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The coronavirus disease 2019 (COVID-19) pandemic has exposed various weaknesses

in national healthcare systems across the globe. In Japan, this includes the inability to

promptly mobilize the resources needed to provide inpatient care in response to the

rapidly increasing number of patients. Combined with unclear entry points to healthcare,

particularly in emergency cases, this has led to a situation in which access to healthcare

is rapidly deteriorating. This study examined problems in Japan’s healthcare delivery

system. While Japan’s healthcare resources (e.g., hospital beds and medical personnel)

are comparable to those found in other high-income countries, progress has been slow

in securing beds for COVID-19 patients. In addition, the number of beds has only

recently reached the levels seen in Western countries. Factors related to slow resource

allocation include dispersed existing medical resources (mainly in the private sector),

the lack of collaboration mechanisms among private-dominant healthcare providers

and public health agencies, an inadequate legal framework for resource mobilization,

the insufficient quantification of existing resources, and undesignated entry points to

healthcare systems. To better prepare for future disasters, including the next wave of

COVID-19, Japan urgently needs to restructure its legal framework to promptly mobilize

resources, accurately quantify existing resources, introduce coordination mechanisms

with functional differentiations among all community stakeholders, and clearly designate

entry points to healthcare.

Keywords: disaster medicine, private sector, preparedness, pandemic (COVID-19), healthcare system

INTRODUCTION

The coronavirus disease 2019 (COVID-19) pandemic has forced countries around the world to
respond with the full extent of their respective healthcare abilities, especially to handle surges in
the number of patients. This has highlighted various organizational differences between systems.
For example, in the United Kingdom (UK), the command-and-control mechanism of its public
healthcare system was employed to mobilize existing resources (e.g., reorganizing healthcare
provisions by minimizing routine services); meanwhile, the National Health Service contacted
private hospitals to secure block-bought hospital beds, thus increasing the overall capacity to treat
COVID-19 patients (1). In the United States (US), various partnerships among public agencies and
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private-dominant healthcare providers have efficiently
functioned to handle similar issues (2, 3).

In contrast, Japan’s healthcare system only achieved slow
progress in reallocating themedical resources needed to deal with
the surge of COVID-19 patients (4). This is not because there
has been less disease spread in Japan, as the reported number is
unreliable due to limited testing, rather, issues have likely arisen
due to a combination of structural issues in the healthcare system
and insufficient preparedness in effectively appropriating existing
resources in cases of emergency. In this regard, reports have
shown that an increased number of patients were waiting for
hospitalization during the fifth wave of the pandemic in Tokyo,
as of August 2021 (5). Consequently, many of these individuals
had to receive treatment at home and not a few at-home deaths
were reported (4).

Thus, the pandemic has exposed critical weaknesses in Japan’s
healthcare system, many of which were masked by previous
achievements, including one of the best populational health
statuses in the world at a relatively low cost (6, 7). The nation
must quickly address problems that have become clear due to
COVID-19, both to improve the delivery of health services under
normal conditions and prepare for other pandemics and disasters
that may arise in the future. As such, this paper tries to clarify and
discuss specific problems in Japan’s healthcare delivery system,
particularly as compared to situations in the UK and US.

CONTEXT: JAPAN’S HEALTH SYSTEM

Japan’s healthcare system can be described as an entity with
various similarities to the systems employed in the UK and US;
in other words, it is somewhere in between these systems. For
example, health service facilities are mostly privately owned, as
is the case in the US system (Table 1) (8). Leaving healthcare
delivery to the private sector may improve physical access
to healthcare services, with a larger number of hospitals
than both the UK and US at a relatively low cost to the
government. On the other hand, health financing is accomplished
through a public health insurance system that covers the entire
population, as is done in the UK system, although the UK
system differs in that it is tax-based. Here, insurance coverage
has ensured service provisions at official prices, even in private
hospitals, which may substantially reduce the financial barriers
to healthcare services (7).

Including the number of physicians and nurses per capita,
Japan’s healthcare resources are comparable to those found in
the UK and US; even further, the number of hospital beds
per capita is much higher than in the UK and US (Table 1).
This relatively large number of hospital beds is likely the
result of underdeveloped role differentiation for inpatient beds.
Physician-to-bed and nurse-to-bed ratios are quite low in Japan,
showing that a large proportion of beds are used for long-term
care, which requires fewer human resources than acute care. The
actual number of acute care (curative) beds should be smaller
than that shown in Table 1, but this information is not available
in the statistical data.

