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ACCOMPLISHMENTS

Periodical reports from the conductors and others de-
scribed the on-time review of the diagnostic and treatment
statug 81012131738 Many spinouts focusing on specific issue
were published using this database. Dividing the invasive
cancer by tumor size revealed that as the tumor grows larger,
the pathological grade and the vascular, lymphatic, or perineural
infiltration are worsened, suggesting that pancreatic cancer
gains its aggressiveness during the tumor development.'® Many
Japanese surgeons tried to cure the patients with pancreatic
cancer by extended retroperitoneal dissection and combined
resection of large vessels. In 628 patients with UICC stage ITA
and UICC stage IB disease, the PV, RP, and PL infiltrations had
a significant impact on the accomplishment of RO resection in
univariate and multivariate analyses. There was no advantage of
PV resection for both PV(—) and PV(+) disease among patients
with UICC stage IIA or IIB, suggesting no benefit of prophy-
lactic PV resection.?® Acinar cell carcinoma is a rare histological
type, and no single institution has the power to collect a hun-
dred case series. Using the database, of 115 patients with acinar
cell carcinoma, 76.5% underwent resection; and the 5-year
survival rate was 43.9%. It was concluded that preopera-
tive diagnosis of acinar cell carcinoma is difficult, but once
resected, favorable outcome may be expected.?! In the UICC
classification,* pancreatic NETs are classified according to
the rules for pancreatic cancer. The JPS classification deals
with pancreatic NET from its beginning and collected a large
series of 177 patients with NETs. Of the 177 patients, 100
patients had nonfunctioning tumor. The survival after treatment
correlated well with JPS stage.”>?’ In addition, the tumor extent
of 122 patients with invasive cancer derived from IPMN and
31 patients with invasive cancer concomitant with IPMN were
significantly smaller, less invasive, and less extensive than or-
dinary invasive cancer. The median survival of patients with the
2 conditions was significantly longer than for those with ordi-
nary invasive cancer, suggesting that these 2 categories have
more favorable biological behaviors or are diagnosed earlier
than ordinary pancreatic cancer.>*

SUMMARY OF THE LATEST DATA
The cumulative number of records with pancreatic neo-
plasms from 1981 to 2007 was 35,903. Duplicated 1711 records
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and the 1573 records without prognostic information were ex-
cluded. Resulting 32,619 records were analyzed. The database
is maintained in FileMaker Pro software (FileMaker Inc, Santa
Clara, Calif), and the data were statistically processed by JMP
software (SAS Inc, Cary, NC). Because the whole registry data
are excessive to describe in one paper, representative summary
of latest outcome is presented.

TREND OF REGISTRY

Figure 2 shows the trend of registry of all patients according
to the treatment. The total registration is increasing owing to the
increase in the number of patients who undergo pancreatectomy
and who receive nonsurgical treatment. Additionally, the number
of patients who are observed without any treatment mainly owing
to a lesion, for example, branch type IPMN, is simply followed
up. Figure 3 shows the trend of histological distribution. The -
improvement of endoscopic ultrasound-guided fine needle as-
piration made a great advance in histological confirmation of
cancer and other neoplastic diseases. The number of patlents
without histological diagnosis is decreasing.

TREND OF SURVIVAL OUTCOME OF INVASIVE
PANCREATIC CANCER

As Figure 4 shows, the overall survival of patients with
invasive pancreatic cancer is improving decade by decade. The
survival curve is divided to that of patients who underwent
pancreatectomy (Fig. 5) and those who had unresectable disease
(Fig. 6). There was a significant increase of survival rate in the
patients who underwent resection. The UICC stage distribution
is shown in Figure 7. The number of patients with earlier UICC
stage is increasing, but as shown in Figure 8, the survival of

. patients with UICC stages IIA, 1IB, III, and IV disease is im-

proving. In patients with UICC stages IA and IB in which the
pancreatic cancer is confined to the pancreas, the survival rates
among these 3 decades are not statistically different.

PROGNOSTIC FACTORS

Collecting detailed clinicopathological factors enables us to
identify prognostic factors based on a large number of patients.
For example, Table 1 shows the multivariate analysis of prog-
nostic factors of 995 patients who underwent pancreatectomy
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FIGURE 8. Survival of patients who underwent pancreatectomy by UICC stage. In UICC stages IA and IB, the outcome of surgery was not
different statistically. In the advanced UICC stage, the survival was improved significantly.
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TABLE 1. Multivariate Analysis of Prognostic Factors of
Patients Who Underwent Pancreatectomy Within 2001-2007
for UICC Stage iIA and |IB Tubular Adenocarcinoma in the
Pancreatic Head Using Cox Proportional Hazard Model

(n = 995, censored 369)

Degree of P Hazard

Factor Freedom (Prob>x?) Ratio
Sex, M/F 1 0.0192 1.228:1
Histological Classification 2 <0.0001
Gl 1
G2 1.451
G3 2.301
Interstitial Abundance (Medullary/ 2 0.3112
Moderate/Scirthous)
Interstitial Infiltration (INFo/Bly) 2 0.1144
Lymphatic Infiltration (0-3) 3 0.1570
Venous Infiltration 3 0.0309
v0 1
vl 1.048
v2 1.314
v3 1.479
Perineural Infiltration (1-3) 3 0.8102
Tumor Size 3 0.0005
TS1 1
TS2 1.265
TS3 1.899
TS4 . 2.898
Anterior Surface Invasion (No/Yes) 1 0.3156
Bile Duct Invasion (No/Yes) 1 0.8046
Duodenal Invasion (No/Yes) 1 0.6423
Retroperitoneal Invasion 1 0.5702
(RP No/Yes)
Portal Vein Invasion (PV, No/Yes) 1 0.0819
Arterial Invasion (No/Yes) 1 0.1805
Plexus Invasion (PL, No/Yes) 1 0.1067
Other Organ Invasion (No/Yes) 1 0.4408
JPS-T (T1/T2/T3/T4) 3 0.3818
JPS-N 2 0.0480
NO 1.741
N1 1
N2 3.935
JPS Stage (VIV/II/IVa/IVb) 4 0.2232
UICC-T (T1/T2/T3) 2 0.7594
UICC-N (NO/N1) 1 0.0726
Degree of Lymph 3 0.0086
Node Dissection
D1 1.490
D2 : 1.063
D3 1
Plexus Resection (No/Yes) 1 0.0933
Portal Vein Resection (No/Yes) 1 0.1283
Arterial Resection (No/Yes) 1 0.3536
Preoperative Chemotherapy -1 0.8566 .
(No/Yes)
Postoperative Chemotherapy 1 0.0146
(No/Yes)
No 1.261
Yes 1
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TABLE 1. (Continued)

Degree of P Hazard

Factor Freedom (Prob>x? Ratio
Preoperative Radiation (No/Yes) 1 0.9873
Postoperative Radiation (No/Yes) 1 0.9362

INF indicates interstitial infiltration.

