
Under the new policy, BCG vaccination will be
offered to infants in communities with an average inci-
dence of tuberculosis of at least 40 per 100 000 and to
unvaccinated individuals who come from, or whose
parents or grandparents come from, countries where
the incidence exceeds 40 per 100 000. Most people
born in the United Kingdom will thus probably never
receive BCG vaccination, and most will not be exposed
to mycobacteria. This means that tuberculin testing will
become increasingly efficient as a means of identifying
people exposed to and latently infected with the tuber-
cle bacillus, who may be given prophylaxis.

The change from routine to targeted vaccination is
accompanied by technical changes. The Glaxo BCG
vaccine has been replaced by one from the Danish
Statens Seruminstitut and the multipuncture “Heaf”
technique for tuberculin testing is being replaced by
the intradermal injection “Mantoux” technique, which
is the standard in the rest of the world. All of these
changes bring the UK’s approach to preventing infec-
tion with tuberculosis in line with policies and practice
in many other countries.

BCG vaccination will continue to have an
important role in protecting children in high risk
populations from tuberculosis. Coupled with vigorous
efforts to identify and appropriately treat cases, and to

ascertain and offer prophylaxis to people with latent
infection, the new policy should allow more efficient
control of tuberculosis in the entire UK population.
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The Japanese healthcare system
The issue is to solve the “tragedy of the commons” without making another

The Japanese medical insurance system has a
unique combination of characteristics that has
led to the overuse of tests and drugs,

unconstrained demand from patients, and an explo-
sion of costs. Unless the system of medical insurance
and reimbursement of healthcare providers changes,
the combination of increasing technological advances,
an ageing population, and unconstrained demand will
produce a crisis in Japanese health care. Japan is only
belatedly waking up to this crisis.

The Japanese medical insurance system has four
characteristics that lie at the root of the problem.
Firstly, Japanese citizens are covered comprehensively
and exclusively by either national medical insurance
(for the self employed) or social insurance (for employ-
ees). Beneficiaries have to make some co-payments,
which are capped depending on income.1 Secondly,
mixed private and insurance payments are
prohibited—that is, beneficiaries cannot pay privately
for medical services that are covered by their medical
insurance. Thirdly, beneficiaries have guaranteed
access to any healthcare providers, from general prac-
titioners to specialists, without being charged a
premium fee. Finally, healthcare providers and institu-
tions are reimbursed through fees for service.

Fuelled by economic growth after the second world
war and facilitated by the healthcare system, Japan has
become one of the most medically advanced nations in
the world, especially in its service quantity. Compared
with other developed countries in the Organisation for
Economic Cooperation and Development (OECD),

Japan is the runaway leader in the number of magnetic
resonance imaging and computed tomography scan-
ners per head of population.2 Because they are paid for
each prescription or test rather than time spent with
patients, healthcare providers, both private and public,
are driven to prescribe more drugs and to order more
imaging and tests.

Japanese patients visit outpatient clinics more often
and stay in hospitals longer than patients in other
OECD countries.2 Profits gained from a “three-hour
wait, three-minute contact” consultation (with an
emphasis on ordering tests and prescribing drugs
during the three minutes) primarily benefit pharma-
ceutical and medical equipment companies. Health-
care expenditures, both per head and as a percentage
of gross domestic product, continue to increase despite
the economic growth rate remaining low throughout
the past 10 years. In Japan’s ageing society, the
economic burden rests with the insurers, who
ultimately raise their funds from the working
population and their employers.

Japanese health care is therefore a typical case of
the “tragedy of the commons.”3 The name relates to
grazing land: free access to common grazing land
drives each herdsman to maximise his own take from
the commons, even when it becomes overcrowded with
grazing animals. Ultimately this behaviour ruins the
common land, as well as those who depend on it for
survival. In the Japanese system patients are the herds-
men, and specialists, medical resources, and health
insurance coverage comprise the commons. A more
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cynical view holds that doctors and pharmaceutical
and medical equipment companies are the herdsmen
while patients and health insurance reimbursement
comprise the commons. What can be done to avoid
ruin? A variety of different players have made propos-
als for reform.

