References

! Ministry of Health, Labour, and Welfare. Trends in leading cause of death. Statistics and Other Data.
http://www1.mhlw.go.jp/english/database/populate/pop1_tl.html, pp. 1-3.
2 Statistics and Information Department, Minister’s Secretariat, Ministry of Health, Labour and Welfare.

2.2 Vital Statistics (Designated Statistical Survey). http://www.stat.go.ip/English/index /official/202.htm,
p.S.

*Matsuda, T. Patient Privacy Policy and Public Relation in Japan. Presentation, 2/28/2007 at the
Japan/USA Workshop 2007, Tokyo, Japan.

* Act on the Protection of Personal Information.

5 Act on the Protection of Personal Information, Law No.57, 2003 (tentative translation).
http://wwwS5.cao.go.jp/seikatsu/kojin/foreign/act.pdf.

6 Matsuda, T.

7 Verbal Communications. Expressed in Tokyo conference and Kyoto meeting.

¥ Sobue, T. History and overview of cancer registration system in Japan. Presentation, 2/27/2007 at the
Japan/USA Workshop 2007, Tokyo, Japan.

° Sobue, T.

"Director-General for Policy Planning, Statistical Standards. Population, Vital Statistics, Designated
Statistical Survey. http://www.stat.go.jp/English/index/official/202.htm.

' Director-General for Policy Planning, Statistical Standards. Official Statistical Laws.
http://www.stat.go.jp/English/index/official/101.htm..

2 Matsuda.

Japan/USA Workshop 2007



NCDB HQ (X

1o h ) M

poad

==
I~

i

Tt



NCDB HQCKE I HT) A&

E LA At A— RiRERE

National Health Insurance System

° Ministry of Health, Labour and Welfare has tried to
promote the centralization of major surgeries for
cost-control and quality-enhancement of National
Health Insurance system.

— Brain surgery
— Cardiac surgery
— Lung cancer surgery

BiENE — Esophageal surgery
e — Liver surgery
B A#E] etc,
From 2006

* All hospitals should report annual numbers of
specified surgeries to the regional bureaus of
National Health Insurance system.

* All hospitals should post a notice of annual

numbers of specified surgeries in the
reception of the hospital.

Esophageal surgery
including cancer surgery and benign surgery

Annual number of surgery (2005)

7928 surgeries / 1082 hospitals
Mean: 7.3
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Esophageal surgery
for malignant esophageal disease

(2005)
Annual number of surgery
s0 . " e
6514 surgeries / 504 hospitals
20 Mean: 12.9
30

reported to The Japanese Association for Thoracic Surgery

Esophageal surgery

Annual number of surgery (2005)
E

7928 esophageal surgeries / 1082 hospitals

il 6514 esophageal cancer surgeries / 504 hospitals
19
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reported to the regional bureaus of National Health Insurance system
reported to The Japanese Association for Thoracic Surgery
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Number of registered patients

3022 patients / 191 hospitals == ] | i
Mean: 15.8
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Comprehensive Registry of Esophageal Cancer

»  Registered patients in estimated
incidence of esophageal cancer
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Estimated incidences were calculated from local prefectural registries.
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National Failure to Operate on Early Stage Pancreatic Cancer
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Stewart, Andrew K. MAt; Winchester, David P. MD* § ; Talamonti, Mark S. MD*
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KYB is supported by the American College of Surgeons, Clinical Scholars in Residence program and a clinical
research grant from the Northwestern University Department of Surgery.

National Failure to Operate on Early Stage Pancreatic Cancer

Clinicians have long recognized that a diagnosis of pancreatic cancer encompasses
little variability in long-term outcomes; however, these views are outdated in light of
recent evidence. Our hypothesis was that these attitudes affect utilization of surgery
for early stage pancreatic cancer after controlling for age, comorbidities, and patient
refusal to undergo surgery.

