containment cannot be established. 
There are, on the contrary, clear examples of a trade-off with healthcare quality. 
In practice it is obviously not always possible to prove causality as it is difficult to 
distinguish between the consequences of austerity policy, the economic crisis itself 
or completely external variables like the earthquake of 2011. Some issues can, ne-
vertheless, be distinguished.

First off, there are worrying messages being sent from within the medical world 
about the health of medical personnel itself (Kyodo, 2012): abundance of workload, 
lack of pay (Nakamura, 2008) and doctors making production line work of patient 
consultations to gain at least some money (The Economist, 2011). As Table 8 shows, 
the number of doctors has gradually increased in Japan, just like the number of 
doctors per 1,000 persons. Despite the continued increase, the number of doctors 
per 1,000 persons is still under the OECD average by quite a lot. Between 1990 
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and 2002 it grew by about 2% annually, between 2002 and 2012 this dropped to 
1.5%. Knowing that the rapid increase on the demand side is only starting to hit, 
this indeed points to a lack of doctors in Japan.

TABLE 8: NUMBER OF DOCTORS

1960 1990 2002 2012

Number of Doctors 103,131 211,797 262,687 303,268

Number of doctors per 1,000 persons 1.03 1.71 2.06 2.38
OECD average: 3.2

Source: Own table, data: MHLW, 2014b; MHLW, 2010; OECD, OECD.Stat.

The general shortage of doctors is a direct effect of cost-containment by the govern- 
ment. To curb rising healthcare expenses, the government has cut medical student 
quotas by over 7% between 1986 and 2006, hence lowering the number of doctors 
entering the healthcare arena (Toyabe, 2009). It created a lack of emergency doc-
tors, paediatricians, obstetricians and surgeons. The consequences on the doctors’ 
working conditions is of course evident. On average they work more than 60 hours 
a week and the deaths of a couple of physicians has officially been recognised as 
having been caused by the massive workload (Yasunaga, 2008). A survey conducted 
by Nishimura et al. in 2013 showed that more than 40% of the doctors working on 
a stroke care department showed signs of burn out, half of which were severe.

The cost cuts were especially felt by doctors working in hospitals. Indeed, the fee sche-
dule inherently provides a situation almost twice as good for their non-hospital pri-
vate-based colleagues. This was already the case at its creation and has remained an 
issue. Even the most specialised doctors working at high end hospitals earn less on 
average than their colleagues in private practice or clinics. Hospital doctors earn about 
2.5 times the average overall wage which is fairly low. Though their relative wage did 
increase a bit between 1990 and 2010, this is no comparison with the extra hours they 
have been working due to the increased demand (Ikegami, 2014b). This suggests that 
the reviews of the fee schedule are inducing doctors to work more due to the lower fees, 
whilst pressure on them is already increasing due to the booming demand.

These budget cuts, worsened by a disequilibrium in the fee schedule, threaten the 
health of doctors and patients (Ikegami, 2014b; Toyabe, 2009; Yasunaga, 2008). 
Indeed, it leads to “three minute consultations” and research shows that this lack 
of capacity leads to refusal of emergency patients in hospitals. In 2007 an estimated 
16% of emergency patients with a severe trauma or illness coming in by ambulance at 
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a hospital were sent away (Ikegami, 2014b; Toyabe, 2009; Yasunaga, 2008; OECD, 
2014b, p. 20).

In 2008, the government responded by increasing the quota for medical students 
and did so again in 2013. Instead of 7,710 possible future doctors annually they are 
allowing 9,041 each year to try their “luck” (Ikegami, 2014b; Toyabe, 2009; Yasuna-
ga, 2008). This seems too little and is in any case too late. In the coming years, the 
shortages will only get worse as it takes time to train doctors. In comparison with 
the OECD average per 100,000 persons, Japan is about 30% short – an impressive 
100,000 doctors. Even if healthcare needs did not rise due to ageing and no doctors 
retired, under current policy it would take at least 10 years to address the shortages 
somewhat. Indeed, if the Japanese government continues to blatantly refuse a selec-
tive immigration policy to solve this, it will get worse before it gets better.

Second, Japan is no exception to rising income inequalities that have been noticed all 
around the world. Japan is above the OECD average for income inequality (OECD, 
2015d), does know poverty, though often hidden, and the myth that everyone in 
Japan is middle class is slowly but surely being busted (The Economist, 2010). In a 
study published in 2007, Fukuda et al. proved that health inequality on the basis of 
income has also gone up. In their study they compare life expectancy and mortality 
of different income groups on an age-corrected basis. Their study concluded that 
health inequality decreased for 40 years between 1955 and 1995, but increased be-
tween 1995 and 2000. They also noticed that this trend seemed to continue at the 
beginning of the 21st century.

The reasons for the rising inequality are definitely multifold and not only linked 
to cost containment policy. The economic crisis, ageing and other socio-economic 
aspects probably also interfere. But the rise in premiums and co-payments has con-
tributed. In reality, there is evidence of a rising inability of people to pay their pre-
miums (Fukuda et al., 2007). Experts expect that health inequality on the basis of a 
persons’ financial position will submerge, though probably less visibly than in Wes-
tern countries (Kagamimori, Gaina and Nasermoaddeli, 2009). Yet, further research is  
needed to bring more clarity.

Last but not least, there is a multitude of structural issues which for political rea-
sons and an overly strong focus on cost containment have not been addressed. As 
explained earlier on, the most important axis of the cost containment policy of 
subsequent governments has been the fee schedule. The method to curb spending 
has been successful and some incentives to address some of the structural issues have 
been given through the fee system. We already mentioned several of these structural 
issues: negative consequences of the non-separation of dispensing and prescribing, 
the absence of clear definitions of general or specialist practitioners and the absence 
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of barriers between them, the complexity of the health insurance system and the 
average length of stay that remains high. Most of these structural issues are primarily 
caused by historical choices (e.g. the no gateway policy) and not the fee schedule or 
austerity measures. Yet, because of it they seem to have been ignored. Indeed, the 
fee schedule price cuts have a particular impact on the cost of the healthcare supply 
price whilst the structural issues are linked to how or by whom healthcare is provided 
(Hashimoto et al., 2011).

Hashimoto et al. contend that the sole focus on tight price control and reigning 
inaction towards how services are provided is unsustainable. Like many others, they 
believe that more profound reforms are needed and will have to follow. They give 
several reasons. The first one is a changed composition in the Central Social Insu-
rance Medical Council which will discontinue previous policy. Next, the Diagnosis 
Procedure Combination is actually pulling services outside of the fee schedule sys-
tem thereby undermining its effectiveness for cost containment. The major part of 
their paper, however, contends that there has been a major neglect of quality which 
is becoming increasingly problematic. Health education for instance, remained or-
ganised the same way for decades. With no specific definitions or exams for specia-
lists this has led to a complete disequilibrium between supply and demand over the 
different specialties of physicians and raises doubts over the quality of some.

But how can the excellent health indicators be explained if there are such seemingly 
major quality issues? Those calling for more radical reforms contend that this can 
explained by the fact that the fee schedule, until now, worked rather well for out-
patient care and that the quality and motivation of the majority of physicians over-
threw the effects of structural problems. In the future this will, nevertheless, not be 
sufficient in their opinion and we tend to agree.

Indeed, there does seem to be a very basic problem with the primordial method used 
to solve structural problems. Over and over again, they were addressed by financial 
incentives through the fee schedule. If incentives need to change physicians’ or other 
actors’ ways of doing things (e.g. by prescribing generics or attending hospitals less 
often for minor health issues) the bonuses need to be able to offset the financial 
loss or practical obstacles of this changed behaviour. However, unlike in the past, 
the budgetary room for such policy now seems to have been immobilised by the 
descent of global revision rates in the fee schedule. The financial bonuses simply 
are not sufficient and physicians, clinics and hospitals optimise constructions for a 
maximum benefit. Likewise, the traditional checks and balances have led to a very 
limited policy of surcharges. Often it concerns only a couple of Euros. This is for 
instance the case when a patient does not go to a hospital on the basis of a refer-
ral. Next to this, the constant price cuts in pharmaceuticals and prices of services 
being kept low have indeed succeeded in cost containment for the government. 
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Unfortunately, combined with insufficient obligation to use generics, the cheaper 
drug and traditionally low hospital service prices have created a drug and hospital 
overconsuming population which is now getting to an age where it will need even 
more care. A gentle approach has proven its efficacy in times where there was still at 
least some budgetary room, however; with a state debt of over 240% the need for 
the use of obligations and more enforceable measures is growing. In its absence, the 
whole system could come down.

