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Glossary

(1) FRFRBBE/FETE Age adjusted incidence / mortality rate
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AE W AT 22 2 NTTERI O] C OB - FEEERR, FE OFERE RIS 2 AR BRI TEL LI2onT,
ZOEMBROEZMYBRE, 252 THIETA2HEICHV L, FRABECRAZEEETRE VI BEEDLH 5,
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MR E SECHEASRML Tz LT IS AT EEILOADTER & 2 5 TR 2 WREED S 5o AR RE L -
FEEEZH WL Z LIZX D, FEREROZLORE L W72 TOERB OMRE - SECERO IS TEEIC R 5,

Age-adjusted ? [Observed DR in /th age category] X [Population of /th age category in SP]

mortality rate [Total Population in SP]

where DR and SP denote death rate and standard population, respectively.

The age-adjusted incidence/mortality rate is a weighted average of age-specific incidence/death rates in the
observed population. The weight for each age category is the proportion of people in the age category in the
standard population. The 1985 model population of Japan is used as the standard population throughout this book
(See table below). The age adjustment is used to adjust the difference in age distribution in comparing incidence/
death rates of two or more populations. By convention, the death rate is expressed per 100,000 population.

Crude incidence/mortality rate is affected by the age distribution of the population. Even when the crude
incidence/mortality rate is increasing, the increase may have been solely caused by aging of the population. Using
age-adjusted incidence/mortality rate allows comparisons across two or more different periods of time removing

such effects of the changes in age composition.

£ AD (FR27EEFNAD) =

Standard Population (2015) B

N

s (Age) | AL || M (Age) | JEEAL || Ak (Age) | AL 3
0 978,000 35~ 39 7,423,000 75~ 179 6,306,000 %
1~14 4,048,000 40 ~ 44 7,766,000 80 ~ 84 4,720,000 %
5~9 5,369,000 45 ~ 49 8,108,000 85 ~ 89 3,134,000 %_
10 ~ 14 5,711,000 50 ~ 54 8,451,000 90 ~ 94 1,548,000 &g
15~ 19 6,053,000 55 ~ 59 8,793,000 95 ~ 423,000 §
20 ~ 24 6,396,000 60 ~ 64 9,135,000 % (Total) 125,319,000 S_
25~ 29 6,738,000 65 ~ 69 9,246,000 §
30 ~ 34 7,081,000 70 ~ 74 7,892,000 S
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E#EAO (BBFMGOFEEF/ILAO)
Standard Population (1985)

i (Age) E-S YN i (Age) 23 YNu| i (Age) E-SLYNE|
0~4 8,180,000 35~ 39 9,289,000 70 ~ 74 3,476,000
5~9 8,338,000 40 ~ 44 9,400,000 75~ 179 2,441,000

10 ~ 14 8,497,000 45 ~ 49 8,651,000 30 ~ 84 1,406,000
15~19 8,655,000 50 ~ 54 7,616,000 85 ~ 784,000
20 ~ 24 8,814,000 55 ~ 39 6,581,000 W (Total) 120,287,000
25~29 8,972,000 60 ~ 64 5,546,000
30 ~ 34 9,130,000 65 ~ 69 4,511,000

(2) T=H4EFEE Observed / overall survival

HHEHEEZW SN TH S —EHH (MERIZIISE) RIEFLTVLHER, @FLEMLR LVIFTVHET %,
THROWEE LTHW LN,

Q@A ER= (HAEBICHZICRBELI-AK — 209 L@FELNICITE L2 AR
| B DHEBICH IR LA

'The proportion of patients who are alive at a specific years after diagnosis of a particular disease. This is used as an

indicator of prognosis.

@-year survival= (the number of newly diagnosed patients under observation - the number of deaths observed in @

years) / the number of newly diagnosed patients under observation

(38) #EXF&EFEZE Relative survival

B2 BAEFIM OB D 720 (M AER 2 e b U 7235, F, ik, BETEAEMICRE LD KA
DBREZEOELER (FHAELFR) 2, FUEE (. FE, BE, %) 280 REMOMFAERTH - 72
B, BACELTVRIE, PAUSNDIETEY 27 2R L EE 2 ), BERTANOPADPEELTVWLES
WEET,

A standardized indicator for comparison between different patient groups regarding the prognosis. The
ratio of the 5-year survival rate (crude survival rate) of patients with a disease that occurred in an identifiable
population, such as country or region, divided by the 5-year survival rate for the entire population, considering
sex and age of the patients. Speaking of cancer, it is an indicator that adjusts the risk of mortality other than

cancer and represents the impact of cancer on patient death.

