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II-4 Overview of Hospice/Palliative Care System in Japan

Senior researcher Hiroko Komatsu (St. Luke’s College of Nursing, Professor)
Researcher Naoko Yoshikawa (St. Luke’s College of Nursing, Associate Professor)
Research collaborator ~ Megumi Umeda (St. Luke’s College of Nursing, Visiting Researcher )
Research collaborator ~ Chikako Uchida (St. Luke’s College of Nursing, Visiting Researcher )

Summary: For the purpose of suggesting Community-based participatory Care System for
Home-based Hospice in Japan. To analyze the characteristics of hospice law, cost system, and
management system through the comparison among foreign countries’ hospice law, cost system, and
management system, we surveyed 3 hospitals, 3 hospice agencies, 3 hospice day care centers, 3
home hospices to collect the data of organizational structure, facilities, equipment, manpower,
payment for hospice care, contents of service etc.

Mainly accepted patients should be adults with terminal stage malignant tumors. But criteria for
accepting patients for care are more flexibly applied in Home-based hospice care than in the case of
Hospital-based hospice care. A typical hospital-based hospice care team includes physicians, nurses,
social workers, a pharmacist, a chaplain, and volunteers, but home-based care it difficult to involve a
psychiatrist, dietician or physical therapist because of the smaller size of care operation.

The medical cost of patients receiving hospice/palliative care is paid by the health insurance
program to which they subscribe, according to the medical service fee prescribed for the treatment,
tests, and care provided. Palliative care ward hospital charges are calculated at the fixed rate of
37,800 yen per day. The home-based palliative care fees per day are reported to be about 9,000 yen
including examination and test fees. For a result of expanding the home care clinic system in Japan,
day care at a clinic or home-visit nursing care station has become possible. Regarding the control of
quality of hospice/palliative care, few facilities have, and implement, a clearly specified quality
evaluation system.

It is important for care team members sharing and working towards the goal of care by playing
their role as specialist professionals while exchanging views, and collaborating, thereby promoting
better patient QOL. As an important element of cancer care, the law encompasses the stipulations for
reinforced promotion of continuing education and training for doctors and nurses who have excellent

knowledge of and skills in palliative care.
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A. Purpose

To suggest Community-based participatory Care
System for Home-based Hospice in Japan,
analyze of characteristics of hospice law, cost
system, and management system through the
comparison among foreign countries” hospice law,

cost system, and management system.

B. Methods
1. Contents of Analysis: Survey 12 hospice in
stitutions for hospice management system (3
hospitals, 3 hospice agencies, 3 hospice day c
are centers, 3 home hospices): organizational
structure, facilities, equipment, manpower, etc.
- Hospice law : General provisions,
eligibility, of
coverage, election and revocation of
of

services,

recipient duration

hospice  care, conditions

participation,  covered
payment for hospice care, utilization
control, right of appeal, etc.
- Hospice cost system: Hospice
budget on governmental level, detailed
hospice payment system, amount of
clients’ payment, etc.
- Hospice management system: Type
of hospice services, contents of service,
manpower, equipment, etc.
2. Workshop with international co-researchers
National Yang-Ming
University, St. Luke’s College of Nursing)

(Yonsei University,

C. Results and Discussions
<Management system>

Hospice care in Japan was modeled after St.
Christopher hospice in England which was funded

88

by Sisily Sonders and has become increasingly
popular. In 1982, cancer was recognized as the
number one cause of death among Japanese.
Since 1983, an annual terminal Care Conference
has been held in Japan. Since 1990, Palliative
Care has been covered by national health care
insurance. The concept of hospice/palliative care
has been gradually expanded and awareness
among the public has grown. Due to the aging
and the increased longevity of the Japanese
population the number of cancer patients has
dramatically.
hospice/palliative care units are having difficulty

increased Therefore,
of caring for the increased number of cancer
patients. To cope with this, government certified
palliative care units were started at many large
hospitals. Into 2006, the Cancer Control Act was
enacted, and cancer treatment and palliative care
took a dramatic turn. Under this law, palliative
care in the community is a priority. In the future,
hospice/palliative care could be extended to
suffering patients from other disease.

Although hospice care in Japan modeled after
St. Christopher hospice, it now includes palliative
care. In Japan, the term “Palliative Care” has
become more popular than hospice care. A reason
of this situation is using a word of palliative care
on the occasion of institutionalizing a hospice care.
The definition of palliative care in Japanese
nursing is based on that presented by WHO in
1987. Unlike in the past, nowadays, palliative care
is used to treat all stages of cancer not only the
end stage.