4. GENERAL CONCLUSION

… and so the Japanese plough on in an attempt to console austerity measures with 
a highly equal and qualitative healthcare system. They are dealing with wars on 
many fronts: getting economic growth on track, keeping people at work for longer, 
lowering debt, containing costs of the healthcare system and maintaining quality of 
the healthcare system.

This situation is leading to an increasing pressure on the sustainability of the Japa-
nese healthcare system. Financially, unchanged policy would make it hit the brick 
wall of simply too much government debt. From a health perspective a major crash 
seems unavoidable if the current policy of cost containment through the fee sche-
dule without fundamental reforms is maintained. After the Koizumi administration 
the number of articles in Japanese newspapers speaking of the “collapse of medical 
care” exploded. It was also a major campaign topic in the 2009 elections (Campbell, 
Ikegami and Tsugawa, 2014) and healthcare reform is a central part of the “Abeno-
mics” of the current government. Unfortunately, there have not been any concrete 
signs that a cost containment approach through the fee schedule will be comple-
mented with fundamental reforms any time soon. Fundamental reforms, as in the 
past, are especially discussed and contested, yet, not implemented.

The collapse of the healthcare system in Japan is, nonetheless, not a foregone conclu-
sion. In the absence of radical reforms this has been predicted many times, but the 
Japanese have proven to have an enormous talent for muddling through economic 
and demographic crises. Through the fee schedule they have kept a tight reign over 
their healthcare costs. Patiently and with small steps Japan did try to attend to the 
structural problems and when any of these small steps had undesired consequences 
they went at it again, step by step. Through this old approach, some improvements 
can still be achieved. The extended use of generics, further consolidation of the 
number of insurers, the reduction of the average length of stay in hospitals, rationa-
lisation in the long-term care insurance scheme, the possibilities of digitalisation and 
the many potential improvements on the processes and procedures in healthcare 
provision still leave an awful lot of room for cost reductions without having to resort 
to radical reforms. Likewise, Japan is still left with some possibilities on the income 
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side. It could review the very low catastrophic coverage or benefit from the growth 
of a reinforced industry for advanced medical equipment.

The foremost reason that we believe that this approach is hitting its end game is 
the utter lack of budgetary room due to the demographic and economic situation. 
There is only so much the fee schedule can do. Key structural reforms are needed in 
the organisation of health provision itself. Standard setting laws are needed in order 
to define general and specialist physicians and the words obligation and prohibition 
should take a more prominent place on the demand side. Undeniably, the over-
consumption of medication and hospital beds, the fact that drugs and services are 
not judged upon their effectiveness in comparison with alternatives and the lack of 
doctors cannot be solved without more structural reforms. It has been proven to 
be inefficient to deal with this through the fee schedule as patients, hospitals and 
physicians simply look for means to optimise their position.

The sustainability of the system will depend on the ability of political leaders to 
answer these challenges with appropriate responses. We do not believe that this will 
need a revolution of the Japanese healthcare system. But it will take courage of po-
liticians to take on some of the strongest lobbies in the country and convince the 
population of the need for these more radical reforms going against practices, some 
of which have over 1,000 years of history.

Regrettably for Japan, the part of sustainability that the healthcare system itself can 
deal with is only limited. Even if all healthcare system concerns are dealt with, this 
still might not be enough to guarantee its survival. The general state of the economy 
will determine the fiscal space that is left to pay the bills of the increasing healthcare 
costs because of the ageing of its population. Cost containment cannot be expected 
to compensate for the ageing cost. Even apart from humanitarian and political rea-
sons, the most drastic option of reducing quality or equality of its healthcare system 
is merely an illusion. On the contrary, the healthcare system of Japan has the addi-
tional challenge of keeping its population in such a good shape that they can work 
longer and contribute longer to its healthcare system.

The reform plans of Abe might prove the way forward for Japan. The difficulties for 
Prime Minister Abe are similar to the ones of Koizumi. Success will depend upon 
the approval of society and on being on the right side of the economic ambiguity of 
the proposed measures. If the right balance is found in cost cuts in the fee schedule, 
increased sales of advanced medical devices, monetary policy and measures on the 
income side, Abenomics could be a success story. Medical care could become a new 
growth pole and help the Japanese economy get back on its feet and its populati-
on stay healthy. But if Abe overshoots any of his three arrows, public healthcare 
spending might expand faster or the economy could fall into deep recession, both 
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deepening the debt and pushing the population to even more saving, thus leading 
to a downward spiral. If he undershoots any, it would merely be a drop onto a hot 
plate. All this still leaves open the pure demographic challenge. Japan needs to find 
a solution for its growing lack of workforce. The very low unemployment rates of 
Japan are not a blessing. Rather, they point to a lack of people to fill jobs. If an eco-
nomic immigration policy is not set up, the discussion over cost containment in the 
healthcare system and economic measures becomes obsolete in the long run as Japan 
would simply lack enough people to work and contribute to the system.

The world should be watching the outcome of the real life lab test in Japan. Europe 
and Belgium in particular could learn from the Japanese experiences. Europe is fa-
cing ageing, economic crisis, the deflation ghost, an increase in healthcare demand 
and structural issues in its healthcare systems. Europe is starting to look a lot like 
the Japan of the 1990s. The most important lesson that we could distil from the 
Japanese experience up until now is this: do not fix something that is not broken 
and analyse before you change. One of the major reasons for the success of Japanese 
healthcare reforms up until recently is the massive amount of work that the Japanese 
government has put into analysing problems. This way, they have at least the neces-
sary knowledge of the challenges they face. Through the fee schedule they tried to 
address them and at least on a cost containment perspective this was very successful. 
Today this does seem to reach its end as the fee schedule should be complemented 
with other measures to address structural issues. But even after more than 20 years 
the fee schedule is still an effective method for cost containment and should not be 
overthrown. Going into a diagnostic categories system has even proved pointless 
from a cost perspective. Likewise, it would be dangerous for European countries to 
start radical reforms of healthcare systems which are promising on paper. The out-
comes would be unsure and today the major issues are economic ones, comparable 
to the ones Japan faced during the lost decade. Radical reforms have a tendency to 
push people to ease consumption and save more, which would worsen the situati-
on for both the economy and the sustainability of the healthcare system. Rather, 
technical measures should be complemented with gradual structural reforms, the 
effectiveness of which is evaluated.

Japan deserves a lot of credit for dealing with its demons with incremental 
step reforms. It has kept its society together and a collapse of its healthcare sys-
tem has not occurred and might not ever. Then again, if tomorrow the interest 
rates make a steep increase, its debt ratio could make the whole Japanese econo-
my and Japanese healthcare system meet its Waterloo within a matter of months. 

 



569

HEALTHCARE REFORM IN TIMES OF ECONOMIC TURMOIL IN JAPAN

 SOURCES

Aoki, M., New ID system for keeping tax tabs, finding cheats, The Japan Times, 
June 11, 2013, retrieved June 1, 2015, from http://www.japantimes.co.jp/
news/2013/06/11/reference/new-id-system-for-keeping-tax-tabs-finding-cheats/#.
Vc99VfntlBd.

Aldrick, P., Will earthquake mean a third lost decade for Japan?, The Telegraph, 
March 15, 2011, retrieved June 19, 2015, from http://www.telegraph.co.uk/finan-
ce/economics/8381291/Will-earthquake-mean-a-third-lost-decade-for-Japan.html.

