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L Background:

In July 2007 Dr. Carol Friedman received an invitation to visit Japan and participate
in a series of workshops, seminars and meetings related to comprehensive cancer
control. The invitation was from Dr. Hirohisa Imai, Director, Chairman, Department
of Epidemiology, National Institute of Public Health. The objectives of the visit
were:

1. To share information about cancer control in the United States and Japan

2. To identify effective planning methods of cancer control policy

3. To identify systematic evaluation methods of cancer control policy

4. To identify roles of national governments for local cancer control programs

5. To evaluate cancer control policy in the United States and Japan

6. To learn from the experiences of the U.S. National Comprehensive Cancer
Control Program (NCCCP)

7. To discuss further collaboration

In addition, Dr. Friedman was invited to be one of the keynote speakers and panelist
at an international workshop focused on planning, implementation, and evaluation of
cancer control. After several months of discussions, plans were put in place for a two
week visit (13" January through 26 January, 2008).

Dr. Friedman arrived in Tokyo on Sunday the 13™ of J anuary. The following is a

brief report of key visits and issues raised in a chronological order.

II. Itinerary, Persons, Agencies Visited, Conclusions and Recommendations

January 15: Meeting with Drs. Hirohisa Imai, Yoshiharu Fukuda,
Yuichiro Yahata, Dr. Hiroyuki Nakao, National Ins_titute of

Public Health

Dr. Hirohisa Imai presented information on cancer control strategies and perspectives
in Japan. He presented the following cancer related data:

1. Since the mid-1980s, cancer has become the leading cause of death for
Japanese men and women.

2. The cancer death rate for men is much higher than for women.

3. Among Japanese men, deaths from stomach and liver cancers have decreased,
while deaths from lung and colorectal cancers have increased significantly.

4. Among Japanese women, deaths from stomach and liver cancers have

decreased, while deaths from breast and colorectal cancers have increased.
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In addition, Dr. Imai discussed the history of cancer control in Japan illustrated by the
table below.

History of Cancer Control in Japan

1962 | Establishment of National Cancer Center

1963 | Subsidy for cancer research provided by Ministry of Health, Labor & Welfare

1964 | Five Pillars of Cancer Control Identified:

1) dissemination of accurate knowledge about cancer
2) conducting physical examinations

3) improving medical facilities

4) training specialists

5) promoting cancer research

1983 | Cancer screening started under the Health Law for the Aged
Initially stomach and cervical cancer screening
Later lung, breast, uterine, colorectal and liver screening

1984 | First Comprehensive Ten-Year Strategy for Cancer Control Drafted

1994 | Second Ten-Year Strategy to Overcome Cancer Launched

2004 | Third Ten-Year Strategy for Cancer Control Launched

2005 | Promotion for Equalizing Cancer Care Quality Report Published
Headquarters for Cancer Control Created in Ministry of Health, Labor &
Welfare

Action Plan for Promotion of Cancer Control Created

2006 | Requirements for Designated Cancer Care Hospitals Updated

Cancer Control Act approved

Center for Cancer Control and Information Services Established at National
Cancer Center

2007 | Number of Designated Cancer Care Hospitals extended from 135 to >286
Cancer Control Act Implemented
Basic Plan to Promote Cancer Control Programs Initiated

Dr. Imai stated that the cancer control events beginning in 2004 were fueled in large
part by several issues related to cancer care in Japan that included:

1. The public wanted more information regarding their cancer care.

2. Disparities in the quality of cancer care.
a. Institutional and residential inequalities existed for the level of care.
b. Insufficient options for cancer treatments other than surgery.
C. Inadequate understanding of a comprehensive approach to cancer care.
d. Insufficient infrastructure for palliative care both at home and at end of

life

3. Lack of trained oncologists and lack of timely introduction of newly

developed drugs.
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Dr. Yuichiro Yahata, Researcher, Applied Epidemiology Section, Department of
Epidemiology, National Institute of Public Health, presented an overview of public
health in Japan as shown.

Japanese Governmentai Structure

National Government

v
| Prefectures (47) |

v
| Municipalities (1820) |

~_
| Cities (806) |

| Towns(819) |
[ Villages (195) |

Japanese Public Health System Structure

Ministry of Health, Labor and Welfare

Bureau of Health and Welfare, Prefectural
Government Office

Department of Health

Public Health Center
Municipalities (1820)

Prefectural Institute of

Cities {806) Public Health
Towns (819) :

Villages
{195)
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His presentation included information on Japan’s basic plan to promote and

implement a comprehensive cancer control program illustrated below.

Cancer Control Promotion Council

Minister of Health, Labour & Welfare

 /

Basic Plan to Promote Cancer Control Programs

Approval by Cabinet Reported to Diet

A
A

Coordination

|

Local community

' Prefecture

Prefectural Plan to Promote Cancer Control

Cancer Prevention & E etectio

-Promote cancer prevention
-improve cancer screening quality

-Educate specialized medical staff
-Develop medical facilities
-improve QOL for cancer patients

medical services

Egqualization of Cancer Medical Services

-Build system for information on cancer

Research Promotion
-Promote cancer research
-Utilize research outcomes
-Promote clinical trials
-Improve clinical research
environment

v

Y

Public

Overarching goals of Japan’s basic plan for comprehensive cancer control include:

1.
2.
3.

