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. Program

Date & Time: 18:00-21:00, Monday, 20 December 2021 (JST)

Style: Zoom Webinar

Organizer: Health and Global Policy Institute (HGPI)

18:00-18:15

18:15-18:40

18:45-19:10

19:15-19:55

20:05-20:50

20:50-21:00

Welcoming Remarks and Explanatory Introduction
- Ryoji Noritake (CEO, Board Member, HGPI)
- Go Aso (Senior Associate, HGPI)

Keynote Lecture 1: “The History of Japan’s Long-Term Care System and Discussion Points for the
Future”
- Teruyuki Katori (Professor, Faculty of Human Sciences, Sophia University

Keynote Lecture 2: “The Ideal Form of Care in a Democratic Society”
- Yayo Okano (Professor, Graduate School of Global Studies, Doshisha University)

Panel Discussion 1: “Looking Back on Two Decades Since the Long-Term Care Insurance System

Woas Established to Socialize Long-Term Care”

Panelists:

- Shu Kinoshita (Assistant Professor, Faculty of Letters, Keio University)

- Yumi Shindo (Researcher, Center for Gerontology and Social Science, National Center for
Geriatrics and Gerontology)

- Junichiro Tohya (Director, SAKURA SHINMACHI Urban Clinic, Platanus Medical Corporation)

- Kiyoyuki Tomita (Manager, Value Unit, Integrated Dimension Strategy Department, Eisai Co.,
Ltd.)

Moderator:

- Go Aso (Senior Associate, HGPI)

Panel Discussion 2: “What Will Be Required of the Long-Term Care System in the Era of Healthy

Longevity?”

Panelists:

- Takashi Iguchi (Associate Professor, Department of Sociology, Graduate School of Humanities
and Sociology, The University of Tokyo)

- Masayuki Takahashi (Associate Professor, Graduate School of Humanities and Social Sciences,
Saitama University)

- Motoi Fujisaki (Representative Managing Officer, Chief Risk Officer (CRO), SOMPO Care Co.)

- Mie Morikawa (Professor, College of Policy Studies Department of Policy Studies, Tsuda College)

Moderator:

- Ryoji Noritake (CEO, Board Member, HGPI)

General comments
- Teruyuki Katori (Professor, Faculty of Human Sciences, Sophia University)
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Welcoming Remarks and Explanatory Introduction
Ryoji Noritake (CEO, Board Member, HGPI)

Health and Global Policy Institute (HGPI) is an independent, non-profit, non-partisan health policy think tank
established in 2004. We bring together multi-stakeholders from many different positions to hold global
opinion exchanges and work to generate feasible policy recommendations.

HGPI has been continuing efforts for our Dementia Policy Project since 2014, which have included the
presentation of policy recommendations aimed at realizing a society that is more friendly to people living with
dementia and their caregivers. In addition to dementia, we are also engaged in separate projects for diseases
like cancer, cardiovascular diseases (CVDs), and diabetes.

Twenty years have passed since the establishment of Japan’s Long-term Care Insurance System. Today, we are honored to host a
number of guests with deep knowledge on this topic and we anticipate hearing their opinions from wide-ranging perspectives. Based on
the opinions shared today, we plan to compile policy recommendations in the future. | look forward to an open and energetic discussion.

Go Aso (Senior Associate, HGPI)

The stated mission of the Dementia Policy Project is to “promote multi-stakeholder collaboration to advance
dementia policy.” Its activities are based on three pillars: emphasizing the perspectives of people living with
dementia and those close to them, identifying and publicizing policy issues, and building a global platform.

This fiscal year, there are five main activities for the Dementia Policy Project. Today’s meeting is being held as
part of an initiative called, “Building a Long-term Care System for the Era of Healthy Longevity.” Recognizing the
fact that long-term care is an inseparable topic when thinking about dementia, we broadened the scope of
discussions this fiscal year and started an initiative to consider long-term care. Regarding the background of this
plan, it has been about twenty years since the Long-Term Care Insurance System was established in 2000.

Although various changes have occurred in the social background and in the system itself, the objective of this plan is to take a fresh
look at the coming two to three decades while identifying the changes that have taken place and the issues we face today.

As Government discussions on the year 2040 continue to advance, we believe there will be great significance in thinking of the long-
term care system'’s future in HGPI's capacity as a private think-tank and as a third-party that operates outside of the Government.

In FY2021, we hosted two task force meetings. The main points raised during those discussions are as follows.

(Continued)
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Welcoming Remarks and Explanatory Introduction

Go Aso (Senior Associate, HGPI)

» Main Discussion Points Raised at First and Second FY2021 Task Force Meetings (Excerpts)
Discussion points and issues related to the future of the long-term care system

-The rights and dignity of people with dementia are important, and discussions must be held on what constitutes upholding them.
Discussion points include:

- “Upholding dignity regardless of the individual’s independence and decision-making capacity” is the most important aspect.

* At the same time, there are big differences in what constitutes “a state in which one’s dignity is upheld” among individuals, and this
creates a daily struggle for people providing support in real-world care settings.

-The burden of long-term care is particularly heavy on families and caregivers, and various issues inherent to that burden must be
addressed. They include:

* The informal cost of long-term care provided by families is said to be over two times greater than the cost of healthcare and public
long-term care. Discussions must be held on how to approach sharing this burden throughout society and the philosophical basis for
doing so.

* Emerging topics resulting from changes in family structures require responses. These topics include young caregivers, people
providing multigenerational care (members of the “sandwich generation”), and elderly people being caregivers for other elderly people.

* Women are still the primary caregivers for family members requiring long-term care. The caregiving gender gap must be addressed.

-When thinking about how to provide lifestyle support to people living with dementia, healthcare and long-term care must be treated as
one. Related topics to examine include:

* Alongside a growing advanced elderly population, the number of people with dementia or other comorbidities is increasing. They
must be provided with cross-disciplinary healthcare and long-term care.

* Expectations are high for the development of shared assessment standards for healthcare and long-term care that can serve as the
foundation for multidisciplinary collaboration and as a basis for establishing necessary care.

-Broad issues must be sorted out and addressed to strengthen the foundation of the long-term care provision system.

* Attempts must be made to quantify long-term care service quality while including the perspectives of people living with dementia.

* To enhance operational efficiency in the field of long-term care, it will be necessary to identify the best methods for effectively using
ICT and for distributing personnel in a flexible manner.

* Discussions must be held on formulating rules for improving the quality of care providers and long-term care services and for
pursuing care equity.

* Expectations are high for a system design that encourages adequate competition and that takes into account both the unique
characteristics of the long-term care market as a quasi-public market and the structure of the industry for businesses related to long-
term care.

-An environment must be established in which specialists involved in long-term care can build long-term careers.

- It will be necessary to establish working environments and career development support systems that help long-term care specialists
feel fulfillment and pride and that enable them to build long-term careers.

* An evaluation scale for assessing skills is necessary. It must be designed in a way that evaluates skills objectively and facilitates
matchmaking among employers and employees.

