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Is the safety net for healthcare in Japan fraying? :

Employment, health insurance, and public assistance

HASEGAWA Chiharu

Abstract : This study discusses how the public health insurance system works as a safety net in Japan,
based on the characteristics of the public health insurance system. Japan’s universal health insurance
system is operated using a social insurance scheme. The twin pillars of this system are employment-
based health insurance (Kyokai-kempo, Kumiai-kempo, and Kyosai) and area-based health insurance
(National Health Insurance and the medical care system for the latter-stage elderly). However, unstable
employment and persistent unemployment could increase the number of employees without employment-
based health insurance (most are non-regular workers). Those who cannot participate in public
employment-based health insurance could find alternative public health insurance, namely, National
Health Insurance, as a safety net. However, more NHI insured lose their premium payments, because
the ratio of premiums to income is rising and the burden is excessive for low-income earners. The state
needs to improve accessibility for employment-based health insurance, and improve affordability for
National Health Insurance.

Keywords : Universal health insurance system, Employment-based health insurance, National Health
Insurance, Non-regular (non-traditional) employee, Uninsured, Accessibility, Affordability

Preface

About 50 years ago, the Japanese government adopted a “universal health insurance” system Public
health insurance transformed comprehensive and universal compulsory health insurance for all residents,
regardless of occupation, age, sex, and area. Nevertheless, more “uninsured” are emerging in the 21st
century. However, the Japanese government’s public stance is that there can be no uninsured in Japan, and
more employees are facing accessibility problems for employment-based health insurance by diversification
of work arrangements and increasing mobility of employment. More insured people face problems of
insurance premium affordability.

The present study discusses how the public health insurance system works as safety net in Japan,
based on the characteristics of the public health insurance system.

I . Characteristics of Japan’s public health insurance system

1. Universal health insurance using a social insurance scheme

Universal compulsory public health insurance for all is a distinctive feature of Japan’s “welfare state.”
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This universal health insurance system is operated using a social insurance scheme. The twin pillars of
Japan’s universal health insurance system are employment-based health insurance and area-based health
insurance.

The history of the health insurance system (intended for blue-collar workers) dates from 1922. The
National Health Insurance Act (intended for farmers) was enacted in 1938, but municipalities were not
required to set up the foundations of National Health Insurance (NHI). By amending the National Health
Insurance Act in 1958, the Japanese government has extended coverage of NHI to all Japanese people,
eliminating only those who are covered by employment-based health insurance, to be managed by local
governments, thereby realizing universal health insurance coverage (except for welfare recipients).

From the start of the universal health insurance system, the national government has provided
subsidies and contributions to ensure that NHI finances remain healthy.

2. Distinctive features of Japan’s health insurance systems

The Japanese universal health insurance system has three characteristics. First, it is classified into
employment-based health insurance and area-based health insurance. Second, multiple insurers operate
independently. Third, the type of public insurance cover depends on employment patterns and age.
Dependent families are covered by the insurance that applies to the household head.

With regard to the characteristics of the insured groups’ contributions, the majority of people (about
60%) are enrolled in employment-based health insurance (Figure 1).

Japan has three primary employment-based health insurance programs: health insurance administered
by the Japan Health Insurance Association (JHIA) (Kyokai-kempo, a government agency established in
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Date: the end of March, 2013.

Figurel: Composition ratio of public health insurances in Japan, 2013
Source; Ministry of Health, Labour, and Welfare (2014a).
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October 2008) for employees of small and medium-sized enterprises; a society-managed, employment-based
health insurance (Kumiai-kempo, employee health insurance management societies established by a large
company or group of companies) for employees of large enterprises; and health insurance managed by a
mutual aid association (Kyosai) for national and local public officials and private school staff. Employees’
family members are able to receive employment-based health insurance as non-working dependents.

There were 1,443 insurers of Kumiai-kempo at the end of March 2012, and 1 insurer of Kyokai-kempo
(47 branches in each prefecture). If companies do not establish societies, employees are enrolled in JHIA-
administered health insurance. Thus, JHIA-administered health insurance acts as the safety net in Japan’s
employment-based health insurance.

Every individual below the age of 75 years who cannot join one of these employment-based health
insurance programs subscribes to the area-based health insurance (NHI managed by local governments).
Specifically, farmers, the self-employed, non-workers (e.g., pensioners), and employees and their families not
covered by employment-based health insurance are enrolled in NHI. There are 1,717 insurers, the same
number as the number of municipalities in Japan.