Reduce cancer deaths by 20%.
Reduce cancer burden among patients and their families.
Improve the quality of life for all cancer patients.

Specific objectives to achieve the overarching cancer control goals include:

1.

2.
3.
4

cancer care hospitals.

cancer care.

trained consultants.

Increase cancer screening rates by 50%.
Reduce the smoking prevalence among those <20 years to 0%.

Ensure a designated cancer care hospital in each medical district.

Ensure that chemotherapy and radiotherapy is available in all demgnated

Disseminate information from hospital-based cancer registries.
Ensure that each medical district has a cancer care support center with well

Provide palliative care training for all physicians and surgeons providing

Finally, Drs. Friedman and Richardson from the U.S. Federal Centers for Disease
Control and Prevention presented information on the U.S. National Comprehensive
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Cancer Control Program (NCCCP). Highlights of the presentation included a section
devoted to the importance of evaluating the planning and implementation activities of
the NCCCP.

January 16: Meeting with Dr. Tomotaka Sobue and Other Researchers
and Scientists, The National Cancer Center

The Center for Cancer Control and Information Services, National Cancer Center, is
responsible for providing the information needed to promote a comprehensive and
systematic cancer control program in Japan. In addition, this Center plays a central
role in the planning, management and evaluation of its nation-wide comprehensive
cancer control programs.

Dr. Tomotaka Sobue, Chief, Cancer Information Services and Surveillance Division,
National Cancer Center, presented information on Japan’s cancer control strategies
and perspectives that was similar to the information presented by Dr. Hirohisa Imai.
Salient features of Dr. Sobue’s presentation included issues related to the low rates of
cancer screening. Issues related to low rates of cancer screening and quality included:

Lack of a systematic approach to evaluating new screening methods.

Lack of a comprehensive system for monitoring the participation rate in
screening.

Low participation rate.

Poor quality assurance system.

Limited knowledge of benefits/risks of screening among health care providers.
Lack of appropriate information for the public on the benefits/risks of
screening.

N =

A

Dr. Lisa Richardson, Team Leader, Scientific Support and Clinical Translation Team,

- Comprehensive Cancer Control Branch, Centers for Disease Control and Prevention,
presented information on the U.S. National Breast and Cervical Cancer Early
Detection Program (NBCCEDP), which is a federally mandated program designed to
provide breast and cervical cancer screening to uninsured women. In addition, Dr.
Richardson reported that U.S. cancer screening rates for mammography are close to
70%, for Pap test 75% and for colorectal tests 50%. She emphasized that these cancer
screening rates are all self-reports through the CDC’s Behavioral Risk Factor
Surveillance System.

Drs. Friedman and Richardson were interviewed by Mr. Ken Hanioka, Editor in Chief,
Nikkei Cancernavi, regarding the U.S. National Comprehensive Cancer Control
Program. Mr. Hanioka was particularly interested in state-specific NCCCP success
stories and how CDC evaluates the impact of the program towards reducing the

cancer burden. He specifically requested a copy of the newly developed Performance
Measures Assessment worksheet.

—104—



January 17 - Meeting with Drs. Hirohisa Imai, Yoshiharu Fukuda,
Yuichiro Yahata, Dr. Hiroyuki Nakao at The National
Institute of Public Health

Drs. Friedman and Richardson presented how the funding is obtained for and
administered to the 65 comprehensive cancer control programs funded by the CDC.
The funding for the CDC NCCCP was explained as follows:

U.S. Congress .
Line Item Funding for CCC — U.S. Department of Health and Human Services

Federal Centers for Disease Control and Prevention

\ 4
CDC National Center for Chronic Disease
Prevention and Health Promotion

\ 4

Division of Cancer Prevention and Controf

Comprehensive Cancer Control Branch
Funding Recommendations

CDC Procurement and Grants Office
Dispersal of Funds

v

State/Tribe/Tribal Organization/U.S. Territory
Comprehensive Cancer Control Programs

The CDC’s Procurement Grants Office, which serves as the business steward for
CDC, actually distributes the funds to the NCCCP programs. It was further explained
that the funds from CDC go to the State Health Department in each state or
designated principal investigator for each Tribe/Tribal Organization and U.S.
Territory.

Dr. Hirohira Imai described the relationship between the National Institute of Public
Health and the National Cancer Center and proposed how the two agencies could
work Prefectures as they begin to implement their comprehensive cancer control plans.
It was explained that funding for comprehensive cancer control activities at the
Prefecture level would be at the discretion of the Prefecture government.

January 18 International Workshop on Planning, Implementation and
Evaluation of Cancer Control: Comprehensive Approach
with Partnerships

Featured speakers:

1. Dr. Kenji Hayashi, Vice President, National Institute of Public Health

2. Dr. Hirohisa Imai, Director and Chairman, Department of Epidemiology,
National Institute of Public Health

3. Dr. Carol Friedman, Chief, Comprehensive Cancer Control Branch, Division
of Cancer Prevention and Control, Centers for Disease Control and Prevention

4. Dr. Lisa Richardson, Team Lead, Scientific Support and Clinical Translation

Team, Comprehensive Cancer Control Branch, Centers for Disease Control
and Prevention
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