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ABSTRACT

Background: Japan’s postwar welfare state developed around the universal Statutory Health Insurance System (SHIS), a complex public-
private arrangement involving diverse insurers, providers, and government actors. Because most healthcare providers operate outside
direct government control, the regulation of healthcare organizations and the setting of SHIS payment rates have remained central con-
cerns in Japanese healthcare politics. However, the diversity of institutional arrangements and policymaking processes across different
healthcare policy arenas has received limited systematic attention.

Methods: This paper conducts an institutional analysis of policy documents, media reports, and scholarly literature to examine Japanese
healthcare politics over the past three decades.

Results: The paper begins by outlining the institutional structure of the SHIS and the key actors involved. It then examines four major
arenas of healthcare policymaking: consensus-building in national councils, biennial revisions of medical fees and drug prices, system-
wide health insurance reforms, and healthcare delivery reforms involving complex central-local relations. The analysis further considers
how these arenas are affected by recent political transformations. These transformations include stronger political leadership, shifts
in party competition, and intensifying conflicts over cost containment and cost-sharing. The analysis also highlights the emerging but
uneven influence of patient voices and public opinion; while these forces remain structurally limited overall, they can occasionally prove
decisive.

Conclusion: Rather than constituting a single unified process, contemporary healthcare politics in Japan is best understood as a differ-
entiated system in which multiple policy processes coexist across distinct arenas. At the same time, changing political structures are
reshaping distributive conflicts—increasingly centered on patient cost-sharing—within a healthcare system historically committed to
universal coverage.
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Introduction 2019; Sakamoto et al., 2018). Within this framework, both
public and private actors supply healthcare services, giving
After World War II, Japan developed its welfare state  rise to a complex policymaking process (Health and Global
around pensions and healthcare as pillars. This develop-  Policy Institute, 2019).
ment, achieved under a loose cross-party consensus, took
shape under the long-term rule of the Liberal Democratic
Party (LDP) in the latter half of the twentieth century
(Campbell et al., 2014). At the core of the healthcare sys-

tem stands the Statutory Health Insurance System (SHIS), ganizations—have remained central subjects of healthcare

formed in th? 1960s. This. systel.'n combines ernploy%'nent- politics (Campbell & Tkegami, 1998; Ikegami & Anderson,
based health insurance with residence-based health insur- 2012; Tkegami & Campbell, 2004; Yamagishi, 2022). The

ance to create a framework under which all residents are
compulsorily enrolled in health insurance (R. Matsuda,

Research on Japanese healthcare politics has traditionally
focused on the SHIS. For example, the scope of SHIS
benefits and the setting of payment methods—both of
which shape the economic incentives facing healthcare or-

framework under which municipalities administer resi-
dence-based health insurance has also been identified as a
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distinctive feature of the Japanese welfare state (Kitayama,
2011, 2024).

However, as gradual healthcare reform proceeds against a
backdrop of changing healthcare needs driven by popula-
tion aging and pressure to contain spending, it has become
increasingly important to attend to the diverse arenas in
which healthcare politics unfolds. For instance, although
a variety of public and private organizations supply health-
care services under the SHIS, each operating under dis-
tinct organizational constraints (R. Matsuda, 2016), reform
within this mixed economy of healthcare requires atten-
tion to region-specific politics.

This paper focuses on Japanese healthcare politics across
major policy arenas, analyzing it with attention to the di-
versity of institutional arrangements and policy processes.
It first organizes the institutional structure and policy ac-
tors, and then examines the distinct political dynamics that
characterize each policy arena. It further considers recent
shifts toward stronger political leadership and changes sur-
rounding patient cost-sharing, describing the composite
character of healthcare politics. The paper’s focus is on the
politics of healthcare services; matters relating to pharma-
ceuticals are addressed only insofar as they intersect with
this focus.

Methodologically, this paper offers an interpretive institu-
tional analysis rather than a systematic review. It draws
selectively on publicly available documentary sources on
Japanese healthcare policymaking since the 1990s—includ-
ing Cabinet decisions, ministerial policy documents, advi-
sory council reports, official notices issued to prefectures,
party policy platforms, and press coverage—read alongside
the Japanese- and English-language scholarly literature on
Japanese health politics. The analysis covers the past three
decades, with particular attention to the period since the
mid-2010s. Rather than testing a causal hypothesis, the
paper proceeds by tracing how particular policy issues are
sorted into distinct institutional venues, and by comparing
the configuration of actors, decision rules, and character-
istic conflicts that each venue generates.

