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Abstract

Introduction: Universal Health Coverage (UHC) is a system ensuring people to receive medical care at
an affordable cost and is promoted by UN and WHO as a goal to be achieved by all member countries. As
the first country to have achieved UHC in Asia, Japan provides technical assistance for Asian countries to
achieve UHC as part of its international health diplomacy.

The “Social security system strengthening towards Universal Health Coverage (UHC) in Asia” course was
organized by the Japan International Cooperation Agency (JICA) in collaboration with the National Institute
of Public Health (NIPH) and was provided in three years (FY2013-15).

Contents: The participants were young bureaucrats responsible for the development of UHC in their coun-
tries. The course intends to provide technical knowledge and skills useful for UHC through a case study of
Japan's experiences. The course also emphasizes practical aspects of the UHC operation to be learned from
on-site visits.

The course is a two-week course, in which the first half is devoted for didactic lectures to provide basic
understanding about Japan's UHC system and the last half is devoted for site visits to the three essential
components of health insurance: insurer, provider and claims review/reimbursement organizations (CRRO).
In the end of the course, participants summarize what they learned to make them lessons for realizing UHC
in their countries. Those lessons range from health economics to balance the patients’ copayment and its
inflationary effects on health expenditures to political negotiations to win supports from providers (such as
favorable taxation on doctors’ income derived from health insurance).

Achievement: In three years, a total of 39 participants from nine countries completed the course. The
course was continued in FY2016 after expanding target countries from Asia to include Africa. Monitoring
of the activities of the participants and the developmental process of UHC of participating countries will be
next challenges to the future.

keywords: universal health coverage, health insurance, health economics, Nagase-effect, international health
diplomacy
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I. Introduction

Universal Health Coverage (UHC) is defined by WHO
as “ensuring that all people have access to needed health
services (including prevention, promotion, treatment, reha-
bilitation and palliation) of sufficient quality to be effective
while also ensuring that the use of these services does not
expose the user the financial hardship (italic author)[1]".
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The emphasis is on the financial security as well as provi-
sion of health services. The financial security is increasingly
important because of the escalating cost of health services
and the need for integrating with social security system of a
country.

Achieving UHC is listed as one of the targets to be
achieved by 2030 in the Sustainable Developmental Goals
(SDGs) adopted by the UN general assembly in September
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2015[2]. The target 3.8 specifies that “Achieve universal
health coverage, including financial risk protection, access
to quality essential health-care services and access to safe,
effective, quality and affordable essential medicines and
vaccines for all”.

Japan pledges to provide assistance to achieve UHC by
sharing its experiences on national health insurance system
as its national policy[3]. To provide training on both prac-
tical and theoretical aspects of administering health insur-
ance system, an international course targeting government
experts was started in 2013. The course invites govern-
ment experts responsible for UHC in respective countries
and provides intensive two-week course to share practical
and theoretical aspects of Japan's experiences of UHC.

II. UHC leadership course targeting govern-
ment experts of Asian countries

The author have been involved in the Japan's UHC strat-
egies by serving as a coordinator of a two-week course for
governmental experts responsible for UHC in Asian coun-
tries. It is organized by the Japan International Cooperation
Agency (JICA) in collaboration with National Institute of
Public Health (NIPH) since 2013. Its purpose and mission
were defined as “capacity building for senior policy makers
on health security in Asian countries through sharing Ja-
pan’s experiences and the analysis of issues in each partici-
pating country” according to the JICA’s proposal.

The participants were invited from Asian countries and a
total of 37 participants graduated from the course. (Table 1)

Table 1

The course is designed to provide participants with both
practical and theoretical experiences of Japan combining
both lectures and on-site visits. In this article, the author
summarizes the contents of the course, which should be
shared internationally for the development of UHC.

III. Contents of the course

The course starts with an introduction of the history of
Japan's UHC as well as enabling factors in realizing it. Then
the course proceeds with practical elements to achieve,
administer and maintain UHC including the following three
components: 1) contracting with providers as to the price,
and scope of coverage, 2) financing (premium collection),
and 3) claims review and reimbursement. Participants learn
not only from lectures but also from on-site field visits to
observe the day-to-day activities to run Japan's health in-
surance system.