-The various disparities surrounding long-term care services must be addressed. They include:

* The economic and information disparities in the use of long-term care services must be addressed.

* Demand is uneven across regions like metropolitan areas, where the number of elderly people is increasing, and rural areas, which
are facing rapid depopulation. This is causing problems in the provision and use of services and requires countermeasures.

We would like for the discussion at today’s meeting to include these perspectives to further improve our vision for long-term care,
which we plan to present at the end of FY2021.
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» Imagining Japanese society in 2040

What will society be like in 20407 It is projected that there will be 10 million advanced elderly people age 85
and above in 2035. This means that in 2040, the baby boomer generation will be over age 90. Family
structures and housing situations will grow more diverse, and the number of elderly people living alone will
continue to grow. It will also be an era in which family long-term care cannot be expected or provided, so it
will be necessary to restructure the long-term care system with the individual as its basic unit. Furthermore,
we must also broaden our perspective to consider the fact that the number of elderly people facing small
challenges in everyday living will increase, even if they do not require medical or long-term care services. It is
likely to be an era of diversity and disparity that cannot be described by our mental image of the average *
elderly person or of regional autonomy as it existed in the past. I .‘1{

Right now, in 2021, we are experiencing the Coronavirus Disease 2019 (COVID-19) pandemic. We are getting a direct look at the face of
healthcare and welfare in twenty years. Already, 70% of hospitalized patients are age 65 and over, half are age 75 and over, and 60% of
elderly people live alone or in households headed by elderly couples. Moving forward, providing acute care and infectious disease
treatment for elderly people requiring long-term care or people with chronic diseases and underlying conditions will become the norm,
and family long-term care will become almost entirely unreliable. Although some foresee a future in which people are cut off from the
long-term care they need and healthcare services collapse, we should view what is happening right in front of us as exactly that.

» Changes in medical and long-term care demand due to aging
As the population ages, the demand for medical and long-term care services will grow, and over half of people age 85 and over will use

either medical services (including hospitalization) or long-term care services. While the total cost of medical and long-term care services
increases with age, breaking down these costs shows a greater portion is spent on long-term care than on medical care.

Looking at lifetime spending on medical and long-term care, it has been demonstrated that medical spending declines as age at time of
death increase, peaking for those who are age 85 at time of death, but costs associated with long-term care (care provided over long
periods) grow continuously (Spillman and Lubitz, NEJM, 2000). This suggests that as a population ages, long-term care becomes a bigger
issue than medical care.

P Awareness toward the current status of and issues facing Long-Term Care Insurance at the Government (specifically, the Ministry
of Health, Labor and Welfare)

As of April 2018, 6.44 million people have been certified as requiring long-term care or support, and their numbers have nearly tripled in
18 years. The total cost of Long-Term Care Insurance exceeded 10 trillion yen in FY2016 and is increasing every year, and insurance
premiums have risen from 2,911 yen in the first period (FY2000 to FY2002) to 5,869 yen in the seventh period (FY2018 to FY2020) as a
result.

A report from the National Council on Social Security System Reform proposed building a network (the Integrated Community Care
System) that provides livelihood support and housing services in a continuous, seamless manner according to the conditions
surrounding medical care, long-term care, and prevention in each region as well as the wishes and living conditions of each individual. It
would also signal a shift from hospital-based medical and long-term care systems to providing care throughout communities while
supporting the transition to region-wide community support systems by increasing care beds in community hospitals, improving in-
home medical and long-term care in each community that will receive support, and by establishing both upstream and downstream
networks. The report also emphasized the need to actively encourage health promotion, disease prevention, and early detection among
the public.

The Government is now advancing measures for long-term care and prevention, for addressing frailty, to respond to dementia (by
controlling the number of people requiring long-term care and preventing severe cases of the disease), to establish new long-term care
facilities called “long-term medical care institutions” that provide integrated medical and long-term care in daily life, and to promote
integrated community care and the construction of inclusive communities in society. Financial measures being taken include increasing
user burdens and the introduction of a total compensation system (the Second Revision of Insurance Premium Calculations). Finally, to
reinforce insurer services, efforts for “scientific long-term care” have been launched and aim to use data to standardize long-term care
services while enhancing their efficiency.

(Continued)
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» My basic understanding (1): There is real demand for medical and long-term care

Due to increasing average life expectancies, growth in demand for lifelong medical and long-term care is inevitable. All people
eventually age and die. Over that period, they are supported by healthcare and long-term care. Prevention is important but does not
reduce the cost of care.

Because demand for healthcare and long-term care will not disappear, total expenditures will not decrease even if limits are placed on
medical examinations or public benefits (private cost will just increase). What should be done instead is advance steps to revise the
provision system, meet needs through effective and efficient use of limited healthcare and long-term care resources, and optimize
social costs.

For reforms to be in line with changes in the national disease profile and socioeconomic conditions, steps to differentiate services by
function and enable selection and concentration must be taken. Livelihood support services must be deconstructed and the care model
must be reformed based on models that meet the needs of people with dementia or who live alone to transition to complete
community-based care in which healthcare and long-term care are integrated. Efforts should be devoted to implementing the fruits of
technological innovation and to reform in real-world care settings, and the adoption of information technology (IT) and digital
transformation (DX) that will change those settings must be advanced with an emphasis on speed.

» My basic understanding (2): Long-Term Care Insurance was well-designed with the future in view

In long-term care insurance is designed to provide benefits that meet the comprehensive long-term care needs of elderly people using a
mechanism to balance benefit control with the provision of tailored services that are based on individual choice. This was created by
fixing benefits according to degree of need (based on the Certification of Long-Term Care Need system) to measure care demand
objectively, by standardizing and packaging care, and finally by introducing care management in a systematic manner.

Relaxing eligibility conditions for services and eliminating the public monopoly led to the creation of a long-term care service market
based on user choice and a system for securing services using market functions. Unlike health insurance, long-term care insurance also
covers prevention and allows users to combine public and private services (called mixed long-term care). This means users can choose
from a broad range of options according to their own needs. In addition, the Long-Term Care Insurance System was designed with the
future in view. For example, it has been possible to conduct screening and payment online for the past twenty years. New services
developed in the field like group homes and small-scale multifunctional or residential services have also been incorporated into its
system.

Long-term care insurance is faithful to the basic principles of social insurance. Its design links benefits and burdens, with benefits being
accurately reflected in burdens (the insurance premiums). Furthermore, elderly people pay the premiums themselves, meaning it has a
built-in mechanism to automatically adjust for regional disparities in the rate of population aging. The relative burden among
generations is also clear, with per capita insurance premiums adjusted to be the same as those paid by primary and secondary
beneficiaries.

» The sustainability of the system — The basic theory of benefits and burdens

It is important to consider two perspectives when examining the sustainability of the system: the macro perspective and the micro
perspective. From a macro perspective, the Long-Term Care Insurance System optimizes the social cost of care. As discussed above,
there is real demand for healthcare and long-term care. Even if the scope of public coverage is narrowed, demand will not disappear. If
that happened, the cost of services without public coverage would be shouldered by individuals and families. The goal of long-term care
insurance (and social security) is to optimize these costs for all of society.

