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Preface

On September 9, 2011, Japan was designated as a Collaborating Centre for the
WHO-FIC by the Regional Director of WHO’s Western Pacific Regional Office. With
the Director of the ICD Office of the Japanese Ministry of Health, Labour and Welfare
as the head of the Centre and comprised of the ICD Office, the National Institute of
Public Health, Japan Hospital Association/Japan Society of Health Information
Management, the National Cancer Center, and the Japan Society for Oriental Medicine,
the Japan Collaborating Centre aims to contribute to the improvement of the quality of
the classifications and to the education and implementation of the classifications. Even
prior to the designation as a Centre, I can confidently say that our predecessors, with
national pride and a high level of expertise, had made comparable contribution as the
existing Centres in other regions of the world.

The designation sets us on a path to promote our activities as a Centre, both in name
and substance, while being fully aware of the significant expectations WHO has in our
Centre.

On February 7, 2012, we hosted a party to mark the Cenire’s launch and announce
the designation to the Japanese community, with Dr. Bedirhan Ustun of WHO as an
invited guest. At the party, bustling with people from related organizations, we heard
praises for our predecessors’ past efforts as well as expressions of hope for the Centre’s
future. For all members of the ICD Office of the Japanese Ministry of Health, Labour

and Welfare, it was an occasion to renew our determination for the future.

Partnership between the public and private sectors forms the basis of the Japan
Collaborating Centre, which is uncommon even within the WHO-FIC Network. Our
five organizations will work in close collaboration while harnessing our respective
strengths and make our voices heard as Team Japan.

In this first report of the Collaborating Centre in Japan, we have compiled the
Centre’s activities, developments leading up to its establishment, its features, and
Japan’s past efforts. I sincerely hope that it will have a wide readership so that many
readers will have a better understanding of the Centre’s activities.

Lastly, as we mark this important milestone in the history of Japan’s undertakings in
this area, I would like to take this opportunity to express my deepest gratitude for the
considerable efforts by many of those concerned.

Nobuyoshi Tani,
Head, Collaborating Centre for the WHO-FIC in Japan
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PartI
1. Prefatory Note

On the Launch of a WHO-FIC Collaborating Centre

Filled with a profound emotion on Japan’s de'si.ghafi':dfz:aé a Collaborating Centre for WHO
Family of International Classifications (WHO-FIC), I extend my words of encouragement to
the officials and others concerned with the Centre. .

My involvement with ICD began in 2003 when the J. apanese Soc1ety of Gastroenterology, at
its 89" General Assembly, discussed ICD-10 in a spemal session.

At that time, various issues were being raised over - the difﬁculq? of us',ir'l'g' ICD-10 in clinical
settings in Japan. As President of the Japanese Society of Gaétrden't'efology, I .p'binted out
directly to the Japanese Ministty of Health, Labour and Welfare (MHLW) that further
confusion in our daily healtheare services would entail unless something was done about the
significant irrationality caused by the difference between the digestive disease classification

found in ICD-10 and the health insurance disease names used in Japan’s DPC case-mix system.

As aresult, it became apparent that ownership in ICD rested with WHO and that Japan, which
had no opportunity to directly involve itself in the system for improving ICD, was only in a
position to use [CD and accept ICD as it was.

Recognizing a significant problem, both for Japan and the international community, of a
potential bias in the structure of ICD towards western thinking and the lost opportunity of not
having Japan’s high standard of healthcare and medical knowledge reflected on ICD, I
proposed to the then director of the ICD Office in the MHLW to articulate Japan’s views to
WHO. At a meeting with a WHO official, I conveyed Japan’s enthusiasm in ICD and requested
Japan’s involvement in WHO’s system for improving ICD. However, as organizational issues
prevented Japan from becoming a WHO-FIC Collaborating Centre at that tune, we were
resigned to remain an observer. .

Subsequently, through the efforts of the ICD Office and others concerned, the ICD Expert
Committee was established within the Statistics Committee of MHLW'’s Social Security
Council, in preparation for the 11the revision of ICD. The organizational change of the
WHO-FIC Network in 2006 also paved the way for Japan’s designation as a Collaborating
Centre. The officials concerned apparently expended much time and efforts in making the
required applications. I am very happy to note that their vigorous efforts were rewarded by the
designation as a Collaborating Centre.

It is my sincere wish for us to deliver our full potential as Japanese to substantlaﬂy
contribute to the international community in the development of ICD.

Kenji Fujiwara, Chair, ICD Expert Committee
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Towards WHO-FIC Collaborating Centre in Japan

As a party to the WHO-FIC Collaborating Centre in Japan, I would like to offer my heartfelt
congratulations upon the launch of the Centre’s activities.

Japan Hospital Association (JHA) has promoted training of health information managers in
Japan for 40 years since 1972, and Japan Society of Health Information Management (JHIM)
has, in collaboration with JHA, made considerable efforts in the areas of scientific deliberation
on health information management and in improvement of the quality of health information
management. With a rapid progress made in the development of medical science and
healthcare of late, improving the ICD for this new age is considered essential for health
information managers and others concerned who use ICD in the management and utilization
of medical data in hospitals, From this perspective and with the endorsement of many, JHA
has been contributing funding and technical support to WHO since 2006 towards
improvement and implementation of ICD.

The Collaboration Centre in Japan was officially designated by WHO as a collective
enterprise of five organizations actively involved in international disease classifications in our
country (namely, ICD Office of the Ministry of Health, Labour and Welfare, the National
Institute of Public Health, JHA/JHIM, the National Cancer Center, and the Japan Society for
Oriental Medicine). This means that a Collaborating Centre with five organizations working in
concert but from different angles towards improvement of ICD, ICF and other international
classifications has been created, which is rare even by international standards.

Considering future uses of international classifications will encompass a full range of public
health, healthcare, and welfare, it is truly a boon for Japan to have established the WHO-FIC
Collaborating Centre as a collective organization.

I'would like to express my deep appreciation for many years of devoted efforts made by those
concerned towards the designation of the Japan Collaborating Centre. As for the future, I
sincerely hope that the five organizations will collaborate closely and make a significant
contribution in the development of international disease classifications in Japan as well as
within the international community.

Toshio Oi,

Chairman, Japan Society of Health Information Management
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2. History toward the launch of the Collaborating Centre

1) Vital statistics ahd 1CD'

In order to look back on the histoi& of ICD in J apan, we must first review the h.is.;.tory of vital
statistics in Japan. SUETIICE IR ERE TP .y

Vital statistics in Japan was initiated in 18.71_accord.ing _to. the general family registration law,
surveying families of prefectufes (fu, /icin,_ /cc}i). uhd'efr. :thé jﬁris_dig:tion of the former Interior
Ministry using the method of tabular survey. _Iﬁ 1875, Iﬁoftality classification consisting of 11
items, which corresponds to the major category, was, ére_at'éd'_as_a :éléssi_fi:(:ation mortality
statistics.

Later, in 1898, the Census Registration Act was enacted. Following the enactment of this Act,
a detailed procedure for handling vital statistics was established, and the modern vital statistics
was implemented. Mortality classification from the new view of public health was
then studied, and in 1899 a statistical  classification according to the then
International List of Causes of Death (ICD- 1) was initiated.

After the Second World War, the GHQ, considering that health and sanitation
administration was important for rebuilding Japan, instructed the Japanese government to
improve the statistics organization for administering health and sanitation so that basic
statistical data could be systemically obtained. Following this instruction, a research division
was set up in the Public Health Bureau of the Ministry of Health and Welfare in November
1946, and in August 1947 a health statistics division dedicated to statistics administration was
instituted. Further, in September 1947, the administration of vital statistics was transferred
from the Statistics Bureau of the Prime Minister’s Agency to the Ministry of Health and
Welfare (presently the Ministry of Health, Labour and Welfare).

After this, the statistical classification of cause of death in Japan has been revised each time
following the international recommendation for revision. When the ICD underwent a major
revision to unify the _classification'of diseases and classification of cause of death in 1948
(ICD-6), the ICD was positioned as a statistical classification based on
statistical method.