The course also emphasizes theoretical aspects of UHC
such as health economics. The key concept proposed by
WHO is expressed in the form of “UHC cube[4]” consisting
of three dimensions: 1) population coverage, 2) extent of
services covered and 3) cost covered (i.e., % of cost shar-
ing). Ideally, all three dimensions are 100% but such system
will not be financially sustainable. If UHC is defined by
100% population coverage, policy makers must make some
compromise in 2) and/or 3). Such compromises always in-
volve dilemma: one has to protect households from financial
catastrophes while at the same time controlling the total
expenditure at an affordable level. Japan's experiences pro-

List of participants of UHC course

2013(10 participants)

2014(11 participants)

2015(16 participants)

Directar Gereral, Health Economics Unit, Ministry of

Bangladesh |’ h and Famity Welfare

Deputy Director, Health Economics Unit, Ministry of
Health and Family Welfare

Directar, Health Economics Unit, Ministry of Health and
Farmity Wielfare

CGambodia of Health

Deputy Directar, Planning & Health Information, Ministry

Chief of Bureau, Department of Planning & Health
Information, Ministry of Health

Planner, Directorate for Health and Mutrition, National
Development Planning Agency

Indonesia Assistant Deputy of Social Security, Deputy of Social
Protection and Housing People, Ministry for People’s
Wz fare

Finance

Deputy Director, Center for Budget Policy, Ministry of

Junior Policy Formulator, Gentral Governrment
Expenditure, Ministry of Finance
Branch Manager, Branch Office, BPJS Kesehatan

Deputy Director, Mational Health Insurance Bureau,
Ministry of Health

Deputy Chief of Informal People Health Insurance
Division, Mational Health Insurance Bureau, Ministry of

Head of Bureau, Health Insurance Bureau, Provincial
Health Office

Lao Health
Deputy Directar, State Authority of Social Security, Wice Head of Administration, Mational Health Insurance Deputy Directar, PR Division, MNational Social Security
Ministry of Labour and Social Welfare Bureau, Ministry of Health Fund Office
Deputy Director, Medical Department, Social Security Assistant Director, Medical Department, Social Security Director, Social Security Board, Ministry of Labour,
Myanmar Board, Ministry of Lakbour Board, Ministry of Labour, Employment and Social Security Employment and Social Security
Director, Health Information Division, Department of Assitant Director, Department of Medical Serivices,
Health Planning, Ministry of Health Ministry of Health
Senior Manager, Carporate Marketing, Philippine Health Senior Manager, Non—farmal Sectar, Philippine Health Department Manager III, Sickness, Maternity & Disahility
Insurance Corparation Insurance Corparation Bernefits Administratinn Department, Social Security
Philippines System
Senior Manager, Corporate Communication De partment,
Philippine Health Insurance Corporation
Director, International Health, Ministry of Health Regional Directar of Health Services, Health Degartment, Deputy Director General (Planning), Management,
Srilanka Kurunegala, Ministry of Health Development and Planning Division, Ministry of Health
Medical Officer, Planning Unit, Ministry of Health Medical Officer, Regional Directorate of Health Services, Regional Director of Health Serivces, Demartment of
Monaragala, Ministry of Health Health Services, Monaragala, Ministry of Health
Directar, Regional Office, Mational Health Security Office  Assistant Director, Regional Office, Chiang Mai, Mational  Deputy Directar, Regional Office 12, Songkla, Mational
. Health Security Office Health Security Office
T hailand N .
Director of Health Insurance Group, Office of the
Permanent Secretary, Ministry of Public Health
Head of Division, International Cooperation, Yietnam
Vietnam Social Security
Head of Division, Planning and Finance Department,
Ministry of Health
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Table 2 Typical schedule of the 2014 course

Note that field visits (shown as shaded area) are intentionally scheduled in the second week to allow participants to obtain background knowledge in the
first week of the course

