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Abstract: We sought to calculate the extra social costs resulting from child abuse in residential care 
facilities (RCFs) for children with disabilities (CWD) in Japan. We distributed a survey to 260 resi-
dential facilities for CWD in 2020 and obtained responses from 91 facilities. Among the children 
admitted to these facilities, 23–67% were affected by child abuse. We estimated the extra costs to be 
an average of USD 647.7 million. This study is meaningful in that there are no existing official sta-
tistics or research findings on the extra costs of residential care due to child abuse in Japan. 
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1. Introduction 
1.1. Current situation of residential institutions for Japanese children with disabilities 

This study aimed to calculate the additional social costs stemming from child abuse 
in the expenses of Japanese residential care facilities (RCFs) for children with disabilities 
(CWD). This project was initially undertaken by Wada and Igarashi to determine the ad-
ditional costs of Japanese child maltreatment, but these researchers did not calculate the 
costs of residential care for CWD [1]. Complimenting their research, our study provides a 
further precise view of the extra social costs of Japanese child abuse. Hughes et al. exam-
ined the relationship between adverse childhood experiences (ACEs), health, and other 
types of financial expenses in 28 European nations, similar to our study [2]. Meanwhile, 
Isumi et al. constructed medical assumptions about the older Japanese population with 
inappropriate childhood treatment and suggested that such childhood experiences can 
impact an individual’s life and generate social expenses over the long term [3]. 

An investigation into this subject reveals enormous annual additional costs incurred 
from child abuse, incentivizing governments and local authorities to reduce child abuse 
in society. 

Established under Article 25 of the Child Welfare Act [4], Japanese institutions for 
CWD are operated to provide protection, teach regular life skills, and provide knowledge 
to CWD. Two types of institutions exist: medical institutions for children with physical or 
severe multiple disabilities, and welfare institutions for children with intellectual disabil-
ities, behavioral disorders, or developmental disabilities. The number of children admit-
ted to these institutions has remained unchanged or is in decline. Although RCFs for CWD 
were originally intended for children with congenital impairments, such as intellectual 
disabilities, autistic spectrum disorder, and severe physical conditions, government re-
search found that the primary reason for admission is behavioral disorders caused by 
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post-traumatic stress disorder (PTSD), secondary to inappropriate treatment from care-
givers (i.e., maltreatment).  

The Ministry of Health, Labour and Welfare’s (MHLW) Department of Health and 
Welfare for Persons with Disabilities (DHWPD) classifies the functions of RCFs for CWD 
as developmental, independence, and communal support, in addition to social care [5]. 
As for social care (Note 1), Tsuru pointed out that the four kinds of infant homes—foster 
homes, maternal and child living support facilities, and foster parents—comprise 41% of 
the route of admission to RCFs for CWD, and a substantial portion of the reasons for ad-
mission are due to social care [6] (p. 21). Suzuki indicated that the share of abused children 
is rising in RCFs for CWD, implying that an extra cost of abuse is occurring in these insti-
tutions [7]. 

 
1.2. Overage children (ka-rei-ji) 

RCFs for CWD in Japan accept children with the expectation of providing social care. 
Although RCFs are essentially expected to function as temporary substitutes for home 
care, parents are unlikely to recover their childcare functions, and the placement is likely 
to be prolonged. It is unlikely that physically disabled children or those with severe intel-
lectual disabilities or autistic tendencies—who need assistance in all aspects of life—will 
be able to live at home or in the community, even when they grow up and become legal 
adults at age 18. As a result, such children will continue on to residential facilities for 
adults, which are usually located at the same sites as RCFs for CWD, despite the fact that 
other young people of the same generation typically attend day centers away from their 
parents. In Japan, these adults are called ka-rei-ji (overage children). MHLW, which has 
jurisdiction over them, is aware of this issue. As such, the Study Group on the State of 
Residential Institutions for Children with Disabilities, which is run by the DHWPD, was 
established; its March 2020 report [5] underscores the strengthening of independence sup-
port functions for overage children as a task for RCFs for CWD. This has long been a 
problem but has yet to be resolved. One reason is that once a child is placed in an RCF, 
family and community ties are severed, making it difficult for the child to leave the facility 
and forcing them to make the facility the foundation of their life on a continual basis. As 
of 2020, there are 1,500 overage children in welfare institutions for CWD and 18,141 in 
medical institutions for CWD, amounting to 19,641. The large number of overage children 
in medical institutions indicates the lack of a stable medical/care system. In Japan, the Diet 
passed the Act on Support for Children with Medical Care and their Families in 2021. 
However, this implies that the development of a stable, ongoing medical/care system in 
the community has only just begun. 