Institutions and Actors in Healthcare Politics

Healthcare Financing

The SHIS is composed of various forms of compulsory
insurance involving large firms, small and medium-sized
enterprises (SMEs), and local governments, respectively
—an arrangement that formed part of the Japanese-style
welfare state of the latter twentieth century, with its em-
phasis on employment-based welfare (Estévez-Abe, 2008;
Shizume et al., 2021). Through the administration of these
insurers, the following political actors come to participate.

First, Health Insurance Societies (Kenpo Kumiai)—estab-
lished by large firms and covering their managers and
employees—have formed a national organization, the
National Federation of Health Insurance Societies (Ken-
poren), which is actively engaged in the policymaking
process. The Japan Health Insurance Association (Kyokai
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Kenpo), which covers employers and employees of SMEs
and is the largest single insurer, participates in policymak-
ing at the national level, while its prefectural branches
represent an influential local voice in healthcare politics
that cannot be ignored. In addition, municipalities—which
jointly operate the Health Insurance System for the Ad-
vanced Elderly covering residents aged 75 and over (in
practice, through a single federation established by the
municipalities within each prefecture)—and prefectures
and municipalities, which share responsibility for admin-
istering National Health Insurance (NHI) covering other
residents (the self-employed, agricultural and forestry
workers, part-time workers, retirees, and others), each put
forward policy proposals through their respective national
organizations. These insurers do not simply represent their
enrollees in the abstract: each is bound to a distinct finan-
cial position. Kenporen speaks for societies whose reserves
are drained by cross-subsidies to the elderly, Kyokai Kenpo
for a scheme dependent on statutory tax subsidy, and the
municipal and prefectural organizations for insurers car-
rying the enrollees with the lowest average incomes and
the highest per-capita costs. Their positions in the policy
process track these balance sheets closely.

Organizations representing these insurers become mem-
bers of the Central Social Insurance Medical Council (Chu-
i-kyo), which determines payment methods under the
statutory health insurance system, and thereby hold au-
thority to participate directly in policymaking. The Council
is composed of three types of members: representatives
of the payer side, representatives of the provider side,
and representatives of the public interest; among payer-
side representatives, in addition to representatives of these
insurers, a representative of the Japanese Trade Union
Confederation (Rengo) is also appointed.

In realizing universal enrollment under the SHIS, the gov-
ernment made a bold commitment to subsidize the system
from general tax revenue. These subsidy rates are set sepa-
rately for each insurance scheme, and although they have
changed over time, they have continued to add up to a
broadly similar overall share of the burden (OECD, 2025).

Under this arrangement, substantial expenditure flows
annually from the national general budget into the SHIS,
making the revision of payment methods to healthcare
institutions—normally conducted once every two years—
inevitably a major political concern. In particular, the
question of how much to raise overall prices is directly
linked to the government’s budget formulation for the sub-
sidies to statutory insurers mandated by law, making it a
political event that involves not only insurers and health-
care-related organizations but also politicians (Ikegami,
2019). One distinctive feature of Japanese healthcare poli-
tics is a somewhat ritualized process in this budget negotia-
tion, in which cabinet ministers visibly represent opposing
positions: the Minister of Health, Labour and Welfare acts
as an advocate for healthcare institutions facing rising
prices and wage demands, negotiating with the Minister of
Finance, who holds the budget-control function. It should
also be noted that the Japanese healthcare system includes,
as a complement to the SHIS, a tax-funded Public Assis-



tance Program that fully covers the medical expenses of
low-income individuals, which carries its own distinct po-
litical controversies involving stigma (Estévez-Abe, 2008).