In Japan, the estimated number of cancer deaths
in 2005 was 325,000 persons, which accounted
for one-third of the total number of deaths. Given



the rapid aging of the population in Japan, the
prevalence of cancer as well as cancer mortality
will continue to rise in coming years. As the
mortality from cancer increasing through to 2020,
cancer will come to represent half of all mortality
in Japan.

In surveys of Japanese people, 50% of
respondents indicated that they would prefer to die
at home. Until 40years ago, in Japan, over 60% of
the people died in their own homes, but currently,
10% die at home (Fig.1).

Fig.1 Place of death in Japan (Ministry of Health, Labour
and Welfare, Statistics and Information Dept. )
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I'd like to review the health situation in Japan
to better understand hospice/palliative care
(Table.1).

Table.1 The feature of Japan’s Palliative Care
Unit

e In Japan, people have universal health care system

m Cancer has been the leading cause of the death since
1982

m Japan has the world’s highest longevity rate

m Palliative care has been revolved focusing or cancer
treatment

a Promoting Palliative is a government priority; these are

new programs

mr Respect the family's opinion for the choice of the
treatment

m Improvement in palliative care unit in many facilities and

introduction of a new finance system .
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In Japan there is a universal health care
system. Cancer has been the leading cause of
death since 1982. Japan has the world’s highest
longevity rate. Palliative Care focused on cancer
patients. Palliative Care has spread due to the
government’s effort to prioritize it. Families have
been increasingly involved in the choice of cancer
treatment.

Japan's hospices/palliative care can generally be
divided into two types; Hospital- and Home-based
hospice care. From 1990, “Palliative Care Unit”
has been recognized as a health care treatment
under national health insurance. The concept of
hospice/palliative care has been gradually
expanded and public awareness has increased.

As of February 2007 there are 163 Palliative
Care Units with a total of 3,118 beds nationwide

(Fig2).

Fig.2 Palliative Care Unit Approved (PCU) -
Hospital-Based (Feb. 2007)
http/lwww.bayline.orjp/jard/
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Most units are in urban areas. There is one
prefecture which does not have any units. In
addition, there are five thousand seven hundred
Home-based hospices. Both Hospital- and



Home-based hospices, as shown in Table.2, have

criteria for accepting patients for care.

Table.2 Necessary Condition for Receiving
Hospice/ Palliative Care (“Standard of
the Hospice/Palliative Care” from
Hospice Palliative Cares Japan)

1. Patients affected malignant tumor, AIDS,
diagnosed as incurable disease and who do not
desire to have aggressive treatment.

2. Desire to receive by adult patients, their family.

3. Good understanding of disease condition and
prognosis.

4. Services are not discriminate for social,
economic or religious reasons.

In either case, accepted patients should be adults
with terminal stage malignant tumors. It is also
should desirably

understand their disease and conditions. These

suggested that patients
criteria are more flexibly applied in Home-based
hospice care than in the case of Hospital-based
hospice care. As such, Home-based hospice care
provides hospice care for patients other than
described above, such as patients with terminal
chronic cardiac failure and children with a
terminal-stage illness. For both Hospital- and
Home-based hospice care, patient registration for
hospice/palliative care is processed according to
the following steps (Table.3):

Table.3 Registration of Hospice Services

= Explanation of the advancing condition to the
patient from attending physician.

e Decision making where a patient might receive
hospice care. il

1 Referral of the patient’ s attending physician.
1 Application of the client and/or the client’ s family.

1 Approval of attending physician.

1 Patient’ s and/or their family agreement for hospice
care.

Patients are given an explanation about their
situation by their attending physician, in which
cancer treatment effectively arresting the
progression of cancer is reaching its limit.
Treatment must now be shifted to hospice care
that focuses mainly on relieving symptoms.
Patients and families make decisions as to
facilities and system for the hospice care. Based
on their decisions, the attending physician writes a
referral to the facility where the patient wishes to
receive the hospice care, the patient or the family
then applies to the facility of intended care. The
physician in charge of hospice care reviews the
application. In providing hospice care, some
facilities require patients or families to give
consent.

Unlike in some countries, there is no limit to
time spent in hospices in Japan. The average
length of a patients stay at a hospice/palliative care
unit is approximately 25 days.

The picture ( Fig.3 ) shows a typical
Hospital-based hospice care team; the team
includes physicians, nurses, social workers, a
pharmacist, a chaplain, and volunteers.