TABLE 1 | Hospitals, hospital beds, COVID-19 patients, and bed occupancies in

Japan, the UK, and the US.

Japana UKb USc

Population (millions) 126 66 327

All hospitals (n) 8,300 1,978 6,146

Publicly owned hospitals (n) 1,524 1,978 1,421

Proportion in all hospitals 18.4% 100.0% 23.1%

Total hospital beds (n) 1,620,040 162,723 924,107

Per 1,000 population 12.8 2.4 2.8

Curative bedsd (n) 977,048 – 802,927

Per 1,000 population 7.7 – 2.5

Publicly owned beds (n) 442,741 162,723 197,865

Per 1,000 population 3.5 2.4 0.6

Physicians (n) 315,406 203,529 866,316

Per 1,000 population 2.49 2.95 2.64

Nurses (n)e 1,487,444 567,803 3,923,300

Per 1,000 population 11.76 8.45 11.79

Physician-to-bed ratio (total

hospital beds)f
0.2 1.3 0.9

Nurse-to-bed ratio (total hospital

beds)

0.6 3.16 2.93

Maximum daily new confirmed

casesg
23,083 59,829 251,085

Per one million populationg 183 877 754

Maximum daily tests performedh 135,173 1,303,126 1,909,168

Per 1,000 populationh 1.07 19.11 5.74

Maximum daily hospital bed

occupancyi
24,488 39,254 133,210

Proportion in curative bedsj 2.5% 24.1% 16.6%

Per one million populationi 194 576 400

Data source: healthcare resource data were obtained from OECD (8); COVID-19 data

were obtained from Our World in Data (9), except for Japanese data on hospital

occupancy, which were obtained from the Ministry of Health, Labour and Welfare

Japan (10).
aJapanese data on hospitals and beds were available for 2019. Excluding psychiatric

hospitals, there were 7,246 hospitals and 1,374,988 hospital beds. The data on physicians

and nurses were from 2018, while those for the nurse-to-bed ratio were from 2017.
bUK data (estimated number) on hospitals was from 2019, while those on hospital beds

were from 2020. The data on physicians, nurses, and nurse-to-bed ratios were from

2020 (estimated).
cUS data on hospitals and hospital beds were from 2018. The data for physicians were

from 2019, while those for nurses were from 2020, and those for the nurse-to-bed ratio

were from 2018.
dCurative beds in Japan have various functions (beds for the acute phase, recovery phase,

and rehabilitation).
eNumber of practicing nurses for Japan and the UK; and that of professionally active

nurses for the US.
fThese figures were calculated based on the numbers of physicians and beds (Japanese

and the US data were in 2018, and UK data was in 2020).
gData were obtained from Our World in Data (9). These are 7-day rolling averages. The

data were from August 25, 2021 in Japan, January 9, 2021 in the UK, and January 8,

2021 in the US.
hData were obtained from Our World in Data (9). These are 7-day rolling averages. The

data were for August 30, 2021 in Japan, March 21, 2021 in the UK, and November 25,

2020 in the US.
iThe data are from September 1, 2021 in Japan, January 18, 2021 in the UK, and January

14, 2021 in the US. The Japanese data were obtained from the Ministry of Health, Labour,

and Welfare (10). UK and US data were obtained from Our World in Data (9).
jThe denominator for the UK data is the number of total hospital beds, assuming that the

beds in the UK are used for acute phase curative purposes.
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Compared to the UK and US systems, the most obvious
difference in Japan is the lack of gatekeepers. The Japanese
government has not assigned gatekeeper roles to primary
physicians, meaning that patients can freely choose which
medical facilities they wish to visit (i.e., a “free-access” system)
(7, 11). Consequently, role differentiations have not emerged
between hospitals and clinics; hospitals provide both ambulatory
and hospitalized care, although the government has recently
begun to introduce role differentiations (11). Among other
factors, the insurance system, free access, and large numbers of
hospitals and beds have created easy access to hospitalized care.