DAY 9:30-50 AM(10:00-12:30) PM(13:30-16:00) PLACE
- General orientation,
- Scope, structure and objectives of the course (incl.
2014/11/10{ MON Briefing by JICA WHO strategies toward UHC) TIC
- Presentation by participants (self
introduction)(Okamoto, Horii)
[Visit MHLW, Bureau of Health Insurance ] e
2014/11/11| TUE Japan's health care system (Okamoto) Health insurance system and social security system MHYLW
in Japan
Japan's Health insurance system (Fee schedule, claims review &
Quality management of health care in Japan processing etc.) (Okamoto) TiC,
2014/11/12| WED presentation . [field visit] The role of health care facility in national health insurance
N (Taneda, teleconference with WPRO) ) ) o ) Cross Hosp
y sytem (Claims preparation and submission of a provider etc.)
participants
Japan's public health system (incl. strategies |Financing and sustainablity of health insurance
2014/11/13| THU NIPH
for health service in remote area)(Sone) (Okamoto)
. L . [Discussion] Factors contributed to realisation of
Factors contributed to realisation of universal
2014/11/14| FRI universal health coverage in participants countries’ TIC
health coverage in Japan (Shimazaki) context
ggﬂﬁiﬁg SSSL ¥ Weekend break (Get together party was held in the evening of 14th Nov)
[Field visit] The role of municipality in national Ui et | Femehel mamamesment snd diis
Movingby |N€alth insurance and long-term care insurance (incl. . X . i
2014/11/17| MON || o ) . processing in hospital (Ogano municipal hospital, |Ogano town
us coordination system between medical service and . . .
community health etc.) President Sekiguchi)
Fee schedule and drug prices setting Economic evaluation of drugs and products (Health
2014/11/18| TUE NIPH
(Okamoto) technology assessment ) (Fukuda)
) [Field visit] The role of federation in national NIPH
eresentation | Strategies development toward i
2014/11/19| WED by health insurance system (Claims review and Saitama NHI
perticipants | UHC (Kumakawa) : Federati
processmg) ederation
JICA's strategies toward UHC in Asia . . B
2014/11/20| THU Preparation for action plans (Okamoto, Horii) NIPH
(Nakamura)
- presentation of action plan (cont.)
2014/11/21| FRI presentation of action plan - synthesis NIPH
- closing ceremony

legend: TIC:Tokyo International Center, NIPH: National Institute of Public Health, MHLW: Ministry of Health, Labour & Welfare

vide some answers: strong price control and meticulously
designed cash benefit.

1. Factors in realizing UHC in Japan

Japan achieve UHC in 1961, the first among Asian coun-
tries and it is necessary to review factors which made it
possible because some of them may be generalizable to oth-
er countries while others may not.

One factor was the presence of resident registration sys-
tem maintained by municipal governments. The registra-
tion was initiated as far back in 1870 for assessment of tax.
Such registration system would be necessary for municipal-
ity-based health insurance programs.

Another factor which cannot be overlooked was the ab-
sence of private health insurance. Private health insurance
usually covers the rich only and the industry tends to resist
to the introduction of public health insurance, as amply ev-
idenced by the U.S. in its struggle to achieve UHC. If both
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private and public health insurance coexist, the rich pop-
ulation will “opt-out” from public health insurance system
thereby reducing the financial sources[5].

Fortunately, Japan had no large private health insurance
when UHC was achieved. The absence of opposing or com-
peting stakeholders was an enabling factor for Japan's UHC.
However, in many Asian countries today, private health
insurance companies (many of them are from developed
countries) already dominate the market, thereby hindering
the development of UHC in those countries.

2. Practical elements of UHC

1) Price control and contracting with providers
Japan's UHC is characterized by “uniform” fee sched-

ule and price regulation of drugs, dictated by the central

government. Such strong and centralized control over the

prices and scope of coverage is a key factor explaining how

Japan has been able to control the national health expendi-
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ture at an affordable level.

The national uniform fee schedule includes nearly 15000
items meticulously defining not only clinical procedures
but also professional fee for evaluation and management
such as initial consultation fee. The national drug price list
includes over 20000 items each assigning price tags for dif-
ferent dosage and formulae.