Although numerous organizations are involved in health-
care provision, the Japan Medical Association (JMA)
stands out for its political influence (Steslicke, 1973). The
JMA is a network-type organization based on voluntary
membership among physicians; while it was traditionally
associated with LDP-dependent clientelistic politics, as
constraints on healthcare spending have become a politi-
cal issue, the JMA has, since the 2000s, shifted its strategy
toward emphasizing public interests such as universal
coverage and the maintenance of regional healthcare,
engaging in policymaking across party lines (Yamaguchi,
2016). Its representatives not only sit on many national
advisory councils related to healthcare but also serve on
the healthcare policy councils established by each prefec-
ture. This reorientation toward public-interest arguments
should not be read as a departure from material interest.
The JMA's membership base remains weighted toward
proprietor-physicians operating clinics, whose incomes
depend directly on the fee schedule for outpatient and pri-
mary care, and its defense of “regional healthcare” has in
practice aligned with resistance to the functional consoli-
dation that would concentrate resources in large hospitals.

The JMA is generally regarded as the body that aggre-
gates the views of physicians primarily operating clinics;
beyond this, the views of hospital-related organizations
tend to be expressed through the representatives of various
other organizations. Under the non-binding proportional
representation system introduced for House of Council-
lors elections in 2001, in addition to the traditionally
influential healthcare professions of physicians, dentists,
pharmacists, and nurses, other co-medical professional
organizations have increasingly put forward their own or-
ganizationally endorsed candidates (Tanaka, 2025).

Healthcare Delivery

Traditionally, government intervention in healthcare deliv-
ery was limited. Although the establishment of hospitals
required prefectural approval, the review criteria were
confined largely to structural aspects such as minimum fa-
cility and staffing standards, while decisions regarding bed
increases and equipment installation were generally left
to the autonomy of individual healthcare institutions; as a
result, the healthcare sector continued to expand through
the end of the twentieth century.

However, from the 1980s onward, prefectures have gradu-
ally strengthened their authority to regulate hospitals, and
mechanisms for doing so have been progressively devel-
oped (Sakamoto et al., 2018). Prefectural Healthcare Coun-
cils, which deliberate on the healthcare delivery system
within each prefecture, were established, and prefectures
were granted authority to deny the opening of new hospi-
tals or increases in hospital beds where these would exceed
the number of beds deemed necessary for the region—cal-
culated on the basis of standards set by the central govern-
ment. Prefectures were further obligated to formulate and
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publish a Health Care Delivery Plan, describing, with the
cooperation of relevant stakeholders, the healthcare func-
tions to be enhanced in the future. Although prefectures
lack the authority to compel healthcare institutions to im-
plement this blueprint, they can encourage its realization
through subsidies. The central government’s guidelines for
formulating these plans initially concerned mainly hospi-
tal services; over the thirty years since their introduction,
they have come to include increasingly detailed content—
descriptions organized by disease (such as cancer) and by
function (such as emergency care)—and, more recently,
have come to specify the names of individual healthcare
institutions (OECD, 2015; Taneda et al., 2023).

Initially, emphasis was placed on enhancing and coor-
dinating healthcare functions; however, as pressure for
greater efficiency in healthcare services has intensified,
the pursuit of downsizing and functional reorganization
of healthcare institutions—discussed further below—has
become more prominent. At the same time, while contin-
uing to respect the autonomous management of healthcare
institutions, the government has strengthened its author-
ity to collect information concerning them. For example,
hospitals are now required to classify the beds they oper-
ate into four categories—Advanced Acute Phase Function,
Acute Phase Function, Convalescence Phase Function, and
Chronic Phase Function—and to report this classification
to the government to inform the formulation of a reorgani-
zation vision (Taneda et al., 2023). In addition, penalties for
non-cooperation have been introduced, including the pub-
lic disclosure of the names of healthcare institutions that
fail to provide information necessary for formulating this
vision or fail to participate in relevant councils (Director of
the Regional Healthcare Planning Division, Health Policy
Bureau, Ministry of Health, Labour and Welfare, 2018),
advancing a form of mandated collaboration (Sullivan et
al., 2024).

Different Policy Processes across Healthcare
Policy Arenas

The institutional arrangement of healthcare politics gives
rise to distinct policy arenas for different policy issues,
within which distinct policy processes unfold—an arena-
differentiated structure that extends Lowi’s (1964) classic
argument that policy type determines the politics it gener-
ates. The Japanese case suggests a further specification:
what differentiates these arenas is not only the substantive
type of policy at stake, but the institutional venue in
which it is decided, each venue carrying its own constel-
lation of actors, forms of conflict, and decision rules.
Nonetheless, across these arenas, the agendas and draft
proposals considered by policy advisory councils prior to
legislation or government regulation are, for the most part,
prepared by the bureaucracy, giving the bureaucracy sub-
stantial influence over national healthcare policymaking
(Campbell, 1992; Morita, 2016; Schwartz, 1998). At the same
time, in some cases—such as the revision of the medical
fee schedule—deliberation by an advisory council is man-
dated by law, and some scholars regard these councils as
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instruments of political control (Ikeda, 2020). Moreover, in
recent years, the statements and views of non-bureaucratic
council members have carried increasing weight (Tanaka,
2024).