from 2001 to 2007 for UICC stages ITA and IIB tubular ade-
nocarcinoma in the pancreatic head using Cox proportional
hazard model. Interestingly, the strongest factor was histological
grade, followed by tumor size, the extent of lymph node dis-
section, postoperative chemotherapy, sex, venous infiltration,
and JPS-N. Because UICC stages IIA and IIB are the most
frequently encountered, these prognostic factors give us an in-
sight not only about the biological aggressiveness of the tumor
but also what we should do. In patients with UICC IIA and IIB
diseases, the hazard ratio of male-to-female patients was 1.228.
If the histology is G3, the hazard ratio is 2.3 times that of G1.
Among various histological parameters of tubular adenocarci-
noma, only venous infiltration had a statistically significant
impact on survival at UICC stages IIA and IIB. If the tumor is
larger than 6 cm, the hazard ratio is 2.898. It seems paradoxical
that the hazard ratio of JPS-NO is larger than that of JPS-N1, but
JPS-NO in the same UICC stage means that the tumor extent
is more severe. The hazard ratio of JPS-N2 was highest at 3.935.
Although, statistically, significance was not reached, the hazard
ratio of UICC-N1 was 2.661 (data not shown). In what we did,
the extent of lymph node dissection had a P=0.0086. The hazard
ratio of lymph node dissection (D)1 was significantly worse than
D2 or D3. In the same cohort, the Kaplan-Meier method shows
that the survival rate of patients who underwent D1 resection is
significantly lower than that of patients with D2 and D3 resec-
tion (Fig. 9). In Japan, D2 resection is most frequently performed
for UICC stage IIA and stage IIB disease. There was no statis-
tically significant difference between the survival with D2 and
D3 resection. Any of the combined resection of portal vein,
artery, and extrapancreatic nerve plexus did not have significant
positive or negative impact on survival at this stage. Postoper-
ative adjuvant chemotherapy had lowered the hazard ratio sig-
nificantly. However, the actual impact on survival seems to extend
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FIGUREY. Survival of patients with UICC stages llA and 1IB tubular
adenocarcinoma in the pancreatic head according to the extent
of lymph node dissection. The 1374 records from 2001

to 2007 were analyzed. The survival rate between D1 and D2
was significantly different (P = 0.0246), whereas that between
D2 and D3 was not statistically different (P = 0.0887).
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FIGURE 10. Survival of patients with UICC stages lIA and IIB
tubular adenocarcinoma in the pancreatic head according to the
postoperative chemotherapy. The patients without postoperative
chemotherapy at the time of registration may receive
chemotherapy after the recurrence was detected.

the disease- free survival for a short period of time (3 months in
median) because the curves become close as shown in Figure 10.
The numbers of patients with preoperative chemotherapy, with
preoperative radiotherapy, and with postoperative radiotherapy
were too small (<10% of the cohort) to draw any conclusion.

EARLY PANCREATIC CANCER

Because pancreatic cancer is one of the deadliest diseases,
the effort for the earlier detection has been continued. In the JPS
registry, the statistics of pancreatic cancer starts by definition
from invasive stage, and there has been no simple definition of
early pancreatic cancer.”® With the accumulation of knowledge
about molecular carcinogenesis and biological behaviors of pre-
malignant disease such as PanINs,*%?’ IPMNs?® and mucinous
cystic neoplasms,?” together with their relationships with chronic
inflammation,® the definition of early pancreatic cancer cannot
be made with the data of invasive cancer alone. There should be
a seamless transition between intraepithelial premalignant change,
microinvasion, and invasive cancer.

To define early pancreatic cancer, we have to think about
the size of the tumor and the depth of invasion. Figure 11 shows
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FIGURE 11. Survival of patients with invasive cancer according

to tumor size. The actual tumor size is available from the records

in 2000. The records that have contradiction between the

actual size and TS rank were excluded from the analysis.
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FIGURE 12. Union for International Cancer Control stage
according to the size of invasive cancer. The frequency
of advanced stage increased as the tumor grew.

the survival of patients with invasive cancer according to the size
of tumor. When the tumor is 10 mm or less (TS1a), the survival
rate was significantly higher than that of patients with tumor
larger than 10 mm (TS1b and more). The 5-year survival rate
of patients with TS1a invasive cancer is more than 80%. Fur-
thermore, as the tumor grows, the rate of advanced UICC stage
increases (Fig. 12). In patients with TS1a tumor, 65% of them
had UICC stage IA disease, whereas only 25% of the patients
with TS1b had UICC stage IA disease. You may notice that none
of the patients with invasive cancer has UICC stage 0 disease,
although the tumor is 10 mm or less. Thus, we should next take
the depth of invasion into account to define early pancreatic
cancer. Figure 13 shows the trend of UICC stage distributions
of all patients including invasive cancer, intraductal neoplasms
(INs), cystic neoplasms (CNs), and NETs (same patient cohort
with Fig. 3). Increasing numbers of patients with UICC stage 0
(in situ), IA, and IB disease are registered. The overall survival
rate of patients with INs, CNs, and invasive cancer is shown in
Figure 14. Intraductal neoplasms includes IPMA, IPMC, PanIN1
to PanIN3, CIS with or without microinvasion, and their invasive
counterparts. Cystic neoplasms include mucinous cystadenoma,
mucinouscystadenocarcinoma, serous cystadenoma, and serous
cystadenocarcinoma, with or without microinvasion, and their
invasive counterparts. Invasive cancer includes papillary adeno-
carcinoma, tubular adenocarcinoma, adenosquamous carcinoma,
anaplastic carcinoma, mucinous carcinoma, and undifferentiated
carcinoma. The 5-year survival of patients with UICC stage 0
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FIGURE 13. Trend of UICC stage of all neoplasms. Same patient
cohort with Figure 3.
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FIGURE 14. Survival of patients with INs, CNs, and invasive cancer
according to UICC stage. Patients with NETs were excluded. Both
adenomas and carcinomas are included.

is 85.8%, followed by UICC stage IA 0f68.7% and UICC stage IB
0f 59.7%.

DISCUSSION

The JPS nationwide pancreatic cancer registry is an original
and unique database that gives us the perspective of current
diagnostic and treatment measure based on 30 years of experi-
ence and insight to the future. Without the continuous under-
standing and cooperation from the whole country, it was not
possible to obtain a large amount of data that is durable for
detailed analysis. We appreciate the effort of former conductors
and every physician, collaborator, and patient who had this in-
tractable disease.

The improvement of survival of patients with invasive
cancer may be attributed to mainly 3 reasons. First, gemcitabine
(GEM) and S-1 (an oral 5-fluorouracil derivative consist of
tegafur: 5-chloro-2,4-dihydroxypyridine: potassium oxonate at
a 1: 0.4: 1 molar ratio) were approved for pancreatic cancer in
Japan in 2001 and 2006, respectively. According to the several
clinical trials,>'~>* postoperative adjuvant chemotherapy had be-
come a standard treatment. Gemcitabine is currently the most used
regimen, but several randomized trials are ongoing to test post-
operative S-1 regimen or GEM/S-1 (GS) combination for an ad-
juvant therapy. This may have contributed to the improvement of
survival in each UICC stage, as shown in Figure 8. A large-scale
randomized phase 3 study performed in Japan and Taiwan that
compared GS versus S-1 versus GEM in unresectable advanced
pancreatic cancer (GEST study: American Society for Clinical
Oncology 2011 abstract numbers 4007 and 9070) revealed that
GEM and S-1 are equivalently effective in the treatment of ad-
vanced unresectable pancreatic cancer in overall survival. The
combined GS therapy showed significantly longer progression-
free survival than each monotherapy. Crossover usage of GEM
and S-1 may have also contributed to the longer survival because
nearly half of the patients had received second-line therapy in
all arms, and this resulted in the median overall survival with
GEM (8.8 M), -1 (9.7M), and GS (10.1M), respectively. New
therapies, such as GEM/erlotinib®* or FOLFIRINOX,> that
showed superior outcome than GEM will be introduced in Japan
in the future.