Fig. 3 The picture of a typical Hospital-based

hospice care team




The diagram (Fig.4) presents a typical picture
of care team members. The figure shown with
each job title refers to the average number of

professionals involved in a care team.

Fig. 4 Team member of Palliative Care Unit

Registered
Physician: 3-4 Nurses: 20

Registered
Dieticians: 1

Pharmacists: 1-2

Social Workers: 1

' Psychiatrists: 0-1
Physical
Therapists: 0-1
Liaison Nurse: 0-1

Occupational
Therapists: 0-1

'

Home visit Nurses: 0-1

Chaplain: 0-1 v nteer people: 0-1

A care team for Home-based hospice care may
be the same as that for Hospital-based care,
However the smaller size of care operation often
makes it difficult to involve a psychiatrist,
dietician, or physical therapist (Fig.5).

Fig. 5 Team members of Home-Based Hospice

Registered
Nurses

Physician

Care manager
Physical
Therapists

Occupational Volunteers
Therapists
Table4 shows the minimum educational

requirement for hospice care team members.

91

Table.4 Minimum Educational Requirement for

Hospice Personnel
Types of Hospital-Based Facility-based Home-Based Hospice
hospice care Hospice hospice
Doctor 6 years basic education and 2 years training.
Successful candidates at the national examination for medical
practitioners
Registered 3 to 4 years basic nursing education
Nurse Successful candidates at the national examination for registered

nurses

Social Worker |4 years basic education and successful candidates at the

national examination for social welfare counselor

Churchman If the facility is affiliated with a religious | Flexible

Iminister organization; few are .

Volunteer In many palliative care units, but the Flexible
members differ.

Obviously, medical professionals including
physicians, nurses, and social workers must be
fully qualified based on the respective national
examinations. In order for an institution to be
eligible for National Health Insurance, physicians
are required to meet the following criteria for
clinical experience; they must be a full-time
palliative care unit physician with experience in
the palliative treatment of patients with malignant
tumors. For nurses, although it is stated, there
must be more than one nurse. Some facilities have
annual training programs in line with the
requirements for individual professionals, to help
nurses and physicians develop their professional
skills.

The assignment of care team members depends
on the facilities. According to the results of our
study, the duties of each professional can be
described as follows (Table.5):

It is critical for them to work as a team in order
to provide comprehensive care for the better
quality of life of their patients and families. In
Japan, Hospice Palliative Care Japan sets the
standards for care teams, as shown in this slide.
The Fig.6 highlights the importance of care team
members sharing and working towards the goal of



care by playing their role as specialist peer-review on treatment policies, nursing plan

professionals while exchanging views, and assessment, and working meetings to review the

collaborating, thereby promoting better patient status of bed occupancy and individual activities,

QOL. may be considered to be part of the quality
evaluation.

Table.5 Duties of each professional

= Doctor Table.6 Quality Control
o Management of pain and other afflictive symptoms mainly by
phamacotherapy and conservative treatment a Evaluation by Japan Council for Quality
©: Management of cachexia, decreased respiratory and circulatory Health Care
functions, and systemic symptoms = Peer review

s Nurse
i+ Caring for pain and other afflictive symptoms

o2 Caring to have patients to maintain psychological and
physiological ease and peace

3 Daily support based on the patient’s preferences and needs

8 Audit of nursing plan
a Care — Provider System Committee

7+ Continuous monitoring of patient condition <Payment>
= Social Worker Payment for hospice/palliative care is mainly
&3 Psychological and social support for dying patients and their . .
family covered by the health insurance system in Japan.

Health insurance can mainly be categorized into
Fig. 6 two types: national health insurance and
workplace health insurance. Most of the Japanese

citizens subscribe to these insurances. The health

insurance system is operated through the

9

};ﬂ) ssdipl

premiums (taxes) paid by the members (“the

S

insured”), subsidies from the national government,

and other sources. Under the workplace health

insurance system, premiums are paid by

employees according to individual income. They
are collected by companies of employees, and
Regarding the control of quality of finally contributed to the appropriate health

hospice/palliative care, few facilities have, and insurance unions.
implement, a clearly specified quality evaluation The medical cost of patients receiving
system. hospice/palliative care is paid by the health
The Table.6 is a quality control of palliative insurance program to which they subscribe,
care. Hospitals with Palliative Care Unit are according to the medical service fee prescribed for
evaluated by Japan Council for Quality Health the treatment, tests, and care provided. On the
Care, and the palliative care unit is required to sliding scale, depending on the income and age,
report on the matters specified by the hospital the insured must bear part of the medical fees at a

function review board. Case conferences, rate of 10%, 20%, or 30% (Fig.7).
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Fig.7 Percentage of Medical Expense Paid by the