In December 2002, the council of advisers to the
Cabinet Office, composed of business leaders and aca-
demic economists, recommended that the ban on
mixed payments should be abolished. Private pay-
ments should be allowed for any medical services not
covered by medical insurance at any medical
institution which fulfilled certain conditions.4 5 The
council argued that the ban deprived Japanese patients
of the chance to receive a higher or more advanced
level of medical services. It also deprived the Japanese
medical industry of chances to market its new
technologies and drugs, thus impeding its interna-
tional competitiveness. Indeed, the big three university
hospitals, well known for their research activity, as well
as the Japan Surgical Society expressed their
agreement with this proposal.

The Japan Medical Association, commonly
regarded as an interest group for private office based
practitioners, campaigned against the proposal, claim-
ing that it would deprive people with low incomes of
necessary medical services. The Ministry of Health,
Labour, and Welfare opposed the recommendation on
the same grounds, claiming also that patient safety
would be at risk if new medical technologies and drugs
were used prematurely.

Last December Prime Minister Junichiro Koizumi
agreed not to adopt the council’s recommendation, but
instead decided to expand the existing exceptional
approvals system for highly advanced medical tech-
nologies.6 Under this system private payments are
expected to be allowed for selected medical technolo-
gies that are not covered by medical insurance at any
hospitals that fulfil certain conditions (some 2000). For
new drugs that have not yet been approved, especially
those approved in other developed countries, meas-
ures will be taken to ensure steady implementation of
bridging short term and long term clinical trials. But
no one believes that the business leaders, who have a
mission to vitalise the Japanese economy, have given
up their objective.

The Ministry of Health, Labour, and Welfare is cur-
rently making changes to the healthcare system. In a
scheme that started in 2003 with 82 hospitals
providing advanced treatments, an increasing number
of acute hospitals have adopted a system of reimburse-
ment for inpatient care based on diagnosis-procedure
combinations (DPC).7 Hospitals are paid daily fees
proportionate to the length of stay for each condition
and treatment, irrespective of actual interventions.8

Therefore, this system gives an incentive to healthcare
institutions to provide a better service in a shorter
period while ordering fewer tests and prescribing fewer
drugs.

The ministry is also promoting protocol based
medicine. It has provided support for the development
of evidence based clinical practice guidelines by
academic medical societies since 1999.9 The dissemina-
tion and implementation of these guidelines is
expected to improve the quality of medical care and

drive the distribution of limited resources to effective
treatments. But, as in other developed countries, this
remains a challenging task. The government’s attempts
have often been challenged by the Japan Medical
Association, on the grounds of “professional
autonomy.” But the association is currently renewing its
stance on professional autonomy,10 to a positive, self
regulated commitment to patient welfare based on
sound clinical evidence and expertise.11

The problem is that neither the new reimbursement
system nor protocol based medicine will change
patients’ behaviour as “herdsmen.” Previously patients
and physicians were driven in the same direction: more
tests, more drugs. The new reimbursement system drives
only physicians in the opposite direction. Indeed,
conflict between patients and physicians could cause a
separate tragedy. To encourage shared decision making
between patients and doctors based on sound clinical
evidence, including an understanding of the need to
avoid unnecessary tests and drugs, the ministry has set
up a task force to investigate the possibility of patients
participating in the development, dissemination, and
implementation of clinical practice guidelines. This task
force is also working on strategies to popularise the con-
cept of patient-physician partnership.

To date, no countermeasures for the tragedy of the
commons have been found other than restricting free
access to the commons. If effective actions are not soon
taken to change the behaviour of both patients and
healthcare providers, some restriction on Japan’s free
access to health care will become inevitable. Withdraw-
ing the ban on mixed payments—and allowing patients
to pay privately for extra treatments—is equivalent to
giving up an important part of the commons, and
could cause the worst tragedy for patients.
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