With time, the number of subdivisions exceeded 7000 (ICD-9). A research office for
classification of diseases, injuries and death, an organization dedicated to the classification of
diseases, injuries and cause of death, was established in the Ministry of Health and Welfare in
1976. Then, in April of 2010, the responsibility of international affairs related to statics was
added to the office, and the office was renamed as “Japan ICD Office.” The name and the
responsibilities of the Office have not changed since then.
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ICD and Its Development
Intemational . . Number of .
Conf Managing Organization Subostemprt Poriod in Use Ronarks
First International Staistical . .
1900 Tnstivute The Cabinet Statistics Buresy 1719 1895-1908
Second International Simistical . -
1909 Tastitate The Cubinet Statistics Burcau 189 1903.1922
[ Third Internaticoal Statistieal . ot
1920 Tastitate The Cabingt Statistics Buresy 08 1923-1932
Fourth Intemational Statistical " ot
1929 Tastitute The Cabinet Statistics Buroa 200 1933-1943
Health Statistics Division,
mfm League of Navigns D;:f;;“:“n_‘;:‘h';‘“mm'd 200 1546-1949 Rutionalizatian of the infectious distase classification, n detaled cancer classification
Welfare
- . Major radical revisioa:
i Siistes wod Informaion (1) Concbiued elassifiation For both merbidity and monaliry
1548 WHO i - I'Hm.u of 953 1950-1857 {2) A decimal system introduced In the basic three-digt categosies
Hmsmh’““[ -~ m:,’;vﬂ (3) Common invernatiocal les Lor selectiog ing caust of death
(4) A common intemational form for dmth oetificates
Statisties and Information
S 1m9‘s§ WHO Ds ‘T"‘“‘.“"‘&"mﬁ 953 19581967 Minor changes, including detailed four-digit subcategories for nooplasm sites
Halth, Labour knd Welfice
Statistics and Information
Eighth WHO Depertment, Minister's 3,485 1968-1978 Focus on the revision of the classification of cases of stillbirth, mental disorders, and discases of
1565 Secretariat, Ministry of * the drculatery system
Heulth, Labour sad Welfare
Statisties ad Infermation
N”;:’s WHD Depart mmmh';‘::;ﬁ 7,129 1979-1994 Minor changes from ICD-8 but with more detalled subcategosiea
Seorciariat,
Healtk, Lahour and Wellare
feot, N (1) Changss jn the coding structure from throe oz four digits 1o n alphanumeric structure with a
Teth &:“:f;‘: ]:{f:;::;:n Letier in the firstcharacter Jevel substantially inereassd the mimber of cileguries.
WHO ki P 14,135 1995- (2) With doubli h bex of ies and widespread use of oridwide, the
1950 Socretarias, Ministry of ’
Sealth, 1 and Welfere use of [CD was expandad ko mertality statistiss, health roeord managesnent, and health statistics,
among others,
Update 14258 i i ith advanoe |
003 . (3) Creation of new categories to keep pace with advanos In healthcare

2) As a Collaborating Centre

Japan had relations with the WHO Collaborating Centres before we were designated as a
Collaborating Centre, and participated as requested by the WHO in the meetings of the
directors of WHO Collaborating Centres (later WHO Family of International Classifications
[WHO-FIC] Network) as an observer from 1980. In addition, the WHO-FIC Network meetings
were held in Japan in 1986, 1996 and 2005. In 2005, Japan established the Asia-Pacific Network,
which was a forerunner of the WHO-FIC regional committee and has served as a secretariat
since then. In addition, within the WHO, the Director of Japan ICD Office served as chair of
the Implementation Committee and contributed greatly to the implementation of ICD.
Furthermore, the press releases regarding the initiation of the revision activities toward
1ICD-11 by the WHO and also regarding the preparation of proposal for introduction of the
classification of traditional medicine were announced to the world in Japan. Regarding the
revision work toward ICD-11, Japanese physicians have served important responsibilities such
as chairs of Topic Advisory Group-Internal Medicine (TAG-IM) and Topic Advisory
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Group-Traditional Medicine (TAG Traditional Medicine). Thus, Japan has participated in the
ICD revision work etc. with close collaboration with the WHO.

Although in the capacity of an observer, Japan participated in the meetings with different
Centres. Regarding the partial revision procedures of ICD introduced in 2003 and thereafter,
Japan made a number of proposals every year, and many of them were actually adopted. With
these successful experiences and achievements in the background, Japan was designated as a

WHO ICD Collaborating Centre in September 2011 at the time of changes to the WHO-FIC
system in 2007 and became a Collaborating Centre in February 2012.

3. Characteristics of the Collaborating Centre for the WHO-FIC in Japan

1) The Director of the WHO-FIC Collaborating Centre is the Director of Japan ICD Office of
the Policy Planning Division, Statistics and Information Department, Minister’s Secretariat,
the Ministry of Health, Labour and Welfare. The activities of the Centre are performed by five
closely collaborating organizations, i.e., Japan ICD Office and the four organizations described
below, in a unified manner.

+  National Institute of Public Health

+  Cancer Information Services and Surveillance Division, National Cancer Centre

+ Japan Hospital Association and the Japan Society of Health Information Management
+  Terminology and Classification Committee, The Japan Society for Oriental Medicine

(a) The Japan ICD Office belongs to the Policy Planning Division, Statistics and Information
Department, Minister’s Secretariat, the Ministry of Health, Labour and Welfare, which is in
charge of vital statistics, patient survey and other health related statistics of Japan, and is
responsible for classification of injury, diseases and cause of death and for classification of
functioning, disability, and health, etc. As described in section 2, the Japan ICD Office has
participated in WHO-FIC Network meetings since 1980 and has been heavily involved in the
update and revision of classification. It also convened three annual WHO-FIC meetings in
Japan thus far. During this period, the Japan ICD Office supported the TAG Internal
Medicine of the WHO-FIC Network and its Japanese members, and was also responsible for
preparing the Japanese editions of ICD and ICF. Because ICD is to be publicly announced as a
statistical standard of Japan by the Ministry of Internal Affairs and Communications, the Japan
ICD Office is working on this matter.

(b) The National Institute of Public Health is a national institute for public health and
environmental health and belongs to the Ministry of Health, Labour and Welfare. It also
provides training for healthcare professionals. As part of the WHO-FIC Collaborating Centre,
it provides expert technical support regarding the classification in the field of
healthcare-related information and also expert technical support in classification and
terminology. '

(c) National Cancer Centre is a prominent expert organization of Japan which conducts
medical care, research and prevention of cancer. The hospital-based cancer registry office of
7
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the Cancer Information Services and Surveillance Division conducts the hospital-based cancer
registry of the whole nation, and as part of the WHO-FIC Collaborating Centre it provides
technical support in the field of cancer which ranks number one as the cause of death in
Japan.

{d) Japan Hospital Association conducts nurturing of human resources, seminars, research
activities, ete. for the improvement and development of hospital medical care. The Japan
Society of Health Information Management is closely related to Japan Hospital Association. Its
members consist mainly of health information managers and academic experts, and the
Society is cultivating health information managers. As part of the WHO-FIC Collaborating
Centre, Japan Hospital Association and the Japan Society of Health Information Management
provide technical support and conduct research and educational activities in the field of health
information management in hospitals.

(e) The Japan Society for Oriental Medicine conducts academic activities, accreditation of
board-certified physicians, research studies, etc. related to oriental medicine. The
Terminology and Classification Committee is responsible for research studies of classification
and terminology in the field of oriental medicine. As part of the WHO-FIC Collaborating
Centre, it conducts research studies on medical terminology and classification in the field of
Kampo and implements traditional medicine classification.

2) In Japan, we have established an ICD Committee and an ICF Committee as domestic
organizations to provide expert advice to the WHO-FIC Collaborating Centre.

(a) ICD Committee

As described earlier, in Japan, the Japanese version of ICD is to be designated as a statistical
standard of Japan, similar to industrial classification and occupational classification, by the
Ministry of Internal Affairs and Communication and will be required to be used for the
preparation of statistics of Japan. Therefore, in Japan, recognizing that ICD is a basic item of
Japan’s statistics, we have established in 2006 an expert committee for classification of diseases
injuries and cause of death (ICD Committee) under the Statistics Committee of Social Security
Council to constantly examine the content of ICD and express Japan’s opinions. The ICD

H

Committee deliberates the application and implementation of ICD in Japan, expert matters
concerning revision and update of ICD, etc.

The 1CD Committee consists of members recommended by 29 academic societies related to
ICD. This Centre (Japan ICD Office) serves as the secretariat. The ICD Committee meetings
are usually held twice annually; in addition, the Committee is required to provide opinions
regarding partial update of ICD etc. when requested. '

(b) ICF Committee

International Classification of Functioning, Disability and Health (ICF) was adopted at the
general assembly of WHO in 2001 as a revised version of the WHO International Classification
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of Impairments, Disabilities and Handicaps (ICIDH), which had been used as an auxiliary
classification for disabilities. In Japan, similar to the case of ICD, we have established an ICF
Committee consisting of ICF experts (medical and welfare researchers), health practitioners,
and related people. The ICF Committee meetings are generally held twice annually. The
Committee is required to provide opinions regarding partial update of ICF etc. when
requested.