A medical care system for those aged 75 years and over has been operating since April 2008. The

insurer has extended associations for latter-stage elderly health insurance in each prefecture.

3. Health insurance benefits and patient contribution (copayment)

Multiple public health insurance associations share common health insurance benefit payments (Table
1). Health insurance benefit payments are classified into healthcare payments (in-kind benefits) and cash
payments. When insured patients visit medical service providers under NHI, they pay 30% of their medical
costs for services. Through the claims of these providers, NHI pays the remaining 70% of the medical costs
to providers. However, health insurance payments vary by age bracket as follows: up to primary school
entry (80%), those aged 70-74 years (80%), those aged 75 years and over (90%), and those whose taxable
income is more than the average taxable income of the workforce of 1,450,000 yen per year since April 2008
(70%).

Historically, patient payments have been 30% of medical costs for NHI insured, with fixed fees for
employees enrolled in employment-based health insurance, and 50% of medical costs for employees’
dependents until 1972 (Table 2). By welfare reform in 1973 (the first year of welfare), free medical care for
the elderly started. However, this ended after 10 years, and a fixed fee for the elderly was adopted (hospital
stay: 300 yen/day; outpatient: 400 yen/month). In 1997, that fee was increased (hospital stay: 1,000 yen/day;
outpatient: 500yen/day, four times a month + prescription drug copayment). In 2001, the patient copayment
for the elderly was changed to 10% of medical cost, and 1 year later, the copayment for the elderly whose
income was that of working income level was increased to 20% of medical cost. In 2006, this increased to
30%). Since 2008, the patient copayment for those aged 70-74 years has been 20% of medical cost, and that
for those aged 75 years and over has been 10%.

In 1973, a high-cost medical care expense program, with individual limits, was introduced, and the
patient copayment for the working generation under the age of 70 years was reduced (10% for employees
enrolled in occupational health insurance, and 30% for employees’ family members). In 2003, the patient
copayment for the working generation was 30% of medical cost across the board.

There are four categories of cash payments: lump-sum allowances for childbirth; lump-sum allowances
for burial costs; invalid benefits; and maternity allowances. Invalid benefits and maternity allowances are

voluntary benefits for NHI, and are not implemented by any local government. Even though many
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employees are enrolled in NHI, they have no economic security if they become unable to work because of
accidents or sickness unrelated to their jobs.

I. Funds for medical expenditure

1. Insurance premium and contribution

Each public health insurer implements fiscal management independently. Calculation methods for
health insurance premiums differ for occupational insurance, area-based insurance, and the medical care
system for latter-stage elderly people. Major sources of revenue are premiums (paid by the insured and
employers), public expenditure for health benefits (state, prefectural governments, and municipal
governments), and copayments by patients.

In 2012FY, health insurance benefits were about 47% of national health expenditure, health insurance
benefits for the latter-stage elderly were about 32%, public expenditure for health benefits was about 7%, and
copayments by patients was about 13% (Figure 2). For the share of national health expenditure by financial
resource, premiums were about 49%, public expenditure about 39% (state 26% and local 13%), and
copayments by patients about 12%.

The calculation method of occupational health insurance premiums depends on the principle of ability

Breakdown of system-specific Share of national health expenditure
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Figure 2: National health expenditure (2012FY)
Source; Ministry of Health, Labour, and Welfare (2014b).
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to pay (index monthly earning and bonus x premium rate). The average premium rate of JHIA-managed
health insurance is 10%, whereas society-controlled insurance is 8.9% (2014FY). Occupational insurance
premiums consist of this premium and specific premiums for supporting medical costs of the elderly (4.07%
in the case of the JHIA, ~March 2014). Insured employees and their employers share the costs of premiums
50-50, and in the case of society-controlled health insurance, most employers shoulder more burdens.
Occupational health insurance is not calculated on the benefit principle and does not charge family
premiums (Shimazaki 2011).

Most of the insured enrolled in JHIA-managed health insurance are employees of small and medium
enterprises and their average wages are lower than those of employees of large enterprises; thus, the JHIA
has weak funding. As long as compulsory participation prevents employees from choosing their preferred
occupational health insurance, it is necessary to narrow the funding gap between the JHIA and societies
(Kumiai-kempo) by state government subsidy (Shimazaki 2011). Therefore, the state subsidizes the health
benefit expenses (16.4%) for the JHIA to control the growth of the JHIA’s premium rates.