(4) HEITE Extent of disease
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'The extent of disease in population-based cancer registries is usually classified into three groups;

Local or localized: a cancer that is confined to the organ of origin, and not spread to other parts of the body.

Regional: the spread of cancer from its original site to nearby areas such as regional lymph nodes and adjacent
organs, but not to distant sites.

Distant: cancer that has spread to organs or tissues that are farther away.

(5) UICC TNM%48 UICC TNM classification

BAOWY (HEATE) 2HET 58 E U CEBEMISEH SN T3 EES 2 A#EG (UICC) RHOSA D5
Bk 1IEIS6IERS IS DWW T FRDOMAAEED S FHEPADOKE S, LKD), B#EET (tumor), FEAAD
g ) v HiiERB oORN EZN (node) MOREZF~D @I IRILZM (Metastasis) & LT, XL, Tho 2z
AL CHRHY &RERN (A7 —2) 20ET 5. Wik, O, . T, I, VEcaEsSh, BTk
XVIZEHEITL22DAZET . HADBENDSABETIE, 20184EZWBI X 1 ESEEM TESA T TWa (2012
B W LI SB6, 201245 5201 74E 2 Wi S TEEL) o %9 5 ~ 104RICLEEDBEE CTYET TP T b,

'The international system used to describe how far cancer has spread. T refers to the size/depth of the tumor, N
describes how widely the cancer has spread to nearby lymph nodes, and M shows whether the cancer has spread
(metastasized) to other organs. TNM descriptions can be grouped together into a simpler set of stages, labeled
with 0, and I to IV, and a higher number means a more advanced cancer. In Hospital-based Cancer Registries in
Japan, clinical stages were defined on the basis of UICC TNM classification 8" ed. since cancer cases diagnosed
in 2018 (Clinical stages were defined on the basis of the UICC TNM classification 6™ ed. for cases diagnosed
before 2012, and also 7™ ed. for cases diagnosed between 2012 and 2017) . The UICC TNM classification is

revised approximately once every 10 years.

(6) HREH prevalence

HHRHTEAL TV BEZTOKZRTIE, [EEL TV 2ER] X, PACEHLTwIE MFEAWREESTE
WCHWOHN, TOEDOHPALFETHESEDNICEH S NI2E, EERT b DAETIIEEDNABGFHOH A
THEFHITZ 225, ZOMOETIE, PAMERKE EARZHT GO TR %0

The number of patients alive at a given time. 5-year prevalence is conventionally used for cancer statistics, in
p g year p y
which a "patient alive" is defined as a survivor of that year who has been diagnosed with cancer within the past
p y g p
0 years. Usually, 5-year prevalence can be directly measured by the national cancer registry in Japan, but in other

countries it is estimated by multiplying cancer incidence and survival rate.

(7) 2BrAE> Z—#ES B [2PAF]

Japanese Association of Clinical Cancer Centers (“JACCC”)

DOREIICBITABADOT. B LIOBESORLICETAZ L2 HNE LT, BR4SEIZR S N-2EHD
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FRHERH LW - IGHEN ORI, 2SA O - RIE A RHT 5720 OMRE#ED TV D, KT, BENITA
BRI D CAEAFHRILFE P A 2 BRI ICHC) A [E25AMIME R IC B 2 A BEAGFREORKIIET 518
] ZERARLEZD 2T, B8 E2WMA LT =5 IOV THEFREOER - AREZFERL TV 5,

BAE (20214E10 A BI4E) ok (325Ei%) 13, L F oMy LAt v & —, HFHEHIFEEE. ST
W7 P BE, ERIR AT A v 7 — BRI YL B, KIRIE AT R BE, ARREIASA Y 7 — BEEB AL
Bty y—, BERNBALY ¥ —, FEBAEY Y & —d0Ek, TEESAL Y ¥ —, BEVRANEL Y ¥ —
Heibe, ASAREAE BB, BRI EAR R, MR A A Y & —, HEBEISA Y Y & —FiEwk. B IR
R e A )1 IR F e B AR RIS B SRR TR AT AL v 8 — BRI A v 5 — SRR 5 —,
BB KA. KBRES v ¥ —, KIRERS ALY ¥ —, BRETSALY ¥ —, BERYE Y 5 — - hED
Ay s — ARV BEERY Y & — WMEDAY Y F— DAY Y & — RGBSR, B RERE Y 7 —
SRS

The JACCC, comprised of cancer hospitals, such as cancer centers and centers for adult diseases, was
established in 1973 to prevent and diagnose cancer and improve cancer treatments in Japan. The JACCC
provides cutting edge cancer treatments, develops novel cancer prevention methods and diagnostic and
therapeutic techniques, and conducts research to elucidate cancer pathology and treatments. Of note, the
JACCC has aggressively conducted joint surveys on survival rates based on the in-hospital cancer registration,
published the "guidelines for the publication of the survival rates of cancer patients in the member institutions
of JACCC," and collect and publish statistics of survival data, which met the guidelines.