: Despite studies i il persists reg g the
i ic cancer. Our objective was to evaluate utilization of surgery in
early stage disease and identify factors predicting failure to undergo surgery.
Methods: Using the National Cancer Data Base (1995-2004), 9559 patients were identified with
umors (p clinical Stage I: TINOMO and T2NOMO). Multivariate

models were employed to identify factors predicting failure to undergo surgery and assess the impact
of pancreatectomy on survival.
Results: Of clinical Stage | patients 71.4% (6823/9559) did not undergo surgery; 6.4% (616/9559) were
excluded due to comorbidities; 4.2% (403/9559) refused surgery; 9.1% (869/9559) were excluded due
to age; and 38.2% (3,644/9559) with potentially resectable cancers were classified as “not offered
surgery.” Of the 28.6% (2736/9559) of patients who underwent surgery, 96.0% (2630/2736) underwent
pancreatectomy, and 4.0% (458/2736) had unresectable tumors.
Patients were less likely to undergo surgery if they were older than 65 years, were black, were on
Medicare or Medicaid, had pancreatic head lesions, earned lower annual incomes, or had less
education (P < 0.0001). Patients were less likely to receive surgery at low-volume and community
centers. Patients underwent surgery more frequently at National Cancer Institute/National
Ce hensive Cancer Network: cancer centers (P < 0.0001). Patients who were not offered
surgery had significantly better survival than those with Stage Il or IV disease but worse survival than
patients who underwent pancreatectomy for Stage | disease (P < 0.0001).
Condusions: This is the first study to characterize the striking underuse of pancreatectomy in the
United States. Of early stage pancreatic cancer patients without any identifiable contraindications,
38.2% failed to undergo surgery.

Despite studies ing impi d persists regarding the
effectiveness of surgery for pancreatic cancer. Our objective was to evaluate utilization of surgery in
early stage disease and identify factors predicting failure to undergo surgery.

Methods: Using the National Cancer Data Base (1995-2004), 9559 patients were identified with

ially re tumors (pr clinical Stage I: TINOMO and T2NOMO). Multivariate
models were employed to identify factors predicting failure to undergo surgery and assess the impact
of pancreatectomy on survival.
Results: OF clinical Stage | patients 71.4% (6823/9559) did not undergo surgery; 6.4% (616/9559) were
excluded due to comorbidities; 4.2% (403/9559) refused surgery; 9.1% (869/9559) were excluded due
to age; and 38.2% (3,644/9559) with potentially resectable cancers were classified as “not offered
surgery.” Of the 28.6% (2736/9559) of patients who underwent surgery, 96.0% (2630/2736) underwent
pancreatectomy, and 4.0% (458/2736) had unresectable tumors.
Patients were less likely to undergo surgery if they were older than 65 years, were black, were on
Medicare or Medicaid, had pancreatic head lesions, earned lower annual incomes, or had less
education (P < 0.0001). Patients were less likely to receive surgery at low-volume and community
centers. Patients underwent surgery more frequently at National Cancer Institute/National
C i ncer Network-desi cancer centers (P < 0.0001). Patients who were not offered
surgery had significantly better survival than those with Stage Ill or IV disease but worse survival than
patients who underwent pancreatectomy for Stage | disease (P <0.0001).
Condusions: This is the first study to characterize the striking underuse of pancreatectomy in the
United States. Of early stage pancreatic cancer patients without any identifiable contraindications,
38.2% failed to undergo surgery.

FIGURE 3. Reasons why patients did not undergo surgery for
clinical Stage | pancreatic cancer over time compared with those
undergoing surgery.
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FIGURE 4. Five-year survival for pancreatic adenocarcinoma
comparing patients who underwent pancreatectomy for clinical
Stage I (n = 2736), were not offered surgery despite being clinical
Stage | (n = 3644), and those with Stage Il or IV who did not
undergo surgery (n = 68,521)
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Extent of Surgery Affects Survival for Papillary Thyroid Cancer
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Extent of Surgery Affects Survival for Papillary Thyroid Cancer

Bilimoria, Karl Y. MD*+; Bentrem, David J. MD*; Ko, Clifford Y. MD, MS, MSHSt#;
Stewart, Andrew K. MAt; Winchester, David P. MDt § ; Talamonti, Mark S. MD*;
Sturgeon, Cord MD, MS*

Prospective r: d clinical trials ing the impact of surgical management on
PTC outcomes are impractical and have not been performed because they would
require a large number of patients to be followed for an extended period of time.

