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Abstract

With aging of the population and the epidemiological transition from communicable to non-communicable
diseases, rehabilitation needs have been increasing globally. In Japan, the provision of rehabilitation services
to children, adults, and older people with disabilities has gradually expanded as related laws, policies, and
systems were established since the end of the World Wars. This paper summarizes the multi-layered sys-
tem for providing rehabilitation services in Japan.

The main frameworks for providing rehabilitation are the medical insurance system, the long-term care
insurance system for older people, and the disability welfare system. Although users of rehabilitation ser-
vices are required to pay a co-payment based on their income, these systems cover most of the costs.

Under the medical insurance system, rehabilitation is provided by rehabilitation professionals. Recovery
rehabilitation wards have provided intensive and specialized rehabilitation from acute to recovery phase,
especially for non-communicable diseases such as cerebrovascular diseases, musculoskeletal diseases, and
cardiovascular diseases. The long-term care insurance system has provided rehabilitation for older people
who are certified as requiring long-term care. Welfare services include vocational rehabilitation for persons
with disabilities as well as functional training. Furthermore, long-term developmental support is provided
to children with disabilities living in the community.

Training for rehabilitation professionals began in 1965 for physical and occupational therapists, followed
by speech-language-hearing therapists in 1997. Educational programs for training professionals are primari-
ly conducted at the undergraduate level, with the curriculum determined under the supervision of the Min-
istry of Health, Labor and Welfare and the Ministry of Education, Culture, Sports, Science and Technology,
in consideration of the needs of the social situation. After graduating from training schools or universities,
they are required to pass a national examination to obtain national licenses, which helps to ensure the quali-
ty of the workforce.

Current policies are taking the direction of promoting community living and social participation for older
people, and adults and children with disabilities, and rehabilitation plays an important role in this regard.
Related systems have been continuously improved through revisions to respond to the changing social
needs of the times, which ensures an appropriate allocation of the workforce and a maximization of the per-
formance of their professional responsibilities.
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I. Historical development in rehabilitation-re-
lated laws, policies and systems

1. Postwar period

In Japan, rehabilitation for persons with physical disabil-
ities dates back to the pre-war period, with efforts to treat
children with disabilities (CWDs) which originated in 1942
when Takagi (M.D.) opened the “Seishi Ryogoen” (currently,
the National Rehabilitation Center for Children with Dis-
abilities) for children with cerebral palsy and polio [1-2].
The origins of rehabilitation for mental illness (occupational
therapy) started in the 1890s, when Kure (M.D.) prescribed
occupations as a treatment for patients with mental illness
[3].

While such practices were carried out both in Japan and
overseas, the concept and term “rehabilitation” specifically
appeared in programs for veterans with disabilities during
World War I and II [1-2]. In Japan, the Military Security In-
stitute (Gunjihogoin) and the Vocational Training Center for
Veterans with Disabilities (Shoigunjin Shokugyo Hodousyo)
were established in 1939. After the War, the National Re-
habilitation Center for persons with physical disabilities
(see Section 3) was established in 1949 under the Welfare
Law for persons with physical disabilities, and rehabilitation
was provided [2,4]. During this period, the Act on Welfare
of Persons with Physical Disabilities (Act No. 283 of 1949)
[5], the Act on Mental Health and Welfare for Persons with
Mental Disorders or Disabilities (Act No. 123 of 1950) [6],
and the Act on Welfare of Mentally Retarded Persons (Act
No. 37 of 1960) [7] were enacted to provide support for dai-
ly living and vocational rehabilitation.

2. Integration of rehabilitation into the health and

welfare system

The 1960s was a period of milestones in the development
of rehabilitation in Japan. Incidentally, 1961 was the year
that National Universal Health Insurance was introduced,
and is therefore regarded as the year that Universal Health
Coverage (UHC) was achieved in Japan [1-2,8]. The White
Papers published by the Ministry of Health, Labour and
Welfare (MHLW) describe the trends in social security,
such as health and welfare in the country during this period.
The guiding principles of policies for 1959 and 1960 were
“Welfare Planning and Investment for People’s Welfare”
and “The Road to a Welfare State,” respectively [9,10].
According to the explanation in the white papers, Western
countries began to build welfare states rapidly after the
end of World War II, and Japan also aimed to build a welfare
state as its highest political goal, and promoted related poli-
cies. Survey data and measurements were presented in the
papers in the context of the need for support for persons

with mental and physical disabilities [9,10].