The beneficiaries of the socialization of long-term care are not only the people who receive long-term care and their families. It has
significant positive effects on capital and labor overall, such as by preventing people from leaving employment to provide long-term
care, helping families stay together, and creating a market for long-term care services. Furthermore, it is safe to say the public sector is
also a beneficiary of the Long-Term Care Insurance System. At the micro level, we can understand the relationship between benefits
and burdens from the perspective of providing individual relief while supporting families.

When thinking of the system’s future, discussions should focus on the service provision system. We must find the most suitable point of
equilibrium between the introduction of human and material resources and optimizing social costs (in other words, the effects of said
introduction).

(Continued)
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» A summary of the past twenty years, when the Long-Term Care Insurance System secured its position in society

About twenty years have passed since the initiation of the Long-Term Care Insurance System, and looking at the big picture, we see it
has secured its position in the everyday lives of the public and is functioning well. However, long-term care is “functioning” in the
ongoing sense. What is important is to identify issues based on the basic principles of the system and set a direction for reform while
keeping an eye on major socioeconomic changes in the future. If we allow ourselves to be blinded by immediate issues, we might end
up making changes to the system that are compromises or are short-sighted. Doing so could complicate the principles of the system and
leave behind a great source of trouble for the future.

The fallacy of composition and the contradiction between complete and definitive rationality can be found anywhere. While paying
attention to efforts being made in real-world care settings, the system must be reformed so there is good tension between the basic
principles of the system and real-world practice.

Looking back on the past two decades, we see that although burdens on families are lighter now than when the system was first
established, many women are still providing long-term care in the home. There are more long-term care workers, but there are many
issues that must be addressed, particularly their treatment and wages, which remain low. When addressing these issues, the innovative
and revolutionary aspects of the Long-Term Care Insurance System should be evaluated highly while we consider how to keep
expanding them.

The innovative nature of the Long-Term Care Insurance System comes from the concepts that underpin its basic design. Despite the fact
that financial constraints will become increasingly severe in the future, it will be important to see the principles of long-term care
insurance realized. These include long-term care as a civic right (and the fact that civic self-governing welfare and public authority-led
welfare are not equivalent), the socialization of long-term care (as a universal and general service), and the responsibilities of those
most affected (namely, public cost sharing and participation in the system, including contributions from elderly people themselves).

» The system and the real world — principles and practice

Systems have principles, the real world has practice. | believe the principles of systems and real-world practice are in a relationship of
mutual support. The system supports practice in real-world settings, while the practice that takes place in those settings actualizes
those principles. Systemic reforms are implemented to address problems identified in real-world settings, and the principles of those
reforms are realized in real-world practice. In this manner, the system is constantly progressing in step with the real world. This
perspective must not be lost.
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» The nature of Japanese politics revealed by COVID-19 countermeasures

What actions did the Government of Japan take during the COVID-19 pandemic? And, what actions were not
taken? Consider, for example, the fact that the Minister in charge of the Government’s COVID-19 response
—something closely related to people’s lives, healthcare, and welfare — has also been serving as the Minister
in charge of economic revitalization throughout the pandemic. How should we feel about that?

In March 2020, all elementary, middle, and high schools were requested to close simultaneously. Can we
conclude that this was an action taken by people who do not need to provide care (referred to as “careless
men” by Yuki Honda in her 2021 book, What Kind of Country is Japan?) that ignored the circumstances of the
many people who do?

It has been pointed out that the COVID-19 pandemic has resulted in heavier burdens being placed on women. For example, a
guestionnaire survey conducted by Professor Emiko Ochiai (Graduate School of Letters, Kyoto University) and her team found there was
a significant increase in the burdens placed on women in the home, and that many men are unconcerned with housework, something
that has been traditionally performed by women. Additionally, Government statistics have reported an increase in consultations
regarding Domestic Violence (DV) and related issues. Similar trends can also be seen on the international level. In March 2020, the
United Nations Entity for Gender Equality and the Empowerment of Women (UN Women) published an article on the impact of the
COVID-19 pandemic on women titled, “Women and COVID-19: Five things governments can do now.” Its recommendations included
calling on every Government to involve women in healthcare-related decision-making and to provide remedial measures that take into
account the circumstances facing women.

In Japan, even before the pandemic, it was clear there was a lack of both understanding toward the burdens placed on caregivers,
starting with women, as well as of interest in caregivers’ well-being and their own need for care. | believe that the past two years, in
particular, have revealed that politics have taken a bizarre form of showing contempt toward care as demonstrated by the care
shortages in Japanese society, or more precisely, the indifference toward care work and the social circumstances surrounding care, and
in the strong will avoid reflecting the voices of caregivers in policy and politics.

P The ethics of care within feminist theory and the low societal valuation of care work

Care is an activity, an occupation, and a practice. However, in the backdrop of this historic segmentation of caregiving, we must not
overlook the experiences with and conflicts over domestic labor and childrearing that women have been forced to perform or cornered
into performing.

Caregiving has the following characteristics.

1. Care is performed for the sake of people who cannot meet their own survival needs or who cannot live without depending on
others.

2. Care needs differ from person to person according to personal reasons and circumstances.

Care providers devote special attention, concern, and consideration according to those needs.

4. The relationship between caregiver and the person receiving care requires the caregiver to possess special knowledge, judgment,
and responsibility.

5. People in care relationships are in asymmetrical power relationships due to differences in physical function and strength, and there
are even times when care recipients do not understand care providers’ intentions or the care practices themselves.

6. Care providers have no choice but to discover what forms of care are good through practice. However, it is difficult to reach a final
conclusion regarding what type of care is best.

e

Ethics of care is feminist approach to ethics that segments care activities and reimagines the societal structure of care provision in an
attempt to correct the distorted perception of care as a “feminine” activity to better realize the ethics of care. While general
philosophical and moral theories attempt to define what actions are moral, the ethics of care is characterized by a shift in the approach
to the question of how to respond to context-dependent and specific needs of individuals, a question which is rooted in human relations
and society.

The ethics of care makes a sharp distinction between care receivers’ “inevitable dependence” and the “derivative dependence” (where
care providers have no choice but to be economically dependent on third parties — in cases of domestic labor, most commonly
husbands) which care providers are prone to fall victim to. Japan’s current family-based care system has been the target of severe
criticism for being a mechanism that makes derivative dependence a natural, private matter.

There have also been attempts, mostly in the field of feminist economics, to answer the question, “Is care work rewarded less because
women tend to do it, or do women earn lower rewards than men because they specialize in care work?”

(Continued)
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In a proposal on achieving a moral society based on the ethics of care presented by Eva Feder Kittay, she points out that in discussions
on care, it is better to separate discussions that treat care as something to be allocated (which is the work of the State and must be
distributed equally) from the ethics of care as a normative theory (which is to search for the ideal structure of individual relationships).
She also states that because defining ethics as a principle of social institutions is also a question of how to build social institutions that
enable citizens to live ethical lives, justice theory is both an institutional theory and a form of ethics.