However, such uniform fee schedule and drug price list
are by no means compulsory. Participation in health insur-
ance practice signifies a contractual arrangement between
providers (hospitals, clinics and pharmacies) and the gov-
ernment (MHLW), in which providers promise to obey the
rules and regulations (including prices and scope). The con-
tract implies prohibition against balance billing, i.e., provid-
ers must accept the fee schedule and price list as their full
charges and any balance billing other than legally required
copayment is prohibited (there are some exceptions such as
room surcharge for private and semiprivate rooms).

Participation is voluntary but nearly 100% of hospitals
and clinics participate. Most of non-participating providers
are providers not covered by health insurance such as cos-
metic surgery or prevention. The high participating rate of
Japan's providers owes much to the taxation system, which
favors health insurance practices to practices out of health
insurance. Such taxation system was introduced in 1954,
in which 72% of the revenue from health insurance were
deducted from taxable income as expenses unconditionally
even if the actual expenses were much smaller. The 72%
expense rule was advantageous for doctors under Japan's
sharp progressive tax rate (highest marginal tax rate was
86% before 1983). The system was often criticized being
dubbed “discriminatory taxation favoring doctors”, however
it is certain that the very taxation system contributed to
UHC in Japan (the 72% rule was reduced in 1979 in re-
sponse to criticism but still remains as of today).

Reciprocally, the MHLW retains an authority to cancel
the contracts in case the contracting providers commit
fraud and abuse. Every year, quite a few providers have
their contracts cancelled due to fraud and abuse.

2) Financing and premium collection

Participants learn about financing mechanism of Japan's
health insurance from an on-site visit to Ogano town with
population of 13,162 (2012, % of elderly was 32%). The in-
formal sector of population is the most difficult segment of
population to be covered under the UHC due to the difficul-
ty of premium collection. Japan's National Health Insurance
(NHI) Act requires all municipal governments (there are ap-
proximately 1700 cities, towns and villages) to operate com-
munity-based health insurance program called municipal
NHI to ensure residents of informal sector to be covered by
health insurance. Each municipality develops budgets, sets
a premium schedule and collects premium. Unlike formal
sector (employed population), for whom premiums can be
withheld from their pay checks, municipality must collect
premiums directly from residents. Municipal officers will
have to visit residents who do not pay premium and some-
times they must resort to legal actions to secure necessary
revenue. To ensure sustainability, the national government
amply subsidizes the NHI program with massive subsidy.
In fact, the government subsidy accounts for larger share of
the revenue than premiums contributed by residents.

Ogano town also serves as a show case of integrated
community care. The “integrated” means ensuring medical
services and non-medical services such as domestic ser-
vices be provided to the disabled elderly in a well-coordinat-
ed manner. Municipal governments operate not only NHI
programs but also the Long-term Care Insurance (LTCI),
which was established in 2000. Because Ogano town also
operates its own public hospital, Ogano NHI Central Hos-
pital (95 beds, staffed with 5 full-time doctors), it provides a
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Fig. 1 local newspaper reporting the site visit to Ogano town (Saitama Shinbun dated 24 Nov. 2015)
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favorable condition for effective integration of medical and

LTC services. Participants were invited to observe care

conferences through which hospital nursing staff and LTC

service providers collaborate to achieve integrated care.
(Fig. 1)

3) Centralized claims review and prompt reimburse-
ment

One of the enabling factors that made Japan's health
insurance universal was the centralized clearing house of
health insurance claims and the monetary fund to ensure
prompt payment to providers.

Japan's health insurance system is by no means a sin-
gle payer: it consists of over 3000 fragmented insurers.
It would be a nightmarish situation if a provider (doctors,
hospitals and pharmacies) has to submit paper claims to
thousands of insurers every month. Japan established cen-
tralized clearing houses in each of 47 prefectures in the ear-
ly post-war period. The clearing houses of health insurance
claims reduced clerical burden of providers considerably:
each hospital or clinic must submit their bulk of claims only
to one place.