The 1950s was also the time when the World Health
Assembly adopted an agenda for international cooperation
to promote the provision of rehabilitation and welfare care
for persons with all types of disabilities worldwide [11].
Chapter on Japan’s public health in the 1961 White Paper
noted that although the mortality rate from tuberculosis had
decreased with the implemented measures, the social rein-
tegration of recovered patients and the increasing number
of non-communicable diseases were becoming problems, as
postwar trends. These issues might be potential factors for
the growing momentum for rehabilitation during this period
[12].

In 1960, the government established a Rehabilitation
Technician Training Center for children with physical dis-
abilities (Shitai-fujiyu-ji Ryotku Gijutsusya Youseijo) to de-
velop rehabilitation workers. A two-month retraining course
was provided for functional and vocational trainers nation-
wide in 1962 [2]. In 1963, a short-term training course for
vocational trainers was held at the National Rehabilitation
Center for persons with physical disabilities, with a WHO
consultant as the instructor. In addition, educational pro-
grams for workers were held at tuberculosis sanatoriums,
psychiatric hospitals, etc. [2]. At the same time, interest
in medical rehabilitation also increased due to information
from overseas by WHO officials and medical surgeons who
had visited rehabilitation sectors in other countries [2].
Concurrently, the University of Tokyo Hospital expanded
its physical therapy department to establish a rehabilitation
department, and the Japanese Association of Rehabilitation
Medicine was founded [1].

Amidst these developments, the Tokyo National Sana-
torium Hospital Rehabilitation College (Kokuritsu Ryoyojo
Tokyo Byoin Fuzoku Rehabilitation Gakuin) established in
1963, as the first training school for physical and occupa-
tional therapists (PTs and OTs) in Japan [2]. Subsequently,
in 1965, the Physical Therapists and Occupational Thera-
pists Act (Act No. 137) was enacted, and the first national
examinations were held in 1966, resulting in the creation
of qualified candidates [2]. National licensed PTs and OTs
were born, and their respective associations were estab-
lished in 1966 [2].

In 1974, rehabilitation provided by these therapists
became approved treatments covered by the National In-
surance, according to a system reform [8]. From that time
until the present, as rehabilitation needs increased due to
population aging and an increase in non-communicable dis-
eases (NCDs), rehabilitation has continued to expand in the
related fields. Recovery (i.e., convalescent) rehabilitation
wards were introduced, medical fees for rehabilitation were
increased, and a long-term care insurance (LTCI) system
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that includes rehabilitation services was launched [8].

In the field of welfare for persons with disabilities (PWDs)
and CWDs, the aforementioned welfare laws concerning
physical, mental, and intellectual disabilities were con-
solidated into the Services and Supports for Persons with
Disabilities Act (Act No. 123 of 2006) in 2006 [13]. This
act aimed to realize an inclusive society and independence
for PWDs and CWDs, and promote their living within the
community. It included a vocational rehabilitation program
for PWDs to enable them to obtain general employment (to
be employed by private companies or public institutions in
general positions) [14]. Furthermore, in 2013, the Services
and Supports for Persons with Disabilities Act was amend-
ed, and the Act on Comprehensive Support for Persons
with Disabilities in their Daily and Social Lives was enacted
[13,15]. In this act, “dignity as an individual with funda-
mental human rights” was clearly stated. Based on this act,
rehabilitation and habilitation/developmental support have
been provided in each community, to PWDs and CWDs liv-
ing in their homes.

II. Current policies and systems related to
rehabilitation

Rehabilitation services in Japan are primarily provided
through three frameworks: medical (i.e., health) insurance
services, LTCI services for older people, and disability
welfare services. Although rehabilitation service users are
required to pay a co-payment based on their income, these
systems cover the most of costs for services [8,16-18]. Fur-
ther, rehabilitation is provided throughout life under these
systems. An explanation of each of these systems is provid-
ed below.