Setting Direction: Consensus-Building

First, the strategic direction of healthcare policy is typically
deliberated by the government’s standing advisory coun-
cils, where consensus is formed or confirmed. In Japan,
healthcare policy has historically been treated as a branch
of social security policy, and the Social Security Council
of the Ministry of Health, Labour and Welfare (MHLW)
plays a foundational role in shaping the strategic direction
of healthcare policy. Healthcare-related organizations, in-
cluding the JMA, as well as health insurance organizations,
participate in this Council, where the formation of consen-
sus is emphasized.

Overall social security matters—particularly the compre-
hensive design of tax and social insurance contributions
and benefits—are also debated in the Council on Economic
and Fiscal Policy within the Cabinet Office, which deter-
mines the government’s basic policies on economic and
fiscal matters. The discussions there are incorporated into
the “Basic Policy on Economic and Fiscal Management and
Reform,” decided annually by the Cabinet. The Council
does not merely authorize the discussions of the Social
Security Council; it sometimes proposes its own policies.
For example, the Basic Policy decided in June 2021 included
the introduction of repeat prescriptions; because this new
prescription format did not require legislative amendment,
it was introduced from fiscal year 2022 (Cabinet Office,
Government of Japan, 2021). Japanese ministries are each
permitted to express their own views, and on efficiency-
related issues such as the scope of SHIS benefits and
the introduction of repeat prescriptions, the Ministry of
Finance’s Fiscal System Council and related divisions have
at times put forward a more aggressive reform agenda
than the MHLW (Fiscal System Council, 2021). The diver-
gence is institutionally grounded: the Ministry of Finance’s
standing interest lies in restraining the statutory subsidy
that healthcare draws from the general account, while the
MHLW'’s authority and budget are tied to the programs it
administers and to its relations with the provider organi-
zations it regulates. This divergence of views between the
Ministry of Finance and the MHLW—a form of bureaucratic
dualism—is ultimately resolved through a policy process
that also involves the ruling party (Campbell, 1992; Lder,
2026).

Normal Business: Price Negotiations

What unifies Japan’s multi-insurer healthcare system is
the medical fee schedule and the drug price list, which
respectively determine the scope and prices of the health-
care services and pharmaceuticals covered by insurance
(Campbell & Ikegami, 1998; Ikegami, 2019). These have
generally been revised once every two years since 1988,
constituting a periodically recurring political process. Be-
cause these payment decisions have a direct impact on
the expenditure of health insurers and on the revenue
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of healthcare institutions and pharmaceutical companies,
decisions concerning changes in the overall price level
involve relevant organizations, including the JMA, and are
typically made by the Prime Minister after taking their
views into account. For example, for fiscal year 2026, Prime
Minister Takaichi decided to raise the price level of medical
fees by 3.09% while lowering drug prices by 0.87% (Yomiuri
Shimbun, 2025).

Although a diagnosis-group-based, per-diem lump-sum
payment system (DPC-based payment) has been intro-
duced for major acute-care hospitals, fee-for-service pay-
ment remains the basic method of payment for healthcare
services in Japan (Ikegami, 2019). The medical fee schedule
therefore incorporates a range of incentives for healthcare
institutions regarding the supply of healthcare services,
including hospital admission and discharge. These incen-
tives are determined in detail by the Chu-i-kyo, in line with
the direction of healthcare policy on which consensus has
been reached in the Social Security Council. Bureaucrats
primarily take the lead in formulating and consolidating
these proposals.

System Reform

Japan’s statutory health insurance has remained essentially
unchanged since the 1960s in the sense that it covers nearly
the entire population. However, practical matters—such as
the organization of insurers under the multi-insurer model
and the rules governing contributions and user cost-shar-
ing—have been subject to cumulative reform (Sakamoto et
al., 2018).