The calculation method of NHI premium depends on both the principle of ability to pay and the benefit
principle. NHI premiums are determined by a formula based on the insured’s ability to pay (a fixed
percentage of total household income and property tax), and is calculated for each household according to
benefits received (fixed amount per capita and fixed amount per household). Levy calculation formulas,
premium rates, and fixed amounts differ among insurers. For example, in the case of Kyoto city, NHI
premium consists of a fixed percentage of total household income, a fixed amount per capita, and a fixed
amount per household.

NHI has weak funding because the average age of the insured and the level of medical care costs are
higher than occupational health insurance; moreover, the average income of NHI insured is lower. Thus,
NHI takes national government subsidies amounting to 50% of benefits, a fixed-rate state contribution of 32%,
state adjusting subsidies of 9%, and prefectural adjusting subsidies of 9%. The other 50% of benefits are
covered by premiums. To adjust the gap of premium income and spending between municipal governments,
there are joint projects to strengthen the financial basis of NHI. The state, prefectures, and municipalities
jointly take on the financial burdens of high-cost medical receipts and low-income insured. Even so, most
NHI insurers have fiscal deficits and many municipalities transfer a part of their general account expenditure
to NHI special account.

2. Financial adjustments of medical expenditure for the elderly

Aging population and the resulting expansion of medical expenditure are common issues shared by
developed countries. In Japan, those who are enrolled in employment-based health insurance move to area-
based health insurance after retirement, and so, there is uneven distribution of the elderly between insurers.
In particular, there are very big elderly populations in NHI managed by local governments, and NHI covers
the financial burden of medical expenditure for the elderly. To ease the burden of NHI, a financial
adjustment system is required for medical expenditure for the elderly among all insurers, including
occupational health insurance.

By health insurance reform in 2006, the state introduced a financial adjustment system for the early-
stage elderly and a medical care system for the latter-stage elderly to achieve equitable sharing of medical
costs among insurers, equitable premium burdens among the elderly, and clarification of the ratio of the
premium amounts between aged and young generations.

Through the financial adjustment system for the early-stage elderly, some insurers pay levies and other
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insurers receive grants related to national average participation rates of the elderly aged 65-74 years to
adjust imbalance among insurers due to the uneven distribution of the elderly aged 65-74 years. In fact,
insurers of employment-based health insurance pay levies and NHI insurers receive grants (Figure 3).
Under the medical care system for the latter-stage elderly, this elderly group makes a premium
payment equivalent to 10% of insurance benefits for the latter-stage elderly, young generations contribute
40%, and general public expenditure makes up the remaining 50% (Figure 4). The latter-stage elderly pay a

Health insurance claims
review & reimbursement

Average services
2
Grants received
Pay a levy
[base amount] )
Average
coveragerate \
of the elderly 3 el T
aged between
65and 74
Average coverage JHIS Society- Mutual Aid NHI
rateof the elderly  managed HI controlled HI Association
aged between 65 managed HI
and 74

Figure 3: Finance adjustment system for the early-stage elderly (conceptual diagram)
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Figure 4: Medical care system for the latter-stage elderly

Source; Ministry of Health, Labour, and Welfare, An outline of the Japanese Medical System (English) <http://www.mhlw.go.
jp/bunya/iryouhoken/iryouhoken01/dl/01_eng.pdf>. Accessed 2015 Jan 6.
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flat premium rate in each prefecture, calculated as a fixed percentage of total household income and fixed
amount per capita.

3. Gradual reduction systems of premium payments by low-income households

NHI and the medical care system for the latter-stage elderly act as safety nets of public health
insurance, and so, these comprise gradually reducing premium payments by low-income households.

NHI premiums calculated by the benefit principle (fixed amount per capita and fixed amount per
household) are discounted by 70%, 50%, or 20%, designated by national law. Some municipalities have
original discount systems in their ordinances. If household income is less than 330,000 yen, that household
NHI premium calculated by the benefit principle is discounted by 70%. If household income is less than
330,000 yen + (245,000 yen x number of people per household), it is discounted by 50%. If the household’s
income is less than 330,000 yen + (450 000 yen x number of people per household), it is discounted by 20%.

The medical care system for the elderly aged 75 years and over has a premium discount system for low-
income insured, whose premium payment is only a fixed amount per capita and that amount is discounted

gradually. In addition, a special reduction premium measure has operated since 2008.

II. Structural factors creating the uninsured!

1. Employees without employment-based health insurance

Employees (those employed by a company with more than five employees in a workplace covered by
social insurance) and their dependent families are enrolled mandatorily in employment-based health
insurance. However, more employees (non-regular workers) are eliminated from applying for employment-
based health insurance.