1. Rehabilitation under the medical insurance system
Japan has achieved Universal Health Insurance, and all
medical services are provided under the National Medical
Insurance scheme (for both public and private medical
institutions). Therefore, rehabilitation provided under the
scheme covers the entire population, and anyone who
requires rehabilitation can receive it as an inpatient or out-
patient by the nationally licensed PTs, OTs, and speech-lan-
guage-hearing therapists (ST/SLHTS) [8,16]. The provision
of rehabilitation under the scheme includes intensive and
non-intensive rehabilitation in general hospitals, recovery
rehabilitation hospitals, and psychiatric hospitals [8,16].
Intensive rehabilitation at general and recovery rehabil-
itation hospitals focuses on Cerebrovascular disease, Mus-
culoskeletal disease, Cardiovascular disease, Respiratory
disease, and Disuse syndrome, and provides one-on-one
treatment to patients every day, for a maximum of 2 hours
per patient per day, for a period from 90 to 180 days de-

pending on the disease. Rehabilitation provided in recovery
rehabilitation hospitals and recovery rehabilitation wards
accounts for the majority of all rehabilitation provided in
the country [19]. Recovery rehabilitation was introduced
in 2000 with aiming of restoring patients’ independence
as much as possible and supporting their return home by
continuing intensive and specialized rehabilitation after the
acute phase [16,19]. Since its establishment the number of
recovery rehabilitation beds has been increasing steadily
[19].

On the other hand, non-intensive rehabilitation services
provided in general hospitals include rehabilitation for
PWDs, CWDs, and patients with incurable diseases. The
national regulation allows to provision of these rehabilita-
tion services not only by rehabilitation professionals but
other professionals such as nurses [16]. For patients with
psychiatric disorders, psychiatric occupational therapy is
provided by OTs on an inpatient and outpatient basis. This
is provided one-on-one or to groups of patients [16]. OTs
and other professionals such as nurses and psychiatric so-
cial workers are also involved in psychiatric day care, psy-
chiatric home visit (i.e., home-based) care, and support for
returning to work for psychiatric patients [20].

2. Rehabilitation under the long-term insurance sys-
tem for older people

The long-term care insurance (LTCI) system was estab-
lished in 2000 as a system for the entire society to support
older persons, in response to an increase in the number of
older people requiring long-term care for longer periods
due to the aging of society, as well as changes in the sit-
uation of families’ capacities to provide support for older
people [21]. Rehabilitation is essential for maintaining
and improving the independence of older people requiring
long-term care, and included in the LTCI services since its
launch. LTCI services are provided locally by municipalities
(cities, towns, and villages), and currently, the construction
of a Community-based Integrated Care System is underway
with the aim of enabling older people to live in their famil-
iar communities, as much as possible [21-22]. The LTCI
system provides care, nursing, rehabilitation, and other
services for people aged 65 or older who are certified as
needing long-term care [21,23].

LTCI services consist of residential care, day care, and
home visit care [16,21]. Geriatric health facilities, which are
one type of residential care facility, are intermediate facili-
ties for returning older people to their homes through re-
habilitation by PTs, OTs, and STs [16,21]. The purpose is to
improve the functions of patients who cannot return home
directly after being discharged from a hospital, or those who
have difficulty continuing living at home, so that they are
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able to return home. Services for older people who require
long-term care while living in their homes include daycare
rehabilitation and home visit rehabilitation [16,21].

For all services, a care manager who coordinates the
LTCI services for each user designs a care plan, while tak-
ing into consideration the user’s and family’s wishes, as
well as the user’s functional conditions [24-25].

The Community-based Integrated Care System that is
currently established emphasizes the prevention of func-
tional declines for healthy older people, and encourages the
involvement of rehabilitation professionals in related pro-
grams. Accordingly, an increasing number of rehabilitation
professionals are engaged in the implementation of preven-
tive programs every year [19,26-27].

3. Rehabilitation under the disability welfare system

Rehabilitation services are provided in disability welfare
systems for PWDs and CWDs, as stipulated in the Act on
Comprehensive Support for Persons with Disabilities in
their Daily and Social Lives and the Child Welfare Act.

Services for CWDs are roughly divided into residential
services and day care services [18]. Child development
support (i.e., habilitation) is provided for preschool children
with disabilities in related sectors in their communities,
which includes therapeutic training. Currently, an increas-
ing number of rehabilitation professionals are working in
this field [18]. After-school day care services are day care
services for CWDs who are school age to promote indepen-
dence used after school or during holidays [18]. A certain
number of after-school day care service centers employ
rehabilitation professionals although it is not mandatory. In
addition, there are home visit services to support children
with severe disabilities, as well as services in which experts
visit daycare centers, kindergardens, elementary schools,
etc. where CWDs are attending. In any case, rehabilitation
professionals are involved.