3} As described above, in Japan, both the organization of the WHO-FIC Collaborating Centre
and the domestic support system are characterized by collaboration among administration,
academia, hospital organizations, and research institutes. By this collaboration, preparation of
classification, theory construction, practice, research and education are effectively performed
in a unified way.
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4. Current Status— activities regarding international classification in Japan

To improve the accuracy of international classification of mainly ICD and ICF, the
WHO-FIC Collaborating Centre promotes constant efforts for the use, implementation,
education, etc. in Japan and contributes to the implementation of ICD in East Asia. In
addition, the Centre is providing a large support to the revision effort toward ICD-11, which is
currently a very important task, both in terms of finance and human resources.

Regarding 1CD-11, efforts are being made by mainly medical experts to introduce new
knowledge in the fields of basic medicine, clinical medicine and public health. In addition,
classification of traditional medicine is planned to be introduced with the background that
worldwide attention is paid to complementary and alternative medicine. Furthermore, new
directions, such as (i} evolution from the disease code system to an information system
including disease concept as viewed from symptomatic, anatomical, histopathological, genetic
aspects, and (ii) construction of system that can be used from different angles and that
presupposes the use under electronic environment, are being pursued. In Japan, the
Collaborating Centre is providing a full support to the Internal Medicine TAG (Chair: Kentaro
Kanno, Professor, Jichi Medical University) and Traditional Medicine TAG (Chair: Kenji
Watanabe, Vice-Director, Centre for Kampo Medicine, Keio University School of Medicine),
which are the core fields in compiling this epochal ICD-11, and is contributing to the revision
activities to systematize traditional medicine and incorporate it into the ICD.
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As described above, Japan has spent a lot of time and effort of many people to improve
international classification. We strongly hope that these activities continue with the Centre as a
core and that the efforts made by all the parties involved in these activities culminate in better
international classification. For specific activities, please refer to relevant sections of Part 11
and III where current activities and agenda for the future of this Collaborating Centre are
summarized.

11
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Part II. Activities of WHO-FIC Collaborating Centre

1. Use, implementation, education and provision of information of ICD and ICF in Japan

1.a. Activities regarding ICD in Japan

In Japan, ICD is widely used in various settings; it is used not only in mortality statisties or
morbidity statistics but also in clinical and medical research and DPC and furthermore as
informational for life insurance claims. Thus, the range of activity of this Centre is very broad.
Important responsibilities include not only (1) liaison with divisions that prepare statistics but
also (2) education of health information managers who perform coding, (3) constant
improvement of death certificates, and furthermore (4), {§) information provision and
education to resident physicians, the general public as users and insurance companies.

As the use of ICD spreads to the actual sites of clinical care and public health, we have
started to systematically obtain data on users by consiructing a portal site and to use the data
for the improvement of the quality of ICD and as quality assurance of ICD (6). In addition, the
B edition of ICD-11 was published in May 2012, and we plan to translate this edition. We will
start this translation as soon as the ICD-11p edition has been finalized.

1.a.1. Application of ICD-10 (2010 edition) in Japan

In Japan, according to the Ministerial Notification of the Ministry of Interior Affairs and
Communication based on a Cabinet Order, the ICD 60mpliant to the ICD-10 {2003 edition) has
been used since 1st January, 2006, and currently preparation of domestic application of
ICD-10 {2010 edition) is underway. More specifically, for the application of ICD-10 {2010
edition), we confirmed the schedule on the part of vital statistics, such as system modifications
and tests and the schedule on the part of this Centre, such as deliberations at the ICD
Committee and the Statistics Committee, notification by the Ministry of Interior Affairs and
Communication and the publication of the essence of the revised edition. We then prepared a
table of comparison between the 2003 edition and the new edition and provided it together
with the schedules to the Vital, Health and Social Statistics Division. From now, we plan to
respond to various inquiries regarding the update points of the 2010 edition (changes in the
concepts of leukemia, lymphoma, nephritis, etc. and introduction of classification by disease
stage and cause, etc.). '

1.a.2. Education of health information managers

In Japan, cultivation of health information managers was initiated in 1972 by Japan Hospital
Association as a 2-year distant training. Health information managers are professionals whose
responsibilities are to improve the safe management and the quality of healthcare and to
contribute to the administration of hospitals. To fulfill these responsibilities, they ensure that
the content of the medical records to work with high accuracy and process, analyze and edit
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the data and information included therein by using international classifications such as ICD.

Japan Hospital Association has been supporting the education for cultivating health
information managers at schools since 1990 by providing curriculum and educational materials
created by the Association. As of 2012, the designated schools are 49 vocational schools and 24
universities.

[Curriculum and educational materials]

The health information manager curriculum currently used consists of 12 basic subjects, 8
specialized subjects and 1 subject on classification methods. In basic subjects, diseases are
explained based on ICD in an easily understandable way for health information managers. In
specialized subjects, the students learn knowledge required to operate a health information
management office, such as healthcare system, healthcare laws and regulations, healthcare
‘information and statistics. In classification methods, the students learn coding techniques
using [CD-10. These_}21 subjects are covered by 4 textbooks. Students are also provided with 3
report workbooks conforming to the textbooks to help them learn more efficiently.

[Accreditation system of health information managers]

The accreditation system was started in 1974, when 82 students who completed the distant
training of Japan Hospital Association and were accredited as Japan Hospital
Association-accredited health record managers. In 2008, the system was changed, and 5
healthcare associations have become jointly involved in accreditation. The name of the
qualification was also changed to “health information manager.”

® Results and influence

In Japan, since the beginning of education for health information managers, the number of
students has increased annually. The education at vocational schools and universities has also
continued to increase in numbers. Currently, the course is taken not only by professional
health information managers but also by other professionals such as physicians and nurses.

The accreditation examination for health information manager is taken by approximately 4000
people annually, and the pass rate is approximately 50%. To date, 24,454 people have been
accredited.

® Assessment

Information technology (IT) has been introduced to healthcare in Japan also, and electronic
medical records are becoming widely used. Highly accurate data and information managed and
provided by health information managers are used in various fields, such as healtheare policy,
hospital administration and medical research, and are expected to be used even further.

® Problems and tasks

While high quality health information ' management and its provision are urgently required,
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the system of employment of health information managers by hospitals is far from sufficient.
National level accreditation of health information managers as professionals is required.

® (Collaboration of the Centre and WHO
1) Visit to the Centre by WHO staff

Every year from 2005 to 2012, Bedirhan Ustiin of WHO, who is in charge of ICD, has paid
courtesy visits to Japan Hospital Association and the Japan Society of Health information
Management. On these occasions, active discussions regarding improvement and
implementation of ICD were held, and specific proposals regarding collaborative system were
presented.

2) Visit to WHO by staff of the Centre

During the period from 2005 to 2012, staff from Japan Hospital Association and the Japan
Society of Health Information Management visited WHO and participated in major meetings
regarding the revision of ICD.

2006: The staff visited the Regional Office of WPRO twice and investigated the ICD
implementation status of the region and had active discussions. They also visited
public and private hospitals.

2008: The staff visited the Regional Office of SEARO and investigated the ICD
tmplementation status and had an active discussion.

3) Support relationship between WHO and the Centre

In 2003, Japan Hospital Association signed an agreement to provide technology and fund to
WHO to support the “Improvement and implementation of ICD” of 2005, and since 2006 the
Association has been providing a financial aid of 300,000 US dollars annually.

Using this fund, the revision of ICD-11 was initiated, and the Asia Pacific Network was
organized.

Furthermore, regarding the ICD web training tool created by WHO, the Japan Society of

‘Health Information Management assisted to scrutinize all questions with the help of expert

physicians in respective areas.

1.a.3. Improvement of death certificates

In order to improve the accuracy of statistics of cause of death in Japan, Japan Hospital
Association and the Japan Society of Health Information Management have been conducting
collaborative research for improving death certificate as a scientific research project of the
Ministry of Health, Labour and Welfare since 2005.

- 2005-20086: “Specific study on the improvement of accurate grasping of the cause of death
and the structure of injuries and diseases and on the improvement of the
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possibility of international comparison in the statistics of Japan™

2007-2008: “Study on specific measures to improve accurate grasping of the cause of death
and the structure of injuries and diseases in the statistics of Japan”

2009-2010: “Study on appropriate description of death certificates based on International
Statistical Classification of Diseases and Related Health Problems

(ICD) related to the improvement of accuracy of statistics of cause of
death”

2011: “Study on human support in the improvement of the accuracy of death certificate via
health information manager”

2012: “Study of appropriate description in the improvement of accuracy of death certificate
via health information manager”

® Assessment

These studies on improvement of death certificate, which have been performed for 8 years
since 2005, are evaluated highly both academically and administratively.