Current member institutions (32 institutions) as of October 2021 are as follows: Hokkaido Cancer Center,
Aomori Prefectural Central Hospital, Iwate Prefectural Central Hospital, Miyagi Prefectural Cancer Center,
Yamagata Prefectural Central Hospital, Ibaraki Prefectural Central Hospital, Tochigi Prefectural Cancer
Center, Gunma Prefectural Cancer Center, Saitama Cancer Center, National Cancer Center Hospital East,
Chiba Cancer Center, National Cancer Center Hospital, Cancer Institute Hospital Ariake, Metropolitan
Komagome Hospital, Kanagawa Prefectural Cancer Center, Niigata Prefectural Cancer Center Niigata
Hospital, Toyama Prefectural Central Hospital, Ishikawa Prefectural Central Hospital, Fukui Prefectural
Hospital, Shizuoka Cancer Center, Aichi Cancer Center, Nagoya Medical Center, Shiga General Hospital,
Osaka Medical Center, Osaka International Cancer Institute, Hyogo Cancer Center, Kure Medical Center and
Chugoku Cancer Center, Yamaguchi Prefectural Medical Center, Shikoku Cancer Center, Kyushu Cancer
Center, Oita Prefectural Hospital, and Saga Medical Center Koseikan.

(8) PAREEEMN SRKIEE Designated Cancer Care Hospitals

EEEZTOHEOEOHKAERZRMAT L2 EDTEL LS, MEFROHEE KX, EAGBEIEE L
Wibto HMM DA EROIRME, HIRO YA B OB ARG OMESE, 25 A BE TR 2 MRS L OV e
REDFEERHSTWD, 4f14 (2022) FAHBAE. BN ABIGE v & — 20k, B I P E Sh
T HBENF IR AT A SSHEE I AR BES iRk . HuIgds A S Ha L SO b (R BERY) S5RE. HbisAs A BB HE 3L
SR BE293 M 7% HUIBAY A S HGESEIL R B (FEBIRL) GRS R 22 O BRFR BN R E S B HudlAs A iR bt
A5 D B o FFEDDATEIIONWT S  OFBWER AT 558 AT A B HEBEI SHPEA I D 5o /N -
AYAHROBEFIZOWTH, EANBREOBH VDV ABER L EEZTE e TES L) EEIT/NEA AR
WRBE15HERE . NEAT A RBEBI2HIFE AR E SN T WD, SHIC, 7/ ARBELEL TIEHFABEN &EEC
WCWTD, AT LESEZ T SN2 LT D720, BAYT 7 ZEFEBEREHERI2HZ. AT LR
WML TR BESSNERE . ASA T A RFEIERR 189 Rk AR E ST Wb (4rFl4 (2022) 4E12H R
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For the purpose of providing high-quality cancer treatment throughout Japan, the Ministry of Health, Labour
and Welfare designated the hospitals on the basis of the recommendation of prefectural governments. These
designated hospitals play a role to provide specialised treatments, to develop local coordination and cooperation
systems, and to provide consultation, support and information for cancer patients. As of April 2022, in addition
to 2 hospitals of the National Cancer Centre, the Designated Prefectural Cancer Care Hospitals designated
in each prefecture (DPC2Hs; 51 in total) and the Designated Community Cancer Care Hospitals in each
secondary medical care district (DC3Hs; 293 in total, including 55 advanced type and 6 special type), there are
45 Designated Local Cancer Care Hospitals in the secondary medical districts without DPC2Hs or DC3Hs.
Also, there are one Designated Cancer Care Hospital for specific cancer designated as having expertise in the
treatment of a specific cancer type. 15 Designated Paediatric Cancer Care Hospitals and 2 Central Institutions
for Childhood Cancer have been designated nationwide so that paediatric and AYA generation patients can
receive high-quality cancer treatment and support. Moreover, the Ministry designated 12 Cancer Genome
Medicine Core Hospitals, 33 Cancer Genome Medicine Hospitals, and 189 Cancer Genome Medicine Network
Hospitals (As of December 2022).