Regarding services for PWDs, functional training pro-
grams to support their independent daily living and vocation
are provided under the welfare systems. Functional training
programs are provided by rehabilitation professionals such
as PTs, OTs, and ST, for persons with physical and mental
disabilities who have been discharged from hospitals or
facilities, or persons with intellectual disabilities who have
graduated from special needs schools, to maintain and im-
prove their functions and living abilities for a certain period
of time (1-2 years) [17,28]. There are also several types of
vocational rehabilitation programs for finding general em-
ployment, programs of welfare employment that provide
employment opportunities, and support programs for con-
tinuous working for PWDs who have already started gener-
al employment [17,28]. These programs involve vocational

trainers, social workers, OTs, etc. All types of disabilities
are covered, including individuals with physical, intellectual,
and mental disabilities, as well as developmental disabili-
ties.

4. Assistive technology, prosthetics and orthotics

The prosthetic device subsidy system and the lending
welfare equipment system under the LTCI are applied to
provide assistive technology, prosthetics, and orthotics. [29-
331

The prosthetic device subsidy system provides prosthet-
ics to PWDs who need them, and is covered by medical in-
surance, labor compensation insurance, and the welfare sys-
tem depending on the situations of the users [29-31]. Under
this system, prosthetic devices are defined as “equipment
that supplements or replaces missing or impaired bodily
functions to ensure the mobility required for daily life,
improves efficiency in the workplace, and fosters and
promotes a foundation for children with disabilities to live
independently as members of society in the future.” This
system covers prosthetics, orthotics, wheelchairs, hearing
aids, and communication devices [29,30,34]. With regard to
prosthetics and orthotics, in order to ensure safety, parts
approved by MHLW must be used. In cases where parts are
not on the approved list, approval must be obtained for each
part from designated centers or institutions in local gov-
ernments, after which prosthetists and orthotists (POs) can
make products using those parts and deliver them to the
users [35-36].

The rental of welfare equipment system under the LTCI,
like other LTCI services, is basically available to persons
aged 65 or older who have been certified as needing long-
term care [21]. Welfare equipment under this system refers
to equipment supporting the convenience of people who
need long-term care in their daily lives and equipment for
functional training, which helps them to live independently
in their own homes [32-33]. Items eligible for rental include
wheelchairs, walkers, reclining beds, handrails, and demen-
tia wandering detection devices. Subsidies are provided for
the purchase of toilet seats and bathing aids, which are not
suitable for rental [33,37].

III. Resources of rehabilitation activity

1. Human resources

Rehabilitation professionals such as PTs, OTs, and ST,
are stipulated by law in Japan [38, 39]. Education for PTs/
OTs/STs is mainly offered at universities and colleges for
high school graduates. It generally takes 3-4 years to com-
plete each program. Exceptionally, in the case of STs, some
institutions offer a 1-2 year program for university/college
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Numbers of physical therapists, occupational therapists,
and speech-language-hearing therapists in Japan
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Figure 1. The number of physical therapists (PTs), occupational therapists (OTs),
and speech-language-hearing therapists (ST/SLHTs) in Japan from 1966
to 2015. The numbers show a rapid increase after 2000 in PTs and OTs
(Note: Modified from the figure in [19] with data in [46]).

graduates [40-42]. All of these educational programs are
recognized by either the Ministry of Education, Culture,
Sports, Science and Technology or MHLW. Detailed curric-
ulums are provided via ministerial ordinances.

Individuals who have completed accredited education
programs can apply to take the National License Examina-
tions for PTs/OTs/STs, which are held once a year. Success-
ful examinees can obtain a National License, and register
officially with the MHLW as PTs/OTs/STs. The number of
schools offering training for each profession is 275 for PTs,
203 for OTs (as of 2023), and 75 for ST (as of 2018) [43-45].

As of 2023, the current number of certified rehabilitation
professionals is 213,735 PTs, 108,885 OTs, and 41,657 STs.
The trends in the number of each type of professional are
shown in Figure 1 [43-44,46]. The number of PTs and OTs
increased slightly after the 1980s and then dramatically
after 2000, while the number of STs has continued to in-
crease gradually since the start of training [19]. Trends in
the number of professionals are closely related to reforms
of the system (e.g., when medical fees for rehabilitation are
newly established or expanded, the number of profession-
als increases accordingly). Since 2000 was the year when
recovery rehabilitation wards were newly established, and
LTCI was introduced, they could be suggested as a back-
ground for the increasing number of professionals [8,19].
The majority of the workforce is working in medical institu-
tions, followed by the long-term care field [43-44,46].