Furthermore, Eva Feder Kittay says that a theory of justice based on ethics of care can shift the conventional focus of social justice,
transfer the theory of self from egoism, and transform sociality from its current form based on give-and-take relationships to one based
on interdependence according to care needs. Furthermore, she says reciprocity norms could be shifted from the direct return of care
(“paying it back”) to the fulfillment of future responsibilities (“paying it forward”).

From these studies on the ethics of care, we can consider reasons why the societal valuation of care labor is low. In care work, service
providers and recipients are not in positions of equality like in normal transactions involving buyers and sellers of goods. When a care
recipient is unable to make a payment for care received (for example, when a person with no physical or mental disability is hospitalized
due to an accident or illness), they do not pay for care directly. Instead, payment is made through an insurance policy arranged in
advance to spread and share risk in anticipation of such events. Furthermore, unlike cases in which services required by purchasers are
listed in advance, the purpose of care work is for the welfare of care recipients in ways that can only be viewed in a general or abstract
manner, such as the development or maintenance of potential abilities. This means care recipients do not know what forms of care they
will need in advance, and that it is difficult to determine if care was optimal once it has been provided. These characteristics form the
backdrop to the economic and political undervaluation of care work.

P Specific ways to care for life and the concept of democracy

In Who Cares? How to Reshape a Democratic Politics, Joan C. Tronto says:

Historically, democracies have opted to leave some people outside of political life and assign caregiving duties to them. Ancient
Athenian democracy, which we often regard as a highly participatory democracy, restricted political roles to those who could be
considered equal; that is, men who were born into citizenship. Women, slaves, children, and metics (workers whose families at some
point came from abroad) were excluded from being citizens because, among other things, they had “domestic duties.” (Tronto, 2015)

In the past, the majority of care work has been performed by women and families. The very act of providing care has been exploited for
the sake of the market and political influence. By nature, care relationships should be open, and the duty to provide care should rest
with society. Recognizing this, we must reconsider our perception of democracy. If we define the concept of democracy as, “Involving
everyone equally in decision-making for anything that affects everyone,” then everyone is equal in the sense that they require care
(albeit in varying degrees). This means everyone has a share in the burden of care and a political responsibility to share wisdom in
pursuit of a legal system that better supports care relationships. Furthermore, freedom in a democracy also requires a shift from
perceiving freedom as the ability to act according to one’s own will and in one’s own interests to perceiving freedom as the ability to
expand and deepen interactions with others while building necessary and better care relationships.

As it is difficult for the market to valuate care, must the public — that means us — decide how care should be compensated? This is the
most important question for us to ask right now. We must recognize that it is our Government and our democratic society that has kept
and still keeps compensation for childcare workers and long-term caregivers below the average of all professions.
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Discussion Point 1:
I Changes that have occurred in the two decades since the establishment of the Long-Term Care Insurance System

» The Long-Term Care Insurance System as a foundation of society and changes in circumstances surrounding family caregiving

The Long-Term Care Insurance System currently serves as an essential foundation for society. Even compared to other countries,
Japan’s Long-Term Care Insurance System is an excellent system for supporting everyday life for older adults and is highly significant for
people enrolled in it, their families, and various specialists.

The establishment of the Long-Term Care Insurance System resulted in major changes in circumstances for family caregiving. Twenty
years ago, long-term care was left entirely up to family members. Now, various specialists like physicians and care managers are
involved and long-term care settings have expanded to include various places outside of the home.

There have also been changes in the thinking behind long-term care service usage. In the older system before the Long-Term Care
Insurance System came into effect, in which local governments made judgements regarding disabilities and services provided, users
could not select service providers. Now, users are able to select services and combine them to meet their personal needs.

There is also growing diversity among family caregivers. When the previous system of administrative discretion was in place, it was
common for households to include two or three generations. That meant care was mostly provided by co-residing family members.
There are now more single- and two-person households, more people are working, and the number of male caregivers is increasing.

» Expanding the scope of long-term care and emphasizing individuality
The scope of long-term care is expanding. While support provided in the older administrative discretion-based system was mostly
centered around times when family members were not present (for meals, elimination, bathing, rehabilitation, etc.), the number of

elderly people living alone has increased, and focus is now on livelihood support (for laundry, shopping, getting changed, cooking, etc.)
to help maintain independence while upholding the dignity of the person receiving support.

(Continued)
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When providing care in the Long-Term Care Insurance System, care providers have come to place greater emphasis on respecting
individuality for the people receiving care. Since the establishment of the Long-Term Care Insurance System, best practices have also
started to appear from real-world long-term care settings. These include involving the people receiving care in decision-making, such as
by letting them decide music used during music therapy, where to go on walks, or what snacks to have.

In terms based on the five levels of Maslow’s Hierarchy of Needs, long-term care twenty years ago was mostly centered around meeting
physiological and safety needs. Now, long-term care must also meet needs related to love and belonging, esteem, and self-actualization.

P Transitioning from medicine that cures to medicine that supports livelihoods with the Integrated Community Care System

Over the past two decades, healthy and average life expectancies have lengthened in Japan. However, the interval between them has
not grown shorter. It is common to see people who require long-term care for ten years while living with a disease. Currently, 70% to
80% of acute care beds are being used to care for frail elderly people in this group.

Regarding hospitalizations, while elderly people can receive treatment during the acute phases of diseases, there are many cases in
which this leads to hospitalization-related functional decline including physical or cognitive decline or delirium. While hospitalized,
people often become bedridden or begin tube feeding and cannot return to living at home, and are ultimately admitted to long-term
care facilities after discharge. Instead of viewing the objective of healthcare as curing diseases, it will be necessary to provide
interventions that take the best options for the person receiving care into account. These might include providing them the support
they need to live at home with a disease or with frailty.

With that backdrop, reform objectives have shifted from hospital treatment-centered healthcare to providing healthcare and long-term
care together, establishing a service provision system that supports everyday community living for elderly people, and building the
Integrated Community Care System.

To support everyday living in communities, in-home care is growing more important because it fulfills four functions: support for
hospital discharge, medical care support, emergency response, and end-of-life care (the provision of healthcare during the final stages
of life at home or in a long-term care facility according to the wishes of the individual in question).

» Understanding toward dementia is spreading and taking root

Almost two decades have passed since pharmaceuticals to control the progression of Alzheimer’s disease and other such diseases were
approved in Japan. Over that period, understanding toward dementia has become more widespread and the importance of dementia
care and pharmaceutical therapy for dementia have become more widely recognized.

Through measures and other efforts to respond to dementia outlined in the National Framework for Promotion of Dementia Policies,
the concepts of inclusion and prevention are gaining more widespread recognition, and momentum is building for initiatives to respond
to dementia at the policy level.