Brasor, P. and Rsubuku, M., Uncertainty over negative interest and My Number 
may spur Japanese to stash more cash at home, The Japan Times, February 27, 2016, 
retrieved March 14, 2016, from http://www.japantimes.co.jp/news/2016/02/27/
business/economy-business/uncertainty-negative-interest-number-may-spur-japa-
nese-stash-cash-home/#.VwJ24aTtmkp.

Campbell, J. C., Japan’s long-term care insurance program as a model for middle- 
income nations, in Ikegami, N. (Ed.), Universal Health Coverage for inclusive and 
sustainable development: Lessons from Japan, Washington, DC, The World Bank Pu-
blishing and Knowledge Division, pp. 57-67, 2014.

Campbell, J. C. and Takagi, Y., The political economy of the fee schedule in Japan, 
in Ikegami, N. (Ed.), Universal Health Coverage for inclusive and sustainable deve-
lopment: Lessons from Japan, Washington, DC, The World Bank Publishing and 
Knowledge Division, pp. 101-118, 2014.

Campbell, J. C., Ikegami, N. and Tsugawa, Y., The political-historical context of 
Japanese health care, in Ikegami, N. (Ed.), Universal Health Coverage for inclusive 
and sustainable development: Lessons from Japan, Washington, DC, The World Bank 
Publishing and Knowledge Division, pp. 15-26, 2014.

Central Social Insurance Medical Council, website: http://www.mhlw.go.jp/stf/
shingi/shingi-chuo.html?tid=128154 (last consulted on April 14, 2016).

CIA, World Factbook, Japan, website: https://www.cia.gov/library/publications/
the-world-factbook/geos/ja.html (last consulted on August 10, 2015).

CIA, World Factbook, Median age, website: https://www.cia.gov/library/publications/
the-world-factbook/rankorder/2177rank.html (last consulted on August 10, 2015).

CNBC, Japan’s Abe battles doctors’ lobby over ‘Third Arrow’ reform, Retrieved July 29, 
2015, from http://www.cnbc.com/id/100985726.



570

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

Constitution of Japan, 1946, 2013.

Crisostomo, C., Robots: Japan’s future elderly care workers,2015, retrieved June 5, 2015, 
from http://www.vrworld.com/2015/01/22/robots-japans-future-elderly-care-workers/.

European Commission, Directorate-General for Economic and Financial Affairs, 
The 2015 Ageing Report Underlying Assumptions and Projection Methodologies, Brus-
sels, European Commission, 2014.

Financial Times, Lexicon. Abenomics, retrieved July 20, 2015, from website: http://
lexicon.ft.com/Term?term=abenomics.

Fukawa, T., Public health insurance in Japan, Washington, DC, World Bank, 2002, 
retrieved June 27, 2015, from http://unpan1.un.org/intradoc/groups/public/docu-
ments/APCITY/UNPAN020063.pdf.

Fukuda, Y., Nakao, H., Yahata, Y. and Imai, H., Are health inequalities increasing 
in Japan? The trends of 1955 to 2000, BioScience Trends, 1 (1), pp. 38-42, 2007.

Gibbs, E. and White, S., Japan could face a third lost decade, Moody’s, Reuters, 
June 27, 2011, retrieved August 1, 2015, from: http://www.reuters.com/arti-
cle/2011/06/27/japan-economy-moodys-idUSL3E7HR0EN20110627.

Hagström, L., Diverging accounts of Japanese policymaking, Working paper for the 
European Institute of Japanese studies, 2000, retrieved June 23, 2015, from http://
www2.hhs.se/eijswp/102.pdf.

Hamada, H., Sekimoto, M. and Imanaka, Y., Effects of the per diem prospective 
payment system with DRG-like grouping system (DPC/PDPS) on resource usage 
and healthcare quality in Japan, Health policy, 107, pp. 194-201, 2012

Hashimoto, H., Ikegami, N., Shibuya, K., Izumida, N., Noguchi, H., Yasunaga, H. 
et al., Cost containment and quality of care in Japan: is there a trade-off?, Lancet, 
378, pp. 1174-1182, 2011.

Hooper, R., Obesity on the rise as Japanese eat more Western-style food, The Japan 
Times, March 12, 2012, retrieved July 7, 2015, from http://www.japantimes.co.jp/
news/2012/03/11/national/science-health/obesity-on-the-rise-as-japanese-eat-mo-
re-western-style-food/#.VdOCbvntlBd.

Ikeda, N., Saito, E., Kondo, N., Inoue, M., Ikeda, S., Satoh, T. et al., What has made 
the population of Japan healthy?, The Lancet, 378 (9796), pp. 1094-1105, 2011.



571

HEALTHCARE REFORM IN TIMES OF ECONOMIC TURMOIL IN JAPAN

Ikegami, N. and Campbell, J. C., Health care reform in Japan: the virtues of mud-
dling through, Health affairs, 18 (3), pp. 56-75, 1999.

Ikegami, N. and Campbell, J. C., Japan’s health care system: containing costs and 
attempting reform, Health affairs, 23 (3), pp. 26-36, 2004.

Ikegami, N., Yoo, B., Hashimoto, H., Matsumoto, M., Ogata, H., Babazono, A. 
et al., Japanese universal health coverage: evolution, achievements, and challenges, 
Lancet, 378, pp. 1106-1115, 2011.

Ikegami, N. and Anderson, G. F., In Japan, All-payer rate setting under tight govern- 
ment control has proved to be an effective approach to containing costs, Health 
Affairs, 31 (5), pp. 1049-1056, 2012.

Ikegami, N., Controlling health expenditures by revisions to the fee schedule in 
Japan, in Ikegami, N. (Ed.), Universal Health Coverage for inclusive and sustainable 
development: Lessons from Japan, Washington, DC, The World Bank Publishing and 
Knowledge Division, pp. 69-100, 2014a.

Ikegami, N., Factors demining the allocation of physicians in Japan, in Ikegami, 
N. (Ed.), Universal Health Coverage for inclusive and sustainable development: Lessons 
from Japan, Washington, DC, The World Bank Publishing and Knowledge Divisi-
on, pp. 119-132, 2014b.

Japan Health Insurance Association, Health insurance premiums for the fiscal year 
2012 will change, 2012, retrieved July 20, 2015, from http://www.kyoukaikenpo.
or.jp/g3/cat330/sb3130/h24/1993-91726 (Japanese only).

Japanese Pharmaceutical Association, Annual report of JPA 2014-2015, 2015, retrieved 
August 5, 2015, from http://www.nichiyaku.or.jp/e/data/anuual_report2014e.pdf.

Jones, R. S., Health-care reform in Japan: controlling costs, improving quality and 
ensuring equity, Paris, OECD Publishing, 2009, retrieved July 22, 2015, from 
http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?doclangua-
ge=en&cote=eco/wkp(2009)80.

Kagamimori, S., Gaina, A. and Nasermoaddeli, A., Socioeconomic status and health 
in the Japanese population, Social Science & Medicine, 68, pp. 2152-2160, 2009.

Kaplan, R. D., Interview of December 14, 2012, Robert D. Kaplan on the Rise 
of Asia, retrieved June 25, 2015, from https://www.stratfor.com/video/robert-d-ka-
plan-rise-asia-agenda.



572

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

Kawabuchi, K., Payment systems and considerations of case mix--are diagnosis-re-
lated groups applicable in Japan?, Pharmacoeconomics, 18 (1), pp. 95-110, 2000.

Krugman, P. and Obstfeld, M., International economics: theory & policy, Seventh 
Pearson International edition, Boston, Pearson Education, 2006.

Krugman, P., The return of depression economics and the crisis of 2008, New York, W. 
W. Norton & Company, 2009.

Krugman, P., Notes on Japan, The New York Times Opinion Pages, Octo-
ber 28, 2014, retrieved June 18, 2015, from http://krugman.blogs.nytimes.
com/2014/10/28/notes-on-japan/?_r=1.