An “employee” is assumed by occupational
health insurance to be a full-time worker and

- Regular Non-regular
would have lifetime employment and a

employee employee

seniority-based wage (Figure 5). A “regular

employee” is defined as a worker entering

into a contract of employment for more than 2 Part-time worker (3/4

months or without term, and who works more — Full-time worker —  working hours of full-
. time worker)
than three-quarters of scheduled working

hours on prescribed working daysz. Thus,

shortterm contract workers and parttime

contract of employment
workers do not apply to be employees, as || without term (or more than 2 || emc?ontr:?:r::\i/ith
defined by employment-based health insurance, months employment ploy
contract) fixed term

as a general rule. Thus non-regular employees
have been enrolled in NHI or employment-
based health insurance as family dependents.

based on lifetime temporary help agency

Kurata (2004) offers two systemic reasons worker, contingent worker,

L—  employment and the . : e
. P emporary worker, part-time
why employmentbased health insurance seniority system P e ot

essentially is available only to regular

employees. First, legal provisions do not apply Figure 5: Classification between Regular employee and
to day workers, some contingent workers, Non-regular employee
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seasonal workers, and temporary workers employed for less than 6 months. Second, the pay base on which
insurance premiums are calculated pertains only to regular employees.

Figure 6 shows the employment characteristics of Japanese workers. In 1984, 84.7%, excluding board
members, were regular employees. That average percentage eased between 1994 and 2008 and declined to
63.3% in 2013. Conversely, Japan’s 19.06 million non-traditional employees now comprise 36.7% of the
workforce. Since 1985, amendments to the Manpower Dispatching Business Act and to the Labor Standard
Law have deregulated hiring practices, and the number of non-traditional workers is increasing without
labor protection, such as equal treatment with full-time employees.

Table 3 shows that all fulltime regular employees have employment-based health insurance, but less
than half of non-traditional employees do. More specifically, about 95% of employees on temporary
assignment applied for employment-based health insurance, but only 88% of contract or temporary workers,
78% of temporary help agency workers, 35% of part-time workers, and 14% of contingent workers applied.

Temporary help agency workers have short and intermittent employment agreements and no access to
occupational health insurance from the company they are assigned to or from the personnel agency that
assigned them. Recognizing the growing number of temporary help agency workers, the Health Insurance
Society for Temporary Workers (Haken-Kempo) was founded in 2002 “in order to strive for the stability of

2500

2000

1500

1000

500 ] I I I
0 - T T T T T T T T

Feb. 1985 Feb.1990 Feb.1995 Feb.2000 2005 Yearly 2010 Yearly 2011 Yearly 2012 Yearly 2013 Yearly
average:  average- average average average

M Part-time worker M Arbeit (temporary worker)
m Dispatched worker from temporary labour agency  m Entrusted employee

Contract employee Other

Figure 6: Annual changes in the actual number of non-traditional employees in Japan (Ten
thousand persons), 1985-2013

Note: “part-time” and “arbeit” are internal name, so both are part-time workers.
Source: Ministry of Internal Affairs, and Communications (2002-2014).
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Figure 7: Composition rate of household with NHI, by work status of family
head, 1994-2012
Source: Ministry of Health, Labour, and Welfare (2014c).

life and the improvement of welfare of temporary employees...” Unlike Kumiai-Kempo, Haken-Kempo allows
the insured to retain coverage despite interruption in employment if they remain registered with the same
dispatching agency, have definitive employment agreements for 1 month or longer, and start work within 1
month after their previous employment agreements end. When switching to a different dispatching agency
or if the interval between assignments exceeds 1 month, these insured are not eligible to continue coverage.

It would appear that some non-regular workers do not want their own employment-based health
insurance because they are enrolled in their spouses’ employment-based health insurance as a dependent
family member, with annual income of less than 1,300,000 yen. If non-regular employees are not the family’s
primary breadwinner, these conditions of employment might present problems. However, Table 4 shows that
quite a number of non-regular workers specify their own wages as their main sources of income.

Workers that are not eligible for employer-sponsored insurance can enroll in NHI, but vulnerability to
wage loss differs under these two programs. Workers with employer-sponsored health insurance could
receive cash for a time if they miss work because of illness, injury, or childbirth. Workers with NHI receive
no such benefits, and they are endangered by losing all wage income through illness, injury, and childbirth.
Figure 7 shows certain characteristics of households covered by NHI. Among households, the percentage of
households in which family heads are employees was 35.2% in 2012 compared to 23.8% in 1995. The sharp
increase is explained by individuals aged 75 years and older who shifted from NHI to the latter-stage elderly
health care system in 2008.