(9) R AEER Hospital-based Cancer Registry

BEN DS A BRI AT A B SRS OHEREIC T 2 3B X OB N A B D E IR D 2 188D & PABHEOE
BB A HME LT, ML I3 - RSN BZEOPACET A HME B8 L Tnb, HMWRASAERD
A2 AT ) Miik B L OHIBIC BT 2 DA EROMERICEHE 2 ZEH 2 R TR ICBWT, EENTBY), A
PRI RRBE R EICB W TIRIBEES L ShTwd, BNDSABRIEMRIC L > THIfF S a3 E LT, OKHE
OEI E, @QEMOFEREILE, OBBREOHELRIN, OFAXKEON L, 0453 EIHE ST,

Hospital-based Cancer Registry is implemented in accordance with Cancer Registry Act and Guideline
for the Operation of Hospital-based Cancer Registry. To monitor clinical practice for cancer care, all patients
who were diagnosed and/or treated at designated hospitals and some non-designated hospitals are registered in
Hospital-based Cancer Registry.

‘The main expected outcomes of Hospital-based Cancer Registry are as follows:

1. Continuous improvement of quality of cancer care

2. Monitoring the treatment for cancer nationwide

3. Enabling informed choice of hospitals by patients and families

4. Supporting cancer control activities
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Social inequalities in cancer mortality rates: using education level as an example

fREASE &I, HSBEFRR (BEE - BE -S4 E) CLVEHBTREREBICRENAEZENHB L%
BT BERENEIRE U TEBRNIC[HEBE (ZE) I LK HMEh TV 3D hAE TR ZDL S H/ARBE 7 —
EPBEVDPRIRTH S, 2 TRIBHBADERAELEEFBHENADOBERE GETR) O2RFAIFICLY,
WAZECRTEROHSIRE (BERIRE) 25 L BERERBTT 5,

VERZEICERBBRACELEH L KER. 2EATR [RFELULEEREE] (CHENT, [BREXEE] 354
T116ME ZET1.23ME. [hFEEE|IIBMET1.36fE ZET1.461E FMABETEISVVERTH - = (F1),
AT, BEAEDERATHERI» RV CRETCEN LEVEVWIREEN &SN, BEREV KE LR,
RMERE. »A, BOEDRELETH > %,

WAFRTCETREN A, BHYA. FEVATHSBEIKEVRERTH - (H2), DPETEHEEICLIE
ERPRKECELEDZENPRESNTHY (BEEIEOHTERERISE), BEXEMBRS L EDRMD Y X
TERADHNHESBEEFRRICESVRESZET, BEEOEICDEN > TWBFIREEMEN H B, — AT, ZHEDIL
PWATIR [RFELULEZEEE] OAPRCENSWMERD H 570 APADI) X VERE U THER - HEERHF D5V
HEDEBAEZERI CNE TCOBRFMEICEVEASLICE>THY, HBEEIFrRVWEEOAN DY X TERIC
LHTREBFENZVWCETRTEN B Lo TVWBAREMNIEZ 5N B,

Health inequalities refer to systematic differences in health status among groups depending on their socioeconomic status
(educational level, occupation, income, etc.). Internationally, educational level is often analyzed as an indicator of health
inequalities, but there is no such official statistical data available in Japan. Here we present the results of an analysis of social
inequalities in mortality rates, including cancer, based on a secondary use analysis of the Census of Population by the Ministry
of Internal Affairs and Communications and the National Vital Statistics (death records) by the Ministry of Health, Labor and
Welfare.

All-cause age-standardized mortality rates by educational level showed the rates of "high school graduates" were 1.16 times
higher for men and 1.23 times higher for women than those of "university graduates or higher," and the rates of "junior high
school graduates" were 1.36 times higher for men and 1.46 times higher for women (Figure 1). There were clear associations
between mortality rates for most causes of death, and causes of death with large health inequalities included cerebrovascular
disease, cancer, and ischemic heart disease.

In terms of cancer mortality, the results showed large mortality inequalities for lung, stomach, and liver cancers (Figure 2). In
Japan, it has been reported that smoking prevalence differs significantly by educational level (smoking rates are generally higher
in the group with low educational level), and it is possible that differences in the distribution of well-known health risk factors,
such as smoking and excessive salt content, vary by socioeconomic status, leading to differences in mortality rates. On the other
hand, mortality rates for female breast cancer tended to be higher among high educational levels. Previous epidemiological
studies have revealed reproductive factors such as no history of pregnancy and childbirth as risk factors for breast cancer, and it is
possible that mortality rate is higher among women with higher educational levels because they are more likely to apply to these
risk factors.
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Figure1. Age-standardized mortality rates by educational level (30-79 years old, 2010-2015, the horizontal axis
shows the population proportion)
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Figure2. Age-standardized mortality rates from cancer by educational level (30-79 years old, 2010-2015)
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Hi# : Educational inequalities in all-cause and cause-specific mortality in Japan: national census-linked mortality data for 2010-15. International Journal of
Epidemiology. 2024.14;53(2):dyae031. doi: 10.1093/ije/dyae031.
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