Another important factor for health insurance operation is
how to detect and prevent fraud and abuse. If such fraud and
abuse are left unchecked, the financial integrity and trust
from both providers and patients will be compromised. The
centralized clearing houses also function as claims review
and processing organization (CRPO). Claims review can
be a politically touchy issue because it may infringe upon
doctors’ professional freedom. The NHI Act commissions
claims review to the tripartite committee whose mem-
bers are appointed by providers, insurers and prefectural
governors in equal numbers. Also, the CRPO serves as a
monetary fund regularly collecting “deposits” from insurers.
Thanks to the fund, the providers will receive payment in a
prompt and timely manner soon after review (an officer of a
CRPO boasted that no single claim has ended up in default
in a half-century history of Japan's health insurance). The
role of CRPO in 1) eliminating clerical burden of providers,
2) fair “peer” review and 3) reliable and timely reimburse-
ment, has been a key factor in achieving Japan's UHC.

Participants visit Yamanashi Prefectural Federation of
NHI (PFNHI), one of the CRPOs established in each of 47
prefectures. The participants observe how computerized
claims are reviewed on-screen assisted with preliminary
screening by administrative staff of the CRPO.

3. Theoretical aspects of UHC

1) Economic evaluation of drugs and technologies
The course includes a lecture on health economics focus-

ing on economic evaluation of drugs and medical technolo-

gies. When Japan achieved its UHC in 1961, the economic
situation in terms of per-capita GDP was not much different
from that of developing countries nowadays. However, one
thing is crucially different between Japan half century ago
and countries preparing for UHC today: advancement of
medical technology and high prices of such technology.

Half century ago, medical technology was primitive.
Doctors’ clinics were equipped with stethoscope and sphyg-
momanometers at most. Under such primitive medical
technology, Japan's policy that all available treatment shall
be covered by health insurance was feasible. The national
uniform fee schedule as well as the national uniform drug
list serve as a pivotal role in Japan's UHC in that they dic-
tate which pharmaceuticals are covered by health insurance
at what prices. All approved pharmaceuticals and medical
devices are automatically included in the coverage, limiting
the role of the government only to the control of the prices.
The prices of pharmaceuticals have been set primarily re-
source-based or market survey on whole-sellers[6].

However, such long-held policy of automatic inclusion of
any new pharmaceuticals or devices are being challenged
by proliferation of effective but expensive new pharmaceu-
ticals and devices. Japan is beginning to introduce economic
evaluation into the pricing of selected expensive drugs
while retaining the long-held policy to automatically cover
all approved pharmaceuticals and devices[7].

One of the currently debated issue is new drugs to treat
hepatitis C. Hepatitis C is prevalent not only in Japan but
also in many Asian countries as well and can develop liver
cancer. New effective drugs have been developed but are
expensive. The total drug price of Pegylated interferon
(PEG-IFN) is 2.23 million yen ($18,600) and Sofosbuvir
(Sovaldi®) is priced 61,799 yen per tablet with the total
price amounting to 5.46 million yen ($45,500).

Faced with such price tugs, a variety of economic eval-
uation tools such as cost-benefit analysis (CBA), cost-ef-
fectiveness analysis (CEA) and cost-utility analysis (CUA)
are being adopted in deciding which drugs or technologies
should be covered at what price[8]. Countries pondering to
achieve UHC will have to carefully evaluate prices and cov-
erage to ensure financial sustainability of UHC.

2) Achieving equity through income redistribution

A crucial difference between private and social health
insurance is that the latter usually (though not always)
involves income redistribution functions while the former
does not. Typically, social insurance collects premium based
on the income while providing benefit equally. Through such
income redistribution function, UHC is expected not only to
ensure health care to all people, but also enhance solidarity
by narrowing the gap between the rich and poor[9].

Therefore, policy makers should monitor how much
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inequality exists among people and how much of them are
remedied by social insurance and tax. In macroeconomics,
the level of inequality is measured by Gini coefficient. Gini
coefficient takes value between 0 (complete equality) and
1 (complete inequality), hence it is known as an index of
inequality. In Japan, MHLW surveys income redistribution
effects every three years. The trend of income inequality
and redistribution effects is presented in. (Fig. 2)