 
1.3. Prior studies on extra costs 

The concept of extra costs refers to the monetary costs or losses incurred compared 
to if the causative factor or phenomenon had not occurred. Cullinan et al. [8] and Roddy 
[9] surveyed families in Ireland and estimated the extra costs and losses of households 
with a chronic illness or disability. The results of this study showed that additional costs 
increased as the level of disability became more severe, as did the impact on poverty in-
dicators. Minh et al. predicted the extra costs of living for households with a disability in 
Vietnam, noting that such additional costs come to around 8.8–9.5% of one’s annual 
household income (equating to 200-218 USD) [10]. 

We referred to the work of Sado [11], who scrutinized the extra costs of depression—
not only direct costs such as medical and pharmaceutical expenses, but also indirect ones 
such as morbidity costs (absenteeism and lost productivity due to depression) and mor-
tality costs (expected lifetime wages of suicide victims who took their own lives due to 
depression). 

Estimates of the extra costs of child abuse have been conducted in the US [12], Canada 
[13], Germany [14], Australia [15], and Japan. Our study supplements the work of Wada 
and Igarashi [1], as noted above. 
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2. Materials and Methods 
2.1. Method of selecting facilities for survey distribution  

The survey was designed by the second author of this paper and completed with 
advice from the first author. We delivered it to 260 facilities for CWD (welfare institutions) 
and received 91 responses. The initial plan was to send the survey to medical institutions 
as well. However, using budget as an indicator, the results of a pilot study of five medical 
institutions showed that it is difficult to compare the two types of facilities because they 
have vastly different goals (welfare institutions aim to improve children’s life skills, while 
medical institutions are focused on treating children). Thus, we did not send the survey 
to medical institutions. Accordingly, we only implemented the survey at welfare institu-
tions. As support costs generally tend to be higher at medical institutions than at RCFs, 
the estimates are on the conservative side (Note 2). 

We created the mailing list from addresses available in a national database. We sent 
out the survey in October 2020; the collection period ran until January 2021. We cleaned 
and analyzed the data using descriptive statistics and visualization. 

 
2.2. Relationship between recovery rate and the sample/population 

We received responses from 91 corporate facilities housing 2,235 individuals (includ-
ing children and overage children). According to data from MHLW’s DHWPD, there were 
28,368 RCFs for CWD in 2020 (6,944 welfare and 21,424 medical institutions). However, in 
this study, all surveys were answered by welfare RCFs for CWD. Thus, the sample com-
prised 2,235 (32.1%) individuals living at 6,944 welfare RCFs for CWD. 

 
2.3. Ethical review 

The present study was approved by the Research Ethics Committee of Hanazono 
University. Those returning the survey form consented to this survey.  

 

3. Results 
3.1. Breakdown of total operating expenses for the RCFs  

As part of the survey, we gathered data on total operating expenses for each RCF as 
a whole, the budget allocated to children under 18 admitted to the facility based on the 
Child Welfare Act, and the budget allocated to overage children over 18 grounded in the 
Act on Providing Comprehensive Support for the Daily Lives and Life in Society of Per-
sons with Disabilities. Extraordinary increases/decreases (which are receipts or spending 
other than direct support) are reported as expenses tied to the facility’s accounting depart-
ment. Extraordinary increases/decreases include non-recurring grants, donations, and 
gains/losses on sales of fixed assets, as well as gains/losses on disposals of fixed assets. 