The second reason is that the treatments are mainly per-
formed and could be improved in the high-volume centers. In
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diagnostic process, ultrasound-guided fine needle aspiration is
playing a more important role in the differential diagnosis, and
recent clinical trials require histological confirmation before
enrolling the patients. Evidence-based JPS clinical guidelines for
pancreatic cancer 2009°¢ indicate that the frequency of com-
plications after pancreaticoduodenectomy is lower, and man-
agement of complication after pancreas resection is superior in
high-volume centers. Because postoperative adjuvant chemo-
therapy had become a standard treatment and the combination of
surgery and chemotherapy enhanced the regionalization too,
patients are moving to large centers more frequently these days,
sometimes to enter in a clinical trial and sometimes to obtain a
second opinion.

Third, the pancreatic neoplasms are getting diagnosed earlier
than before as shown in Figures 7 and 13. Pancreatic cancer
registry requested to submit the real size of the tumor from the
records in 2000 and the collected large number of records with
detailed clinicopathological parameters. As the tumor size grows,
the frequency of higher grade ofhistology increases. Accordingly,
the frequency of lymphatic, vascular, and perineural infiltrations
increases, resulting in advanced UICC stage of the disease as
shown in Figure 12. If the tumor is 10 mm or less, most of the case
is UICC stage 1A, with favorable survival. However, as long as we
start the definition of pancreatic cancer from invasive ones, it
seems impossible to define an early pancreatic cancer. On the
other hand, the JPS classification of INs include “intraductal”
neoplasms with “microinvasion” and “invasive cancer derived
from IPMN.” PanINs are also included in Ins, although PanIN1
and PanIN2 are not regarded as tumors by themselves. PanIN3 is
regarded as CIS with or without microinvasion. Thus, we should
carefully correct the data of size and depth together with clinical
outcome to define an early pancreatic cancer regardless of the
histological classification. As shown in Figure 14, there seems
to be an “early pancreatic cancer” with favorable long-term
survival.

CONCLUSION

The JPS pancreatic cancer registry has fulfilled the vision
and mission of its founding. This nationwide pancreatic cancer
registry has been an indispensable tool in evaluating the progress
of diagnosis and management of pancreatic cancer over 30 years of
experience. It also provides a great database for comparative
studies with other national databases. As the registry continues to
expand to include other types and early stages of pancreatic cancer,
it willundoubtedly improve the management strategy of pancreatic
cancer and provide a much improved outcome in the near future.
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ABSTRACT — Background. Although sputum cytology is the only way to detect early hilar lung cancer in lung
cancer screemng, there are also various problems. Therefore, the subcommittees concerning sputum cytology
was established in each the Japan Lung Cancer Society and the Japanese Society of Clinical Cytology, and in a
joint effort with the Japan Society for Respiratory Endoscopy, the investigation of these problems were reported
by the committee of the three societies. We concluded that confirming the usefulness of sputum cytology at pre-.
sent is the inévitable and the most important issue. Objective. We clarified the actual situation of ‘diagnosis for -
early hilar lung cancer in Japan by a questionnaire. Subject and Methods. We sent quest10nna1res to authorized .
and assoc1ated institutes of the Japan Society for Respiratory Endoscopy, and respondents were questioned con-
cerning the following items. The basic items were a) the number of bronchoscopies performed, b) the number of
lung cancer resections, ¢) the number of diagnoses of new early hilar lung cancer, d) the modes of detection, e) his-
tological type, f) treatment modalities that can be estimated in each institute from 2006 to 2007. Moreover to the
extent possible, we ask them to respond to' g) the number of advanced hilar squamous cell carcinomas, h) the .
number of sputum cytology examinations that were found to be positive or suspected to be positive, i) the num-
ber of peripheral lung cancers detected by sputum cytology, j) the number of cancers in otorhinological field or
esophageal cancers detected by sputum cytology. Results and the Estimated Number of Diagnosis in Japan. The
questionnaires were sent to 504 authorized and associated mstltutes of the J apan Soc1ety for Respiratory Endo-
scopy and returned from 308 (61.1%) of them. These institutes; in ‘the cases of primary lung cancer resections;
covered 57.1% of the field study result of the Japanese Association of General Thoracic Surgery. A total of 150 di- -
agnosed cases of early hilar lung cancer in a year were reported. By the reported number and the covering ratio,
the number of early hilar lung cancer dlagnosm was estimated between 154 and 270 cases per year. Also, 4,000
cases of hilar squamous cell carcinoma in a year in Japan were estimated. Concermng the mode of detection, spu-
tum cytology was the most numerous, accountlng for 90% of squamous cell carcinomas; however, the rate of
early cancer was less than 10% of hilar squamous cell carcinoma, and moreover, there were regional differences
in the detection rates. Conclusions. The national survey of hilar lung cancer suggested that there were 4,000 pa- -
tients with hilar squamous cell carcinoma at present However, the ratio of early cancer was less than 10%. and
the regional differences in the ratio of early to not early hilar squamous cell carcinoma were also suggested
Based on these, there might have been more opportunities of early diagnosis of hilar lung cancer than were actu-
ally diagnosed. Further quahty control and much more sputum cytologlc exam1 1at1ons for lung cancer screemng
isrecommended. . - o p ;
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KEY WORDS — Early hilar-type lung cancer, Squamous cell carcmoma Bronchoscoplc examma’uon Sputum cy—
tology, Lung cancer mass screenmg
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BE — B8, BEMESIMERS BT, MM
B ORI ODOME—DA T ) = 7ETH B
A%, BESLFEFLMEELIFLEL TS, ZD70DH 3FE
(BARMEFS, BARBRMRS S, HARMPIESRNESGES
&) AFZRBERICBVW KRS EER, 77—+ %&fTo
7. BEY. ZEOKME () E oM e B o EiE
EFHOSMCT S, WMREFE HARPRZZANESEESE
BN EMR - BERERRICT v — P ERMAL

2006 4E, 2007 FORE L HERAEMHE, MR, #H
HT IR R AR WIS, o RENEE, AMRE, BE
HE, S OISR #P CHiPTEETR T L e, %
SEMIRL SRR TE - SRR IS X 2R, IR IC &
DR BRI B L CRIG 2 kD /2. #58R. 504
WiElo7 v — b &AL 308 MRk & D EEER/. =

NS ORI H ARV A& EEFT O 571% &7
IS— LT 7z, SRR 150 BIFREE o FifF PO 5052 Bl 25
7z, WEEE HN—2D o IiPIERE B O £ EIC
B2 WRIEZHEIIERM 154~270 FIRERE S e S, I
ISR DR LB B L Tl & E CHERMK 4,000 #lo1F
RSN LaL, B LIS ERET L
FEIREARD 10% 2 FTH o T, 8512, ZOFEREC
EHIZES R ST, BEES KOS, I ER S 2B
LTid BEBMESN TS EDL, S5I124 <L DORER
TREBWOBEIRH o2 S, ERSBOES
7 BIEEEBREREMRS OZBEIEL L, BT
BEPFAT LD EHEES NI

SEIHEE —— MiP R EINIRE, R LR, KEXH,
WP, MR RRIRE

LIS

FlifE I ARFBIC BN T ORI TIHRDE L2 HDHTW»
5. BUESROEKTIHME SN TV SBEICB VT D IiE
BT eI CB Y, B RAIC X 5B EN
L o TW5h, FORDMEBIREOH LHEEITH
JoEBmAERE R TS 14

iR ROFRICEL T, WEEM XHRE
E;, 1.59 ng%;’ﬂ}]ﬁa%’ 1,5-19 B@%ﬁ CT1,4.8.9.12,20 73: 57533;) Lg , %
DTN EDLS>TLTHRELDDITRL, fFHETSZ
LI, FUKEDOBWAZ Y -V AL &
%.12 — 7T, BEAWNROBADS, ZOFHMEL =—
AERBHBZEIEETH 5.9 BEROKT I HE
ENTVBIRICBWT, BERMRZIEARBITLELRZD
27 ARSI LT v B A, BRI
WCETZ2EMHZ CTIZLZ2MBIIRY GIFHETIER
W, EWIO DR LNS.