Japan’s Gini coefficient was lowest in the 1970s-80s and
many historians believe that Japan at that time was arguably
the most egalitarian society in human history as evidenced
by the commonly held acclaim “all nation in middle class”.
More importantly, this was exactly when Japan's economy

was robust. Since 1980, the income inequality has consis-
tently widened but thanks to the redistribution effects of
social security contribution and tax, the inequality after
redistribution has been kept at a tolerable level. (Fig. 3)
illustrates income-class specific health insurance premium
contribution and health care benefit converted into mone-
tary values. One sees that poor income people receive more
than they contribute, thereby redistributing income among
different income classes.
3) Protection against catastrophe while controlling
cost---The Nagase effect

As for cost sharing, Japan has pioneered in predicting

the effect of patients’ cost sharing on the overall health
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Trend of Japan's income inequality

as measured by Gini coefficient (after tax and social security contribution)
[source: Income Redistribution Survey by MHLW]
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430 J. Natl. Inst. Public Health, 68 (5) : 2019



Sharing Japan's experiences for the development of universal health coverage (UHC): a practice report from the UHC leadership course for Asian countries

Nagase effect (formula)
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Fig. 4 Nagase effect (formula)

care expenditures. As old as in 1938, Dr. Nagase, a statisti-
cian working for the Health Insurance Bureau of the then
Ministry of Health, analyzed the cost-inflationary effect of
patients’ cost sharing and expressed the relation in the form
of quadratic equation that the total expenditure will inflate
exponentially as patients’ cost sharing is reduced. (Fig. 4)
The equation was later called “Nagase equation” and is still
used for calculating government subsidy to municipal-ad-
ministered health insurance program.

Japan's health insurance typically requires 30% copay-
ment, which is higher than international standard. However,
much of the copayment will be refunded upon patients’ re-
quests from insurers. Through such combination of service
benefit and cash benefit, Japan has been successful in con-
trolling the inflation of the total health expenditure while
protecting people from financial catastrophe. This provides
a useful lesson for other countries to follow.

Patients’ copayment (cost sharing) is one of the important
actuarial concerns in designing UHC. Higher copayment
will discourage people from seeking necessary care, while
low or no copayment will lead to abuse or misuse of care
from both patients and providers’ sides thereby straining

the financial sustainability of the system. The cost inflation-
ary/deflationary effect of patients’ copayment on the entire
health care expenditure was therefore a major concern
when Japan developed various health insurance schemes in
the pre-war period. However, no actuarial evidence exist-
ed at that time to quantitatively predict the cost inflation-
ary/deflationary relationship between copayment and the
entire health care expenditures. Nagase, then an actuarial
statistician of the Health Insurance Bureau of the Ministry
of Health, conducted an observational study comparing
different insurance schemes with different copayment rate
and demonstrated that “the entire health care expenditure
of an insured population (Y) will inflate with benefit rate (X,
=1-copayment rate) following a quadratic equation (Y=-
0.8X "™ 2-1.6X+1)” in his seminal book “Statistics of diseas-
es” in 1938[10]. His theory became known as Nagase effect
and his formula is still in active use in Japan's health insur-
ance system. This led to Japan's meticulously balanced com-
bination of cash vs. service benefit. Patients’ copayment is
uniformly set at 30% (reduced for elderly people), a high
copayment rate when compared with international standard.
On the other hand, Japan's health insurance provides ample
cash benefit. If the total copayment exceeds a certain limit,
the excess will be refunded afterward. The amount of re-
fund is metered to the patients’ income, thereby protecting
the poor patients from financial difficulties. This elaborately
balanced assortment of cash vs. service benefit achieves
the two conflicting goals of UHC: controlling the entire cost
while protecting patients financially. The Nagase effect pro-
vides useful evidence for countries developing UHC today.

IV. Responses from participants

At the conclusion of every course, questionnaire surveys
were conducted for evaluation. One of the questions is on
the applicability or usefulness to their country. As shown in
Table3, responses from the participants were overall posi-
tive but 25 out of 37 of them also admit that the knowledge
and experiences from Japan may not be directly applied to
their countries, the results of which is open to discussion.

Table 3 Results of the post self-evaluation on the training course

Do you think the knowledge and experience you acquired through the program in Japan is useful?