Among the major recent reorganizations of insurers are the
creation of the Health Insurance System for the Advanced
Elderly and the reorganization of the National Health In-
surance system. In 2008, a reform of insurance enrollment
was implemented, under which residents aged 75 and over
—who had previously been enrolled in various residence-
or employment-based insurers—were uniformly enrolled
in the newly established prefectural-level Health Insurance
System for the Advanced Elderly (R. Matsuda, 2010). In ad-
dition, National Health Insurance, a region-based statutory
insurance scheme previously administered by municipal-
ity-level insurers, was restructured from 2018 so that pre-
fectures assumed financial responsibility while municipal-
ities retained responsibility for day-to-day administration
(Health, Labour and Welfare Statistics Association, 2025).

Under the statutory health insurance system, divided
between residence-based and employment-based insur-
ance, differences in cost-sharing between the two had
generated institutional complexity; however, a legislative
amendment in the early 2000s established a uniform cost-
sharing rate across insurers, generally set at 30% (with
certain mitigations for catastrophic burdens) (Ikegami et
al., 2011). At the same time, reduced rates were applied to
children and the elderly. Over the subsequent two decades,
as measures to counter the declining birthrate expanded,
the scope of the reduced cost-sharing rate for children was
extended from those under three to all children not yet
enrolled in elementary school. Reductions for the elderly



moved in the opposite direction, supported by an increas-
ingly prominent political framing of older people as a
comparatively affluent group. That characterization oper-
ated less as a neutral demographic description than as a
political resource for justifying the withdrawal of benefits,
and it obscured the considerable income dispersion within
the older population. However, most local governments
did not consider these reductions sufficient, and have in-
dependently developed their own measures, funded from
their own budgets, to reduce cost-sharing for children—for
example, providing free healthcare for children up to age
18 (Sugahara, 2017). The national government had imposed
financial penalties on local governments adopting such
measures, but, amid the broader expansion of policies to
counter the declining birthrate, announced the abolition of
these penalties in 2023 (Cabinet Secretariat, Government
of Japan, 2023, p. 14). By contrast, cost-sharing reductions
that had been provided to elderly people who are not low-
income have gradually been withdrawn (Kato et al., 2022).

The political process surrounding reform of the statutory
health insurance system often becomes complex, involv-
ing numerous stakeholders, depending on the specific
proposal under consideration. This complexity stems in
part from the issues surrounding tax injections and inter-
insurer financial transfers. First, the SHIS includes mecha-
nisms under which substantial tax subsidies are automat-
ically injected, by rule, into National Health Insurance
insurers, the operator of the Health Insurance System for
the Advanced Elderly, and the Japan Health Insurance
Association, among others. In addition, other insurers are
obligated to provide cross-subsidies to the Health Insur-
ance System for the Advanced Elderly, meaning that the
burden placed on this system is a matter of significant
concern to other insurers as well (Tkegami et al., 2011; R.
Matsuda, 2019; Sakamoto et al., 2018).

Healthcare Delivery System Reform: Complex Cen-
tral-Local Politics

Reform of the healthcare delivery system is implemented
through a legal framework carried out at the prefectural
level (Ikegami et al., 2011; S. Matsuda, 2019). Since the
1990s, hospital reform has centered on the downsizing
and functional reorganization of the hospital sector, driven
by the MHLW’s sustained commitment to the idea of
“differentiation and collaboration of healthcare functions”
(iryo kino no bunka renkei), which has provided ideational
continuity across successive waves of reform (Ryu, 2019).
While hospital reform has long been the primary focus, in
recent years reform efforts have increasingly extended to
primary care, including clinics, and to home-based care.
Furthermore, given the large number of hospitals in Japan,
consolidating functions such as surgery has also become
an issue driven by demands from clinicians themselves.
This reform direction has also been positioned within
broader social security reform policy, which in turn shapes
the healthcare reform agenda (National Council on Social
Security System Reform, 2013).

Because the healthcare delivery system is composed of a
complex mix of public and private actors, the politics of its

Health Politics (2026) 1(2), e011

Healthcare politics in Japan

reform corresponds to a dual policy space: on one hand,
reform policy concerning the hospital sector as a whole,
involving the central government’s formulation of prefec-
tural healthcare guidelines and the introduction of incen-
tives; and, on the other, reform policy limited specifically
to public hospitals. In both spaces, the formation of reform
consensus at the prefectural level is emphasized, and top-
down policy approaches have met with strong resistance
(Ito, 2023).