RSB T A B LTk, FREEL#H
EHTHMHEPRONE L DD, —FTERAIORL %R
W SRR, WEEENIRRZ OB & ik B TR 25 H
HeahE, 2FIFLREEAPCHERIFRETS.10 2
NoITE 3L, HAERMEFETE, £RRBPEERES
g X B/ N EREa%, £/2, HX
RS CTIERBERSWNICHE®RE Y —F 27
N—TE2REL, 200RBROAREESTHRELZE
RTE&7: BEE2ERLFT, BHERMEESICE 2RSS
REVGELT LMMBRELEEOERZLIET S L
VEBOIIRERD D L THROIBEPOEETHL LD
BEERRICE 572, —7F, FEEF LAY D HEHICEB W
TIEARFBIC BV B M FIEBHIRE O ERIL, B2 - 2R

RRBBRE 2 & CHIE - RSN DE L2
7. 2T, Bk 2 FETMA, BHAMNHRIRAHRSEE
EZMAEBEREEETLE LRBRE Y -0 77
VT iz, MMEEMMEERENET > r— 1%
T, 2L OMROSKRRH IO TICHEEZEIT L
ERTELDT, TIICHETS.

R & Tk

B A SR RS & B KR MIais 1 X 2 i
BAERES, HARBRMBZESBRBERZRSME®RS T —
F TN —T, B I OH RIS S S A
ERAMBERZ Y —F v 7V —TORRAKETT v
r— FEHE OWRE 24TV, 2006, 2007 4 (ERE 18, 19
) CBTLEMHED, a) REZFREFE b) ik
CIBEBIE, o) FEMiPEHME SRS, O FoRR
R, o) MMRAL, OBFE, ZLABGEEE LA
SICHRE R #EP T, a) BMIEREITR S LEEEL, b) %
AR B - BERTEIC X 2 G, o BEHRZ I
& B RMBMER RAIE, O ERMES I X 5 HERME
BWIER R - AERERAE, L THHEEERD
7z (Table 1).

T v — OB, ARPEENEESAREY
SR EMR B L OCRBEREMRE (BF 504 Migk) OREX
EMAEBTAEILE Lz, 7 >4 — M 2009 4 (CER 21
M)LHI0BEIITE®RL, 7y — k@RI % 2009
S CERL2148)2 A 28 B & L7225, B&IciEr v o —
M ERIRECAR &2 2009 4F 3 A 30 HIZqTVvy, T ¥ — Mg
AmOYIY & 20094 4 H30HE L7z

7, 7 v — NEHERR BT S EFE R B R
B HARBHNAEZETHITL TV AEEOEESE
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Table 1.

[tems of the Japanese National Survey of Early Hilar Lung Cancer

Study period: 2006-2007

1) Basic items
a) Number of bronchoscopies performed
b) Number of lung cancer resections

¢) Number of diagnoses of new early hilar lung cancer

d) Modes of detection
e) Histological type
f) Treatment modalities

2) Others

a) Number of advanced hilar squamous cell carcinomas

b) Number of sputum cytology examinations found to be positive or suspected to be positive

¢) Number of peripheral lung cancers detected by sputum cytology

d) Number of cancers in otorhinological field or esophageal cancers detected by sputum cytology

Table 2. Annual Numbers

Current survey results 2006 2007

Bronchoscopies 64,250 65,584
Lung cancer resections (A) 14,670 15,356
New early hilar lung cancers 155 152
The number of primary lung cancer resections in Japan 26,531 26,092
surveyed by the Japanese Association for Thoracic Surgery (B)

The reported ratio (A/B) of the current questionnaire 55.3% 58.9%

Throughout 2006 and 2007 57.1%

B2 08, IS OiFE ORI BB O R %
L, HAREZECTHEAT S MMEETRE T LEREEE MM
R R e L.
s R

1) 70— MOERYURSR

2009 48 3 F 31 H ¥ TIZ 165 Kigk (32.7%) X b E% A
Hofe. 2009 4E 4 A 30 B E TISIE 72 Magk (14.3%) 75
EZASBINTH%SHN, 200945 H IS BE TIZEE 5T
71 Mgk (14.1%) & D EE» D - 72, BETTIE, 308 Higk
(61.1%) X b oEZ%EIG7.

2) EEMmERICH DR EXHERER, HEVISGIE,
R PIERAHE RS (Table 2)

B A HEE% 1T B 1) 2 &K E L E M A 50 2006 4 64,250
{4, 2007 4E 65,584 1FCT&H - 7=, R FES TS LI B30
i 2006 48 14,670 B, 2007 4E 15,356 Bl TH o 72. BAR
MRS THIAT L TV B BEOEEEEICED B Z
L5 D K% O Bl FE B0 B 51 B o He FE1d 2006 4E 55.3%

(14,670/26,531), 2007 4E 589% (15,356/26,092) T, 2
SEREETIX 57.1% Tho 7. EERRICBIT 5 HHN
P9 &R 52 1 il 98 oD 25 W7 50 4500 2006 4E 155 $1, 2007 4 152
BT o 7.

Jii P9 &R - BN 0 22 WE B 23 72 0 o 72 MR 8501 2006 48
238 Mgk (77.3%), 2007 4E 238 Higk (776%) TdH o 7z.
3) FEFIERREARGEAIDFERENIE (Table 3)

Jifs P R - A Bl 8 191 o0 5 LB AR B LT R % & 2006 £ 1L
PR IC X5 b0 936, 5 LIBRFERM 59/, 1
95 26 B, R BRI ORELHEREICL 5 D 31 f1,
Z DAt 22 B, ANHH 16 BITH - /2. 2007 FFIFEHEMALS
2k 25?696, 5 bLikZIEIERG 36 F1, MmPE 32 51,
R BHEFRORELEREICL S 0236, Zofh
24 %, ABH 10 61T o 72, 2 4ER %258 U TR S R
RBIIEE & Hd Tz,

4) FHPIER R EARTIEGI OMEBE! (Table 4)

T b R FE AT 2006 4E 140 1, 2007 4E 135 B & KE 5

T T PEEPOCERFLEEED RN,
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Table 3. Modes of Detection

Modes of detection 2006 2007
Sputum cytology 93 69
Sputum cytology in population-based 59 36

mass screening

Bloody sputum 26 32
Bronchoscopies performed for other 31 23
pulmonary disorders

Others 22 24
Unknown 16 10

Table 4. Histological Type

Histological type of early hilar 2006 2007
lung cancer

Squamous cell carcinoma 140 135
Adenocarcinoma 5 6
Large cell carcinoma 0 2
Small cell carcinoma 5 3
Others 1 3
Unknown 4 3