Kyodo, Nearly half of Japan’s doctors in poor health or worried about physical, 
mental state: survey, The Japan Times, November 19, 2012, retrieved July 2, 2015, 
from http://www.japantimes.co.jp/news/2012/11/19/national/nearly-half-of-ja-
pans-doctors-in-poor-health-or-worried-about-physical-mental-state-survey/.

The Mainichi (Japan), Overall medical fees to be cut by 0.84 percent in fiscal 2016 revi-
sion, December 19, 2015, retrieved April 2, 2016, from http://mainichi.jp/english/
articles/20151219/p2a/00m/0na/015000c 1⁄2.

Matsuda, S., Ishikawa, K. B., Kuwabara, K., Fujimori, K., Fushimi, K. and 
Hashimoto, H., Development and use of the Japanese case-mix system, Eurohealth, 
14(3), pp. 25-30, 2008.

Matsuda, R., The Japanese Health Care System, in Mossialos, E., Wenzl, M., Os-
born, R. and Anderson, C. (Eds.), International Profiles Of Health Care Systems 
2014, New York, The Commonwealth Fund, 2014.

MHLW, Survey of medical institutions, 2010, retrieved July 15, 2015, from http://
www.mhlw.go.jp/english/database/db-hss/smi.html.

MHLW, National medical expenditures, FY 2011, 2011a, retrieved June 2, 2015, from 
http://www.e-stat.go.jp/SG1/estat/List.do?lid=000001115498 (Japanese only).

MHLW, Future projection of costs required for social security, 2011b, retrieved June 5, 
2015, from http://www.mhlw.go.jp/english/social_security/dl/social_security02.pdf.

MHLW, Estimates of National Medical Care Expenditure, FY 2012, Statistic Table, 
2012, retrieved June 12, 2015, from http://www.mhlw.go.jp/english/database/db-
hss/enmce_2012.html.



573

HEALTHCARE REFORM IN TIMES OF ECONOMIC TURMOIL IN JAPAN

MHLW, Annual health, labour and welfare report 2012-2013, 2013, retrieved July 5, 
2015, from http://www.mhlw.go.jp/english/wp/wp-hw7/index.html.

MHLW, Service Guide 2014, 2014a, retrieved July 5, 2015, from http://www.mhlw.
go.jp/english/org/pamphlet/dl/pamphlet-about_mhlw.pdf.

MHLW, Annual health, labour and welfare report 2013-2014, 2014b, retrieved July 
5, 2015, from http://www.mhlw.go.jp/english/wp/wp-hw8/.

MHLW, Vital statistics of Japan 2014, Database, 2014c, retrieved July 25, 2015, 
from http://www.mhlw.go.jp/english/database/db-hw/vs01.html.

Miller, J. H., Will the real Japan please stand up, World Policy Journal, 22 (4), pp. 
36-46, 2006.

Ministry of Finance, Japanese public finance fact sheet 2014, 2014, retrieved July 7, 
2015, from http://www.mof.go.jp/english/budget/budget/fy2014/factsheet2014.pdf.

Ministry of Health and Welfare, Isei 50 Nenshi (Fifty years of medical care in Japan), 
Tokyo, Ministry of Health and Welfare, 1925 (as cited in Powell and Anesaki, p. 
27, 1990).

Ministry of Internal Affairs and Communications, Current population estimates as of 
October 1, 2014, 2014, website: http://www.stat.go.jp/english/data/jinsui/2014np/
index.htm (last consulted on August 10, 2015).

Ministry of Internal Affairs and Communications, Local Administration Bureau, 
website: http://www.soumu.go.jp/english/lab/ (last consulted on July 29, 2015).

Nakamura, A., Hospital doctors feeling the strain. Punishing workload, threat 
of litigation and little reward, The Japan Times, April 12, 2008, retrieved 5 July, 
2015, from http://www.japantimes.co.jp/news/2008/04/12/national/hospital-doc-
tors-feeling-the-strain/#.VdBZJfntlBd.

Nishimura, K., Nakamura, F., Takegami, M., Fukuhara, S., Nakagawara, J., Ogasawa-
ra, K. et al., Cross-Sectional Survey of Workload and Burnout Among Japanese Physi-
cians Working in Stroke Care, Circ Cardiovasc Qual Outcomes, 7, pp. 414-422, 2014.

National Institute of Population and Social Security Research in Japan, Population 
Projections for Japan (January 2012): 2011 to 2060, 2012, retrieved June 24, 2015, 
from http://www.ipss.go.jp/site-ad/index_english/esuikei/ppfj2012.pdf.



574

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

National Institute of Population and Social Security Research in Japan, Social se-
curity in Japan, 2014, retrieved June 5, 2015, from http://www.ipss.go.jp/s-info/e/
ssj2014/PDF/ssj2014.pdf.

National Institute of Population and Social Security Research in Japan, The financial 
statistics of social security in Japan, 2015, retrieved June 20, 2015, from http://www.
ipss.go.jp/ss-cost/e/fsss-12/fsss-12.asp.

Nikkei Asian Review, Japan becomes a new frontier, July 6, 2015, retrieved July 15, 
2015, from http://asia.nikkei.com/Business/Trends/Japan-becomes-a-new-frontier.

OECD, Health at a glance 2013, Paris, OECD Publishing, 2013.

OECD, Generic Pharmaceuticals, note by the delegation of Japan, 2014a, retrie-
ved August 5, 2015, from http://www.jftc.go.jp/en/int_relations/oecd.files/GENE-
RICPHARMACEUTICALS.pdf.

OECD, OECD Reviews of Health Care Quality: Japan, raising standards, Paris, 
OECD Publishing, 2014b.

OECD, OECD Economic Outlook 2015, Paris, OECD Publishing, 2015a.

OECD, OECD Economic Surveys: Japan, Paris, OECD Publishing, 2015b.

OECD, OECD Health Statistics 2015, Country note Japan, 2015c, retrieved Au-
gust 2, 2015, from http://www.oecd.org/els/health-systems/Country-Note-JA-
PAN-OECD-Health-Statistics-2015.pdf.

OECD, In it together: why less inequality benefits all, Paris, OECD Publishing, 2015d.

OECD, OECD.Stat., website: http://stats.oecd.org/ (last consulted on August 2, 2015).

Okamoto, E., Farewell to free access: Japan’s universal health coverage, 2014, retrie-
ved August 5, 2015, http://www.eastasiaforum.org/2014/02/22/farewell-to-free-ac-
cess-japans-universal-health-coverage/.

Oshio, R., Miake, N. and Ikegami, N., Macroeconomic context and challenges for 
maintaining Universal Health Coverage in Japan, in Ikegami, N. (Ed.), Universal 
Health Coverage for inclusive and sustainable development: Lessons from Japan, Washing-
ton, DC, The World Bank Publishing and Knowledge Division, pp. 27-40, 2014.



575

HEALTHCARE REFORM IN TIMES OF ECONOMIC TURMOIL IN JAPAN

Otake, T., Who is paying the price of health care?, The Japan Times, March 14, 
2006, retrieved July 30, 2015, from http://www.japantimes.co.jp/life/2006/03/14/
lifestyle/who-is-paying-the-price-of-health-care/#article_history.

Otake, T., Competing interests converge on health care price-setting panel, The Japan 
Times, February 29, 2016, retrieved April 12, 2016, from http://www.japantimes.
co.jp/news/2016/02/29/reference/competing-interests-converge-on-health-ca-
re-price-setting-panel/.

Pharmaceuticals and Medical Devices Agency, Profile of Services 2014-2015, 2015, 
retrieved August 5, 2015, from http://www.pmda.go.jp/files/000151997.pdf.

Powell, M. and Anesaki, M., Health care in Japan, New York, Routledge, 1990.

Prime Minister of Japan, Japan revitalization strategy: Japan is back, 2013, retrieved 
July 25, 2015, from http://www.kantei.go.jp/jp/singi/keizaisaisei/pdf/en_saikou_
jpn_hon.pdf.