We examined the accuracy of the description of the names of injuries and diseases as a
basis for implementing the ICD-10 in the clinical aspect, and especially clarified the
accuracy and error factors of the names of injuries and diseases described in the death
certificate. Furthermore, we took specific measures for appropriate description of death
certificates and studied the problems concerning the description of underlying cause of
death in the death certificate and for accurate coding.

As a practical result of this study, it was suggested that involvement of health information
managers well versed in ICD and death certificates would be effective in improving the
accuracy of death certificates, and thus we prepared textbooks for health information
managers and organized training sessions based on the educational program.

The significance of the long-term study for improving the accuracy of death certificates
was highly evaluated socially, administratively and academiecally, and thus the possibility of
international comparison of data obtained from death certificates and medical records using
the ICD is expected.

® Problems and tasks

From the national survey of the accuracy of ICD in death certificates and discharge
summaries in Japan, it was revealed that, while the concordance rate of the third digit in
underlying cause of death of the ICD was about 80% (in the case of neoplasms, 90% or higher
concordance rate for 3 digits or more), the concordance rates in the respiratory system and the
urinary and reproductive system were found to be less than 50%. Overall tabulation of the
problems indicated that about half of the death certificates and about 40% of the discharge

15

WHO FIC NETWORK ANNUAL MEETING 2012
Annual Report by the Collaborating Centre for the WHGQ-FIC in Japan

summaries had problems in granularity, and therefore improvement of the mode of
description of death certificates and standardization of discharge summary format are
required.

In addition, we tried to enlighten physicians to describe death certificates more
appropriately to improve aceuracy of death statistics; however, no major improvement in the
accuracy of death certificates was made.

To improve the accuracy of death certificates in Japan, it is important that health information
managers well versed in death certificates are involved and give advice to physicians describing
death certificates.

1.a.4. Preparation and distribution of ICD Manual (ABC of ICD)

In Japan, the introductory manual for trainee doctors “ABC of ICD” is published every year.
This year about 10,000 copies were prepared in March 2011 and distributed to designated
hospitals for postgraduate clinical training.

This manual is a textbook for correct understanding, implementation/enlightenment and
effective use of ICD. The contents of this year’s edition are shown below. The whole contents
are reexamined and revised every year while maintaining the basic construction, and we plan
to reexamine and revise the manual from the viewpoint of implementation and enlightenment
to make it an even more effective textbook for the future.

Contents of “ABC of ICD” {published in March 2012)

1. What is ICD (International Statistical Classification of Diseases and
Related Health Problems)?

Description of the outline of ICD
Use of ICD in Japan

4]

About the surveys using the classification of cause of death and the
classification of diseases; about the use for purposes other than surveys
3. Classification system in accordance with the ICD-10 (2003 edition)

4. Structure of coding in accordance with the ICD-10 (2003 edition)

About the coding with 3 to 5 digits; description of the structure of codes
and how to look at them '
5. Difference between ICD and Medical Terminology

Explanation that ICD is a statistical classification; explanation of the

meaning of statistical classification
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6. Examples of coding

Description of how to determine the codes for “atopic asthma” and

“pulmonary embolism”
7. Coding of cause of death

About the method of choosing underlying cause of death from the
contents of the description. of death certificates; about specific cases;
explanation using correct examples and mistaken examples.

8. Coding of diseases

About differences from coding of cause of death; basis of disease data
and principles of coding of diseases
9. Website addresses related to ICD

1.a.5. Provisiqn of information to general users of ICD

ICD codes are used as information of the data of life insurance claimé; however, currently
the understanding of ICD on the part of responsible persons of insurance companies is not
sufficient, and thus misunderstanding by insured persons happen frequently. For this reason,
we asked The Life Insurance Association of Japan for cooperation and convened lectures on
ICD to responsible persons of insurance companies for better understanding of ICD.

In addition, we are responding to queries from the general public carefully and politely and
provide data as necessary, while implementing ICD at the same time.

1.a.6. Systematic information gathering on ICD

In order to improve and assure the quality of ICD, systematical gathering and provision of
information on ICD are essential. This makes it possible to accumulate scientific basis of ICD
and to ensure the usefulness of ICD in clinical practice and public health.

® Information on ICD

There are mainly three types of information on ICD as follows: the first one is the scientific
basis of ICD; the second one is the information regarding the use in the clinical and healthcare
system and the third one is the information regarding the use in public health.

Among them, in our activity, we focused mainly on the second and the third information,
and examined the methods for gathering and provision of information in accordance with the
current status of healthcare in Japan. :

Firstly, regarding the clinical and healthcare system, ICD must be used effectively and
appropriately in specialist diagnosis, treatment, research, etc. In order to do this, it is essential
to understand the needs of the users regarding the relationship between ICD and the standard

17

WHO FIC NETWORK ANNUAL MEETING 2012
Annual Report by the Collaborating Centre for the WHQ-FIC in Japan

description related to signs and symptoms or other terminology according to various objectives
of the related users, and then to provide detailed information about them.

Next, regarding public health in Japan, ICD is used in the measurement of various health
indexes or economic assessment of healtheare. Therefore, in order that ICD be used more
effectively, it is necessary to collect information regarding the status of use of ICD from
researchers in the field of public health and administrators involved in healtheare policies, and
to improve the compatibility and data comparability with other healthcare information
systems.

® Network construction

As an approach to gather information regarding the use of ICD and to implement the use of
ICD, we summarized the use of ICD as a whole in a single framework and examined the idea of
constructing a network for users in Japan. The proposed participants in this network include
clinicians, medical researchers, public health researchers, healthcare professionals,
administrators, policy makers and the general public. Through communications using this
network, implementation of ICD, promotion of understanding of ICD, standardization
regarding the use of ICD, etc. are expected. Furthermore, by analyzing data collected from the
users, useful information regarding understanding of users’ needs, improvement of
comparability with other data, support for ICD revision, etc. is expected to be collected.

Currently, we are examining the problems regarding the construction of the portal site for
the network mentioned above. This site is a communication tool (for providing and collecting
information) for the ICD users, and as its elements we are planning to have forums, common
document preparation tools, libraries for discussion regarding the use of ICD. By doing this, it
will be possible to summarize the opinions of various users in Japan regarding improvement
and implementation of ICD.

® (Collaboration between the Centre and WHO

WHO is also expecting feedbacks from users regarding the processes of revision and update
of ICD, and is studying the information obtained in Japan in comparison with international
information, especially with regard to consistency and uniqueness of the Japanese
information.

L.b. Activities regarding ICF in Japan

ICF is a new concept as compared to ICD. However, in Japan also, it is attracting attention
from healthcare and welfare practitioners and users as a classification that enables them to
grasp the whole picture of one’s living. This Centre has been making efforts to implement it by
holding symposium (1) etc., and has just started to prepare the Japanese edition of WHODAS
2.0, which was prepared based on ICF, verifying its validity (2).

In Japan, aging of population has far more advanced than any other nations in the world,
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and the number of people having problems with both “diseases” and “functioning” is
increasing rapidly. Under these conditions, we are developing the method for evaluating
“diseases” and “functioning” integratively for the future by investigating the relationship
between “diseases” and “functioning.” By this ambitious study, we consider that we will be
able to contribute to the implementation of ICF not only in Japan but also in the world (3).

1.b.1. ICF symposium

We are planning to convene a symposium in December 2012 for general healthcare and
welfare researchers and practitioners, and are currently preparing for it.

Based on the experience of the past two symposia which we have convened, we are currently
deliberating the contents, including (1) use in the actual healtheare practice sites and (2)
education and implementation.

We are considering a mechanism by which this symposium leads to the next step; for
example, we may send an invitation to an ICF training course to participants who are
interested in ICF so that they can continue to learn about ICF.

1.b.2. Preparation of the Japanese edition of WHODAS 2.0

® Method of preparation

In Japan, in order to implement ICF for collecting data periodically in the future, we are
preparing the Japanese edition of WHODAS 2.0, which is a concise survey form based on the
idea of ICF, and are conducting research studies to verify its validity.

Currently, we are verifying the effectiveness of and redeveloping the stirvey items of the
tentative translated edition of WHODAS 2.0, which we prepared in the study conducted by
the last fiscal year, and are planning to conduct a survey using these new items.

[Processes|

1) A survey was conducted using the survey items translated last year into Japanese.

2) Survey results were examined at a committee meeting participated by clinicians and
experts in service evaluation in the field of healthcare.