5) KPR R EARGESIO#E & E (Table 5)

ity P9 B EL A Bl R 90 0D 28 72 B A A VA EE R I, 2006 45T
PO AT49 B, PDT L —HF—224 7366 I, #FHRE2% 17
BITHorz. BENERE LALFERIENE 3BT, HMIAHES]
A8 BIR &7z 2007 48 TXFMAS59 I, PDT L —
W—AS 45 B, HHRETAS 26 BITH o 7z, BEPIERE I 4 60
T, ALFERIED 13 6, GBI 5 FIR SNz T,
PDT L —H—2KP% 5o, R CHES 72
6) HFFIEREITHEEGIEL (Table 6)

LT, Table 11 ¥ CH R #iH CHZ % 72 ik D
HETH D, INODOMERICBIT L BUNEOEREL
72 & 72 WA PR S B O BT EE 2006 45121 1,222
B, 2007 4E12iX 1,270 B TdH o 72,

7) ERMEZEEE A IEBETREEXERTOMNR
E B> ERIE (Table 7)

B2 B CRE IR O & T o 7o R
1% 2006 4F12 13 689 B, 2007 4E 672 BITH o7z, —F, £
B Pk DAEBIEL I 2006 4E 439 1, 2007 4E 411 BI T, ZDH

Table 5. Initial Treatment

Initial treatment for early
hilar lung cancer 2006 2007

Surgery 49 59
PDT laser 66 45
Laser apart from PDT 6 2
Brachytherapy 3 4
External irradiation 17 26
Chemotherapy 3 13
Untreated 8 5
Others 1 3
Unknown 0 1

Table 6. Cases of Progressive Hilar Squamous Cell Car-
cinoma

2006 2007

Advanced hilar squamous cell carcinoma 1,222 1,270

Appendix: All cases of hilar squamous cell carcinoma not de-
fined as early hilar lung cancer were considered to be ad-
vanced hilar squamous cell carcinoma.

Table 7. Number of Cases Which Required Bronchoscop-
ic Examination Due to Positive or Suspected to Be Positive
Findings on Sputum Cytology*

2006 2007
Positive findings on sputum cytology 689 672
Suspected to be positive findings on spu- 439 411
tum cytology
Total 1,128 1,083

*Including cases in which pathological changes were not seen
on bronchoscopy.

BHiE 2006 4F 1,128 B, 2007 4¢ 1,083 I TH - 7=.
8) EERMES I RAFEE &> KHWEMES LUE
SRSEEE, BEEOESIE (Tables, 9)

TR IR 22 2338 REI RIS & 7z o 7= SRAE AL % 13 2006
4F 203 $l, 2007 4F 225 BITH o 72, L 72EHEMIEE A35E
REhHRIs & 7 o 72 B BB S8 13 2006 47 20 61, 2007
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Table 8. Number of Cases with Peripheral Lung Can-
cer Detected by Sputum Cytology

2006 2007

Peripheral type lung cancer detected by 203 225
sputum cytology

Table 9. Number of Otorhinological or Esophageal Can-
cer Detected by Sputum Cytology

2006 2007
Otorhinological cancers detected by sputum 20 11
cytology
Esophageal cancers detected by sputum cy- 7 5
tology

Table 10. The Ratio of Early to Advanced Hilar Squa-
mous Cell Carcinoma

2006 2007
Responding institutions 179 (58.1%) 181 (59.0%)
Total number of bronchoscopies 37,027 38,242
performed
Early hilar squamous cell carcino- 121 (9.1%) 99 (7.2%)
ma
Advanced hilar squamous cell 1222 (90.9%) 1270 (92.8%)

carcinoma

F1LHTH Y, MERICERMBEZ PSRRI 2o/ci
TEIE 1 2006 4E 7 1, 2007 £ 5 BITH - 7.

9) MEMERICH T I2MMBRBRELERE, JERER
SEEEEOLESE (Table 10)

FTarkL(dsvid, BEFTREZERTD)
7 > — NEHE Cd 5 R FTERIE RN O BT O 1
2006 4 179 Mizk (58.1%). 2007 4F 181 Mk (59.0%) #*
SELNT. NS OHERICEIT S RIH/ER o=
2006 “E i FI SR B < L2 121 #1(9.1%), FliFIERIER
IR LR e 1,222 % (90.9%), 2007 4R P38 1 7R <7
BRI 99 Bl (7.2%), WFIERIERHIR T LR R 1,270 51
(928%) TdH o7z,

10) HHBICE AFHFASMEICS T3 REEOLSE
(Table 11)

Huds A B 7= I PR - L e i 12 B8 5 BB O HhsR
3 37/221 (16.7%), Ik 27/186 (14.5%), BAER
94/934 (101%), 3K 16/291 (55%), H {5 ik 18/137
(131%), dbBe21/93 (226%), ¥ 17/419 (41%),
15/109(13.8%), ME 13/79(165%), JuM - dh#8 17/

Table 11. Ratio of Early Cancer to Total Cases of Hi-
lar Squamous Carcinoma in Each Japanese Region

Early , Total hilar type squa- %

Region cancer’ mous cell carcinoma
Hokkaido 37/221 16.7
Tohoku 27/186 145
Kanto 94/934 10.1
Tokai 16/291 55
Koshinetsu 18/137 131
Hokuriku 21/93 226
Kinki 17/419 41
Chugoku 15/109 138
Shikoku 13/79 16.5
Kyushu - Okinawa 17/297 57

p<0.0001.

297 (57%) THhotz. 2x10DH 4 2 TR ETIX, Hik
Mg R Sz (p<0.0001).

11) BER2£EICE T 3 MHPNEITR FLREHEELH
B & RPER R AR HERE RS T (Table 12)

Jili PR EAT R T LR W oW T T o — MICHE
B L7 HiER S BT 5 BRE MBI RS L, B AR
BEZEETHITL TV AEEOLSELEFA2H L, Zhb
DGR ORI OLEEZEH L, HAZETHA
T AMMESET R ERERE R L. WM EREITR
FERBIMBIIOWT T YAy — MCEZ LRI
¥ 180 gk, TN o DHERICIBIT B IEREAM FIEEF L
IO BWIEITTY 1,246 Bl TH o7z, TS DHERRD
HERECIBRBINC BT B B ARSI 5 5 H&
3P 32% Tholz. ThH Ly, AALETIIERD
729 3,894 Bl IERBAN P ER T LA S hiTw
b EHEE ST,

FAR L R PSR LR OB c oW TH#E T
5 &, MrEEHRYE EEBICOWTHE % 8 /2R
1P T 154 FEER T, TS DR ORI EIX H
BELRDB71% #H 83— LTz, TDZ & X YERFE
¥5C 270 Bl FIEL R BIR F _L B RE O 2 Wi O TR A5 HE
BEN, LPLADES, 7y — MOES LR
B PSR LR OB OREDOD ZHEHENATD
LA REDEELELVWD, 3ZEAAROERATI,
FLHA i P R S R O HE B BT EIC D v T 154~
2710 L WO B FHELREL LTHETLIZEEL
7.