I Discussion Point 2: Important perspectives for thinking about future long-term care

» The importance of decision-making support and opportunities for each individual to share changes in attitude or how they want to
live

In the 2008 Public Opinion Survey on End-of-Life Care conducted by the Ministry of Health, Labour and Welfare, compared to 63.3% of
respondents who wanted to receive in-home care during the end-of-life period, 66.2% of people thought there are practical difficulties
that will prevent them from staying in their homes and receiving care until death. It is likely that holding repeated conversations with
people receiving long-term care on a regular basis and creating opportunities for them to share changes in their feelings with their
families will be necessary to bridge this gap. There are high expectations for greater emphasis to be placed on independent decision-
making and for highly-individualized responses from healthcare and long-term care in the future.

Support for decision-making is important for upholding the dignity of every individual. There are three factors in decision-making
support: support for helping the person receiving care reach a decision, support to help them express their decision, and support to help
them realize their decision. In addition to providing decision-making support for decisions that affect people’s lives and lifestyles, it will
also be important to provide support for decision-making in everyday decisions like what to eat, what to wear, and where to go.

Article 1 of the Long-Term Care Insurance Act states, “Elderly people should be enabled to remain independent in everyday life
according to their capacities and with their dignity upheld.” In addition to the Long-Term Care Insurance Act, the concepts of
maintaining dignity and independence must also be reflected in each service provider’s guidelines and standards.

(Continued)
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» The importance of establishing a system that provides healthcare and long-term care in a unified manner

For elderly people, particularly people living with dementia, it is important to provide healthcare and long-term care in a seamless
manner to support daily life in communities. While healthcare and long-term care are technically separate systems, in the eyes of the
people receiving support and their family members, they are linked. It will be necessary to make further improvements for providing
these types of care together.

There are high expectations that innovation will also be used to drive cross-cutting initiatives for healthcare and long-term care and to
solve problems in both fields. It will be important to incorporate mechanisms so each respective system not only avoids hindering
innovation, but actually encourages it.

In-home healthcare cannot be realized with physicians only. It requires multidisciplinary cooperation and for task shifting to be
promoted so long-term care professionals can also perform medical procedures and make observations. Healthcare professionals must
also recognize the objective of enabling elderly people to continue their daily routines and for them to possess the skills needed to
attain that.

In summer 2021, COVID-19 infections reached peak levels and Japan experienced what is known as the “fifth wave” of the pandemic.
This event highlighted challenges facing the healthcare provision system, including isolated incidents in which people who needed
medical attention were unable to find hospitals to admit them. In particular, the COVID-19 pandemic has made it apparent that it is
necessary to further strengthen the ability of family doctors to provide primary care so they can be responsible for managing health for
community members. There are high expectations for systemic reforms that link the family doctor system to long-term care.

» The outsized burden placed on families

Although the Long-Term Care Insurance System now serves as an essential part of Japan’s social infrastructure, for dementia, there are
still significant burdens being placed on family caregivers. Looking at the domestic cost of Alzheimer’s disease (AD) including hidden
costs in 2018, healthcare was estimated to cost 1.0734 trillion yen while the estimated cost of public long-term care was 4.7832 trillion
yen. Furthermore, due to the particularly heavy burden placed on family caregivers, some estimates show informal care costs
associated with family caregiving not included in public long-term care costs amounted to 6.7718 trillion yen. Productivity losses
(defined as productivity lost due to working people taking time off from work to care for family members, using domestic labor hours to
care for family members, or leaving the workforce to care for family members) associated with family caregiving amounted to 1.547
trillion yen, greater than the cost of healthcare. AD is a disease that progresses over time, and as it does so, the costs of both public
long-term care and informal care from family caregivers continue to grow.

» The importance of diverse groups of people building experience through interaction on a continuous basis to develop respect for
individuality

It is difficult to define what it means to respect the individuality of a person who requires long-term care, and the nature of this issue
has changed over time. However, it is important to create an environment in which the person receiving long-term care can express
their wishes with peace of mind, as well as for those around them to be prepared to be understanding and supportive in respecting
those wishes, even when they are difficult to put into words. To that end, it will be necessary to continue talking with the care recipient
as an equal until the end, and to have a shared understanding that a person does not lose their spirit even if their disease has
progressed.

Individuality can emerge in surprising ways through interaction with a variety of people. To respect someone’s individuality and support
them socially, it is important to uncover value by having them steadily accumulate experiences interacting with others. Society has
already gathered many examples of such shared activities, is continuing to do so now, and should be able to continue doing so moving
forward.

It is possible to further enhance the Long-Term Care Insurance System’s ability to serve as a foundation for resolving society’s issues
which can combine the power of many parties while reflecting broad opinions and thus take steps toward achieving an advanced,
sustainable long-term care system. Expectations are high for more initiatives where opinions can be shared in an equal and open
manner, like in this project.
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I Discussion Point 1: The current circumstances and future prospects of the long-term care system

» The expansion of need for long-term care and changes in fulfillment

The future long-term care system must be built in a way that it can satisfy both basic needs, which is one of the original objectives
behind the establishment of the Long-Term Care Insurance System and is something society has come to expect from the system; and
what we can refer to as “evolving needs,” which are new needs that are emerging on an ongoing basis and go beyond the conventional
definition of “basic needs.”

Meeting “basic needs” generally refers to helping the care recipient perform what they cannot perform anymore (through physical
assistance) or in ways that may serve as a substitute for family long-term care by providing support in everyday life (household support),
and can be considered the societal criteria for which the Long-Term Care Insurance System provides support.

Meeting “evolving needs” can be considered the provision of support people receiving care need to participate in society and form
relationships with others that allow them to be their true self even while requiring long-term care. As the Long-Term Care Insurance
System grows more firmly established in society, a growing amount of attention is being paid to these evolving needs. Since we can also
consider support for creating places where people can be active (referred to as “community development” or “building an inclusive
society”) to be part of meeting these evolving needs, we are now in an era in which “caregiving” must be redefined in a broader context.

While it is important to develop inclusive and friendly communities to satisfy evolving needs, it is because there have been
improvements to meeting basic needs that it has become possible to meet evolving needs. When building an inclusive and friendly
society, diligent efforts will be needed to avoid setting back the clock on progress, such as by avoiding regressive statements like, “Care
should be provided in communities and by families, not through the Long-Term Care Insurance System.”

(Continued)
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» Securing human resources who can provide care for all of society and the diversification of care providers

The long-term care system includes both formal and informal care. Formal care includes services provided in the long-term care market
by private sector entities as well as services provided through long-term care insurance and health insurance in the social security
system. Informal care includes mutual aid provided in communities, care from relatives, and self-care. All of these types of care are
complementary, and it will be necessary to continue making comprehensive improvements to ensure each of these care systems is
sufficient.

When the Long-Term Care Insurance System was first established, discussions tended to focus on its operations. However, as
discussions on integrated community care gained momentum in the 2010s, the focus has shifted to methods of providing care in an
integrated manner. As one result, in contrast with the current public insurance system designed to grant generous coverage to people
with severe conditions, expectations have grown toward the establishment of various services for people whose conditions are not
severe. The Government and other public institutions are not always effective at providing a broad variety of services which are in line
with the needs of people receiving long-term care. While referring to examples from France and other countries, it will be necessary to
consider steps to further promote involvement from the private sector to provide support services to people whose conditions are not
severe.