The facility’s total operating expenses, which form the overall budget, averaged  
USD 1.17 million with SD±0.123 million; 96.7% of a facility’s total operating expenses are 
accounted for by government benefits through support services rooted in the Child Wel-
fare Act and the Act on Providing Comprehensive Support for the Daily Lives and Life in 
Society of Persons with Disabilities (the Child Welfare Act budget + Act on Providing 
Comprehensive Support for the Daily Lives and Life in Society of Persons with Disabilities 
= the total cost; average: USD 1.14 million, SD±0.127 million) (Figure 1). 
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Figure 1. Total cost of services vs. direct support costs for children and people with disabilities. 

Under Japanese law, disabled children under age 18 have money allocated from the 
budget under the Child Welfare Act, while disabled persons over age 18 have money al-
located from the Act on Providing Comprehensive Support for the Daily Lives and Life 
in Society of Persons with Disabilities. As we did not scrutinize the age of each individual 
resident, we determined there was no issue with each facility’s total operating expenses, 
which amounted to the sum of budgets for the Child Welfare Act and for the Act on 
Providing Comprehensive Support for the Daily Lives and Life in Society of Persons with 
Disabilities. 

 
3.2. Cost per resident for an RCF for CWD and the total annual amount  

After we obtained the total operating expenses of each facility (Child Welfare Act 
budget + Act on Providing Comprehensive Support for the Daily Lives and Life in Society 
of Persons with Disabilities = the total cost), we divided the amount by the number of 
enrolled children (including overage children) and the annual direct support costs per 
resident. The average annual budget per child resident in welfare institutions for CWD 
was 31.7 (USD 1,000) (95% confidence interval [CI)]: 28.5 [USD 1,000]–34.9 [USD 1000]), 
the average annual budget per overage child was 25.5 (USD 1,000) (95% CI: 12.4 [USD 
1,000]–38.7 [USD 1,000], and the average annual budget per resident in all facilities was 
57.9 (USD 1,000) (95% CI: 44.8 [USD 1,000]–71.0 [USD 1,000] (Table 1). 

 

Table 1. Estimated annual per capita budget for RCFs for CWD (USD 1,000). 

  Obs 
Mean  

(USD 1,000) 
Std. err. (95% CI) 

Total service costs 74 57.9 6.6 44.8 71.0 
Service costs for a child 76 31.7 1.6 28.5 34.9 
Service costs for a disabled person 75 25.5 6.6 12.4 38.7 

 
All estimates are based on the costs of welfare institutions because data on medical 

institutions were not available. We may have underestimated the figures because medical 
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institutions usually include spending from the medical care budget, in addition to the 
child welfare and disability welfare budgets. 

Based on our estimates, the annual cost per child in RCFs for CWD is 31.7 (USD 1,000) 
x 8,727 child residents, and the annual cost per overage child is 25.5 (USD 1,000) x 19,641 
overage child residents, so the direct support costs of RCFs for CWD in Japan in fiscal year 
2020 amounted to USD 777.4 million per year. 

 
3.3. Criteria for child abuse 

In estimating the extra costs of abuse in RCFs for CWD, the criteria for identifying 
abuse—which factor into the reasons for admission to the facility—are important. How-
ever, it is difficult to pinpoint a single criterion (i.e., point estimation); it is more appropri-
ate to adopt several different criteria and to consider the true values that lie within their 
range (partial identification) [16]. In this case, partial estimation is different from the con-
fidence interval used to infer the population from a sample in statistical theory. There are 
multiple criteria for child abuse, but no dataset ensures the validity of the criteria currently 
used in Japan. Under these limited conditions, the attitude of conscientious science is to 
present multiple criteria and the possibility of a true value somewhere within an interval 
rather than point estimates of the true value. 

The survey asked each facility about the number of children admitted whose disabil-
ities were caused (or presumed to have been caused) by child abuse. We assumed this 
would be the criterion by which the child consultation center informed the facility that 
child abuse was considered to be the reason for admission. Accordingly, this criterion is 
referred to as the public criterion. 