As already noted, the government has introduced prefec-
tural-level restrictions on the number of hospital beds;
however, the guidelines for the Health Care Delivery Plan
placed primary emphasis on developing regional health-
care functions and lacked mechanisms to promote reorga-
nization. In response, the Regional Healthcare Vision
(Chiiki-Iryo-Koso) was newly introduced through the 2014
amendment to the Medical Care Act (Sakamoto et al., 2018).
This Vision aimed to have prefectures, drawing on projec-
tions of healthcare demand toward 2025, formulate a vision
for the reorganization of hospital beds within their juris-
diction with the agreement of relevant healthcare institu-
tions, and to carry out bed reorganization on the basis of
that agreement. To support the formulation of this Vision,
the government’s authority to collect hospital information
necessary for reorganization was strengthened. Because
policy concerning the healthcare delivery system is highly
technical, it is often examined through ad hoc expert study
groups before being decided upon deliberation by the
Social Security Council. With respect to public hospitals
established by local governments, the central government
has promoted reform—through the formulation of reform
guidelines and the provision of subsidies—from the stand-
point of sound local government finances (Zhang & Oyama,
2016).

In this way, reorganization at the regional level requires
the formation of consensus within each region and calls
for organizationally innovative responses on the part of
administrative bodies. While the national government
thus provides policy direction and related information,
the formation of consensus within each region and the
substantive policymaking that follows depend on local po-
litical actors. These actors include prefectural governors,
local assembly members, influential local figures, local
medical associations, hospital managers, and labor unions,
although research on them remains limited (Ito, 2023).

The Emergence of a New Healthcare Politics?

Looking back over the past three decades, traditional
healthcare politics has gradually been transformed. The
electoral system reform carried out in the mid-1990s
brought about the collapse of the long-standing single-
party LDP government, ushering in a system in which
changes of government became possible (Machidori,
2023). Furthermore, “theatrical politics” and, in the 2010s,
a populist political climate emerged alongside the growth
of social networking services (Fahey et al., 2021). In the
mid-2020s, Komeito, which had governed in coalition with
the LDP, withdrew from that coalition, and from 2025 the
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LDP has been building a new partnership with the Japan
Innovation Party (Ishin) (Takao, 2026). Amid these devel-
opments, pressure to curb social insurance contributions
has increasingly driven the push to contain healthcare ex-
penditure, giving rise to arguments such as the exclusion
of “low-value care” from insurance coverage (Miyawaki et
al., 2025).

Meanwhile, the central government reorganization carried
out at the turn of the century shifted the model of policy-
making from a bureaucracy-led coordination model to
a political leadership model driven by the ruling party
(Mishima, 2022; Shinoda, 2023; Takenaka, 2019). Politics
that had previously proceeded bottom-up—with bureau-
crats primarily drafting policy, interests being coordinated
through the advisory councils established within each min-
istry, and “preliminary review” conducted before formal
government decisions within the LDP’s Policy Research
Council—has, through the electoral and central-adminis-
trative reforms carried out during this period, shifted
toward top-down politics driven by the Prime Minister, the
staff of the Prime Minister’s Office who support him, and
various ad hoc meetings (Innami, 2021; Machidori, 2023).

The Spillover of Social Insurance Contributions Poli-
tics

One example of this shift is the emergence of new forms
of pressure to contain healthcare expenditure. In the run-
up to the 2026 general election, the Japan Innovation Party
(Ishin) and others called for reductions in social insurance
contributions (Nippon Ishin no Kai, 2025). In addition to in-
creased cost-sharing for the use of originator drugs under
an already-introduced reference-pricing-type mechanism,
increased patient cost-sharing for prescription drugs that
have over-the-counter (OTC) equivalents (OTC-ruiji-yaku)
became a focal point of healthcare politics (Yakuji Nippo,
2025).