Background: The extent of surgery for papillary thyroid cancers (PTC) remains controversial. Consensus

i total i for PTC >=1 cm; however, no study has supported
this recommendation based on a survival advantage. The objective of this study was to examine
whether the extent of surgery affects outcomes for PTC and to determine whether a size threshold
could be identified above which total thyroidectomy is associated with improved outcomes.
Methods: From the National Cancer Data Base (1985-1998), 52,173 patients underwent surgery for
PTC. Survival was by the Kaplan-Meier method and using log-rank tests. Cox
Proportional Hazards modeling stratified by tumor size was used to assess the impact of surgical extent
on outcomes and to identify a tumor size threshold above which total thyroidectomy is associated with
an improvement in recurrence and long-term survival rates.
Results: Of the 52,173 patients, 43,227 (82.9%) underwent total thyroidectomy, and 8946 (17.1%)
underwent lobectomy. For PTC <1 cm extent of surgery did not impact recurrence or survival (P =0.24,
P =0.83). For tumors >=1 cm, lobectomy resulted in higher risk of recurrence and death (P =0.04,P =
0.009). To minimize the influence of larger tumors, 1 to 2 cm lesions were examined separately:
lobectomy again resulted in a higher risk of recurrence and death (P = 0.04, P = 0.04).
Conclusions: The results of this study demonstrate that total thyroidectomy results in lower recurrence
rates and improved survival for PTC >=1.0 cm compared with lobectomy. This is the first study to

that total thyroid: for PTC >=1.0 cm improves outcomes.

Background: The extent of surgery for papillary thyroid cancers (PTC) remains controversial. Consensus

i ave rec total i for PTC >=1 cm; however, no study has supported
this recommendation based on a survival advantage. The objective of this study was to examine
whether the extent of surgery affects outcomes for PTC and to determine whether a size threshold
could be identified above which total thyroi is i with
Methods: From the National Cancer Data Base (1985-1998), 52,173 patients underwent surgery for
PTC. Survival was estimated by the Kaplan-Meier method and compared using log-rank tests. Cox
Proportional Hazards modeling stratified by tumor size was used to assess the impact of surgical extent
on outcomes and to identify a tumor size threshold above which total thyroidectomy is associated with
an improvement in recurrence and long-term survival rates.
Results: Of the 52,173 patients, 43,227 (82.9%) underwent total thyroidectomy, and 8946 (17.1%)
underwent lobectomy. For PTC<1 cm extent of surgery did not impact recurrence or survival (P=0.24,
P =0.83). For tumors >=1 cm, lobectomy resulted in higher risk of recurrence and death (P=0.04,P=
0.009). To minimize the influence of larger tumors, 1 to 2 cm lesions were examined separately:
lobectomy again resulted in a higher risk of recurrence and death (P=0.04, P=0.04).
Conclusions: The results of this study d that total i results in lower recurrence
rates and improved survival for PTC >=1.0 cm compared with lobectomy. This is the first study to

that total thyroi for PTC >=1.0 cm improves outcomes.

FIGURE 2. Relative survival rates after surgery for patients with
PTC (A) by tumor size and (B) by extent of surgery.
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Pancreatic Cancer

— Extent of Surgery Affects Outcomes for
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— Utilization of Total Thyroidectomy for
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CRelationship between registry software
vendors and the CoC
- MERP

OCancer registry software demonstration
- MRegistry

COperationalizing the NCDB benchmark
reposts
- System characteristics

MERP

Modeling Electronic Reporting Project
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+ Ohio Cancer Registry
+ Oklahoma Cancer Registry

+ Tennessee Cancer Registry

California Cancer Registry
Florida Cancer Registry

*+  Artificial Intelligence in Medicine
* Barnes-Jewish Hospital
« City of Hope National Medical Center

Georgia Cancer Registry
Maine Cancer Registry + CNET Solutions
Maryland Cancer Registry *  Electronic Registry Systems

Missouri Cancer Registry * Harvard School of Public Health

New Hampshire Cancer Registry || *  Inova Fairfax Hospital

New York State Cancer Registry || + Massachusetts General Hospital

North Dakota Cancer Registry * Mayo Clinic

* National Center for Public Health Informatics, CDC
* New Mexico Tumor Registry

Oregon Cancer Registry * Precyse Solutions

* South Coast Medical Center

* UMass Memorial Medical Center

+  Uni ity of Mi: ippi Medical Center
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* American Medical Association (AMA) — Current Procedural
Terminology (CPT)

* Health Level 7 (HL7)

* International Classification of Disease for Oncology (ICD-O)

* International Classification of Diseases, Ninth Revision (ICD-9)

* International Classification of Diseases, Tenth Revision (ICD-10)

* Logical Observation Identifiers Names and Codes (LOINC)

* National Health Information Network/National Health Information
Infrastructure (NHIN/NHII)

* Public Health Information Network (PHIN)

+ SNOMED Clinical Terms (SNOMED CT)

* The North American Association of Central Cancer Registries
(NAACCR)

* Unified Modeling Language (UML)
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NCDB analytical data warehouse
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