ACCESS TO HOSPITALIZED CARE FOR
COVID-19 PATIENTS

Japan’s healthcare system could not promptly meet the demands
for hospitalized care that emerged following the patient upsurge
created by the pandemic. As of September 1, 2021, reports from
the fifth wave in Japan (August to September 2021) showed
that the per capita number of maximum daily cases was only
around 20% of what was reported in the UK (Table 1) (9, 10).
However, this figure may be considerably underreported given
the extremely small number of administered tests. From the same
time period, Japan’s maximum per capita hospital bed occupancy
rate was only one-third of that shown in the UK and one-half of
that shown in the US. This may reflect insufficient bed allocations
rather than lower demands for hospitalized care, especially
given the long waiting lists for hospital admission. Compared
to numbers from the UK and US, a far lower proportion of
curative beds (only 2.5%) were allocated to COVID-19 patients,
although not all of these curative beds were actual acute care
beds, as mentioned above. Overall, access to hospitalized care has
worsened in Japan.

While gradual progress is being made in securing beds
for COVID-19 patients in high-demand areas, the rate of
improvement is too slow, as the number of available beds was
still insufficient. In Tokyo, the maximum hospital bed occupancy
was 4,218 as of September 1, 2021 (303 per million persons),
which is slightly closer to the US level. However, given that more
than 10,000 patients were on the waiting list for hospitalization
in August (5), the actual bed requirement at that time was
presumably two to three times higher (600–900 per million
persons), which is somewhat higher than the maximum level in
the UK (576 per million persons). Efforts have since continued
to increase the number of secured beds in Tokyo, eventually
reaching 6,583 (474 per million persons) as of September 8, 2021;
thus matching the level in the US (10).

In terms of hospital access, a unique problemwas also revealed
in Japan’s ambulance system. That is, no hospital emergency
departments are designated as ambulance destinations. Rather,
ambulance crews perform triage at the scene, then select an
appropriate hospital based on the patient’s conditions. Upon
selection, crews must determine whether their patients will be
accepted by sending an inquiry to the hospital (12), which
may decline the patient based on its treatment abilities and
bed vacancies. In the pandemic context, the number of cases

requiring long inquiry processes greatly increased (12, 13). While
emergency departments in other countries tended to experience
overcrowding when large numbers of COVID-19 patients were
transported by ambulance, patients in Japan had to remain at the
scene for long periods of time while ambulance crews looked for
appropriate hospital destinations. Due to the insufficient number
of beds available for treating COVID-19, patients confirmed or
suspected of having COVID-19 may thus wait for hours in an
ambulance while still in front of their homes (14, 15).

IDENTIFYING THE PROBLEMS

Several characteristic features of Japan’s healthcare system have
complicated the ability to allocate resources and secure hospital
access during the pandemic. There are fivemain areas of concern.
First, the composition ofmostly small- tomedium-sized hospitals
has made efficient resource reallocation difficult; here, resources
are dispersed among these hospitals across communities. More
than 80% of private and 50% of public hospitals contain
<200 beds (Table 2) (16). Further, these hospitals do not
employ experts in infectious disease or contain negative pressure
rooms. In addition, approximately 40% of the beds in hospitals
containing <200 are used for long-term care (16). As evident
from these data and the overall small staff-to-bed ratios (smaller
hospitals tend to have smaller ratios), the role of these hospitals
is to provide sub-acute to long-term care: they just cannot deal
with COVID-19 patients. Even with some abilities to provide
acute care, directors of these hospitals may have been reluctant
to accept COVID-19 patients by because of concerns about their
insufficient ability to manage severe cases, the possible reduction
of services to other diseases, and the risk of nosocomial infection
from hospitalized COVID-19 patients. A survey conducted by
the Ministry of Health, Labour and Welfare in January 2021
indicated that only 19.3% of private hospitals with acute care beds
and <200 total beds had hospitalized COVID-19 patients (17).

Second, Japan’s system is private-dominant and the
government cannot forcibly mobilize medical resources.
Most hospitals (79%) and clinics (96%) are owned by entities
in the private sector (Table 2). Despite public subsidies, the
practice of hospitalizing COVID-19 patients resulted in large
revenue losses for many hospitals, which is a strong disincentive
among independently financed private hospitals with small
budgets (18). In addition, most national hospitals belong to
independent external agencies; the majority of public hospitals
are either small- to medium-sized or owned by independent
agencies or public service organizations such as the Japan Red
Cross Society and Japan Agricultural Cooperatives. Neither
the national nor local governments have the legal authority to
issue orders to hospitals that do not belong to them, and must
instead rely on requests. As an exception, prefectural governors
hold the legal authority to mobilize resources during major
disasters, as outlined in the Disaster Relief Law. However, they
cannot exercise this mechanism in the context of COVID-19, as
a pandemic is not legally defined as a disaster.