3) The fact that surveyors did not always understand the meaning of the survey items and
that there were many rejections of the survey urged the need to retranslate the survey
items.

4) Not only the survey items but also the accompanying manual regarding WHODAS survey
items were translated into Japanese.

5) Meetings are being held to explain to surveyors the significance of the survey and, using
the accompanying manual, to deepen their understanding of the survey items.

6) A second survey with 50 people will be conducted.

7) Based on this survey results, the appropriateness of the translation and the validity of the
survey items will again be examined at a committee meeting.
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‘We have already completed the processes from 1) to 4), and meetings as described in process
5) are progressively being held. Surveyors may start the second survey once they have finished
attending the explanation meeting.

® (Current status
The feedback from surveyors and the examination of the survey results by experts as
described in process 2) revealed the following problems:

(a) It often happens that the true meaning of the survey items cannot be understood by simply
replacing the English words by the Japanese words.

(b) Many people pointed out that they could not answer the survey because the contents of the
survey items disaccorded with the Japanese cultural background.

With this first translation of survey items, it was estimated that many people would not
answer, and thus, that it was difficult to continue the survey.

As described in process 4}, the accompanying manual was also translated and the translation
of survey items was reviewed for this reason.

For the future, in performing processes 5} to 7), we are planning to invite clinicians in the
field of disability and welfare and experts in linguistics as additional committee members, and
to modify the expressions of the survey items to make them more appropriate to the Japanese
cultural background. This new Japanese edition of WHODAS 2.0 will then be tested in a
survey, as described in process 6), and perfected based on the results of this test.

1.b.3. Study on the relationship between “diseases” and “functioning”

With the aim of conducting research on the subject described below, we have submitted an
application for Health and Labour Sciences Research Grant. Once the application is approved,
we will be given support for research from the government budget and will be able to greatly
contribute to the study of ICF.

@® Research subject

In Japan, the number of people with problems of both of “diseases” and “functioning” is
rapidly increasing with rapid aging of population; however, currently, the collection and use of
information are performed only from one aspect. By nature, these two are related to each
other; however, there have been virtually no studies of the relationship between the two, even
internationally.

Therefore, it is important 1) to clarify the relationship between diseases and functioning and
2) to examine the necessity of, for example, collaboration among healthcare, nursing care and
welfare, and thereby to clarify the items essential for the collaboration among the different
fields and also the methods for assessment and enlightenment,

In doing this, using international indexes, we will analyze the content of information of
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medical charts at the current stage and conduct longitudinal (both retrospective and
prospective) surveys of patients or users in the field of healthcare, nursing care and welfare.
We will then formulate specific ideas of essential items and assessment methods, using a
unified assessment method for both aspects of “diseases” and “functioning,” and improve the
practicality in the clinical setting. '

In the future, by tabulating and analyzing data using these unified assessment methods, we
will be able to contribute to integrative and effective assessment of healthcare and welfare
policies.

® Future plan

This research will be started in April 2013 at the earliest, and the results will be consolidated
in March 2014 at the earliest.

To ensure the conduct of this research, this Centre will continue to call the attention of
relevant parties regarding the importance of this research subject.
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2. Activities within the WHOQ Family of International Classifications (WHO-FIC)
Network

2.a Participation in the WHO-FIC Network

As mentioned above, the Director of the ICD Office represented Japan at the Meetings of
Heads of WHO Collaborating Centres. After the Centres became a network, a need arose to
collect information from various committees of the network. From the WHO-FIC Network
Meeting in Tokyo, Japan, in 2005, other members of the ICD Office and experts have
supported the Director of the ICD Office by participating in the committees to gather
information and to provide input into the committees.

2.a.1 Council

The Head of the Centre attends teleconferences at the request of WHO and represents the

Centre in the vote for election of the Council Co-Chairs at the annual meetings of the
WHO-FIC Network.

2.a.2 Updating and Revision Committee {URC)

@ JCD updates

For submission of update proposals for ICD-10 (2012) by the end of March 2012, the
Japanese CC called on the ICD Expert Committee members and Japan ICD Working Group
members to submit comments and compiled the comments received. From these comments,
the Japanese CC made three proposals for updates.

The Centre subsequently made a preliminary examination of proposed ICD-10 updates that
were distributed in May 2012 by the URC and then requested the ICD Expert Committee
members and Japan ICD Working Group members to further deliberate on the proposals.
Japan Society of Health Information Management (JHIM), a constituent member of the
Japanese CC, also made intensive reviews of the proposed updates.

The results of the deliberations were submitted to the Centre from late June to early
September for collation. The Japanese CC voted on the proposed updates on the platform by
the deadline date of September 6.

® ICF updates

The URC distributed proposed ICF updates in May this year. The Centre made a
preliminary examination of the proposals and requested the Japan ICF Expert Committee
members for further consideration. The results of the deliberations were submitted to the
Centre from late June to early September for collation. The Japanese CC voted on the
proposed updates on the platform by the deadline date.
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2.2.3 Education and Implementation Committee (EIC)

The Japanese CC participated in teleconferences generally held every month. It also
attended EIC’s mid-year meeting in Washington D.C. in March 2012 to gather information and
provide comments. ~

2.a.4 Mortality Reference Group (MRG)

In close collaboration with the Japanese Ministry of Health, Labour and Welfare’s Vital and
Health Statistics Division responsible for preparation of vital statistics in Japan, the Japanese
CC expressed Japan’s views to the MRG and collected information on such topics as new death
certificate and selection rules for underlying cause of death, and provided feedback to the Vital
and Health Statistics Division.

2.a.5 Functioning and Disability Reference Group (FDRG}

The Centre asked Japanese experts (mainly Japan ICF Expert Committee members) to
submit comments on a proposed ICF User Guide distributed by FDRG in June 2012, and
condensed the proposed revisions into 11 proposals, which were submitted to FDRG.

The Japanese CC then attended a FDRG teleconference on June 29 and participated in
discussions on revising the user guide in light of the comments received and on the future
steps forward for the development of the user guide.

2.a.6 Revision Steering Group (RSG)

Dr. Kenji Watanabe, a member of the Japanese CC and the Co-Chair of the Traditional
Medicine TAG, attends RSG’s monthly teleconferences and reports to the RSG on the
progress of the work on a traditional medicine classification for the ICD revision. See the next
section for more detailed discussions on the revision of 1CD for production of ICD-11.

2.b ICD Revision: Towards Production of ICD-11

After the first publication of the ICD, WHO revised the classification roughly every 10 years.
The tenth revision of the ICD was published after an interval of 14 years and subsequent to its
publication in 1980, WHO deemed it difficult to revise the ICD every 10 years in terms of
funding and human resources required and planned to update the ICD through annual minor
updates and triennial major updates starting in 1993.

Calls for the eleventh revision of the ICD from member countries, however, persisted. In
2006, with Japan Hospital Association providing funding for ICD revision and other factors,
conditions for the eleventh revision were considered met, and in 2007, the first meeting of the
Revision Steering Group (RSG) was held in Japan for the full launch of the revision. Revision

is currently progressing towards the goal of obtaining endorsement of the World Health
Assembly in 2015.
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In addition to funding from Japan Hospital Association and from the Japan Society of
Oriental Medicine, Japanese experts preside over a number of Topical Advisory Groups
(TAGs) and working groups (WGs), making a significant contribution in human resources as
well. ' ' :

2.b.1 Internal Medicine TAG

Professor Kentaro Sugano (Jichi Medical University) serves as Co-Chair of the Internal
Medicine TAG for the eleventh revision of the ICD. Within the Internal Medicine TAG’s eight
WGs  (Gastroenterology, Cardiovascular, Hepatology and Pancreatobiliary Diseases,
Nephrology, Endocrinology, Rheumatology, Hematology, and Respiratory), Japanese scientists
are working in all WGs except the Hematology WG, either in the capacity of Chair, Co-Chair
or Managing Editor. As such, the Japanese CC is providing assistance for the Internal
Medicine TAG, including managing the progress of work and providing a foundation from
which to promote their activities.

® Management of progress of work for inputting changes into the iCAT

At midyear, the progress of work varied from WG to WG. At some WGs, the work had even
come to a halt.

From May to June 2012, the Centre Head visited the Chairs of WGs with apparent problems
and took stock of the work of those WGs. The Centre Head then explained to each of the
Chairs of those WGs the schedule for the overall revision process and delays they faced, and
requested them to proceed with the work immediately. Where necessary, some WG members
were replaced. In fact, there was a replacement of a Chair in the Endocrinology WG.

As a result, the work of inputting changes into the iCAT proceeded at all WGs. By the end of
August 2012, input of all structural changes was completed.