Patient: National Health Insurance

Those under | Those between | Those between
3 3 and 69 70 and 74
years of age years of age years of age
10%
20% 30% * 20% for those with
a designated
income or higher

Based on these -characteristics of health

insurance in Japan, I would like to discuss
of

hospital-based or home-based hospice care are

specifically how the medical fees
paid. Palliative care ward hospital charges are
calculated at the fixed rate of per day as the
medical service fee based on the Medical Care
Law. All expenses for treatment, tests, and care for
the patient are included in this amount. It means
that whichever treatment, test, and care the patient
receives, the patient would not be charged higher,
and the patient bears 10 to 30% of this amount.
For patients bearing 30%, the amount per day
paid by a patient is about 12,000 yen. Some
hospitals may also charge room fees. This is not
covered by medical care insurance and is paid by
the patient (Fig.8).

Fig.8 Government Payment: Hospital — Based

Hospice

a Hospital charges for palliative care

¥ 37,800 < Covered by national insurance

10-30% <+ Charge for client

+
e Private room charge

¥ 2,500

¥ 30000 T Charge for client
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According to a Ministry of Health, Labour and
Welfare survey, the cost for in-patient (inpatient)
treatment per month is about 410,000 yen. It has
also been reported that such cost increases up to 1
million yen, one month before death. Since
payment for hospital-based hospice care is based
on a fixed rate per day, medical fees for any
treatment and care provided exceeding
government limit must be paid by the hospital. To
stop such increases in medical fees, the Ministry
has set down policies to promote use of
home-based hospice care service.

As shown in the Fig.9, home-based hospice
care is palliative care for patients spending the last
stage of their illness at home, with the cooperation
of doctors of the home care clinic, and nurses of
the home visiting nursing station. For example,
home-based hospice care support group Pallium is
a company which runs both a home care clinic
and home visiting nursing station. It provides
home-based hospice care service for one part of
the Sumida ward, Tokyo. Pallium has one doctor,
five home-visiting nurses, one care manager, one

administrative staff, one physical therapist, one

volunteer coordinator, and 20 registered
volunteers.
Fig9 Government Payment: Home -Based

Hospice

a Home care charge

Home-visit medical
service costs

10-30%

Home-based terminal
care costs

10-30%

<1 Charge for client

+
m Home-visit nursing care costs

Home-visit nursing
care costs

Terminal care costs

10-30% 10-30% <t Charge for client

+
m Long-term care insurance

l Long-term care insurance




Patients are charged the following three
medical fees mainly for home-based hospice care
service: home visiting examination fees, total
home-based terminal care fees, and home visiting
nursing care fees. This slide shows the medical fee
for home-based hospice care. All are per day
prices. 10% to 30% of the amount is paid by the
subscriber and the remaining amount by the
appropriate health insurance program. The
examination and test fees are included in the total
home-based terminal care fees. The medical fees
per day are reported to be about 9,000 yen.

Home-based hospice care allows terminal
cancer patients above the age of 40 and elderly
persons requiring care to use the long-term care
insurance system according to care certification.
For example, if a patient qualifies for home-based
hospice care after certification of degree of care
required (care need), the patient can receive help
in bathing and care goods. In Japan the long-term
care insurance program is independent from the
heath insurance program. It is enforced based on
the Long-term Care Insurance Law, established in
1997 with the aim to support the independence of
elderly persons. Insured persons above 40
requiring care are able to use nursing services in
The

long-term care requirement certification and

accordance with the support required.

support requirement certification based on the
screening judgment are resulted by the long-term
approval board in a community. As home-based
hospice care service allows medical care
insurance to be combined, nursing care service
can be provided taking into account the daily

lifestyle of each individual. Currently, there are

94

6,000 facilities around the country which are
registered as home care clinics providing

home-based hospice care service (Table.7).