2. Physical resources

First, regarding medical institutions that provide medical
insurance services, rehabilitation is provided at general
hospitals that meet standards for the placement of pro-
fessionals and rehabilitation rooms, as well as at recovery
rehabilitation hospitals and psychiatric hospitals. Recovery
rehabilitation hospitals account for 1,134 of 8,238 medical
institutions nationwide, with a total of 64,964 beds [47].
Regarding the numbers by prefecture, there are an average
of 24.1+19.1 hospitals (range: 6-86), and an average of
1,382.2+1,155.8 beds (range: 296-4,777), so every prefec-
ture has at least six rehabilitation hospitals [47].

Information regarding LTCI-related facilities that pro-
vide LTCI services is available from the results of a 2022
survey [48]. Among the LTCI facilities for older people,
there are 4,273 geriatric health facilities nationwide, which
serve as rehabilitation facilities aimed at returning people
to their homes, employing a total of 14,615 PTs, 9,192 OTs,
and 2,622 STs [48]. In addition, there are 8,234 facilities
that provide day rehabilitation care, which employ a total of
25,232 PTs, 10,639 OTs, and 2,942 STs, respectively (how-
ever, this includes overlapping counts due to rehabilitation
professionals who also belong to the aforementioned geri-
atric health facilities). Home visit rehabilitation is mainly
provided by hospitals, geriatric health facilities, and visiting
nursing service sectors. Although home visit rehabilitation
centers/facilities have not specifically been established, for
reference, there are 14,829 visiting nursing services sec-
tors with 101,139 nurses, 23,650 PTs, 10,160 OTs, and 2,999
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STs. The insurer of LTCI is a municipality (in some areas,
several cities, towns, or villages are united to form one
insurer), and systems are in place to allow older people to
receive the services they need in the areas where they live
[21].

Welfare service facilities are under the jurisdiction of
local governments: residential facilities are under the pre-
fectures and daycare centers/facilities are under the munic-
ipalities in general. Rehabilitation in welfare services is the
area with the smallest number of rehabilitation provisioning
and workforce, compared to medical and LTCI services.
The following are all values from the survey results in
2022 [49]. There are 401 facilities nationwide that provide
functional training programs (provided by rehabilitation
professionals), and 1,583 facilities that provide training for
independent living. A total of 109 PTs and OTs are involved
in functional training programs. There are 3,393 facilities
that provide vocational rehabilitation aimed at general em-
ployment, and 20,017 facilities that provide vocational reha-
bilitation given employment opportunities. Although there
are no available national statistics by professionals, more
than 100 OTs are involved in vocational rehabilitation pro-
grams according to data from the professional association
[44]. There are 11,803 child development support facilities
and 19,408 after-school day care facilities. Statistics of the
professional associations have presented 460 PTs, 576 OTs,
and an unknown number of STs working in this field [43-
45]. This is an area where the need has been increasing in
recent years, among the various welfare services [49].

3. Public rehabilitation center

In Japan, there are public rehabilitation centers such as
the National Rehabilitation Center for persons with disabil-
ities under the MHLW and rehabilitation centers managed
by local governments.

There are three stages of rehabilitation:

1) Medical rehabilitation: This is rehabilitation aimed at
restoring functions and improving independence. It is
mainly carried out in hospitals.

2) Social rehabilitation: This stage includes learning
about disabilities and support systems, learning ways
to compensate for weaknesses and disabilities, and pre-
paring to return to daily life. It is mainly carried out in
welfare facilities.

3) Vocational rehabilitation: This stage focuses on prepar-
ing to return to work or find employment. It is mainly
carried out in employment support facilities.

The notable point is that rehabilitation centers provide
comprehensive rehabilitation services that cover all stag-
es of rehabilitation [4]. When individuals become disabled

due to illness or an accident, they first visit a rehabilitation
center and are taken to a hospital. There, they receive med-
ical rehabilitation, including physical therapy, occupational
therapy, and speech-language-hearing therapy. Once their
condition stabilizes, they are transferred to a disability
support facility (welfare facility). At the disability support
facility, they undergo social rehabilitation, receiving training
in daily activities such as moving around, bathing, changing
clothes, going out, and shopping. Creative activities such
as making postcards and sports help them adjust their daily
rhythm, develop physical strength, and improve manual
dexterity. Interactions with other residents prepare them
for life after leaving the facility and reintegration into so-
ciety. Families can also consult with the facility to alleviate
their anxiety. For those wishing to return to work or find
new employment, vocational rehabilitation is also provided.
This includes computer training for tasks such as data entry
and sorting work, simulating actual job roles, after which
they return to work or seek employment through services
like “Hello Work.” Even after finding employment, the Re-
habilitation Center staff continue to support residents with
work-related concerns and coordinate with employers, as
necessary. This integrated approach ensures comprehen-
sive and consistent rehabilitation services.