® Organization of face-to-face Internal TAG meetings in Japan

While updates on each WG’s work and adjustments of overlaps between WGs are provided
using e-mail and the telephone, the Centre also organizes face-to-face meetings twice a year for
those in Japan who are involved in the Internal Medicine TAG to report on the progress of
each WG, identify and discuss issues, and provide coordination. At the meeting in September
2012, Dr. Ustun was invited to speak on the outlook and challenges of ICD revision, which
contributed significantly to raising the morale of the TAG members.

As internal medicine is an extensive field making up more than half of the ICD, the Internal
Medicine TAG has considerable responsibilities. By assisting in preparing the framework for
the Internal Medicine TAG’s activities, the Japanese CC can contribute significantly to the
progress of the ICD revision process.

The Centre will continue to provide this assistance by maintaining close communication

with TAG and WG members.
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2.b.2 Neoplasms TAG

The Neoplasms TAG is one of the TAGs that particularly require adjustments among TAGs.
Such adjustments were started only after the structural changes were finalized by other TAGs,
and are currently ongeing via frequent teleconferences and e-mail communication.

® the Japanese meeting on the domestic Neoplasms TAG

The ICD Expért Committee, which deliberates on matters related to the ICD, has a member
appointed to each chapter of the ICD, including the chapter on “malignant neoplasms.” As the
member in charge of neoplasms must cover wide interdisciplinary fields, the Centre set up the

Japanese meeting on the domestic Neoplasms TAG to assist the member’s work as well as to
collaborate with the Neoplasms TAG established earlier by WHO.

This year, the meeting was held in July to distribute information on the status of ICD
revision and to call for comments on the beta version of ICD-11.

The Japanese Urological Association, the Japan Neurosurgical Society, the Japanese
Dermatological Association, the Japanese Respiratory Society, and the Japanese Orthopaedic
Association submitted their proposals on structural changes. The proposals were compiled
and sent to the Neoplasms TAG and other relevant TAGs.

2.b.3 Traditional Medicine TAG

As for Western medicine, WHO uses the International Classification of Diseases (ICD) and
other widely known classification systems to collate date on mortality, morbidity, risk factors,
and outcomes, among others. On the other hand, there are no c'omparable international
standards for traditional medicine. To address this issue, a plan was drawn up for a
collaborative project for producing an internationally standardized terminology and
classification system for traditional medicines. The newly developed system will be called the
International Classification of Traditional Medicine (ICTM). -

2.b.3.(1) Building Kampo medicine classifications and terminology to contribute to ICD and ICTM
® Objectives

To contribute towards ICD and ICTM by constructing Kampo medicine classifications and
terminology '

® Background

Traditional medicine spread internationally with the worldwide boom of complementary
and alternative medicine (CAM) in the 1990s. Some maintain that traditional medicine, whose
systems were developed over the course of history, should be considered discrete from the
more recent CAM. The NIH and FDA of the United States began calling traditional medicines
“whole medical systems” in 2005 and 20086, respectively, positioning these systems of medicine
as comparable to Western medicine.
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In the Alma-Ata Declaration of 1978, WHO recognized the important role of traditional
medicine, which is used as a primary source of patient care in the populous Asia and Africa
regions. In 2008, an event was organized in Beijing to commemorate the 30 anﬁiversary of the
Alma-Ata Declaration and WHO’s recognition of the role of traditional medicine.

As for policy, WHO has a specialized department for traditional medicine in its
headquarters in Geneva. WHO Western Pacific Region (WPRO) also has a department for
traditional medicine, which is promoting internationalization mainly of traditional medicine of
Japan, China and Korea.

WHO’s involvement in developing an international classification of diseases for traditional
medicine began in 2006 as a part of WPRO’s project to standardize health information used in
traditional medicine, which resulted in an international standard terminology on traditional
medicine in 2008.

The WHO headquarters took over the project from 2009. In 2010, the ICTM project was
officially launched, with international conferences on 1CTM convening four times since 2010.
On December 6, 2010, an international press conference was held simultaneously in Geneva
and Tokyo to officially announce that WHO will produce ICTM and that the core part of ICTM
will be incorporated into ICD-11 as Chapter XXIII. |

Of all the traditional medicine systems in the world, Chapter XXIII will mainly include the
system of traditional medicine practiced in Japan, China, and South Korea, which is widely
used in these countries as well as in Europe, the United States, and the rest of the world and
often integrated into national health care systems.

® Method of implementation and status

As a national classification of traditional medicine had not existed in Japan, experts on
Kampo medicine are drawing up a classification of Kampo medicine under the leadership of
the Terminology and Classification Committee of the Japan Society for Oriental Medicine
(JSOM), a member of the WHO-FIC Collaborating Centre in Japan. As regards terminology,
the Terminology and Classification Committee’s existing glossary was translated into English.

In both China and South Korea, there are two types of classifications for traditional
medicine (namely, one for disease names and one for patterns). As for Kampo medicine
classification, we decided to classify patterns only, as there was a substantial risk that Kampo
disease name classification would cause confusion with Western medicine terminology.

Japan has no separate medical licenses for Western and Kampo medicines, unlike in China
and South Korea, and physicians in Japan can use both Western and Kampo medicines in
their daily practices. In this light, we envisage juxtaposing Western medicine terms (ICD
Chapters I-XXII) and pattern terms (ICD Chapter XXIII) for the Kampo pattern classification.

In Japan, we also have “formula patterns,” which are used in diagnosis based on types of
prescription. We worked on the translation of these patterns and on the creation of a
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terminology for formula patterns.
® Results and implications
<Preparation of Japanese Kampo classifications>

We sorted out Kampo medicine’s diagnostic system. In Kampo medicine, classification of
deficiency/excess and cold/heat is essential. Based on this classification, we created a logie
where, for example, an acute febrile infection would be selected from three yin and three yang,
and a chronic disease from qi, blood and water. Coincidentally, this classification method
matches the concept of post-coordination that WHO is trying to adopt in ICD-11.

There is yet sufficient discussion on whether to adopt post-coordination within ICTM,
however. Therefore, we created a classification based on pre-coordinated terms.

The terminology was created, on the other hand, by combining separately prepared
definitions in a post-coordinated fashion.

As for the “formula patterns” Japan is proposing, our original proposal of using Romanized
Japanese was not accepted on the grounds that it was a phonogram and did not convey any
meaning in English, and we were given a specific instruction from WHO to express the
patterns in English. We made a list of prescription terms in English from Western literature
on traditional medicine, drew up rules for expressing the terms in English, and prepared a
classification of formula patterns.

® Agsessment

Introduced in 1900, the ICD has provided a foundation for international health statistics,
including mortality and morbidity statistics, in its 110 years of history. During this time,
however, it has included only Western medicine. Due to the worldwide spread of traditional
medicine in recent years, the inclusion of traditional medicine in the next revision of the ICD
is planned. Experts from Japan, China, South Korea and the rest of the world have gathered
and are working on the production of this traditional medicine classification. At the same time,
traditional medicine classifications that meet the distinct needs of each country will also be
produced. The Japanese CC is preparing the Japanese Kampo classification. The production
of Kampo patterns and contents model, in parallel with the ICD revision work, is progressing
smoothly.

® Jssues and challenges

China has GB95 and GB97 national classifications of disease names. The Republic of Korea
incorporated a traditional medicine classification into the Korean version of 1CD-10 in 2010
and uses it in clinical practice.

We will work on sorting out the Kampo pattern classifications and definitions and set a clear
goal of producing classifications that will allow international comparison between Japan,
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China, and Korea.

@ (ollaboration between the Centre and WHO
1) Funding of ICTM project

The Japan Society for Oriental Medicine (JSOM) and the Institute of Kampo Medicine
provide necessary funding for the ICTM project.

2) Reporting and exchange of information at WHO-FIC Network Meetings

The Centre reported on the progress of work on Kampo pattern classifications and their
relation to the ICD at the WHO-FIC Network Meetings.

At the WHO-F1C Network Meeting in Toronto in 2010, it reported on the relation between
ICD codes and Kampo pattern classification (“ICD Code and Kampo Code in Kampo Clinic in
Japan”). At the WHO-FIC Network Meeting in Cape Town, South Africa, in 2011, the
Co-Chair of the ICTM project, as 2 member of the Centre, reported on the project’s progress
as well as on the practical use of Kampo pattern codes (“Kampo Codes in Japan™).

3) International press conference on ICTM project

Prior to the 2™ 1CTM Meeting in Tokyo in December 2010, a simultaneous international
press conference was held in the WHO headquarters and Tokyo where Dr. Ustun and other

members of the Project Advisory Group (PAG) announced a plan to include traditional
medicine in ICD-11.