-

R RS IC B W, PR MmE O
ROIZDDOME—DRA T ) —= v TETH BN, SESE
THEELDIEL TS, ZODHEMEESBI W
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Table 12. Estimated Number of Patients with Hilar Type Squamous Carcinoma in Japan

2006 2007 Average
Responding institutions with data about advanced hilar squamous cell carci- 179 181 180
noma
Advanced hilar squamous cell carcinoma (A) 1,222 1,270 1,246
Lung cancer resections performed at responding institutions (B) 8,043 8,686 8,365
National lung cancer resections based on survey by the Japanese Associa- 26,531 26,092 26,312
tion for Thoracic Surgery (C)
The covering ratio of the responding institution in Japan (D=B/C) 32%
Estimated number of patients with advanced hilar squamous cell carcinoma 3,894
in Japan (E=A/D)
The responding institutions with data about early hilar squamous cell carci- 308 308 308
noma (F)
Early hilar squamous cell carcinoma (G) 155 152 154
Lung cancer resections at responding institutions (H) 14,670 15,356 15,013
National lung cancer resections based on survey 26,531 26,092 26,312
by the Japanese Association for Thoracic Surgery (C)
The reported ratio of the responding institutions in Japan (I=H/C) 57.1%
Maximum estimated number of early hilar lung cancer in Japan (J =G/I) 270
Estimated number of early hilar lung cancer cases in Japan 154-270

H A BRRAIEFEMNICE I e IS+ 5 NEBASHER
BaEN, ERIOZESZICBWTKREVPERAONA. & F
TERBRED» O OMBEROFRIBRLREOF T, EHEM
BIL BRI LEEL T LR F LR oOER
RS S Z S EON LT RD B TR S BEEID
BETHD LEO/WMCEY, K7 —bafro7z.
FRIZIE, @ coEmzibkpEh vz WwEERD
BLR CT MB~OHIfF &I, BUEROELITED B
BREEDEAANE D ST 25, BHRMEZ I X 2%
FRBDBL EMET MR HL—HTARETHS &
THREPREOND R Y, & F T LRERCARE R EH
HoibBbhz, —F, FHOSHPHD ) HHFAICB
TUIEARFRIZ BT BB EPARE O ERRIL, RBE/S - 72FHA
RRBELWHE 2 ETHIFE - AR SN DT aho
2. bbb, HWAIGHERICES L, HEZVCIFIRBOA
W E % OO NRERICEED  FRE FNZFh o
T#HYEL T, GFREAESTIE SB, 2okH%
FAEHREICETE, 2EEEHEL AW L.

—F, Try— 1T, EEMETORMBEERL
VBB 2 RDI-b 0L, WRETHIVIH DT BE L

SEOEEFERFAECHHELA-E2 55 HBEICE LD
5 &,

1) 4R 150 B2 B oo Hili P9 505 BANGERE o0 25 W B s e 25
e,

2) BEEOSSREEREE U ClIBEMBEE2 " Rmb £ <,
DUNTIILPE, ﬂﬁ%ﬁ,m FOREFTHEARIERIEREN
72 DhHE Tz,

3) MMEI L U CIZRFELEEEA 0% & 57z,

4) EERE LTIV - FirskEEr o Tw
7z,

5) MEEMILZ I X D BRRSWLZMMEHEHE I VL
BORMENGREC, HRPHEE STEERED, HE
MR PEEL 2 VBRI TV,

6) MFHFEFELEBIIB TR OLERIIZ10% 2 F
B - Tuv 7z,

7) MR R LRI BT A REIE O R
BINIHES§ 5 E B EENPR LN,

72, MR EZFE L CHAREEOREK Ik
ET 5L,

1) Jili P9 ER 5 HARG R 0 2 ENC 38T B W) [H 55 T 1 B 13 4R

2, Huds

ZADHFEEL. DD, REEHTCIEILERE,S il 154~270 BIFREE L HEE S 7z,

DT L, MR TORBEI OB O 28 & k- 2) EEITIXERR 4,000 B (3,894 + (154~270)) DAl

TWwhb, PHER IR L R OAFFEASHERE S 7.
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INSDRERNS, WEHHILEE YNGR R O
REMEE L CEELRMBEZ HEOTWDE I L[R2 &
5T, BPHRZIC L BRI BIMMEME L D
S EHORMEMIREL, HRAHEEE AEELZELE
RaENnTwiz, BEROKRTIHRESNTVwEH, 54
B, BARESETIZER 4,000 B8 P& R _E Rz 2%
FBELTWEIEIBEBELRFETHS. SHBOEMRS
2B BEEMBZ OB 2O B HEmOFIIB Y
T, ZENEEE L ToBERED 2L v, SREIFTMER
S L RS oS EHEFHMES D THEBENZ &I
BN, INBRZLT, SHBREOLIITHERL TWL
DA, BB EHITIC X ) BEEDSR L L5 OPED, &
EEBE LTV LESDH L.

~7J5, MiFIER - ERBIC B TR ORI 10% %
THo TWwW/zZ &, BHEO RIS RS EIFFE L
oL ERELMEALEZ O, BAEROETA
BASHEN B R, HIZENRONE T &, WHT, £
DLW - BEEZEGE L 2SR 50w, 5 A,
BEESHOBEERICE L TEHmEEHL2 V.25 Ll
BEEHOBEBENICEL CIE, 3 TICZ 0 20 FEM, H0
EL, BBROENTE/.252 ZOETHOIDERTH S
ZERERT B E, BEMEZICEL T, BHROBE
BHIIBEASIIHMoTWwWB EELE L 2E L. itk
DFEZF, PEERIBRZI DO EIRTLEND S.
COEICELTIE, SSICHEMmILEELEZS.

B 7 BACHEFEMILE O R IS T 2 BB OMET T,
WHEMILZ ORER P2 LD 70% BELETHY, %
FOSKMAFSREICH 2 LRSS 5.

HEMBDZHMEICDOVT DRSS

ERIEBEHRICBWTIE, #HEEMOZLEICET 5N
LTz, %9, 7y r— 1 ThHBHD, EHEIZEE
BICAT bz, ST DD DN, T ADFAED RSN
EERAETLHZVWIELHLNTH - /2.

SHOT v r— T, REZXFEOREMES L U
EEREMREIC T 7 — FAEAMA SN, FD611% [ZH7
% 308 gk L OEERE. NS DOHHERICIBITER
EXERE R BUIET 64917 - TDH o 72. 2007 4EI1Z H
AR 2B RBFRT LN RER K VHEIT L 72 2006 4F
DREFGFEOERFTE T, Ty — MCHEZL/A 375
FiEk T 74770 R ORELMAESMEO SN TBY, &
B OF 2 OBME L EPL72HE L o Tnd. FEE
P O A iRk OV B0 4EFEIY 15013 TH Y, H
AFERIL B S A DA EEENC B B R EE LI E Bp$
D BEEIIPYTE71% Tholz. K7 Vo — i
EERETIE2VDIOD, REXEREERMBESL L O
BERMAETBRAEICB T, Pl &b HARDOHFH

UEZDIN—LIZ2HDTH5S.

ARG T, HAERBWIARFZEOLEEFTIIBIT B
SEEMBUBRAAKIC SO 28 6%, BrOHEEZITOH
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The Necessity and Potential Value of a Breast Cancer Database : Niikura N*! and Tokuda Y*"?
(*'Department of Breast and Endocrine Surgery, Tokai University School of Medicine, **Committe of
Japanese Breast Cancer Registry)

In 2012, a breast cancer database compiled by The Japanese Breast Cancer Society was included in the
National Clinical Database. The necessity and potential value of a breast cancer database have not been
adequately discussed. In this review, we describe the development of a breast cancer database by the Japanese
Breast Cancer Society, the inclusion of a breast cancer database in the National Clinical Database, the state
of cancer databases in other countries, quality indicators for breast cancer guidelines, a retrospective study
of various cancer databases, and the future prospects of a cancer database. The Connection Breast Cancer
Database will provide information on breast cancer treatment to evaluate the level of breast cancer treatment
in Japan, to promote equal accessibility to breast cancer-related medical care, and to improve breast cancer
treatment, Further retrospective studies are needed to evaluate the effectiveness of this database.