IV. Utilization of services: patient journey

Figure 2 presents examples of patient journeys during re-
habilitation service use for three focus cases: Children with
congenital disabilities (Down syndrome, developmental dis-
abilities, etc.); Adults with acquired disabilities (working-age
spinal cord injuries, etc.); and older persons with NCDs.

In the case of congenital disabilities such as Down syn-
drome, the disability is often already known at birth. In such
cases, the child often receives rehabilitation at a hospital
after birth, or is referred by a doctor to welfare rehabilita-
tion in their living communities [4]. Disabilities that can be
diagnosed or have symptoms in childhood, such as neuro-
developmental disorders (e.g., Autism Spectrum Disorders
or Attention-Deficit Hyperactivity Disorder) are often de-
tected during developmental health checkups conducted by
local governments, and are connected to welfare services
within the same municipality. Currently, the number of mu-
nicipalities that involve rehabilitation professionals in de-
velopmental health checkups is increasing [4]. Medical and
welfare habilitation services are often used from the early
stages. In either case, the service is used infrequently (e.g.,
a few times a week or a month), but on a long-term basis
[4,16,18,50]. When using welfare services, both children
and adults first apply to their local government (municipal)
office to request services [51]. Afterwards, depending on
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Figure 2. Patient journeys for receiving rehabilitation

the service used, the disability support level is certified, a
service plan is created, and services are determined [51].
Regarding rehabilitation for working-age people with

disabilities such as spinal cord injuries, the five steps below

are mainly taken after the onset of injuries, in Japan [52].

1) Initial diagnosis and treatment
When a spinal cord injury occurs, emergency treat-
ment is provided first. This includes surgery to relieve
spinal cord compression and treatments to minimize
spinal cord damage.

2) Hospitalization and initial rehabilitation
After emergency treatment, hospitalization is required.
During this period, initial rehabilitation is conducted,
including exercises to promote muscle recovery and
training to restore sensory functions.

3) Post-acute and recovery rehabilitation
After acute phase rehabilitation, continuous rehabili-
tation is necessary. This includes treatments at spe-
cialized rehabilitation facilities and local rehabilitation
centers.

4) Social reintegration support
Patients with spinal cord injuries need support for
social reintegration, including vocational training, em-
ployment support, and housing support [53-54]. When
using these services, local support specialists develop
support plans based on the user’s needs, ensuring a
smooth transition from hospital treatment to life in the
community.

5) Long-term follow-up
Long-term follow-up is necessary for spinal cord injury

patients. This includes regular medical check-ups and
rehabilitation sessions.
These steps are crucial to providing comprehensive sup-
port, ensuring that spinal cord injury patients can adapt to
society and lead as independent a life as possible.

The flow of rehabilitation for older people, particularly
those with disabilities due to NCDs such as stroke, heart
disease, and fractures, is basically the same as for work-
ing-age people with acquired disabilities. Treatment for the
disease or injury is provided, followed by acute, post-acute,
and recovery rehabilitation. After this point, it differs from
that for the working generations. Working-age people with
disabilities often receive welfare services such as support
for home living and vocational support. However, older
people, especially those in their later elderly stages have
retired from work, often receive LTCI services for support
for returning to and continuing to live at home rather than
vocational rehabilitation. When using LTCI services, recip-
ients should first apply to municipalities for long-term care
certification. They cannot receive services unless they are
certified as eligible and their level of care is determined.
After receiving certification as needing long-term care, a
service plan (care plan) is created and use of the services
begins [25]. The condition of older people who require long-
term care is monitored regularly. A required level of care is
assigned according to their condition, and they can continue
to receive the needed services at any time, within the range
of their required level.
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V. Current issues

1. Data collection, analysis, and interpretation
The use of databases in health administration and related

research is currently being promoted both internationally

and in Japan [55-57]. The following are examples of avail-
able data including data on rehabilitation in the medical and
long-term care fields in Japan.