4) Participation in and exchange of information at WHO ICTM meetings

While WHO headquarters in Geneva have organized ICTM meetings since 2009, the actual
work of the project is being carried out by the PAG, composed mainly of members from Japan,
China and South Korea, and by the Classification, Terminologies, Interventions, and
Informaties Work Groups.

To date, there have been four ICTM Meetings, two Interventions Meetings, and two
Terminologies Meetings. Information exchange is also promoted through PAG teleconferences
and a mailing list.

In the past year, a Terminologies Meeting of the WHO ICTM project was organized in
Taejon, Republic of Korea, in November 2011, to discuss ways to unify terminologies mainly
among Japan, China and South Korea. There were also another meeting of the Terminologies
WG and a meeting of PAG members in Shanghai in March 2012, The ICTM Meeting convened
in Hong Kong in May 2012. T S

2.b.3.(2) Traditional medicine information models for 1CD revision and ICTM development
¢ Background |

Revision from the ICD-10 to ICD-11 involves three major changes: 1) An electronic version
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will be made available; 2) Terminology will be introduced; and 3) Information models, which
will allow the use of the ontology search engine, will be included. The inclusion of information
models, above all, is a significant change.

The information madel for Chapters I to XXII of ICD-11 was developed ahead of the [CTM
information model, using Protégé and with Stanford University taking the lead. While the
ICTM Project fell behind revision work in other chapters, the development of the ICTM
information model also used the Protégé. The information model is different from the other
information model in the respect that it provides for definitions in Japanese, Chinese, and
Korean and phonetic transcriptions. It nonetheless allows for the ICTM classification to be
viewed on the same ICD-11 beta browser on the web.

The development of the Kampo patiern classification needs to be compatible with this
information model.

® Method of implementation and status
1) Development of a terminclogy and an information model for Japanese Kampo
classification

As in the development of the Kampo pattern classification, the Terminology and
Classification Committee of the Japan Society for Oriental Medicine (JSOM), a member of the
Japanese CC, led the development of a terminology and an information model for the Japanese
Kampo pattern classification and their input into the 1CAT.

2) Formula pattern terminology and information model

As for the formula patterns proposed by Japan, a terminology and an information model
were developed based on Ippan-yo Kampo-shoho no Tebiki (Guide to General Kampo Formulas).

3) Inputinto the iCAT

The information models were entered into the iCAT with the Managing Editors taking the
lead.

® Results and implications
1) Development of a terminology and an information model for Japanese Kampo
classification

Based on JSOM’s existing glossary, definitions and an information model for the Kampo
pattern classification were created and sorted in an Excel file (Appendix 1).

2) Development of formula pattern terminology and information model

Formula patterns were created for 148 prescriptions (147 oral drugs and one cintment) used
as Kampo formulas in Japan. The original plan was to express the patterns in Romanized
Japanese. However, as a decision had been made earlier to have Chinese terms expressed not
in pinyin but in English, we also chose to express the formula patterns in English rather than
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in Romanized Japanese, which is phonetic just as pinyin is phonetic. We compiled a list of
formula or prescription terms in English from Western literature on traditional medicine
{Appendix 2). We drew up rules for expressing the patterns in English {Appendix 3) and
created a formula pattern classification (Appendix 4).

3) Inputinto iCAT

As of August 2012, the classifications and terminologies proposed by Japan have mostly
been entered into the iCAT, which is managed by Stanford University.

® Agsessment

The Kampo pattern classification was originally created in a post-coordinated fashion but
was later converted into a pre-coordinated format by combining existing post-coordinated
definitions.

Therefore, even if they need to be post-coordinated in the future, they can easily be
converted back to the post-coordinated format. a

® Issues and challenges

Consensus has not yet been reached on the relation between the Kampo pattern
classification and the formula pattern elassification even among Japanese experts. This will
need to be worked out in the future.

® Collaboration with other WHO Collaborating Centres

1CTM Managing Editors held teleconferences to provide coordination mainly among Japan,
China, and South Korea on the issue of the information model for traditional medicine. It was
agreed that Romanized Japanese and pinyin will not be used except for a minimal use of pinyin
(such as yin/yang and qi), because even though Romanized terms are expressed in alphabet,
they are phonetic and do not convey any meaning in English.

The information model, however, allows display of the terms in respective languages as well
as phonetic terms (Romanized Japanese in the case of Japanese terms) on iCAT.

2b.4 Health Informatics and Modeling TAG (HIM-TAG)

Research on an omics information model for ICD-11 was undertaken in a scientific research
project funded by the Ministry of Health, Labour and Welfare.

® Objectives

To understand what information is needed to have a clinical omics information model
operate within ICD-11, including linkages with other standard clinical information models and
conceptual differences, and to develop a clinical omics information model (beta model).

® Method
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Development of a clinical omics information model (beta model): We digitized a clinical
omics information model (beta model). While it had been planned to achieve the digitization
primarily by converting the alpha version into XML, the actual conversion required many new
ideas, such as introduction of sub-modules for vector expressions, and remodeling. We used
/ the XML Editor for tlie conversion as well as such ontology tools as Protégé and LexWiki as
necessary. We examined the consistency between the model and ICD-11 contents model in
terms of semantic consistency and descriptiveness of omics information for each entity defined
in the beta model and in terms of consistency with standard models using GSVML. We also
found necessary information to have the clinical omics information model operate within
ICD-11, including necessary components for building the information model, linkages with
other standard cliniecal information models, and conceptual differences.

Participation and exchange of information at the meetings of WHO HIM-TAG: We
participated in meetings in Geneva to collect information and exchange comments on the work
for developing ICD models. We also participated in WHO-FIC and Internal Medicine TAG
meetings from time to time to exchange information.

® Results and discussion

We developed a clinical omies information model (beta model} adapted to ICD-11. The
model lists major omies structures and allows users to define annotations for each type of
omics using “other_omics_annotation.” The “other_omics_annotation” can be nested
(recursive hierarchies) so that information can be entered not only within an omics hierarchy
but also between omics hierarchies. This structure of omics expressions will need to be
modified as necessary in line with the development of omies research.

® Conclusions

The clinical omics information model (beta model) developed in this research will need to be
verified using live data and improved upon towards practical use. We will use data from the
mtegrated Clinical Omics Database (iCOD), the only clinical omies database available in Japan,
and strive towards genuinely establishing the clinical omics information model {beta model) as
an international standard.

2.b.5 Mortality TAG (M-TAG)

As a member of M-TAG’s group conducting stability analysis, the Centre participated in a
number of teleconferences and cooperated in the analysis. Continuation of this work is
expected.

2.c Mortality and Morbidity Data Improvement and Health Information System
Implementation in the Asia-Pacific Region

® Method of implementation and status

Japan Hospital Association has been providing technical and financial assistance to WHO
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since 2006 for “improvement and implementation of ICD.” For the implementation of ICD,
WHO established Asia-Pacific Network under the WHO-FIC Network in 2006. Japan hosted
the meetings of the Network in Kyoto in 2007, in Shizuoka in 2009, and in Tokyo in 2010.

Chair: Kenji Shuto (Japan)
Co-Chair: Sukil Kim (Republic of Korea)

Since the establishment of the Asia-Pacific Network, Japan Hospital Association has served
in the capacity of the secretariat, launching the Network website and otherwise contributing to
regional implementation of ICD.

To understand the extent of ICD implementation in the region and establish common
regional goals, the Network provided assistance to developing countries to participate in the
meetings.

There are high expectations for the Network to spearhead regional activities for promoting
global implementation of ICD.

The Network set up three working groups (WG) in 2007 to promote its activities, as follows:

® Mortality WG Chair: Wansa Paoin

@ Morbidity WG Chair: Syed Aljunid

® Health Information System WG Chair: Chien Earn Lee
® Results and implications

The 1% to 5 face-to-face Asia-Pacific Network meetings, which brought together a total of 19
participating countries, took stock of the situation in each country and saw active exchange of
comments among the participants, laying the foundation for a regional network.

Investigation into the state of ICD implementation in the region and sharing of information
about each country helped to identify useful information necessary to draw up strategies for
promoting implementation of ICD and health information management in the future.

The meetings also afforded opportunities to share knowledge and resources for advancing
the use of classifications in health information systems.