Prime Minister of Japan, Japan revitalization strategy: Japan’s challenge for the future, 
2014, retrieved July 25, 2015, from http://www.kantei.go.jp/jp/singi/keizaisaisei/
pdf/honbunEN.pdf.

Sekimoto, M. and Li, M., The medical insurance system in Japan, in Japan Nati-
onal Committee for Pacific Economic Cooperation (JANCPEC), Towards a more 
resilient society: lessons from economic crises, report of the social resilience project, Tokyo, 
The Japan Institute of International Affairs, pp. 85-107, 2010.

Sho, R., Narimatsu, H. and Murakami, M., Japan’s advanced medicine, BioScience 
Trends, 7 (5), pp. 245-249, 2013.

Statistics Japan, Portal Site of Official Statistics of Japan, Ministry of Internal Affairs 
and Communications, Population Estimates Monthly Report, website: http://www.
stat.go.jp/english/data/jinsui/tsuki/index.htm (last consulted on 10/08/2015).

Takaku, R., Bessho, S., Nishimura, S. and Ikegami, N., Fiscal disparities among 
social health insurance programs in Japan, in Ikegami, N. (Ed.), Universal Health 
Coverage for inclusive and sustainable development: Lessons from Japan, Washington, 
DC, The World Bank Publishing and Knowledge Division, pp. 41-57, 2014.

Tatara, K. and Okamoto, E., Japan Health system review, Health Systems in Transi-
tion, 11 (5), pp. 1-164, 2009.



576

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

Teehankee, J., Been There, Done That: Southeast Asian Response to the Global Financi-
al Crisis, paper presented at the Workshop on Global Financial Crisis and its impact 
on Asia, Hoi An, Vietnam, April 23-25, 2009, retrieved June 29, 2015, from http://
www.academia.edu/7265958/_Been_There_Done_That_Southeast_Asian_Res-
ponse_to_the_Global_Financial_Crisis_.

The Economist, Japan: Reform in tangles, March 21, 2002, retrieved June 30, 2015, 
from http://www.economist.com/node/1048017.

The Economist, Social change in Japan: When the myths are blown away, August 19, 
2010, retrieved June 30, 2015, from http://www.economist.com/node/16843681.

The Economist, Health care in Japan: Not all smiles, September 10, 2011, retrieved 
June 30, 2015, from http://www.economist.com/node/21528660.

The Economist, Japan’s economy: About that debt, November 18, 2014a, retrieved 
June 30, 2015, from http://www.economist.com/blogs/freeexchange/2014/11/ja-
pans-economy-0.

The Economist, The battle for Japan, June 28, 2014b, retrieved June 30, 2015, from 
http://www.economist.com/news/asia/21605929-shinzo-abes-fight-reshape-ja-
pans-economy-and-society-entering-new-phase-battle-japan.

The Economist Graphic Detail, Falling Blossom, Japan in graphics, December 15, 
2014, retrieved June 30, 2015, from http://www.economist.com/blogs/graphicde-
tail/2014/12/japan-graphics.

The Huffington Post, 7 Things Japan Can Teach You About Living A Long, Healthy 
Life, October 11, 2014, retrieved August 2, 2015, from http://www.huffingtonpost.
com/2014/11/10/japan-long-healthy-life_n_5876866.html.

The Japan News, Nursing care reform to hit major firms, August 10, 2015, retrieved 
August 12, 2015, from http://the-japan-news.com/news/article/0002346923.

The Japan Times, Medical reforms for an aging nation, February 17, 2014, retrieved 
June 14, 2015, from http://www.japantimes.co.jp/opinion/2014/02/17/editorials/
medicalreformsforanagingnation/.

Toyabe, S., Trend in geographic distribution of physicians in Japan, International 
Journal of Equity in Health, 8 (5), 2009.



577

HEALTHCARE REFORM IN TIMES OF ECONOMIC TURMOIL IN JAPAN

United Nations, Department of Economic and Social Affairs, Population Division, 
World Population Ageing 2013, New York, United Nations, 2013.

Vogel, E. F., Japan as Number 1: Lessons for America, New York, Harper & Row 
Publishers, 1979.

Warnock, E., Japan welfare minister at odds with Abe administration over pension 
fund, The Wall Street Journal, January 22, 2015, retrieved June 30, 2015, from http://
www.wsj.com/articles/japan-minister-wants-safe-gpif-investments-1421890526.

World Bank, Data, GDP, website: http://data.worldbank.org/indicator/NY.GDP.
MKTP.CD?order=wbapi_data_value_2014+wbapi_data_value+wbapi_data_va-
lue-last&sort=desc (last consulted on August 10, 2015).

World Bank, World Development Indicators, DataBank, website: http://databank.
worldbank.org/data/reports.aspx?source=world-development-indicators (last con-
sulted on August 10, 2015).

WHO (World Health Organization), Japan turning a corner in suicide prevention, 
2014a, retrieved July 21, 2015, from http://www.who.int/mental_health/suici-
de-prevention/japan_story/en/.

WHO (World Health Organization), World health statistics 2014, Geneva, WHO 
Press, 2014b.

WHO (World Health Organization), Global Health Observatory Data Repository, 
Life expectancy, website: http://apps.who.int/gho/data/node.main.3?lang=en (last 
consulted on August 10, 2015).

Yasunaga, H., The Catastrophic Collapse of Morale among Hospital Physicians in 
Japan, Risk Management and Healthcare Policy, 1, pp. 1-6, 2008.



578

BELGISCH TIJDSCHRIFT VOOR SOCIALE ZEKERHEID - 4e TRIMESTER 2016

1. THE LAND OF THE RISING SUN: INTRODUCTION TO JAPAN’S 
 DEMOGRAPHY, ECONOMIC SITUATION AND HEALTHCARE SYSTEM 524 

1.1. JAPAN’S DEMOGRAPHY     524
1.2. ECONOMIC TURMOIL IN JAPAN: FROM THE LOST DECADE TO THE FUKUSHIMA 
 DISASTER     527
1.3. JAPAN’S HEALTHCARE SYSTEM       530 
1.4. THE ORGANISATION OF THE HEALTHCARE SYSTEM IN JAPAN    533
 
2. HEALTHCARE POLICY IN JAPAN: MUDDLING THROUGH ECONOMIC 
 AND DEMOGRAPHIC TURMOIL 538

2.1. HEALTHCARE REFORMS IN JAPAN: 1990-2012    539
2.2. REFORM TRENDS     547
2.3. ABENOMICS      549
  
3. EFFICACY OF COST CONTAINMENT POLICY AND ITS SUSTAINABILITY 551                   

3.1. SUCCESSFUL COST CONTAINMENT THROUGH THE FEE SCHEDULE    551
3.2. SUSTAINABILITY OF THE COST CONTAINMENT POLICY    556
 
4. GENERAL CONCLUSION 566

 SOURCES 569

TABLE OF CONTENTS
 

HEALTHCARE REFORM IN TIMES OF ECONOMIC TURMOIL IN JAPAN: THE ERA 
OF COST CONTAINMENT FROM 1990 TO ABENOMICS



DEVELOPMENTS
 OF SOCIAL EUROPE

EUROPEAN DIGEST – INTERNATIONAL DIGEST 581





581

EUROPEAN DIGEST – INTERNATIONAL 
DIGEST

BY CECILE BARBIER
European Social Observatory (OSE), Brussels

The first months of 2017 were marked by elections that were considered high risk 
in a number of Member States of the European Union due to the fear of seeing ‘po-
pulist’ parties strengthened at the end of national elections. The result of the general 
elections in the Netherlands was considered to be the first test of whether there had 
been any reversal of the rise of anti-European populist parties, followed by the elec-
tion of Emmanuel Macron as president of the French Republic.

On the European Union level, Malta took over the rotating Presidency of the Coun-
cil of the European Union from Slovakia. As far as the economic and monetary 
union are concerned, the EU continued its strategy of adopting measures without 
amending the treaties through the adoption of the Structural Reform Support Pro-
gramme. This process was prolonged by the publication of several related docu-
ments by the European Commission and other Community bodies. The high point 
was the declaration of the 27 Member States on the occasion of the 60th anniversary 
of the Treaty of Rome, on 25 March 2017, preceded by the publication of a white 
paper on the future of the European Union by the European Commission. It was 
in the same context that the European Commission presented its blueprint for the 
European Pillar of Social Rights.