Key words : Cancer database, Breast cancer, Quality indicator
Jpn J Breast Cancer 27(6) : 693~702, 2012

FUBHIC

20124E B & 1) B ARILMF &~ DI B 2% National Clinical Database (NCD)" 88 (R1) ~B17F
Ehiz. PARBOEMOFHHEEIZ20054 Tid676,075ATH Y, 0D HLIAMIL50,695A &L FRE
NTWa?, PABRBICH L TERZEMBRBISA TV ARVOIRE, bAEICIRERMONAZTEH D
LSS TH5E, PAWMEMREIC X ZIHEDO T — 7128 (40U EOPARBEOHEDE LA
ARV ¥ —HAFEERE Y 5 -0 (PFAERT—YR) F—AR=TJIBRINTVEA, HL

FTHOHREMETHS. DAELEORERIEN SN TELY, RARICHT 2HOHIHIFEL 2w,

ERbo TIhZHEET HRAAIE, BMS0EICHGE SN BEAEFHESABEYRE [RIRIABH
OFMEmMLEERICHTAH%] Ik o TiITbh T2 ZodEsHE, BE, £ 3RIAVAREGR
BEEEE [HARE - BCMROERBILBOWIE] B (HEMES  HLEE, DT, $3IRAVAE
REIBBIIZEE) S5 &I N Twa, B OLEFARBRE= S ) v 7#EET (MCLI2006) 20064E7 &
¥ - BEE B Tk, 15HFRMIRATA BT — & BEEEHEFHCHEHE I TV 525, ZOHRTH BEH
BERELRRE->TWEY,

WHO (World Health Organization)” 2 X 1Ud, FAMNEOWRNLERICIE. FARBRECOHR
REEBICEB T L L0, PARBLERETFICOVT, S5ICERBHECHAERORMIRGE S

"1 YA R AR WL
2 HRAMESERERS

- 185 -



|
694(38) | 3

%% =y et
SENED
5l o Cuatare 3211675 ANational Ciiny

et |

Isase
> 20141701

> 2012/10/19

3 2012/10/03

e ?

EOESRTD fvoronas

=L L34

L

(National Clinical Database web sitel & 4))

21

i ~@ﬁm&#&ﬂﬁ@AMkkawc®ﬁﬁ#M EHDH, TNSOGHTOOICE, A
ﬁlc B3 B0, YA & E ORI T 2 R, 75/@)%0)51:&, B U AT, IR RIS
T AHRD 4 D OWABONIEPR LA E ENTVS. HAEZFOEEHTIHET A OOV T,
DADEFEANIED LD TH Y, PAGELEIZLD ’*'=%21?§>753’/v-ﬁ‘f BEE, AATEB LUPTEL

)"'a:}H‘z‘ . DPAOIEERFLIEOJEIE & 4 ’ff’ﬁ"}j‘ 55 2 EANEETH z'i\’\ Vidh.
HIAD, BEmAABEE LTONCD ~OEEIEFEPIMI D I iﬁ%ﬁﬁf@ LihE o “C,?S b, HAEE
g /ﬁ’rftf POV S, H AR SRR ~:5¢‘7“‘ EAMHE L, DA ﬁiﬁﬂ i T [HIEDENY

WD ASEN L DBIRTA FI A4 U MEFTIRA~OW M5 2098 3E (Hﬂdl"“ R —
FLAABURWEFE -0 - (8, WEE ) Bl i) ASHE O IR DS A S E T SIS 9T
L TWwaA, L LELOGHOY haflio TESNS D /u’(ffk@?"" F R ZO0YE, W%
ERCEER S 0T, BB, EEERONEO DI bRTw R LI lliid 5. £IT
ZOBEHTIES F TOFIEEEOMEL, NCD BEH~ORBT L4 ’i’;@if'&*l& T (f)i’f)‘fv"‘éﬁc’)gi?ﬂi}:
FOEH, A FF A >0 Quality Indicator & L COMII oW EM:. 2TASE L2098, PABED
SHEOBEFIOVTBEORNZELMAEET 5.

- 186 -



FLBEDEEFER Vol.27 No.6

1. EEROERE

DOYEONBBRIIEELENATNEBREE2B T, ABHEZOBHOTICIIEI GBI N,
ARLBMEQICBITLCAORBERASICI - THESATVEY, S TILABMES, 2ELHN
ABEREREBS LY, 2EANABEZEREHE 1 5~105, HAAHEEEHZAS»HE&EHIL
PABESHAEREIVEERE SR TS, BEHBEEROBENLAATE Y > & —hRFFEAIC
BhhTno,

20034E121313,150B028 L, REROFATREZ BB T L L IIEBELHE, HIAT7FL2OLAZHE
RICEBHNZBRTESI 23N/, Z0H WEBBHICL2HEMICBITLAEICE>TwA. 0¥
AF AL DER, MESNALT— 51T X ) 2004E~2008EDERBITWMEN L Sh, BRPLITFEIC
DVTIREEF—AR=IT IZABENTWAY, 20034 ¥ TH2ER 12188,265EF A B S h, 2008
ERDBEFENEI30,4418Th o 7=, 20114E 8 A0HBEOS MR BTSSR TH Y, HIRF
LA TORBEIERRIX1629630TH 5. CNLDOBEFOBETF—F L NCDKBITTE2FETHS.
FREFFHEFICOVTLBENTRETHS. SHIZS5ETLOFHRAL BHLERL TS,

2. EIOFAEZFORRK

PABGOEREHE LT, B T—HLTIlARGEEBLTVWAEXSHH—HT, Mo
BEMTHARGZEBL, ThOZETHY TLHTVIELH 5.

HOBRBPLHEMEICL Y, SFEELANTHARREEBL TS, L2, LKEER T —
A U TOLS BRAONLOOFICH 2 WMIBEADE TR, 2ELAVT—FELTEEMBZH

HWLTWE, —F, KBEAOTCHr B FBERETHAMOBEESHE DT AN A4 —X I Y 7T,

ZMBERNES L CRBOBM L 2o TnE, A FYRARHED L H T, ke hio 2 BOEHE
HzloTWwaELHD, $72, 79V A0—BOLH IS, BBORFHEERZ F 2 TCORBRIN
KBIURHELTwE0DWS [EMH] WLRBENTHEELXEBLTVW2ELH L. BHEONAE
ik, ZOMEPLTAEHHERISHEMTHS.

FARGICHT 5 AMFTRICOWTKRETIR, BABARREERT S AMOFREZEY, £hic
FoTEINVHADENERAFLARMZAMNL LT, KABRGLOREME (Certified Tumor Registrar,
CTR) 7% National Cancer Registrars Association (NCRA) MEMHI TS, HMBSABHELHBAL
TWAHHEETD, AMBEREHENLZAMOBEBICHEANTEY, REXETANT YV FTE, R
EEEHRBIICERA Y v 7R EBTHI L TFEREL L VEHICERL, BRNIPABEOFHE
FlLIZD%doTwd, DAEEICBVRTYH, PABRBEERRY v 7OFRELHRNLEBICOVTL,
L) —RBEXTH7-DICDEETH), LELShS.