In addition, an MHLW research team’s 2019 survey of RCFs for CWD presented an 
estimate of “children for whom the child consultation center does not acknowledge abuse, 
but the facility judges to have been abused or strongly suspects to have been abused” [17] 
(p. 282). We adopted this estimate as the Shimoyamada criterion. 

The survey also asked eligible facilities about the number of child residents with 
ACEs (Note 3). Although the ACE score is used to predict the frequency of deviant phys-
ical, mental, and social behaviors in adolescence and adulthood, we believe it can also be 
used for severe problems in the upbringing environment [18]; hence, we set two levels of 
applicability to ACE items in the survey. The ACE 1-4 criterion includes experiences of (1) 
psychological abuse, (2) physical abuse, (3) sexual abuse, and (4) neglect, which are also 
close to the definition of child abuse in the Japanese Child Welfare Act. 

In addition to the ACE 1-4 criterion, we defined the ACE 5-10 criterion as (5) the 
experience of feeling alienated, (6) the mother’s history of domestic violence, (7) divorce, 
(8) a family history of alcoholism, (9) a family history of mental illness, and (10) a family 
history of incarceration, all of which correspond to family dysfunction. 

These four criteria are the public criterion, the Shimoyamada criterion, the ACE 1-4 
criterion, and the ACE 5-10 criterion. The following table displays the percentages of chil-
dren admitted that meet the criteria (Table 2). Therefore, in Japan, the true rate of children 
for whom abuse is a factor in their admission to an RCF for CWD is likely between 24.9% 
and 63.8%. 

 
Table 2. Percentage of accreditation by each accreditation method 

  Percentage 
Public criterion 24.9% 
Shimoyamada criterion 39.9% 
ACE 1-4 criterion 48.9% 
ACE 5-10 criterion 63.8% 

 
3.4. Calculating the direct costs of child abuse for RCFs for CWD  
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The rate of abuse among children admitted to RCFs for CWD was estimated to range 
from 24.9% to 63.8%. The rates of direct support costs for each of the four criteria (extra 
costs per person due to abuse) are shown in Table 3. The annual cost per person is  
USD 17.8 (USD 1,000) based on the public criterion, USD 19.0 (USD 1,000) based on the 
Shimoyamada criterion, USD 24.1 (USD 1,000) based on the ACE 1-4 criterion, and 
USD 30.2 (USD 1,000) based on the ACE 5-10 criterion (Table 3). 

 
Table 3. Direct costs per person by each accreditation method (USD). 

Note. USD 1 = JPY 130 
 
After multiplying the annual cost using the criterion by the number of residents of 

RCFs for CWD in 2020 (28,368), we found the extra costs due to child abuse to be  
USD 505.4 million according to the public criterion, USD 540 million according to the 
Shimoyamada criterion, USD 683 million according to the ACE 1-4 criterion, and  
USD 861.5 million according to the ACE 5-10 criterion. We therefore estimated the true 
value to be between USD 505.4 and USD 861.5 million. The average value of this partial 
identification, USD 647.7 million, was estimated to be the extra costs of child abuse for 
RCFs for CWD in this study (Table 4 and Figure 2). 

 
Table 4. Estimated extra costs by each accreditation method (USD) 

  
Estimated extra costs 

(USD 1 million)  
Std. err. (95% CI) 

Total extra costs by the public criterion 505.4 76.4 350.8 660.8 
Total extra costs by the Shimoyamada criterion 540.0 30.2 478.5 601.5 
Total extra costs by the ACE 1-4 criterion 683.8 65.5 550.8 815.4 
Total extra costs by the ACE 5-10 criterion 861.5 76.9 701.5 1015.4 

Note. USD 1 = JPY 130 

  Obs 
Mean 
(USD 
1,000) 

Std. err. (95% CI) 

Direct costs per person by the public criterion 56 17.8 2.7 12.4 23.3 
Direct costs per person by the Shimoyamada criterion 74 19.0 1.1 16.9 21.2 
Direct costs per person by the ACE 1-4 criterion 74 24.1 2.3 19.4 28.8 
Direct costs per person by the ACE 5-10 criterion 73 30.2 2.7 24.7 35.8 
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Figure 2. Box plot of estimated extra costs by each accreditation method (USD). 