On the international level, Brexit and the attitude of the President of the United States of 
America, Donald Trump, continue to preoccupy the main international financial insti-
tutions, which have never stopped denouncing nationalist attitudes that are liable to ob-
struct free trade and its anticipated positive impact on the return to worldwide growth.

1. THE INSTITUTIONAL DEBATE

1.1. THE RETREAT OF ‘POPULISM’ IN THE EU?
Following the resignation of the President of the European Parliament, Martin 
Schultz, of the Progressive Alliance of Socialists and Democrats (S&D), Germany, 
the Italian deputy, the former European Commissioner for Industry and Enterprise, 
Antonio Tajani, was elected President of the European Parliament on 17 January 
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2017. Since this election and the reappointment of Donald Tusk as President of the 
European Council in May 2017 (Poland), representatives linked to the European 
People’s Party (PPE, a confederation bringing together right and centre-right politi-
cal parties in the 27 Member States – all except the United Kingdom) have been at 
the head of all three of the main European institutions.

In the Netherlands, the results of the general election of 15 March 2017 reassured 
the European elites concerning the capacity of Dutch voters to resist the temptation 
of the ‘populist vote’, understood to mean an ‘anti-European vote’. The VVD party 
(liberal right) of the prime minister, Mark Rutte, remains the number one politi-
cal force in the country (21.3% of the votes, down from 2012). The PVV, Geert 
Wilders’ racist and xenophobic party in favour of Nexit (Netherlands exit from the 
European Union), managed to only garner 13.1% of the vote. In the Dutch politi-
cal system, 27 political parties were in the running, reducing the risk of the PVV’s 
success because several political parties are needed to form a coalition government. 
On the other hand, the workers’ party, the PvdA, recorded its worst ever result, or 
5.7%, down from 24.8% in 2012.

In France, the electoral campaign for the presidential election in April-May 2017 
was unprecedented on a number of counts. The fear that the Front National might 
advance to the second round of the presidential election must be interpreted in the 
context of the Fifth Republic, in which the presidential election is supposed to be a 
time for discussion of the choice between the programmes of the various candidates 
for the presidency of the Republic at the end of a two-round election. The decision, 
on 20 November 2016, of the outgoing president, socialist François Hollande, not 
to stand reinforced the growing Americanisation of French political life and led to 
the organisation of leadership elections within the two main French political parties, 
The Republicans and the Socialist Party. François Fillon, Sarkozy’s former prime mi-
nister, knocked out the head of The Republicans, Nicolas Sarkozy and Alain Juppé 
in the right’s primary.

In the left-wing primaries (22 and 29 January 2017) Benoit Hamon defeated the 
former socialist prime minister, Manuel Valls, advancing to the run-off, albeit with 
little support from his party. The emergence of the En Marche movement, created 
in April 2016 by Emmanuel Macron, the former Minister of Finance of François 
Hollande’s centrist or liberal social and pro-European government, unblocked the 
‘left-right’ divide in the fifth Republic. In February 2017, Jean Luc Mélenchon cre-
ated the La France Insoumise party, to the left of the socialist party.

At the end of the first round of the presidential election (23 April 2017), charac-
terised by a record high abstention rate (22.23%), the confrontation between 
Emmanuel Macron (24.01%) and Marine Le Pen (21.30%) was presented as the 
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choice between two ‘visions of France’.  Jean-Luc Mélenchon’s party contributed 
to counteracting the shift towards the Front National by taking 19.58% of the vote 
(just behind François Fillon, who took 20.01% of the vote in a context marked since 
March 2017 by a series of scandals and fake jobs dubbed ‘Pénélope Gate’), while the 
Socialist Party candidate only achieved 6.36%. At the end of the second round, voter 
turnout was its lowest ever with more than one in four voters abstaining. By voting 
‘white’ or ‘void’, more than four million French opted not to choose between the two 
candidates. Supported by the main media and benefiting from the ‘anti-Le Pen vote’, 
Emmanuel Macron’s victory (66% of the vote) and his pro-European plan was welco-
med with relief by the European institutions. The latter feel reassured in their pursuit 
of the various steps towards greater economic and monetary union, identified in the 
Five Presidents’ Report of June 2015.

1.2. THE DECLARATION OF ROME
On 25 March 2017, the leaders of the 27 European Union Member States gathered 
in Rome to sign the Rome Declaration, commemorating the 60th anniversary of 
the signature of the Treaty of Rome. This treaty expanded the cooperation between 
the six founding countries of the European Economic Community (EEC) in a ge-
opolitical context marked by East-West conflict. The EEC had laid the foundations 
of the common market, which was transformed into the ‘internal market’ following 
the Single European Act of 1986, a choice ratified at the time by all 12 national 
parliaments of the EEC, including the British parliament. The choice to increase 
economic prosperity by creating a single market culminated in the adoption of a sin-
gle currency, the steps for which were introduced by the Maastricht Treaty of 1992. 
The most recent treaty, i.e., the Lisbon Treaty, was the successor to the aborted draft 
treaty establishing a European Constitution, which was rejected by referenda held 
in France and the Netherlands on 29 May and 2 June 2005 respectively. The Lisbon 
Treaty, which introduced a provision concerning the secession of one of the EU 
Member States, has been in force since 1 December 2009. This treaty is also the one 
that paved the way for the future development of heightened cooperation in which 
at least a third of the Member States wish to deepen European integration without 
prejudice to the provisions relating to the internal market. The latter remains ‘the 
cornerstone of Europe’s integration and sustainable growth’, according to the mission 
letter from the then President of the European Commission, Emmanuel Barroso in 
the introduction to the Monti Report, which in 2010 presented ‘A new strategy for 
the single market’.

In the declaration signed in Rome on 25 March 2017, the European leaders affirmed 
that ‘We will act together, at different paces and intensity where necessary, while moving 
in the same direction, as we have done in the past, in line with the Treaties and keeping 
the door open to those who want to join later. Our Union is undivided and indivisible’. 
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They go on to affirm: ‘We will make the European Union stronger and more resilient, 
through even greater unity and solidarity amongst us and the respect of common rules’.
The declaration confirms the possible recourse to the differentiation mechanisms 
introduced by the Lisbon Treaty, with the scope extended to defence (Permanent 
Structured Cooperation). Concerning social Europe, the Declaration envisages ‘a 
Union which, based on sustainable growth, promotes economic and social progress as 
well as cohesion and convergence, while upholding the integrity of the internal market’.

On 17 January 2017, the British prime minister, Theresa May, gave details of the 
plan for the exit of the United Kingdom from the EU, seven months after the refe-
rendum on 23 June 2016 in favour of Brexit. The roadmap constituted a prerequi-
site for the activation on 29 March 2017 of the procedure for the withdrawal of the 
United Kingdom from the EU, as enshrined in Article 50 of the Treaty on European 
Union (TEU). The 12-point plan presented on 17 January 2017 provides for a ‘hard 
Brexit’. In the words of Theresa May, ‘Not partial membership of the European Union, 
associate membership of the European Union, or anything that leaves us half-in, half-
out. We do not seek to adopt a model already enjoyed by other countries. ‘We do not seek 
to hold on to bits of membership as we leave’. To the general surprise and despite her 
promise not to hold early elections, on 18 April 2017 Theresa May announced her 
decision to call a general election on 8 June 2017, the objective being to consolidate 
her position in favour of a ‘hard Brexit’ after the election.

References:
Declaration of the leaders of 27 member states and of the European Council, the 
European Parliament and the European Commission, Doc. 149/17:
http://www.consilium.europa.eu/en/press/press-releases/2017/03/25/rome-declara-
tion/#.
Prime Minister Letter to the President of The European Council, 29 March 2017:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/
file/604079/Prime_Ministers_letter_to_European_Council_President_Donald_
Tusk.pdf.