BABFITHENECBVTIRECEA SN, PAMKITEREN TS, PABRICIIELIhDH
AR, PANEOZERELFHETIHEL LTS OBETHHENTSEY, MHAMEOMEERR
ZRBT 2 LETAARLIOL LTHEMNIOR TV, T/, HIETENFABREEROLY—FoO
HRAXE LN TWS, 7oL ZIERETIE, BHOVFARLCTTF—S (CDCHH5AF) EPARBRT—5

(NCI & CDC 5 AF) % F LD TREDIAMS (American Cancer Society, ACS) ASEHFHl % 17w,

20094E L7 1220004E DA AFEL - BEHREAEL TV Y,
3. NCD B&NDBIT

201141 H1 B & ) NCD B&M A SN, 201241 A1 B Y ABREMEICEEERRICMZ TH
HBELVHEE 2o/, NCD 220124 4 A 9 A OM & T3,2008L Lo S hnHtizk, 16,000 ALl LD B&Ea

- 187 -

695(39)



696(40) | #58%

—H—8, 136G FL LOEFANEHIN TS, SN BEMERE, JLBEMEEY Y2 LTy
b, ChELORBMLET— 5 R—AZERICEBI 2., 01 1EEDOLMBEEMNIHLFHTDH
h, 209 LIAMIEFREMIIWS00ITHo7. SHISHMERFM L ErB LT —F ORESTH
DEBEITI)TFETHS. NCDIZS v 5 —=2 v bEHLEVAF A 2HAWTHAZE OS5 INE
L. NCD IS TRV AT LAEH, F—5EH, oWz27). BREHOZBHRIIOVWTIIERK L H—T
BILickY, ENORMERIZD L X YRRl E OBEBEMH RSN TEEE 2, AdLke LT
DOEBESA LICo%d B EE20NT0E,. SHINETEIF—yOHEBBRT L0, KRS
FRCBVWTF— Y HLAHEELTRIE | REEL, NCDEBR LMHEZTH. BHOF—F7I22nT
L NCD i —F—HTF— 7 DU EA, HEICHLTOBHTHEELERL, LECRUTRIES
THZENTES., F—FDEDOBFEICOWTIE, ABEhAF—5E, ADTOZREROEEER
RS L VR T5. BARIMFERICLVEDONT:, BEFOBHET— 5 b NCD KBITOF
EEHoTWws. NCDEBHICBVWTHARBEEARHED 25 L LT, FZEZOAHEBHLITZT
ALABTDEHL LTS, FRBEBFELTFERIMIIOVTIRFEL T FETH 5.

FLHAABMEROEMERMET 2L bAREMER, AREME, NREEEL L oRBEAHEM
B/ ZEENDY, »OREMETOI0FL LOASEAOBRERNLEAE Ko TW5, BEDY
AT AT, FHEMICOWTIE, NCD B CHRETETHY, EHTLORBEORBITEL 23,
FLREMBROEHRL LT, EM30ALELOIBOZN, FiF, ¥ HRSHRERIRO 6Ty
5. BE, FHREMCOVCTIRAMBEIRBENITONTEY, NCD B&H L4 L COMEMEEITEE
Lk, BHL BUMERERICOWTIE, BEEFT LA, HT 5L T, BHENEOEEI MR
Eha. LHALABEMEDSMCOIESENE, BAR, BUHRBEREL P L2 5524T, 4% B
FEOPIHEL TW L PPRETHS.
01IEEDOABERIBEFE SN ABENIW4TRATHY, 2005E0IAMBEMEEHIIENWS T
ATHYHB0UDEFHFICE LT o TS, L2 LMEOM, BH#14% (20004F), REH26% (20024€),
KIEH 6 % (19994F) FFREH#E25% (20044E) MifA26% (20024E) ICHNB EHVERADOBERTHY,
IHEEELEADEHORBRETHAEEZOND. LA LABELDABOWEWIER THLBOERIT
HPRTVBAROBERTIE, 20L) 2EMNE LI BEL TV PPEETHS. 22 TNCD OFE
HEEL L2, BFRNBESORSBIII5044TH Y, BRIMFENI,458% (20114128 15H
BAE) L hizahicgv. EE, 20115EED S NCD ICB W THAMBENRBIICITbhTVE2, &
A FPDABBESITOR TS, ZON, FEFRHOEMIHS000 E &> TwbA, EMEZHITOF
=BV DIZEVR LRV RTHTHS. BE, BARATHEEABOFEILL BHEIhTE
T3, BEHEARICE > THERSA TV LEFHEAOEEIBENTEY, HBEIVLETHS. A
FEFEEE, BEHNHESCBSRVEEABEICL > THBRINWAABEMNEZ, LDLHIZNCD %
BHLCABBHIILL O» IS5 BOBEE 2 5. HEABEN NCD OBEETHIICIE. TT¥EHE
TOZHEHEBGEET) LAV BETH L. HBRIHBENFCRVADIINCD 0P [E7-25EHE
] AOERBEIRECELZVESIR, [HEOFHBEBRFET] ICRALNCD ICHFETAILEND
5. BERMEBFEFRIELE TR Yy —3BETRNIENOBGITEE 25, B20~
@T NCD 2B 2EFHRERADOANEH 2RT. EFMEFICHIT 2 EWENFEEL | KGR EH
THELIHEoTWVS,

4T, HAAMELRONBBEIN-FF1 RA7~ABDL, —ETABFSICENTHI LA
THETHo 7% NCDBHILBVWTRSHE LT 2L 95—y PTOANIBLELLY, AN
HEx222RKRL ko TWAE,. 55, ERHO—FBRBEMNTAAVATLAREATAILENCD L
EELTVAS,

- 188 -



FLIEDEEEE Vol.27 No.6

A EEa-F

173

Bi. BHNE
IangmEa—r SERBRBTROTRATS, PARTLEARFOM BT,
BROEFHE | OhY TRHETOT LI AHR B SR H0 1 ERATS.
jpEEEAE ety £ B # B EODELVFESSE.
lmarien OBt Oxit
B2. AEYEAR
ig.g&ﬂ’/kﬂs FANATE. AEERATL00—ERRTILE. BUNICRESLS,
lams OBAE DS —
[ 7L BSOSl
REIELE OxnL ORNF ORKFH R0 MBS BTN ARG ThEL
Roy: ROy FHS M AEUHENE - ETHEL
Eetediibigz] ImRl A8
(EBHATR)
lggg*ﬁ”m oﬂ::; SR GLEATS. BAORA LI EOR L5,
lngzsm Oo#L O®hY OFH 285 $ TOREMRE BRI, (50635,
oM
Y o) OBEH: MR BMEN SN EBBLT 52, BHOBEHEARE,
OFRER(FREILILNDEZNHD)
21 (em) — om ARAUTAEBEAT [ (ke) - ks —
s WEATS,
CABEBRHAEY) o 5. CARER) | oo
*HREABORE, FRZILEABE, HBI-EABORAERATS.
|§B§.4'Riﬂ OBRBRR OLB(ARERSHY) OBRB(BSERLEL) OFoft OFH
cm EAEMIAMERRA TS, FRAKEND, 4T (LT + h B2 .
e e e n )
[rRoRssen e LS M
OFEA &R)wrnﬁ#‘z:. % N 4 SMBNBSIIBLRENT
oL  OHY(HYDRE. UTLUBIRTSD. )
OHEER
OEBORR -AE HREH
P@gmﬁ‘k&"g OBRER+EEORIE-AE - 2 BIERGEMAE L, TITVSMELRR. M. SEE L UG & a5,
OREENS
[oR L]
o 3:: ]

NCD: FUERBFIEE JEFIFEE) 20008 (201251 818)

(Nationat Clinical Database web sitel & ¥J)

B2 National Clinical Database, Case Report From, JEF#HES (HE) ©

697 (47)