Third, the lack of coordination mechanisms and partnerships
among healthcare providers, public agencies, and local
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TABLE 2 | Size of medical care facilities and bed types by ownership in Japan (2019).

National hospitalsa Public hospitalsb Private hospitalsc Clinicsd

Number of hospitals/clinics by hospital sizee

Totalf 319 1,162 5,765 102,616

0 bed (n) – – – 95,972

Proportion – – – 93.5%

1–19 beds (n) – – – 6,644

Proportion – – – 6.5%

20–99 beds (n) 14 298 2,586 –

Proportion 4.4% 25.6% 44.9% –

100–199 beds (n) 50 284 2,051 –

Proportion 15.7% 24.4% 35.6% –

200–399 beds (n) 113 310 855 –

Proportion 35.4% 26.7% 14.8% –

400 or more beds (n) 142 270 273 –

Proportion 44.5% 23.2% 4.7% –

Number of beds by bed type

Totalf 125,533 301,461 857,169 90,825

General curativeg (n) 116,886 273,222 497,739 82,943

Proportion 93.1% 90.6% 58.1% 91.3%

Tuberculosis (n) 1,773 1,635 962 –

Proportion 1.4% 0.5% 0.1% –

Infectious disease (n) 169 1,515 204 –

Proportion 0.1% 0.5% 0.0% –

Long-term care (n) 380 15,829 292,235 7,882

Proportion 0.3% 5.3% 34.1% 8.7%

Psychiatric (n) 6,325 9,260 66,029 –

Proportion 5.0% 3.1% 7.7% –

The data source was a medical facility survey conducted in 2019 by the Ministry of Health, Labour and Welfare (16).
aThis category includes not only hospitals directly affiliated with the Japanese government, but also those affiliated with independent administrative agencies under the jurisdiction of

the national government and affiliated with national universities.
bThis category includes local governments, health insurance organizations in the public sector, and public service organizations such as the Red Cross Society.
cThis category includes non-profit-oriented medical corporations and health insurance organizations in the private sector.
dPrivate sectors account for 96.0% of all clinics.
eHospitals are defined as medical care facilities with 20 or more beds. Clinics can be equipped with fewer than 20 beds. Psychiatric hospitals were excluded.
fPsychiatric hospitals were excluded.
gGeneral curative beds are the remainder after excluding specialized beds (beds for infectious diseases, tuberculosis, long-term care, and psychiatric diseases); they are generally

categorized as hospital beds intended for various functions (beds for acute phase, recovery phase, and rehabilitation).

governments impedes efficient resource utilization during
public health emergencies. Japan’s hospital system has
traditionally consisted of small- to medium-sized hospitals
that developed from clinics and provides self-contained
services on an independent basis (7). As such, functional
differentiation and coordination are still relatively nascent.
Moreover, Japanese municipalities are primarily responsible
for disaster responses, including medical care provisions, and
must develop community disaster plans under the guidance
of prefectural governments (19). However, there are currently
no well-developed collaboration or coordination mechanisms
between municipal governments and healthcare facilities at
the community level; in many cases, there are no clear role
definitions or command systems for dealing with patient surges
(20). In addition, each municipality or prefecture is responsible
for medical care in its jurisdiction, and inter-jurisdiction

cooperation mechanisms do not exist (such mechanisms as
wide-area patient transfer will be triggered in disasters but a
pandemic is not legally defined as a disaster). Consequently,
delays may occur when attempting inter-hospital or inter-
jurisdiction transfers of COVID-19 patients. Particularly, delayed
transfer of recovering patients from tertiary to secondary care
hospitals resulted in mismatches between patient severity and
hospital function, thus exacerbating the existing supply-demand
imbalance in inpatient care.