2. Loss of employment-based health insurance through unemployment

Workers who lose their jobs also lose their employment-based health insurance. Certain former
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employees, retirees, spouses, and dependent children have the right to temporary continuation of
employment-based health insurance; if they have held the same employment-based coverage for more than 1
year, they can continue with it for up to 18 months with proper notification (voluntary continuation
program). The former employee must pay the entire premium and loses coverage if he/she is in payment
arrears for at least 1 month.

Workers who do not choose the voluntary continuation program must newly notify for NHI. If they fail
to make the proper notification or to apply for NHI within a specified time (within 14 days after losing their
insurance card), they lose coverage from their previous employers. Thus, increased possibility of
unemployment increases the danger of losing health insurance.

As Figure 8 indicates, Japan’s unemployment rate remained at 2% until the early 1990s, increased
gradually to 5% in the 2000s, and now stands around 4%. The unemployment rate was 4.1% in the fourth
quarter of fiscal 2008 and rose to 5.4% in the third quarter of fiscal 2009. In July 2009, unemployment
reached a record high of 5.6%. Despite a modest decline, unemployment remains high, particularly among
workers age 34 years and younger. The risk of unemployment is acute for non-traditional workers.
According to the Ministry of Health, Labour and Welfare, contract expirations, workforce adjustments, and
other terminations amounted to 4,262 Japanese businesses between October 2008 and December 2009, and
cost 244,000 non-traditional workers their jobs.

If displaced from residences provided by former employers, the unemployed without other fixed
addresses cannot apply for NHI because they must declare local addresses when applying for NHI. Even if
the unemployed retain previous employer-sponsored coverage or join NHI, they may have difficulties
affording premiums. Part of the premium for NHI is based on the previous year’s earnings, even for those
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Figure 8: Umemployment rate in Japan, by age group, 1973-2013

Source: Ministry of Internal Affairs, and Communications (2014).
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who lost their jobs and have no income>. Because premiums for NHI are rising, even those covered by NHI
are in danger of becoming uninsured through inability to pay premiums.

3. Uninsured risk for NHI insured

Since people are covered by NHI when they cannot receive employer-sponsored health insurance, the
Japanese government’s public stance is that there can be no uninsured in Japan. However, since NHI is a
social insurance system, premium payments and benefits are applied. If the insured cannot pay premiums
for an extended time, their health insurance ceases and they could become uninsured.

In April 2000, the government required municipalities to issue certificate cards of NHI eligibility to the
insured who have defaulted on premiums for 1 year or more; if the insured are dispossessed of insurance
cards, they instead receive certificate cards of NHI eligibility, but then, they cannot receive insurance
benefits for healthcare services or prescription drugs. Moreover, some individuals changed to NHI cards
with limited effective dates; these cards expire sooner (after less than 6 months, mostly after 1 month) than
the general NHI insurance card (more than 1 year). Those holding the NHI card with limited effective dates
must pay premium arrears continuously. If the card is not updated, it expires, and the insurance benefit is
forfeited. This is an instance of becoming uninsured by not paying premiums.

Non-payment of premiums has increased since the 1990s and 2000s. The percentage of premiums paid
for the NHI has fallen since the end of the 1990s. Nationally, the percentage of premiums paid in fiscal 2009
averaged 88.01%, down 2.48 percentage points from fiscal 2007 and the lowest since fiscal 1961.

Table 5 itemizes the percentage of paid premiums of total charged premiums of NHI, by age group of
family head and family income. The percentage rises with age, but as income declines, the percentage of
premium paid is lower for all age groups except for people aged younger than 25 years.

As Figure 9 shows, households that failed to pay premiums for NHI grew to 20.6% of all NHI
households between 2008 and 2010, but thereafter declined. In 2013, 3,721,615 households failed to pay
premiums (18.1% of all NHI households). In addition, 277,039 households (7.4% of non-paying households)
changed from the general NHI card to the certificate card of NHI eligibility, and 1,169,533 households
changed to the NHI card with limited effective term (31.4% of non-paying households). Compared with 2003,