1) Routine information by national surveys
Nationwide surveys routinary collect information
such as the number of patients, the facilities, and the
workforce [47-48]. They are annually conducted by the
MHLW every 1 to 3 years, depending on the survey.

2) National Database of Health Insurance Claims and
Specific Health Checkups and Long-term Care In-
surance Comprehensive Database

The reimbursement claims databases of medical and
long-term care insurance contain huge amounts of
real-world data on the provision of all services, includ-
ing rehabilitation [8,58-59]. The National Database of
Health Insurance Claims and Specific Health Checkups
(NDB) contains information on provided services for
almost all population and the Long-term Care Insur-
ance Comprehensive Database (kaigo DB) contains in-
formation on provided services for entire older people
who have been certified as requiring long-term care
[8,58-59]. These databases are used for research with
strictly regulated processes [60-62].

The kaigo DB also includes data from the Long-term
care Information system For Evidence (LIFE), which
began in 2021. This database includes information on
the condition of older people who receive services
(health status, physical and mental functions, activity
and participation, etc.) and information on interven-
tions provided by services, including rehabilitation, and
is expected to be used for analyzing the effectiveness
of services enrolling large populations [8,63]. Further-
more, discussions have currently begun regarding the
creation of a database for welfare services for PWDs
and CWDs and its secondary uses for research [64-65].
The following are statistical surveys related to wel-
fare for PWDs. All of these surveys are conducted by
the MHLW. In the first and second surveys below, the
Washington Group Short Set on Functioning (WG-SS)
[66] was introduced in 2022, making it possible to com-
pare the relationship between the presence or absence
of disability and living conditions internationally.

3) Survey on difficulty in living [67]

This survey aims to understand the living conditions
and needs of PWDs and CWDs living at home, includ-
ing those who are not covered by the existing support

systems. It targets PWDs and CWDs living in approxi-
mately 2,400 areas covered by the National Census.
4) Comprehensive survey of living conditions [68]

This survey aims at gaining a comprehensive under-
standing of the living conditions of the population. It
covers various aspects, such as:

- Health: Health status and utilization of medical

services.
- Medical Care: Usage of medical institutions and
medical expenses.

- Welfare: Utilization of welfare services.

+ Pensions: Status of pension receipt.

+ Income: Income and savings status.
The survey offers crucial data for the planning and
management of health and welfare policies. In addition,
it serves as a foundation for selecting samples for oth-
er statistical surveys. Conducted on a large scale every
three years, the survey also includes simpler versions
in intervening years.

5) Survey of Social Welfare Institutions [69]

This annual survey aims to gather basic data for pro-
moting social welfare administration by understanding
the number, status of residents, and staff of social wel-
fare facilities across the country. It targets stratified
randomly-selected facilities for daycare centers and
paid nursing homes (excluding service-included senior
housing), and includes all other facilities and business-
es.
These data are being used in policy-related research
[70].

2. Integrated community care

Currently, Japan’s government has promoted to devel-
opment of a system that allows people to live in their local
communities while receiving the necessary services, not
only for older people but also for PWDs and CWDs [71].
One of the points emphasized in developing the system is
coordination of services among different schemes such as
medical insurance, LTCI, and welfare service schemes in
order to respond to the complex needs of people in their
community lives [72-73]. Fiscal year 2024 is a year for
simultaneous service fee revisions, including medical in-
surance service fee revision (every 2 years), LTCI service
fee revision (every 3 years), and disability welfare service
fee revision (every 3 years). Incentives for coordination
among different schemes of services related to rehabilita-
tion are common responses to these three schemes [74].
This is aimed at promoting information sharing at the time
of discharge and providing continuous, high-quality rehabil-
itation promptly after discharge through the participation
of rehabilitation professionals in conferences held at other
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facilities, and the sharing of rehabilitation intervention plans
with other facilities [74].

VI. Conclusion

This article has provided an overview of Japan’s rehabil-
itation provision system, focusing on the main frameworks
of medical insurance services, long-term care insurance
services, and disability welfare services. This multi-layered
system provides medical, social, and vocational rehabilita-
tion throughout all stages of life. In addition, rehabilitation
professionals with the necessary knowledge and skills are
trained and standardized through regulated programs and
national examinations, ensuring the quality of the work-
force. In order to respond to possible changes in the needs
of society in the future, appropriate professional allocation
will be necessary. The system will be further improved to
promote the community lives and social participation of
older people, PWDs, and CWDs, while responding to the
changing needs of society.
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