2. ECONOMIC AND SOCIAL GOVERNANCE

2.1. ECONOMIC GOVERNANCE: STRUCTURAL REFORM SUPPORT PROGRAMME
On 27 April 2017, the European Commission welcomed the European Parliament’s 
vote to greenlight the Structural Reform Support Programme (SRSP), a new pro-
gramme implemented by the Union to provide Member States with technical sup-
port. The programme has a budget of 142.8 million EUR and runs from 2017 until 
2020. It will not require co-financing on the part of Member States. It will be admi-
nistered by the Commission’s Structural Reform Support Service (SRSS), which was 
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set up in July 2015 under the political supervision of Vice-President Dombrovskis. 
This service coordinates and provides the necessary technical expertise for the imple-
mentation of major structural reforms which, in a number of cases, feature in the 
country recommendations addressed to the Member States of the Union. The service 
is based on demand and only intervenes if requested to do so by a Member State.

Reference:
IP 17/1122 and European Parliament legislative resolution of 27 April 2017 on the 
proposal for a regulation of the European Parliament and of the Council on the 
establishment of the Structural Reform Support Programme for the period 2017 
to 2020 and amending Regulations (EU) No 1303/2013 and (EU) No 1305/2013 
(Ordinary legislative procedure: first reading):
http://www.europarl.europa.eu/sides/getDoc.do?pubRef=-//EP//TEX-
T+TA+P8-TA-2017-0139+0+DOC+XML+V0//EN.

3. REVISION OF THE TREATIES/FUTURE OF THE EUROPEAN UNION

3.1. SIGNATURE AND RATIFICATION OF THE CETA TREATY
On 15 February 2017, the European Parliament approved the Comprehensive Eco-
nomic and Trade Agreement (CETA) between the EU and Canada, thereby con-
cluding the ratification process of this agreement at the EU level. In France, more 
than 150 deputies appealed to the Constitutional Court, requesting verification of 
the compatibility of the treaty with the French Constitution. The constitutionalist 
Dominique Rousseau and others submitted a memoir, or a ‘back door’ as it is also 
called in the jargon, namely a written contribution in support of the appeal. The 
decision of the Constitutional Court was expected on 22 March 2017 but the Court 
announced that the decision would be postponed, an unusual occurrence, until 
early summer 2017.

References:
European Commission welcomes Parliament’s support of trade deal with Canada, 
15 February 2017, IP 17/270:
http://europa.eu/rapid/press-release_IP-17-270_en.htm.
Decision No 2017-749-DC of 31 July 2017 - Comprehensive Economic and Trade 
Agreement between Canada, on the one hand, and the European Union and its 
Member States, on the other.
On 22 February 2017, the general secretariat of the Constitutional Council recorded 
the submission which, to be registered, had to be presented by at least 60 deputies:
http://www.conseil-constitutionnel.fr/conseil-constitutionnel/francais/les-deci-
sions/acces-par-date/decisions-depuis-1959/2017/2017-749-dc/version-en-an-
glais.149908.html.
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3.2. THE EUROPEAN COMMISSION’S VISION ON THE ‘FUTURE OF EUROPE’
On 1 March 2017, the European Commission presented its white paper on the 
future of Europe, which constituted its contribution to the Rome summit of 25 
March 2017. The European Commission presented five scenarios for the next 10 
years, each offering an insight into the Union’s potential future by 2025. These 
scenarios were neither mutually exclusive nor exhaustive. Scenario 1 was ‘to carry 
on’. The EU 27 would focus on delivering its reform agenda, in the spirit of the 
Communication from the Commission of 2014 ‘A new impetus for Europe’ and the 
Bratislava Declaration, which was adopted in 2016 by all 27 Member States. Scena-
rio 2 ‘Nothing but the Single Market’ would mean the EU 27 would be gradually 
recentred on the single market. Scenario 3 would permit the development of a mul-
ti-speed European Union, the scenario of a differentiated EU. Scenario 4 ‘doing less 
but more effectively’ is that of the results-based EU. The EU would concentrate its 
efforts on policy areas chosen for reasons of effectiveness and would reduce its inter-
ventions in sectors in which its action would be without any added value. Finally, 
Scenario 5, ‘Doing much more together’, is much more ambitious, because the 
Member States would decide to share more powers, resources and decision-making 
processes across all policy areas. Decisions taken at European level would be adopted 
within shorter time frames and implemented swiftly.
It is worth noting that France, Germany, Italy and Spain were in favour of Scenario 
3 following a European mini-summit of the four most populous EU countries held 
in Versailles on 6 March 2017.

Reference:
Commission presents White Paper on the future of Europe: Avenues for unity for 
the EU at 27, IP 17/385 and COM(2017) 2025, 1 March 2017:
http://europa.eu/rapid/press-release_IP-17-385_en.htm;
https://ec.europa.eu/transparency/regdoc/rep/1/2017/EN/COM-2017-2025-F1-
EN-MAIN-PART-1.PDF.

4. EU SOCIAL LEGISLATION/PILLAR OF SOCIAL RIGHTS 

4.1. EUROPEAN PILLAR OF SOCIAL RIGHTS
At a high-level conference held on 23 January 2017 on the European Pillar of Social 
Rights, Jean-Claude Juncker, the President of the European Commission, attemp-
ted to defend the project that was supposed to restore the EU’s social reputation. 
He argued in favour of a minimum salary and a minimum income for every unem-
ployed person. If one refers to Article 153 of the Treaty on the Functioning of the 
European Union, however, the European Union does not have competence in the 
field of pay. At the plenary session of 19 January 2017, the European Parliament 
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adopted a resolution on the European Pillar of Social Rights, drafted by Maria Joâo 
Rodrigues (S&D, Portugal). The recommendation was adopted by vote with 396 
votes in favour, 180 against and 68 abstentions.

At the end of a conference on the European Pillar of Social Rights, held in Paris 
on 2 March 2017, a number of EU Ministers for social affairs, labour and employ-
ment signed a declaration affirming their support for the European Commission 
initiative. A Summit on employment and fair growth will be held in Sweden in 
November 2017.

On 26 April 2017, one year after the launch of the consultation on the European 
Pillar of Social Rights (March 2016), the European Commission presented its pro-
posals in the form of 20 key principles and a recommendation, as well as a proposal 
for a joint proclamation of the Parliament, the Council and the Commission. Based 
on this text, the Commission intends to open discussions with the European Parlia-
ment and the Council with a view to obtaining broad political support and a strong 
commitment in favour of the pillar. According to the European Commission, the 
European Pillar of Social Rights defines ‘20 policy domains, which are seen as essential 
for well-functioning and fair labour markets and welfare systems’. The 20 principles 
enshrined in the pillar are based on three main principles: 1) equal opportunities 
and access to the labour market, 2) fair working conditions and 3) social protection 
and social inclusion. They emphasise how the promise of a highly competitive social 
market economy, as enshrined in the treaties, should be fulfilled, aiming to achieve 
full employment and social progress.