2013 2014 2015 total

Yes, it can be directly applied to work 3 5 4 12
It cannot be directly applied, but it can be adaptable to work 5 5 10 20
It cannot be directly applied or adapted, but it can be of reference to me 2 1 2 5
No, it was not useful at all 0 0 0 0

10 11 16 37

J. Natl. Inst. Public Health, 68 (5) : 2019 431



Etsuji Okamoto

V. Discussions and conclusions

It is understandable that any system of a particular coun-
try cannot be implanted to other countries per se, nor is it
intended to be. The author believes that the course would
have fulfilled the mission if it could make participants to
extract lessons universally applicable from the particular
experiences from Japan's case of UHC. Principles of health
economics such as economic evaluation, cost-inflationary/
deflationary effect of cost-sharing and, above all, political
skills and tactics to win support (or at least avoid resis-
tance) from stakeholders would be universally applicable
skills to realize UHC in any countries.

World Bank (WB) formulates such universally applicable
skills as “UHC challenge programs (UNICO)[11] ”. When 24
developing countries were analyzed using UNICO, a sharp
contrast was found in terms of copayment: while eleven
countries had no explicit copayment with no restrictions,
other countries imposed caps on reimbursement (beyond
which patients will have to pay out-of-pocket)[12]. The
contrast can be counter-productive: countries with caps on
reimbursement jeopardize people to financial catastrophes
while countries without them may face financial difficulties.
Japan pioneered in reconciling these mutually contradictory
targets by developing the Nagase formula and meticulously
incorporating it to the copayment system. Unfortunately,
such valuable experience of Japan has not been well-known
among international community and the UHC leadership
course provided valuable opportunities for the experts from
Asian countries to learn useful experiences Japan had accu-
mulated.

During the three years, the course graduated a total
of 37 experts from nine countries. The author hope the
experiences and knowledge learned from the course will
contribute to the development or improvement of UHC in
respective countries.
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BADIZ/IN—HIL - AJLZ - ALy J(UHC) DR EHEFT 3
—JICAEIBEHRE [77HIRICH TD 1= /N—HIL - AJLZR -
HNLy DERDE-DOHSREHIERIE] DFHE—
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BE 2 COADPLELTLERFWRELRKFAMTZT SNLKH], 22 N=F)b - AV -7
Nl v Y (UHC) 1, EEEWHOMEIT A HIETH ), 7V T TWHRIUHCRER L2bAEIL,
7 VT i EOUHCEEAN DL % 2 O FERS PR EN SN O EE 2k & EDT T b,

FEtn kR JICA) OEENHME [7 Y 7THIICBIT 2 =/S—HF )b - NV R - NV y VERD T2
DO SR ERAL] &, FOWBEERORERLRTREL L T2013~14FEEICFE S 1, E TR EER
SR B OB O AW 3. R 2 U CEGZE QM TAM IS Lz, ATk, ZoME L REE
T 5.

THEOREA : AWHEIE 7 ¥ 7iEOUHCER ISR T 2HRBE AR L L, DI EOEFRER
BEOFEAMUT, FEICEATE2UHCOH Y 7T T 2 RERRRP EBREFOMEE BT 2
LB, MR U CEBNRBREZBETLIZLZHNET S

AFBIE 2 HE O 2 — 2T, FiEoEIEEEAS, ARSI EE & ERRes o RA MG % &
BL, T mame s L EOREEICBWT, EHHEM Y 27 20 3EHET b L, i (G
) H, EEEEZ L CEOMIINET 2 HEEZIREOER % ERFT R E RoTns. |
SRR AR o THEMGIME T5 2 812X oC, BREEoREEL &#, 2L C2oEEEOAF%E
WD 5.

BLEICBVTIE, #ERE EHAE TR E R E R— 212, ZLECTUHCEZFEHT 5 L TLE
&% BRI Y (BB RINEG LR L O, ERMGOBFEEM L RMEELS) 4o R
KEOFEMRE OBR LI R L 200 ) e HARORE: (FELIANDOEMESOMYS., RS
PENOBEBBIHIET L) ZBICHOHE 2 BT 5.

BRREER 3EMICDOI->TINEITAMBT L. THEIE20164FEE L W REZ T VT OALR S
FTT77UHITHIRK L THERE L T b, 5181315 T O < & E OUHC O 33 BRI 55 0 38 Bk EFAIl
PR HH) LFHEINS.
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