Table.7 Long term care insurance

a Objective: To help old people live an
independent life

a Application: Insured person (over 40
years) who received an approval for
nursing care from the Care Need
Certification Committee

However, several home-based hospice care
problems are being pointed out. One is that the
linkage between clinic, home-visiting nursing
station, and welfare services provided by the local
community is complicated and difficult to
understand for use. Difference in quality of care
by facility is large. The greatest challenge,
however, is said to be the system for transferring
patients from hospitals providing cancer treatment
to home for hospice care is not running as
effectively as required. Cancer patients in Japan
have strong trust in their doctors. So when they
are told by their doctors to switch to home-based
hospice care during the terminal stage, they feel
they are being abandoned by their doctors, and
many choose to die in hospitals (Table.8).

Table.8 Problems of Home-based Hospice

e Complexity and difficulty of cooperation between
clinics, home visiting nursing stations, and welfare
services provided by community

m Difference in quality of care between facilities

e Insufficient system to transfer from the cancer
treating hospital to home-based hospice
physicians

s Patients strongly trust physicians of the cancer
treating hospital. If they are recommended to shift
to home-based hospice service, they feel
abandoned. Many people choose death at the
cancer treating hospital



Japan’s national medical expenditures in 2003
totaled 32 trillion yen, which is equivalent to
about per person. Medical costs account for
essentially 7% of GDP. With the growing graying
population in this country, the reduction of
medical costs is a national issue. With the major
focus on the reduction of inpatient treatment cost,
the Ministry of Health, Labour and Welfare aims
to reduce medical costs by about 500 billion yen
in fiscal 2012, specifically by increasing the use of
home-based hospice care service, which means
decreased percentage of patients spending their
final day at hospital. The ministry is therefore
putting efforts into promoting home-based
hospice care use (Fig.10).

Fig.10 Nation's medical expenditures (2003)

Nation's medical
expenditures

6-7%

(2003)

is the oldest legislation among ones concerning
social insurance in Japan, which is designed to
implement insurance payment for people’s illness,
injury or death, or childbearing. This law aims at
contribution to the stabilization of people’s life as
well as the improvement of public welfare. It is
figuratively a law regarding the software side of
hospice/palliative care. The Medical Care Law
establishes the way of setting up, managing and
improving a hospital, clinic, or midwifery center,
This

conceming medical institutions; and the

and other relevant matters. is a law
responsibility and obligation of individual doctors
and nurses are written in the Medical Practitioners
Law the Public Health
Nurses/Midwives/Registered Nurses Law. In
1997, the third amendment to the Medical Care
Law was implemented. On the occasion of the

and

revision, the system for regional medical-support
hospitals became effective, giving a boost to
diffusion of home-based hospice care (Table.9).

Table.9 Standards for hospital charges of the
palliative care unit (Social Insurance
Law)

1. Generally patients with malignant tumor or AIDS are admitted to receive
palliative care, which is provided on a care unit basis

2. The number of nurses providing care service is one for every seven or

less patients throughout a day. If a higher assignment ratio of nurses is

achieved in the care unit, the number of nurses engaged in the midnight

shift shall be two or more, irrespective of the provision aforementioned

A sufficient system or organization is established to provide palliative

care service

Sufficient equipment and facilities are installed to provide palliative care

service

A system to decide patients’ admission to and discharge from the care

unit is developed

6.  An appropriate percentage of sickrooms providing a particular care

environment as an option, which is specified by Article 63.2 of the Heaith

Insurance Law and Article 17.2 of the Health and Medical Service Law

for the Elderly, are provided

Already examined by the Japan Council for Quality Health Care

<Laws>

The practice of hospice/palliative care is 3
governed mainly by the Medical Care Law and
the Health Insurance Law. The purpose of the 5.
Medical Care Law is to secure a system to
provide medical services to contribute to the
preservation of public health; it can be said that
this is a law pertinent to the hardware side of
hospice/palliative care. The Health Insurance Law
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We will describe the systems for the software
side: first, hospital-based hospice care. It was in
1990 that

institutionalized as a formal medical care item,

hospice/palliative  care  became
“charges of hospitalization in a palliative care
unit” under the Health Insurance Law. In order for
a hospital to apply health insurance to be able to
charge a patient for hospitalization in a palliative
care unit as a medical service fee, it has to meet
“the establishment standards” for the approved
facilities of palliative care unit required by the
Ministry of Health, Labor, and Welfare. The
establishment standards are shown in the Table.9.
The criteria of this establishment standards
involved facility details and the number of staff, as
well as quality of care, for example, “the hospital
has received an evaluation of medical
practices”. This criterion is called “evaluation of
palliative care practice” and implemented by a
third party, the Japan Council for Quality Health
Care (Table.10).