In order to make a comparison with the findings of Wada and Igarashi, we estimated 
that the proportion of children alone (30%) would produce USD 194.3 million. This esti-
mated amount is second only to the costs of abuse at USD 567 million for foster homes 
cited by Wada and Igarashi. Wada and Igarashi estimated direct costs to be USD 999 mil-
lion at a time when estimates for RCFs for CWD were not included [1]. Adding the USD 
647.7 million that we estimated, the extra costs due to child abuse in Japan amount to USD 
1,646.7 million. 

 

4. Discussion 
The results indicate that a minimum of 24.9% and maximum of 63.8% of the children 

admitted to RCFs for CWD were affected by child abuse in a broad sense. Residents of 
RCFs for CWD might not just be congenitally delayed, developmentally disabled, or phys-
ically disabled; they may also have acquired impairments after the fact due to an inappro-
priate upbringing environment, or they might have PTSD (although judged to be an im-
pairment) due to inappropriate care. This implies that RCFs for CWD substantively func-
tion as social care facilities, and may suffer from the same social problems as foster homes. 
In other words, whether due to a medical condition or abuse, under the circumstances of 
social care in Japan—where adoption and small-scale foster care are still developing—
placement of CWD in institutions during childhood disconnects them from their families 
and communities, resulting in prolonged stays in facilities. This is supported by the phe-
nomenon of children in RCFs for CWDs remaining there as overage children, even after 
they reach adulthood. According to MHLW [5], 39.2% transitioned to RCFs for persons 
with disabilities for adults, and 25.3% to assisted communal living (group homes) after 
leaving the facility, resulting in only a partial return to the home and community. As such, 
childhood institutionalization due to abuse may have a significant impact on adulthood. 

This study estimated the extra costs related to the institutionalization of children that 
are presumably institutionalized because of child maltreatment, a topic on which there 
have been few research reports in recent years. Taking into account the differences across 
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child welfare and social care systems, we would encourage future research on the extra 
costs of child maltreatment and associated institutionalization in areas other than Japan. 

Although we only calculated the direct costs of residential care for CWD, we can infer 
from the results that the social costs of long-term admission—not only in residential care 
for CWD but also in foster homes and other facilities where children are separated from 
their families and communities—are far greater later in life than direct costs. 

 

5. Conclusions 
A minimum of 23% and a maximum of 67% of children in RCFs for CWD have been 

subjected to child abuse. Children admitted to residential care may have been post-disa-
bled or have PTSD due to an inappropriate care environment. The direct costs of residen-
tial care for CWD 2020 amounted to USD 647.7 million, which is incurred annually. In the 
context of social care in Japan, where adoption and small-scale foster care are still in their 
infancy, entering institutions at an early age may cause CWD to be cut off from their fam-
ilies and communities, resulting in prolonged institutionalization. Subsequently, reinte-
gration back into the family or community is not achieved, and residential care at an early 
age due to abuse has a negative impact on adulthood. 

 
 Notes 
1. Social care refers to care provided by the central government, local governments, or other entities 
in the public sector to children who require care in their family environment, such as when a child 
has no guardian or has difficulty obtaining care from a guardian due to abuse or other reasons. As 
of 2022, approximately 42,000 people receive social care in Japan, including 6,019 children adopted 
by foster parents, 1,688 children in small facilities, and 34,727 children in regular facilities. Approx-
imately 80% of children who leave social care live in institutions. This is a major policy issue, as the 
full guarantee of children’s rights has not yet been realized. 
2. Statistical data, such as budgets for welfare and medical institutions in Japan, are managed by 
local governments and are not compiled at the national level. The development of national welfare 
and medical statistics is still in its infancy in Japan. In addition, the central government does not 
fully disclose the small amount of statistical data that does exist, and an environment for secondary 
use by researchers is not yet in place. 
3. In Japan, investigations of the relationship between ACEs and mental illness [19, 20], PTSD [21, 
22], addictive behaviors [23], poverty [24], and delinquent/offending behavior [25] have been con-
ducted. 
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