The field of long-term care is directly facing manpower shortages accompanying the declining birthrate and population aging in Japan. It
is urgent that the structure of the industry and its workforce be shifted from the current model based on labor to one based on
knowledge and that utilizes information and digital technology. However, high barriers due to current regulations mean the field has not
attracted the kinds of innovations and investments from the private sector seen in other industries. Instead of focusing on regulations
and the current system, for the sake of the people using long-term care services, it will be necessary for industry, Government, and
academia to promote structural reform of the long-term care system together. The starting point for those efforts should be the needs
of people using long-term care and what they consider to be the ideal long-term care services.

Diligent efforts to renew the Integrated Community Care System on a continuous basis will be necessary. Introducing new technologies
to achieve the system’s goal of “enabling people to continue living lives true to themselves in familiar communities” should also be
considered.

While there are many ongoing discussions about the cost of and investments in the long-term care system as a whole, more discussions
need to be held on the breakdown of expenditures within it. As economic disparities in society grow wider, further examination will be
needed to determine if certain people’s needs are going unmet, if anyone is being left behind, and if costs and investments are skewed
toward the needs of a subset of people receiving long-term care.

I Discussion Point 2: Initiatives needed to satisfy evolving needs, which continue to expand

P Collaboration among industry, Government, and academia to promote innovation

To meet evolving needs, innovation and structural reform for the entire long-term care system will be necessary. Collaboration among
industry, Government, and academia will be essential for achieving this. The unique strengths of each party must be reaffirmed and
each party must play a suitable role.

Due to regulations and similar factors, the role of civil society within collaborative efforts involving industry, Government, and academia

has been limited. More creative efforts from civil society must be drawn out. To accomplish that, it will be necessary to further expand
information disclosed regarding long-term care services offered by companies from the perspectives of the consumers who use them.

To respond to the expansion and diversification of long-term care needs, efforts must be made to transition from ex ante regulations to
ex post regulation on a principle basis. The concept of agile governance in which rules and systems are designed through conversations

involving Government, service providers, users, families, and other such parties must be adopted.

(Continued)
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P Supporting the implementation of new forms of care originating from long-term care facilities

Provisions through public systems will be needed during the phases for expanding and standardizing innovative initiatives developed by
civil society and in communities. There are high expectations for a system to actively assess, approve, and expand new care practices
that meet evolving needs when said practices are developed in real-world care settings.

It will be essential for long-term care professionals to have sufficient time to implement creative care practices that meet evolving
needs. For that reason, as well, there are high expectations for productivity improvements in long-term care settings, including those
achieved through the active use of innovation.

Exchange among the field of long-term care and other fields is also necessary. It will be necessary to promote involvement in care from
other fields in a manner that cuts across fields to expand opportunities for new values to be born. To that end, opportunities for various
fields and professions to be involved in care must be created, and for a sense of responsibility for care or awareness of being involved in
care to be nurtured throughout society as a whole.

P Reinforcing the system for assessing the quality of long-term care

To improve compensation for long-term care professionals who implement care practices that meet evolving needs, it will be important
to have a system that visualizes and assesses wellbeing and happiness as outcomes for care provided.

One tool for doing so is the Adult Social Care Outcomes Toolkit (ASCOT), a scale for measuring the social care-related quality of life
(SCRQoL) of an individual. With just nine questions to examine eight attributes of quality of life, it is a simple scale that can be used for
various people in a variety of care settings that has attracted high expectations worldwide.

There is always the question as to whether universal standards can truly be applied as indicators when diverse, personalized care
practices are being implemented. Especially for people living with dementia, opinions expressed can depend on who is asking and
where. This means the view of the person performing the subjective assessment can be distorted by the circumstances. As such, moving
forward, it will be necessary to consider methods of conducting assessments that take into account the fact that a person’s thoughts
may be influenced by settings or relationships.

It will be necessary to advance discussions on which indicators and evaluation axes are most suitable for each aspect. Setting
macroeconomic indicators for controlling fiscal expenditures such as by defining regional units or by capturing the Long-Term Care
Insurance System as a whole are suitable for use as standards of reference in discussions on allocating financial resources, but the
quality of long-term care cannot be discussed from only these perspectives. Indicators for evaluating providers’ results or quality
improvements are also necessary and may include user satisfaction levels or voluntary self-assessments of improvements to quality.

P Long-term care finances for supporting a system that provides high-quality long-term care

From a public finance perspective, determining how to secure funding for long-term care insurance is a major point. While the Long-
Term Care Insurance System is well-built, it will have limited financial resources as long as it is constrained by the fact that insurance
premiums and public expenditures will go up if compensation for long-term care is increased. Another issue to consider is the possibility
of reducing the proportion of Long-Term Care Insurance System funding generated through long-term care insurance premiums and
increasing funding from taxes.

To enable better forms of care to emerge from real-world care settings, it will be necessary to create an environment in which long-
term care professionals, who are responsible for providing care in those settings, can work for long periods in a stable manner. This
means it will be necessary to increase their compensation. A virtuous cycle must be created in which better care practices are born in
the field, care is recognized by society, and consensus regarding the public burden in funding long-term care insurance is built.

To increase compensation for long-term care professionals, it will be necessary to improve service quality and eliminate quality
disparities to convince insured people to accept a greater burden. On the provider side, corporate efforts and new attempts will be
necessary to provide services that achieve high satisfaction among users and the public, and measures and regulatory reforms for
actively assessing those efforts must be introduced.
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General comments
Teruyuki Katori (Professor, Faculty of Human Sciences, Sophia University)

Our final destination is, without a doubt, an integrated community care network. Discussions on how to
implement such a network tend to focus on various current issues we face today, such as coordination
between medical and long-term care and business innovation. As the population declines, how the medical
and long-term care provision system is implemented will be the core of future urban development.

In independence support, self-determination and self-actualization — in other words, making decisions on
one’s own and being able to realize the decisions one has made — form the basis of self-esteem. What will
support from specialists for that look like? It can be said that ensuring institutional and financial resources
for care in those settings will be the role of the Government.

§ rv“‘\‘
As family structures, elderly people’s lifestyles, and economic circumstances continue to change, long-term care insurance must
continuously adapt to those changes. While keeping pace, we require perspectives on what kind of society we will be living in in 2040,
what we will need then, and how we can start preparing for it now. | believe that COVID-19 has provided great insight into that.

Long-term care and livelihood support will be provided by bundling systems. The Long-Term Care Insurance System is one subsystem in
that, and there are also various systems supporting long-term care insurance. The network formed by these systems will be what
supports our lifestyles in 2040.

Another major problem is how we should think about the structure of the entities on the provision side. As we saw when new systems
like the Collaborative Community Medicine Promotion Corporation system and Collaborative Social Welfare Promotion Corporation
system were introduced, | think processes for upgrading and enhancing the structure of the industry will emerge in the future.