Table.10 Necessary condition for receiving
Hospice/ Palliative care (“‘Standard of
the Hospice/Palliative

Hospice Palliative cares Japan)

care” from

1. Patients who are affected malignant tumor, AIDS,
diagnosed as incurable disease and those who do not
desire to have aggressive treatment.

2. Grown-up patients and their family or any of them desire
for receiving hospice/palliative care.

3. If's desirable that patients and family well understand the

disease and the conditions. If they did not understand, it is

necessary to give explanation according to their
demanding.

We do not any discrimination against patients by social,
economical and religious reasons.

The Japanese Hospice Palliative Care Council

established the Evaluation Criteria Review

96

Committee in 2003, and revised “the
hospice/palliative care program criteria” and also
“the
self-assessment of care practiced at each facility.
The details are shown in the slide. (Fig. ) For
example, hospital-based hospice will alleviate a
symptom,

appropriate care and treatment; it will address

prepared evaluation guideline”  for

distressing such as pain, with
physical, mental, social, and spiritual needs of the
patient and his/her family to provide care; it will
provide interdisciplinary care based on a team
approach.

As for home-based hospice care, the home care
clinic system was newly established in 2006
under the revision to the Medical Care Law. This
system has allowed clinics that make house calls
or provide visiting care on a round-the-clock basis

to be covered by medical insurance (Table.11).

Table.11 Home-based Hospice, system for home
care support chnics

e Clinic: Assignment of doctors or nurses
who could receive calls round the clock

s Development of a system that can provide
visiting nursing care round the clock

m Cooperation with care support specialists
(care managers)

The requirements of the system include the
following: a clinic is required to allocate doctors
or nurses who are reachable 24 hours a day, to
secure a system that enables provision of 24-hour
visiting care, and to collaborate with nursing care
managers who are in charge of liaison and
coordination between medical services and
services.

nursing  care Given the present

circumstances, the setting up of home-visit



nursing care stations that cooperate with doctors at
home care clinics to send nurses has stagnated; the
number of such clinics stays at 5,700 across the
country. A shortage of nurses has become a

serious problem.

For a result of expanding the home care clinic
system in Japan, day care at a clinic or home-visit
nursing care station has become possible.
Terminal cancer patients use day care at a
home-visit nursing care station as a Long-term
care service. The contents of the service provided
include rehabilitation for cancer, interaction with
other users, and dining together, constituting a
service for patients to spend meaningful, quality

from home care clinics; and actually, only a small
number of facilities are able to put it into practice.
Up to this point, we have provided an
about the
hospice/palliative care in our country. Although

explanation laws  concerning
enacting the relevant laws has been implemented
for a little more than two years, a shortage of
home care doctors and visiting nurses who put the
laws into action has become a major concern. For
this reason, in Japan, Cancer Control Act was
instituted in 2006 for the purpose of further
promotion of hospice/palliative care. The outline

of the legislation is shown in the Table.13.

Table.13 Basic Law on Cancer Treatment (Effect

time. The fee is calculated to be a little over 1,600 on April/2007)
yen per hour, which is covered by Long-term care a Objective: Promote the measures e Additional
] . . of cancer treatment ina _ resolution
insurance. In home-based hospice, with a comprehensive and a systematic - Cancer registration
combination of health insurance and Long-term manner. ) = Second opinion
1 Basic plan on the promotion of the .
cancer treatment & Oncologist

care msurance, it has become possible for patients - Healtheare team

7+ Regional alliances
73 Palliative care

<1 Promotion of the prevention of cancer
and early detection

o1 Equalization of the cancer treatment

i Development of the system of the
cancer treatment

= Establishment of information system
about cancer treatment

=1 Establishment of Council for Cancer

Treatment

to receive substantial care including day care.
For smooth operation of day care, strong
collaboration between medical practitioners and

nursing-care professionals is necessary (Table.12).

Table.12 In case of using Day care service

e Costs for using day care services: per person, day
3 hrs-6 hrs—about ¥ 10,000
6 hrs-8 hrs—about ¥ 15,000

This law aims at a promotion of the cancer
care system. As an important element of cancer

care, the law encompasses the stipulations for

s Obligation fee (10% of the total cost because of long-term
care insurance)

3 hrs-6 hrs—about ¥ 10,00
6 hrs-8 hrs—about ¥ 15,000
+ food costs(actual expenses are only about ¥300)

reinforced promotion of continuing education and
training for doctors and nurses who have excellent

knowledge of and skills in palliative care.

In the meantime, there need to be volunteers or

any other collaborators who take patients to and
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