In the document concerning the social dimension, the Commission affirms that 
‘Education and health, employment patterns, wages, incomes and social protection sys-
tems still differ greatly’. This also explains the rich diversity of the member countries 
making up the EU. The word ‘still’ could be cause for concern. In its presentation 
document for the consultation of March 2016, the Commission reiterated that the-
se areas fall mainly within the competence of Member States and that its role was to 
‘guide’ them. Such concerns are valid because, in the absence of external oversight 
concerning the way in which social rights are handled, which is not limited to wor-
kers’ social rights, the action of European institutions in countries ‘receiving finan-
cial assistance’ is incompatible with the standards of the European Social Charter or 
the universal principles of the United Nations.
In the case of Greece, the European Committee of Social Rights had considered that 
some of the labour law reforms and cutbacks to pension payments violated the right 
to fair remuneration and the right to social security guaranteed under the European 
Social Charter.
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In December 2015, Juan Pablo Bohoslavski, who was appointed as Independent 
Expert on the effects of foreign debt and human rights by the United Nations Hu-
man Rights Council, had published a report at the end of his visit to Greece. His 
evaluation of the social impact of the European Commission’s third economic adjust-
ment programme for the stability of Greece was very critical insofar as the European 
Commission had not taken into account the social impact of the two previous ad-
justment programmes. At the end of a fact-finding visit to the European institutions 
undertaken from 30 May to 3 June 2016, the same UN expert published a report 
examining the measures taken by the European institutions following the sovereign 
debt crisis from a human rights perspective. The expert met with representatives of 
the IMF, the old Troika, the European Commission (and its Structural Reform Sup-
port Service) and the European Central Bank. He also met with representatives of the 
Eurogroup Working Group, the European Parliament and the European Economic 
and Social Committee (EESC). Given that a comprehensive review of the impact 
of the debt crisis on European Union countries was impossible, the expert’s mission 
was limited to Eurozone countries subject to strict conditions for the granting of 
loans. According to the rapporteur, the European Union’s Member States and insti-
tutions are obliged to ensure that human rights are observed in the implementation 
of austerity or structural reform measures, both at the international and European 
level. Concerning the European Pillar of Social Rights proposed by the European 
Commission, the expert considered that it should be based on a solid foundation 
that should not only reflect the obligations of the EU Charter of Fundamental Rights 
and the Community acquis, but should also concern all EU Member States and not 
just those in the Eurozone. In particular, the expert encouraged the pursuit of efforts 
enabling the EU to accede to the European Convention on Human Rights and to 
consider the EU’s accession to the European Social Charter, as revised in the spirit of 
the interdependence, indivisibility and equal importance of all human rights.

References:
European Parliament resolution of 19 January 2017 on a European Pillar of Social Rights:
h t tp : / /www.europa r l . eu ropa . eu / s ide s / g e tDoc .do ? t ype=TA&re f e ren-
ce=P8-TA-2017-0010&language=EN&ring=A8-2016-0391.
The European Pillar of Social Rights, MEMO and COM/2017 0250 final, 26 April 
2017:
http://europa.eu/rapid/press-release_MEMO-17-1004_en.htm;
http://eur-lex.europa.eu/legal-content/EN/TXT/PDF/?uri=CELEX:52017D-
C0250&from=EN.
Reflection paper on the social dimension of Europe, COM(2017) 206, 26 April 2017:
https://ec.europa.eu/commission/sites/beta-political/files/reflection-paper-social-dimen-
sion-europe_en.pdf.
Report of the Independent Expert on the effects of foreign debt and other related in-
ternational financial obligations of States on the full enjoyment of all human rights, 
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particularly economic, social and cultural rights on his mission to institutions of the 
European Union, 28 December 2016, 34th Session, 27 February - 24 March 2017:
https://documents-dds-ny.un.org/doc/UNDOC/GEN/G16/442/13/PDF/
G1644213.pdf?OpenElement;
http://www.refworld.org/docid/58b009174.html.

4.2. COORDINATION OF SOCIAL SECURITY SYSTEMS/POSTING OF WORKERS: COURT OF  
 JUSTICE RULING

On 27 April 2017, the Court of Justice of the European Union (CJEU) ruled in 
favour of the German cruise company A-Rosa which employed 90 seasonal workers 
from 2005 to 2007 under Swiss contracts (through its Swiss subsidiary) on two 
ships that were operated on French rivers. These workers were not therefore registe-
red with the French social security office as permitted by European Regulation No 
1408/71, not challenged by the Posted Workers Directive of 1996.

Following an inspection of the two boats, carried out on 7 June 2007, the URSSAF 
(Union de recouvrement des cotisations de sécurité sociale/the French Welfare Contribu-
tions Office) found irregularities concerning the insurance cover of salaried workers 
performing hotel and catering activities. This finding gave rise to a recovery notice 
sent to A-Rosa on 22 October 2007, to the tune of over two million EUR in respect 
of arrears of social security contributions to the French social security system for the 
period from 1 April 2005 to 30 September 2007. During these inspections, A-Rosa 
provided an initial batch of E 101 certificates (since renamed A1), for the year 2007, 
issued by the Swiss Social Insurance Office, under Article 14, paragraph 2(a), of 
Regulation No 1408/71.

A-Rosa lodged an appeal against these back payments before the social security court 
of Bas-Rhin (France). This appeal was rejected in the ruling of 9 February 2011. 
This jurisdiction effectively considered that A-Rosa’s activities were entirely geared 
to the French market and they they were carried out in France on a habitual, stable 
and continuous basis, so that A-Rosa could not rely on Article 14(1) of Regulation 
No 1408/71, which it had invoked in its appeal, since this provision governed the 
particular situation of posted workers. The CJEU ruled against France: ‘Regulation 
No 118/97, as amended by Regulation (EC) No 647/2005 of the European Par-
liament and of the Council of 13 April 2005, is binding on both the social security 
institutions of the Member State in which the work is carried out and the courts of 
that Member State, even where it is found by those courts that the conditions under 
which the worker concerned carries out his activities clearly do not fall within the 
material scope of that provision of Regulation No 1408/7’.
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The low-cost operator Ryanair commended this ruling in a press release. It also men-
tioned that it would claim back 15 million EUR from the French authorities. The 
ruling revealed the scale of the challenges involved in revising the Posted Workers 
Directive with regard to the fight against social dumping and unfair competition 
between EU countries, but also within the European economic area.

Reference:
Judgment of the Court of Cassation, France), made by decision of 6 November 
2015, received at the Court on 23 November 2015, in the proceedings A-Rosa 
Flussschiff GmbH v Union de recouvrement des cotisations de sécurité sociale et 
d’allocations familiales (Urssaf ), d’Alsace, venant aux droits de l’Urssaf du Bas-Rhin 
and Sozialversicherungsanstalt des Kantons Graubünden, 27 April 2017:
http://curia.europa.eu/juris/document/document.jsf?text=&docid=190167&pa-
geIndex=0&doclang=en&mode=req&dir=&occ=first&part=1&cid=529156.

5. INTERNATIONAL ORGANISATIONS HAVE THEIR SAY 

5.1. SPRING MEETING OF THE INTERNATIONAL FINANCIAL INSTITUTIONS
At the spring meeting of the international financial institutions, held from 17 to 23 
April 2017 in Washington, the International Monetary Fund (IMF) and the World 
Bank reiterated their concerns in relation to protectionist tendencies with adverse 
effects on growth. In her keynote speech to the spring assembly of international fi-
nancial institutions, Christine Lagarde, the managing director of the IMF, summed 
up the basic message as follows: ‘We should not jeopardise the engine of trade’. On this 
occasion, the representatives of these financial institutions issued a new indictment 
against protectionism while also arguing in favour of international trade, which was 
undermined by critiques by the Trump administration and by the impact of Brexit. 
On 18 April, the IMF published its growth forecasts for the world economy in 
2017. It foresaw a slight rise and thus raised its prediction for this year to 3.5%, up 
from the previous 3.4%. On the other hand, the international financial institution 
was less optimistic in the medium term due to ‘protectionist’ tendencies.

Reference:
World Economy Outlook, Gaining Momentum, IMF, 17 April 2017:
http://www.imf.org/~/media/files/publications/weo/2017/april/pdf/c1.ashx.

5.2. OECD REPORT: REPAIRING GLOBALISATION
The Organisation for Economic Cooperation and Development (OECD) intends 
to ‘support national governments and the international policy dialogue to advance a 
fairer and more inclusive globalisation, to ensure that the benefits are more widely shared, 
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and that the rules of the game are more ambitious, economically, socially and environ-
mentally, and are also more enforceable’ in this report, which was published while the 
French presidential election campaign was in full swing.

Reference:
Fixing Globalisation: Time to Make it Work for All, OECD, in series: ‘Better Poli-
cies’, Paris, 27 April 2017:
http://www.oecd.org/social/fixing-globalisation-time-to-make-it-work-for-all-
9789264275096-en.htm.
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