While it is also important to think about how to secure human resources for long-term care and develop their specialties moving
forward, looking at the total workforce in Japan right now, one in eight or approximately 8.5 million people is working in the healthcare
or long-term care sector. The working-age population continues to decrease, but there is consistent growth in the number of people
working in the medical, long-term care, and IT sectors. The medical and long-term care sectors are absorbing a large portion of the labor
pool, and are growing.

Despite the high employment rates in this sector, however, turnover is also high. What do the people working in these fields feel about
problems like that? Under the older system in which local governments made judgements regarding disabilities and decided services
provided, the business model involved transferring young people from one position to another because higher salaries for staff meant
greater pressure for management. It may be possible this way of thinking is still present among people in administrative roles today. If
that happens to be the case, human resources cannot be retained and their skill levels will not improve. This will make it impossible to
respond to diversifying needs and wages will not go up. What should we think about this situation? | think this will be another major
discussion point in the future.
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Ryoji Noritake (CEO, Board Member, Health and Global Policy Institute)

Mr. Ryoji Noritake is the CEO, Board Member of Health and Global Policy Institute (HGPI), a
Tokyo-based independent and non-profit health policy think tank established in 2004. He is a
graduate of Keio University’s Faculty of Policy Management, holds a MSc in Medical
Anthropology from the University of Amsterdam, the Netherlands. He served as a Visiting
Scholar at the National Graduate Institute for Policy Studies (2016-2020) and a member of Tokyo
Metropolitan Government’s Policy Discussion Roundtable for Super Ageing Society (2018). He is
currently serving as a member of Salzburg Global Seminar’s Advisory Council and various health
related committees in Japan and the world.
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Go Aso (Senior Associate, Health and Global Policy Institute)

Go Aso was born in Fukuoka City and graduated from Keio University’s Faculty of Law,
Department of Political Science. While attending Keio, he became an intern at HGPI after
participating in their 2015 Global Health Summer Program. After graduation, he worked at
medical device maker Boston Scientific Japan Corporation for three years, specializing in catheter
devices for ischemic heart disease. He joined HGPI in June 2019.
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Keynote Lecture 1: “The History of Japan’s Long-Term Care System and Discussion Points for the Future”
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Teruyuki Katori (Professor, Faculty of Human Sciences, Sophia University; Chairman, Future
Institute Wolong)

After graduating from the University of Tokyo Faculty of Law in 1980, Professor Teruyuki Katori
joined the Ministry of Health and Welfare (now the Ministry of Health, Labour and Welfare
(MHLW) that same year. There, he served as a researcher for the OECD Secretariat in France; as
Counsellor, Cabinet Secretariat at the Prime Minister’s Official Residence; as Director-General for
Policy Planning; as Director General of the Pension Bureau; and as Director General of the Equal
Employment, Children and Families Bureau. He was responsible for establishing or reforming
many laws and systems including the Long-Term Care Insurance Act, the Act on Child and
Childcare Support, the National Pension Act, the Equal Employment Opportunity Act, and the
Government Pension Investment Fund (GPIF). He also coordinated efforts for the
Comprehensive Reform of Social Security and Tax as Deputy Director-General of the Cabinet
Secretariat. He retired from the MHLW in 2016. He was appointed Ambassador Extraordinary
and Plenipotentiary of Japan to the Republic of Azerbaijan in 2017. He assumed his current
position at Sophia University in April 2020 and became Chairman of Future Institute Wolong in
August 2020. His main published works include Social Security as Education and Social Security
for Democracy (both published by Toyo Keizai Inc.). His other positions include Secretary, the
Pension Academy of Japan; Councilor, the Regional Inclusion Care Society of Japan; Director, the
Japan-North America Medical Exchange Foundation; and Member, Committee for the
Establishment of a Social Security System Oriented to All Generations (from November 2021).
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Keynote Lecture 2: “The Ideal Form of Care in a Democratic Society”
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Yayo Okano (Professor of Political Philosophy and Feminist Theory at Doshisha University)

She holds Ph.D in political science. She is the author of Keasurunowa Dareka (Who Cares, 2020),
Senso ni Kousuru (Against War, 2015), Feminizumu no Seijigaku (The Politics of Feminism:
Introducing the Ethics of Care to the Global Society, 2012), and other works. One of her
translations was The Care Collective’s, The Care Manifesto, Eva. F. Kittay’s Love’s Labor: Essays on
Women, Equality, and Dependency. Her English publications include "From Recognition of
Vulnerabilities of Caring Democracy: A Care Analysis of the Recognition Process of the "Comfort
Women " Issue in Japan" (2019),"Prime Minister Abe's Constitutional Campaign and the Assault
on Individual Rights"(2018), “Why has the Ethics of Care Become an Issue of Global Concern?”
(2016)
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Panel Discussion 1: “Looking Back on Two Decades Since the Long-Term Care Insurance
System Was Established to Socialize Long-Term Care”
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Shu Kinoshita (Lecturer, Faculty of Letters, Keio University)

Dr. Shu Kinoshita was born in Osaka in 1986. He withdrew from Kyoto University Graduate
School of Letters after completing the doctoral program and being certified as a research
instructor. He possesses a doctorate degree in literature. His fields of specialty are medical
sociology and sociology of the family. He has been conducting research to examine dementia
care from a sociological standpoint with a particular focus on long-term care provided in the
family.
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Yumi Shindo (Researcher, Center for Gerontology and Social Science, National Center for
Geriatrics and Gerontology)

Ms. Yumi Shindo is Research Coordinator of the Planning Strategy Department at the National
Center for Geriatrics and Gerontology. She holds a Bachelor of Human Science from Waseda
University and a Master of International and Public Affairs from Columbia University. After
studying psychology at university and graduate school, she worked at the Visiting Care Facility in
Tokyo. She went to the United States in 2000 and studied Public Management at graduate
school while providing life consultation to elderly Japanese people living in the region. She
returned to Japan in 2009. Prior to joining the National Center for Geriatrics and Gerontology in
April 2016,she was Project Researcher at the NLI Research Institute and Lead Researcher at the
Dementia Care Research and Training Tokyo Center.
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Junichiro Toya (Director, SAKURA SHINMACHI Urban Clinic, Platanus Medical Corporation)

Dr. Junichiro Toya graduated from the Kagoshima University Faculty of Medicine in 1992. After
working at various university and public hospitals, he became assistant director of Yoga Urban
Clinic in 2000. He has been a provider of in-home medical care since 2004. He assumed his
current position in 2009. In 2016, he was named Silvia Doctor by Her Majesty Queen Silvia of
Sweden after completing the Master’s Courses in Dementia Care for Physicians, Occupational
Therapists and Physiotherapists offered by Karolinska Institutet and the Silviahemmet
Foundation. Dr. Toya is also a certified Specialist in General Internal Medicine of the Japanese
Society of Internal Medicine and a certified Medical Instructor of the Japanese Society for Home
Care Medicine. He is the author of Notice! Understand! Emergency Response When Caring for
Older Adults (Gijutsu-Hyoron Co., Ltd., 2019).
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Kiyoyuki Tomita (Value Department, Integrated Dementia Strategy Department)