Fourth, the lack of clearly designated entry points to the
healthcare system has diminished access during the pandemic,
which is the flip side to the “free access” system. Whereas, there
are no strict gatekeeper roles allowing patients to visit any facility
they wish (11), patients are required to select appropriate facilities
due to premature functional differentiation and the referral
network. At the beginning of the pandemic, many hospitals
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and clinics declined febrile patients because their facilities were
not appropriate entry points, meaning that patients should
have instead chosen locations that better fit their needs (21).
Although conditions are improving, many hospitals continue to
decline febrile patients who are being transferred by ambulance,
especially during surges of COVID-19 patients (5, 13). In such
cases, the patients themselves or ambulance crews must identify
facilities that will provide care to febrile patients. In general,
the “free-access” provision may entail far fewer entry points to
the healthcare system (at the discretion of providers) during
public health emergencies, thus creating a situation of “concealed
access.” As such, service users may find themselves desperately
searching for appropriate entry points (12).

Fifth, medical resources have not been accurately quantified,
which may result in incongruent policymaking. At 7.7 per 1,000
persons, Japan appears to have more curative beds per capita
than other countries. In reality, this may be an overestimation of
Japan’s total healthcare resources. Here, curative beds are those
which remain after excluding beds for other purposes (infectious
diseases, tuberculosis, psychiatry, and long-term care), meaning
beds for general usage (11); some are not used for acute care,
but are actually taken for rehabilitation or sub-acute care. The
number of curative beds designated for acute phase patients
should be smaller; a recent study estimated that there were
actually 3.3 per 1,000 persons, which may be more accurate (18).
The official statistics are likely inaccurate due to the insufficient
classification of beds. This has created a seemingly contradictory
situation in which a small number of beds are secured for
COVID-19 patients despite a large overall number of hospital
beds. Furthermore, mobilizing acute care beds for hospitalizing
COVID-19 patients resulted in minimizing or postponing other
health services, which may mean not only a lack of coordination,
but also an absolute lack of resources to deal with a public health
emergency while continuing regular services. These problems
point to the urgent need for accurate resource assessments.

DISCUSSION: PROPOSITIONS FOR
IMPROVEMENT

Japan is gradually securing the number of hospital beds needed
to treat COVID-19 patients. Some areas have even matched
the conditions achieved in the US and UK, with most of
these being in urban locations. In addition, laws related to
infectious disease control were amended in February 2021, such
that prefectural governors now have the authority to strongly
request that hospitals provide additional beds to accommodate
COVID-19 patients. A telemedicine system was also introduced
to support small- to medium-sized hospitals that do not
employ experts in infectious disease and intensive care to
provide appropriate care to COVID-19 patients and to control
nosocomial infections. Following another legal amendment
designed to facilitate the process, some prefectures have either
already set up temporary COVID-19 hospitals or plan to do
so in order to increase the number of available beds. Despite
these efforts, Japan must still address the problem of inefficient
resource usage, by restructuring the medical system to establish

better disaster preparedness. Even if it is not currently possible
to fundamentally alter the health service system itself (e.g.,
transitioning from private-dominant to public systems), some
useful modifications are feasible. For example, policymakers
may incorporate coordination mechanisms, strengthen referral
networks, and clearly designate entry points to critical health
systems during public health emergencies.

With a private-dominant healthcare delivery system similar to
Japan’s, the US may serve as a point of reference. Considering
the different healthcare systems, we should learn from the
coordination mechanisms rather than the system itself. Of note,
the US has developed “healthcare coalitions” to coordinate
between individual healthcare providers, public health agencies,
emergency medical services, and emergency management
agencies for health system preparedness. This is supported by
the Hospital Preparedness Program, which is a federally funded
nationwide initiative (2, 22) that facilitates collaboration among
individual healthcare facilities, improves information sharing,
and ensures the efficient reallocation of scarce resources in
response to all types of public health emergencies. As such, this
coordination mechanism among various stakeholders functions
as a substitute for an organizational structure with command-
and-control mechanisms, as found in public health service
systems such as that employed in the UK. The US system
may provide a suitable template for improving Japan’s health
service system.

Although Japanese and US healthcare providers share the
similarity of private-dominance, we must pay attention to the
differences in referring to the US. The biggest difference is the
complexity of provider composition in Japan, in which there
is a large number of small- to medium-sized hospitals that
independently provide services and sometimes compete with one
other in contrast to clear role differentiations among healthcare
facilities in the US. Moreover, there are substantial regional
variations in this composition. Each region should therefore
create an applicable system through a bottom-up approach
that involves support from local public health authorities
(20). Combined with such region-specific disaster preparedness
efforts, the coordination mechanism and governmental subsidies
seen in the US healthcare coalitions would expedite functional
differentiation and augment the development of inter-hospital
resource reallocation mechanisms.