Table 5: Percentage of payed premiums among total charged premiums of NHI, by age group of family
head and family income class, 2011

age group of family head

family income class
total | Under 25 years | 25-34 years | 35-44 years | 45-54 years | 55-64 years | 65-74 years
% % % % % % %
total 90.3 59.1 72.7 79.9 82.3 90.1 96.9
no income 84.6 61.5 64.7 72.4 77.2 88.3 94.5
less than ¥300,000 85.7 46.7 71.5 77.2 78.1 85.4 93.9
¥300,000-less than ¥500,000 | 87.5 61.6 68.4 77.9 81.1 90.0 93.5
¥500,000-less than ¥1million | 89.8 62.2 66.0 75.0 79.4 89.7 95.8
¥1million-less than ¥2million | 90.7 57.4 72.6 74.0 78.3 88.3 97.2
¥2million-less than ¥3million | 90.6 78.6 77.5 81.5 78.8 89.6 97.2
¥3million-less than ¥5million | 93.3 89.5 89.0 85.0 86.9 93.5 97.8
more than ¥5million 97.1 - 92.9 95.6 94.9 97.2 98.7
unknown 70.2 44.8 50.7 63.3 65.6 71.1 89.8

Source: Ministry of Health, Labour, and Welfare (2014c).
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the number of households that failed to pay premiums and received the certificate card of NHI eligibility
increased about 2%, and households that changed to NHI with limited effective terms increased by 10%.

The increase of households that failed to pay premiums is attributable to rising NHI premiums.
According to Mainichi newspaper (June 8, 2009), 801 municipalities (44.6% of all cities, towns, and villages)
raised NHI premiums in 2008FY, and 204 municipalities increased premiums by more than 50,000 yen for a
model case of an insured household*. The ratio of premiums to income is rising and the burden is
excessive for low-income earners (Figure 10). Although the average fixed amount of the premium is 10.1%
of income, the percentage for households with yearly income of less than 5 million yen exceeds that. About
79% of households with NHI have annual income of less than 2 million yen, and their premium burden is
overloaded.

The social aid system is leaving behind a substantial number of impoverished uninsured who cannot
pay premiums for extended periods. The rapid increase in recipients of public assistance since the end of
the 1990s suggests that the social insurance system inherited from the 20 century is ceasing to function,
particularly as the employment structure since the mid-1990s has changed.

Although the number of households receiving public assistance (monthly average) decreased from the
mid-1980s until the mid-1990s, it has risen rapidly since the end of the 20" century (Figure 11), reaching
1,558,510 households, with a coverage rate of 32.4%. in fiscal 2012. The number of households receiving
public assistance has increased since 1996.

By type, 677,577 assisted households were “elderly households” (43.7%), defined as non-working
households, and 475,106 (about 30.6%) were “sick, injured, and disabled person households.” However, the
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Figure 10: Calculated NHI premiums per household, and those as a percentage of income, by family
income class (premiums for own health insurance and medical care system for the latter-stage
elderly people), 2012

Source: Ministry of Health, Labour, and Welfare (2014c).
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Figure 11: Actual number and percentage of households receiving Public Assistance (monthly average),
1975-2012
Source: Ministry of Health, Labour, and Welfare (2014e).

increase in fiscal 2012 increase of “other households”—those that included a person able to work—was
remarkable: 284,902 households, an increase of 31,162 (12.3%) over fiscal 2011.

V. Discussion

The characteristics of insured groups show that a majority of people (60.3%) are enrolled in employment-
based health insurance. Unstable employment and persistent unemployment could increase the number of
employees without employment-based health insurance. Thus, the state needs to improve accessibility for
employment-based health insurance.

Those who cannot participate in public employment-based health insurance could find alternative public
health insurance, NHI, as a safety net.

However because the ratio of premiums to income is rising and the burden is excessive for low-income
earners, more NHI insured are losing their premium payments. This could prove to be the breakdown of
NHI as more Japanese could become “uninsured.” Thus, the state needs to improve the affordability of the
NHL
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Notes
1 This paper is based on Hasegawa (2011) updated by using new statistical data, altered, and refined.
2 “The three-quarters requirement” was mandated by the former Ministry of Health and Welfare in 1980
(Shimazaki 2011).
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3 Japan’s national government established a program for workers who left their jobs involuntarily (e.g., through
company bankruptcy, dismissal, and non-renewed contracts). Under this program, which came into force in
April 2010, workers who lost their jobs and their employment-based health insurance could subscribe afresh to
NHI by paying lower-than-customary premiums from the date of unemployment to the end of the following
year.

4 According to the Mainichi survey, the model case of an insured household is as follows: annual household
income is 2 million yen and fixed asset tax is 50,000 yen for a family of four with a husband and wife aged in

their 40s and two children aged less than 20 years.
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