Kiyoyuki Tomita is working as Executive Director of Value Department for Integrated Dementia
Strategy at Eisai. He started his career at the Ministry of International Trade and Industry,
engaged in trade policy for Japan and Europe, tax reform, securitization market policy, small and
medium enterprise policy. After career changing, he pursued as consultant for public policy on
several fields. Before joining Eisai, he worked for a policy think tank, focused on health care
policy research between Japan and the US, agricultural policy and so on. Joined Eisai, he was
working on the Policy Advocacy & Sustainability team before the current post.
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Panel Discussion 2: “What Will Be Required of the Long-Term Care System in the Era of
Healthy Longevity?”
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Takashi Iguchi (Associate Professor, Department of Sociology, Graduate School of Humanities
and Sociology, The University of Tokyo)

Professor Takashi Iguchi was born in Yamanashi Prefecture in 1975. He graduated from the
University of Tokyo with a B.A. in Literature in 1998 and the University of Tokyo's Graduate
School of Humanities and Sociology / Faculty of Letters in 2003. He then served in various roles
including Special Researcher, Japan Society for the Promotion of Science (from 2003 to 2006);
Lecturer, Faculty of Letters and Education, Ochanomizu University (from 2006 to 2007); Lecturer,
Department of Medical Sciences, Shinshu University School of Medicine (from 2007 to 2011);
and Associate Professor, Faculty of Human Life and Environment, Nara Women's University (from
2011 to 2018). He assumed his current role of Associate Professor at the University of Tokyo
Graduate School of Humanities and Sociology Department of Sociology in October 2018. He
received his Ph.D. in sociology in 2006. His fields of specialty include welfare sociology and
medical sociology. He is the author of Living with Family Care for Dementia (published in 2007 by
Toshindo) and How to Plot a Path to Hope for a Dementia Society (published in 2020 by KOYO
SHOBO Corporation and winner of the 6th Japan Welfare Sociology Academic Award).
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Masayuki Takahashi (Associate Professor, Graduate School of Humanities and Social Sciences,
Saitama University)

Professor Masayuki Takahashi was born in 1974. He withdrew from the University of Tokyo
Graduate School of Economics with a doctoral degree and holds a Doctorate in Economics
degree from Yokohama National University. He assumed his current position in 2015 after
serving as Full-Time Lecturer at the Seigakuin University Faculty of Political Science and as
Associate Professor at the University of Niigata Prefecture Faculty of International Studies and
Regional Development. His previous positions include Director, Japan Institute of Public Finance;
Director, The Japan Local Autonomy Association; and Member, Tokyo Tax Commission. His major
published works include Opening the Door to Studies in Public Finance (as coauthor; Yuhikaku
Publishing Co., Ltd., 2020) and Welfare Finance (as coeditor; Minerva Shobo, 2018).
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Motoi Fujisaki (Director, Executive Officer, Chief Risk Officer (CRO), SOMPO Care Co.)

At Sompo Japan Nipponkoa Holdings, Inc., Mr. Motoi Fujisaki was appointed General Manager of
the Risk Management Department in April 2013 and General Manager of the Internal Audit
Department in April 2014. Later, he served as an auditor at SOMPO Care Next Corporation from
December 2015 and as Executive Director and General Manager of the Internal Audit
Department at SOMPO Care Corporation from July 2018. His current positions include Director,
SOMPO Care Foods Inc. (from April 2019); Director, Chuo Ward Tsukuda Elderly Long-term Care
and Welfare Service Corporation (from June 2019); Director, SOMPO Care Co. (from April 2020);
and Director, SETUP Inc. (from April 2021).
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Mie Morikawa (Professor, Department of Policy Studies)

She received her Ph.D. in Sociology from the University of Tokyo, Japan. Her areas of interest are
care, gender, and aging policy, including the application of a measurement tool for social care
outcomes in the local administration of an integrated care system. She is the author of the
award-winning book in Japanese, How Care Became “Work”: The Mechanism of Recognition and
Valuation in the Institutional System (Minerva Shobo, 2015; Japan Association for Social Policy
Studies Award; Japan Welfare Sociology Association Award). She also co-authored the Handbook
on Gender in Asia (Edward Elgar Publishing, 2020).
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Teruyuki Katori (Professor, Faculty of Human Sciences, Sophia University; Chairman, Future
Institute Wolong)
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. About the Chatham House Rule

The roundtable discussion will be held under the Chatham House Rules which means that your comments and statements
during discussion will not be made public, and your name will be kept private. We also request that if you use any information
from this meeting in the future, please do not reveal the names or affiliations of the meeting’s participants.

This is important to provide anonymity to the panelists and to encourage openness and the sharing of information.

"When a meeting, or part thereof, is held under the Chatham House Rule, participants are free to use the information received,
but neither the identity nor the affiliation of the speaker(s), nor that of any other participant, may be revealed".
(Retrieved from: Chatham House)

Thank you for your understanding.
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Health and Global Policy Institute: Guidelines on Grants and Contributions
As an independent, non-profit, non-partisan private think tank, Health and Global Policy Institute, (the Institute) complies with
the following guidelines relating to the receipt of grants and contributions.

1. Approval of Mission
The mission of the Institute is to improve the civic mind and individuals’ well-being, and to foster a sustainable healthy
community by shaping ideas and values, reaching out to global needs, and catalyzing society for impact. The activities of the
Institute are supported by organizations and individuals who are in agreement with this mission.

2. Political Neutrality
The Institute is a private, non-profit corporation independent of the government. Moreover, the Institute receives no
support from any political party or other organization whose primary purpose is political activity of any nature.

3. Independence of Project Planning and Implementation
The Institute makes independent decisions on the course and content of its projects after gathering the opinions of a broad
diversity of interested parties. The opinions of benefactors are solicited, but the Institute exercises independent judgment
in determining whether any such opinions are reflected in its activities.

4. Diverse Sources of Funding
In order to secure its independence and neutrality, the Institute will seek to procure the funding necessary for its operation
from a broad diversity of foundations, corporations, individuals, and other such sources. Moreover, as a general rule,
funding for specific divisions and activities of the Institute will also be sought from multiple sources.

5. Exclusion of Promotional Activity
The Institute will not partake in any activity of which the primary objective is to promote or raise the image or awareness of
the products, services or other such like of its benefactors.

6. Written Agreement
Submission of this document will be taken to represent the benefactor’s written agreement with the Institute’s compliance
with the above guidelines.

Health and Global Policy Institute (HGPI)
Grand Cube 3F, Otemachi Financial City,
Global Business Hub Tokyo

1-9-2, Otemachi, Chiyoda-ku, Tokyo
100-0004 JAPAN

TEL: +81-3-4243-7156 FAX: +81-3-4243-7378
Info: info@hgpi.org

Website: https://www.hgpi.org/en/
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