Further, existing laws should be amended to redefine
pandemics as “disasters.” This would enable national and local
governments to respond more appropriately to pandemics.
Although both types of government have the authority to
mobilize resources in disasters even from the private sector,
the relevant mechanisms cannot be exercised in the context
of COVID-19 pandemic, which is not legally defined as a
disaster. In the absence of this, management is based on
laws that are related to infectious disease control, which give
governments the power to make strong requests at most, even
after the recent amendment strengthening gubernatorial power.
In addition, without full activation of disaster responses, inter-
jurisdiction collaboration mechanisms, particularly wide-area
patient transfer across prefectural or municipal borders, would
not function appropriately. An all-hazards approach would be
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preferable, such that we can prepare for and respond to all kinds
of public health emergencies under the disaster management
framework (22).

As mentioned throughout the paper, Japan must designate
clear entry points to the healthcare system, with established
gatekeeper roles. At the very least, this should be done during
public health emergencies, especially in cases with surging
numbers of patients. We must absolutely alter the current
approach to emergency medical services, in which ambulance
crews are tasked with searching for entry points (13–15). Given
that medical resources are dispersed across a large number
of small- and medium-sized hospitals, there are significant
variations in the abilities of individual emergency departments.
This highlights the need for a system in which an initial
treatment center is available for emergency patients, specifically
to accept all patients from a geographically defined area, then
redistribute them to appropriate hospitals based on both their
own medical conditions and the abilities of the intended facility.
This will also facilitate daily operations in general. Even before
the pandemic, there were several cases in which ambulance
teams had difficulty finding hospitals for their patients. While
issues must be addressed in both situations, it is better to
overcrowd emergency departments than force ambulances to
park throughout the communities.

Accurate quantification of the existing healthcare resources is
crucial, especially for use in public health emergencies. However,
current figures do not accurately indicate the number of beds
available for acute care due to the insufficient differentiation
of bed functions in Japan. The Ministry of Health, Labour
and Welfare has initiated a system for reporting bed functions
to help facilitate this issue, but it is also necessary to reflect
differentiations in the official statistics, thus more precisely
indicating what resources are available during times of disaster.
To obtain information on the available resources in real-
time, further utilization of information technology is desirable.
Although the Ministry of Health, Labour and Welfare operates
a system to collect medical resource information from hospitals
throughout the country, its requirement of human data inputting
makes collecting information in real-time impossible. A more
sophisticated system that can automatically collect information
(e.g., using artificial intelligence) would expedite information
sharing about available resources (artificial intelligence may
also be useful in predicting resource needs). In addition,
information sharing mechanisms may also promote local or
regional coordination (23).

Finally, we may need to reconsider Japan’s regulatory and
efficiency-oriented policies to overly streamline its healthcare
resources. Seemingly, Japan’s current medical resources are
insufficient to deal with a public health emergency while

continuing regular services reflecting previous efficiency policies
to cut the resources to the minimum tomaintain regular services.
In addition, flexibly increasing hospital beds is not legally
allowed. TheMinistry of Health, Labour andWelfare has planned
to further cut acute care beds with low utilization by reorganizing
acute care public hospitals (24). However, in case of emergencies,
further resource cuts may need to be reconsidered (to create
resource surplus in ordinary times, if not excessive) and flexibility
should be introduced to rapidly increase temporary beds.

CONCLUSIONS

Japan’s healthcare system has not been able to sufficiently or
promptly address a rapid increase in the number of patients who
require hospitalization due to COVID-19. Contributing factors
include the dispersed nature of existing medical resources, the
lack of collaboration mechanisms among private-dominant
healthcare providers and public health agencies, an inadequate
legal framework for responding to all kinds of emergencies,
the insufficient quantification of existing resources, and
a lack of designated entry points to healthcare systems.
To address these issues and prepare for the next wave of
COVID-19 and any future disasters, Japan urgently needs to
restructure its legal framework to promptly mobilize resources,
accurately quantify existing resources, introduce coordination
mechanisms with functional differentiations among all
community stakeholders, and clearly designate entry points
to healthcare.
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