Policies that increase patient cost-sharing in this way carry
the risk of conflicting with the principle of universal cover-
age, and, even in the 2010s, were not easily achieved for po-
litical reasons (Campbell et al., 2014; Innami, 2021). How-
ever, amid a changing party-political landscape, increases
in cost-sharing not previously seen are gradually being ad-
vanced. In other words, redistributive politics concerning
taxation and social insurance contributions is increasingly
being expressed within healthcare policy, particularly in a
form concentrated on patient cost-sharing, with increases
justified on various grounds such as cost-effectiveness and
fairness of user burden according to income.

Patient Voice

Over the past two decades, the voice of patients has come
to be given greater weight—a marked departure from the
pattern observed in the late 1990s, when the protection
of elderly interests occurred largely without organized
advocacy, driven instead by age-based benefit design and
politicians’ electoral calculations relating to unorganized
elderly voters rather than by interest-group mobilization
(Talcott, 2001). However, rather than being systematically
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incorporated into healthcare-system decision-making, pa-
tient input remains, for the most part, given a degree of
consideration in various individual settings. One example
is the provision of opportunities for individuals regarded as
representing patient voices to participate in policy deliber-
ations (Kaneyasu, 2025; Kodate, 2018; Tanaka, 2025).

Very recently, however, an instance emerged in which
patient voice dramatically influenced a policy decision.
In 2025, the government proposed increasing user cost-
sharing under the High-Cost Medical Care Benefit System,
which mitigates catastrophic financial burdens; this pro-
posal met with fierce resistance from cancer patients
receiving continuous high-cost drug therapy, and the gov-
ernment—in a relatively unusual move—withdrew the pro-
posal it had already put forward (Nishimura, 2026). This
kind of politically prominent development is new, and its
future trajectory warrants close attention.

Challenges and Future Directions

This paper has outlined the actors and institutional
arrangements that structure Japanese healthcare politics,
and has shown that distinct policy arenas form around
different policy issues, each characterized by its own pol-
icy process. Under a statutory health insurance system
composed of multiple insurers and a mixed public-private
healthcare delivery system, strategic direction has been set
through consensus-building centered on advisory coun-
cils; revisions to medical fees and drug prices have pro-
ceeded through periodically recurring price negotiations;
reorganization of the insurance system has proceeded
through the legislative processes involving both the Cabi-
net and the Diet; and reform of the healthcare delivery sys-
tem has proceeded through complex central-local coordi-
nation centered on the prefectures. At the same time, over
the past three decades of political reform, the shift from
a bureaucracy-led coordination model to a political leader-
ship model driven by the ruling party has progressed, and,
against a backdrop of party-political fluidity and mediati-
zation, new dynamics that do not fit within the traditional
framework of healthcare politics have begun to emerge—
including the spillover of redistributive politics concerning
social insurance contributions into healthcare policy, and
the influence of patient voice on policy decisions.

Regarding this overall picture of Japanese healthcare pol-
itics, one issue that should first be noted as a task for
future research is the scarcity of individual empirical
studies. This paper has offered a bird’s-eye view of the in-
stitutional arrangements and policy processes within each
arena, but research probing the power relations and actor
behavior within each arena remains limited. In particular,
analyses of local political actors—such as governors, local
assembly members, local medical associations, and hospi-
tal managers—involved in the formation of reorganization
consensus at the regional level; diachronic analyses of the
recurring political process of medical fee revision; and
studies tracing the process through which patient voice
brought about the withdrawal of a policy—remain largely
unexplored territory.



The inaugural article of this journal identifies, as chal-
lenges for health politics as a field, insufficient theorization
of power relations and a weak methodological foundation
centered on causal inference (Chung & Muntaner, 2026).
This diagnosis applies directly to research on Japanese
healthcare politics. At the same time, the Japanese case—
situated within an institutional transition from consensus-
oriented, bureaucracy-led coordination toward political
leadership, and rich in variation suited to causal analysis,
such as regional disparities in the progress of insurer reor-
ganization and Regional Healthcare Visions—offers fertile
material for testing and advancing the theory and methods
of health politics. It is hoped that this paper may serve
as a starting point for elucidating the specific processes
of Japanese healthcare politics, drawing on theoretical
frameworks such as historical institutionalism and veto-
player theory—as well as ideational approaches that treat
institutional structures not merely as constraints but as op-
portunity structures shaping the realization of policy ideas
(Ryu, 2019)—in combination with pluralistic methods.
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