<Activities>

[1* APN Meeting] 2006 Tunis, Tunisia 9 countries, 55 participants + WHO

[2™ APN Meeting] 2007 Kyoto, Japan 13 countries, 39 participants + WHO

[3¢ APN Meeting] 2008 Delhi, India 10 countries, 16 participants + WHO + SEARO
[4" APN Meeting] 2009 Hamamatsu, Japan 9 countries, 30 participants + WHO

[5" APN Meeting] 2010 Tokyo, Japan 6 countries, 46 participants + WHO
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<Participating countries> Australia, India,
Indonesia, China, Japan, Republic of Korea, Cambodia, Malaysia, Vietnam, Hong Kong,
Thailand, Papua New Guinea, Mongolia, Singapore, Laos, Nepal, Pakistan

® Assessment -

A foundation was laid for the Network to promote implementation of ICD and other
WHO-FIC classifications. There are expectations for expanding regional implementation
activities in local sites.

® Issues and challenges

A concrete strategy for implementation of ICD and ICF in the Asia-Pacific region needs to
be drawn up and implemented.

& Visit with WHO staff members on SEARQO

During the 3 Asia-Pacific Network Meeting in Delhi, India, in 2008, the Japanese
delegation and WHO members paid a courtesy call on Dr. Samlee Plianbangchang, Regional
Director of WHO South-East Asia Regional Office (SEAROQ), to exchange comments on the
issue of ICD implementation in the SEARO region.
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Part III. Future Plan of Activities with a Focus on “Quality and
Implementation”

1. Improveﬁzénr of the ICD-11 Beta Version

1.a Internal Medicine TAG

With respect to structural changes for internal medicine, Ms. Julie Rust and Ms. Megan
Cumerlato, who are the Internal Medicine TAG’s Managing Editors, used their expertise as
classification experts to correct structural discrepancies and worked energetically to coordinate
among working groups (WG). As a result, input of structural changes into iCAT was completed
by the end of August 2012. :

Wlth the input of the overall structural changes complete, work will now proceed on
inputting definitions for individual categories. Since some of the Internal Medicine’s WGs
have no Managing Editors, efforts will be made to select Managing Editors for these WGs as
soon as possible to proceed on the work on definitions.

The Japanese Society of Gastroenterology, the Japan Endocrine Society, Japan Diabetes
Society, the Japan College of Rheumatology, the Japanese Society of Hematology, and the
Japanese Respiratory Society are currently providing full support for the compilation of basic
data for inputting definitions. The immediate goal is to complete input of definitions up to the
third layer of the classification.

Field testing and a review process will start in stages. With the help of experts from Japanese
societies, including the Japanese Society of Gastroenterology, the Japan Endocrine Society,
Japan Diabetes Society, the Japanese Respiratory Society, the Japan College of Rheumatology,
the Japanese Circulation Society, the Japanese Society of Hematology, and the Japanese
Society of Nephrology, Japan hopes to contribute its knowledge and expertise and invest
greater precision to the classification.

1.b Neoplasms TAG

Neoplasms TAG has been examining ways to improve the neoplasms sections of the ICD.
From the Japanese CC, Dr. Hiroshi Nishimoto of the National Cancer Center (NCC) has been
involved in this process as a member of the Neoplasms TAG. Unlike other TAGs that are
grouped by organs, the Neoplasms TAG needs to survey multiple organs of the body for the
revision. To meet this need, NCC organized representatives from related Japanese societies to
form a domestic neoplasms TAG (hereafter called the “Japanese TAG”). Proposals from the
Japanese TAG are reflected on discussions at the Neoplasms TAG, including some of the more
unique aspects of cancer care in Japan, such as neoplasms of the gastroesophageal junction.

The composition of diseases within a population may vary among populations depending on
ethnic and racial factors. For improvement and production of ICD, these differences need to
be statistically represented to build a classification system that is internationally usable. Using
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data on the Japanese population accumulated in NCC, NCC works on identifying these
differences and making proposals to guide the development of the international classification
of diseases in a more desirable direction. For instance, according to Cancer Incidence in Five
Continenzs Vol. IX, published by IARC, the frequency of malignant tumor of the esophagus by
histological type is 43% for squamous cell ca. and 35% for adenocarcinoma, whereas data from
hospital cancer registries in Japan show it is 82% for squamous cell ca. and 12% for
adenocarcinoma. On the other hand, the frequency of malignant tumor of the
gastroesophageal junction by histological type, according to CI5, is 85% for adenocarcinoma,
whereas Japanese data show a different distribution of 93% for adenocarcinoma. Therefore,
the UICC TNM classification of classifying adenocarcinoma of the gastroesophageal junction to
esophageal carcinoma does not fit with the sitnation in Japan. By substantiating this finding
with data accumulated in NCC, NCC proposed having a system of three discrete parts of the
esophagus, the gastroesophageal junction, and the stomach. The proposal was then discussed
by the Neoplasms TAG.

Moreover, comments from the Japanese TAG are collated and sent to related TAGs such as
the Neoplasms TAG and Internal Medicine TAG so that the comments can be reflected on the
TAGs’ discussions. The comments have included proposals on histological classification of
lung cancer and on the anatomy codes for pituitary neoplasms.

In addition to gathering comments from experts in Japan, NCC is promoting international
collaboration in East Asia with such bodies as the Asian Cancer Registry Network to enhance
its capabilities as an East Asian center for disseminating neoplasms-related information.

As discussed above, the National Cancer Center, which collects cancer registry data on
several hundreds of thousands of cancer cases each year, acts as a hub of information in Japan
and the region. With the participation of NCC as a member of the Japanese CC, the Japanese
CC can contribute significantly in the revision and improvement of ICD.

1.¢ Traditional Medicine TAG

As of August 2012, a traditional medicine classification has been incorporated into the
ICD-11 beta version as Chapter XXIII. In more than 110-year history of the ICD, it is the first
time that ICD has included traditional medicine. Many challenges remain, however, including
ensuring consistency with other chapters of ICD. The challenges and contributions that the
Japanese Collaborating Centre can make are summarized below.

1) Relation between traditional medicine disorder names and other chapters of 1CD
2) Review process

3) Use of Chapter XXIII

4) Post-coordination of the patterns classification

5) Issues related to international comparison

6) Relation between the formula patterns and other patterns
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7) Patterns unique to Japan

1) Relation between traditional medicine disorder names and other chapters of ICD

A classification of traditional medicine disease names, which is essential for Chinese and
Korean traditional medicine but not used in Japan, is a component of Chapter XXIII of

ICD-11. These disease names may potentially cause confusion with similar disease names
found in other chapters of ICD.

Therefore, a decision was made to describe “diseases” in traditional medicine as “disorders”
to distinguish between diseases in traditional and Western medicine.

More problematic is the potential confusion caused by the fact that whereas signs and
symptoms form the basis for naming diseases in traditional medicine, etiology provides the
foundation for classifying diseases in Western medicine.

For example, the traditional medicine disorder Audiudn, or kakuran in Japanese,
characterized by a sudden onset of intense diarrhea with stool resembling water, is believed to
be equivalent to cholera. However, because traditional medicine does not define cholera toxin
as an etiologic factor for Aucludn, it is not definitive if Audluan and cholera are identical. It can
only be said that Aud/udn entails diarrhea with stool resembling water and includes intense
diarrhea caused by cholera toxin. To avoid confusion, the term “cholera-like disorder” is used
for hudluan. ' ' '

Similarly, nue, or okori in Japanese, is almost synonymous with malaria, but its- diagnosis
does not require evidence of malaria parasites. Therefore, the term “malaria-like disorder” is
used for nue.

The managing editors are currently reviewing the traditional medicine disorders. Other
TAGs may also provide input within the overall review process of the ICD.

Although traditional medicine disorder terminology is not used in Japan, the Japanese CC
will need to contribute towards improved alignment between Chapter XXIII and other
chapters of ICD.

2) Review process

After the release of the ICD-11 alpha version to experts in October 2011, the Traditional
Medicine TAG has received more than 1,600 comments. Recormnmendations have been made
for some 60 reviewers, who are mainly from Japan, China, and South Korea (13 from Japan).
They will review the comments after collation by WHO. The Japanese CC will need to provide
assistance to facilitate the work of reviewers.

3) Use of Chapter XXIII

Mortality statistics are not included in the use cases for Chapter XXIIL. On the other hand,
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there is a general consensus on the use of Chapter XXIII for morbidity statistics.

Traditional medicine classifications are already used for insurance purposes in China and
the Republic of Korea. “Patterns” have been incorporated into Japan’s health insurance system
but are hardly ever used for such purposes in practice.

In Japan, the pattern, for example, for the formula Da Chai Hu Tang, or major bupleurum
combination, is expressed in modern writing as “a person of a relatively strong constitution
with constipation, distension and pain in the epigastrium, ringing in the ear, and a stiff
shoulder,” and its indications in Western medicine terminology, as follows:

+ Cholecystolithiasis, cholecystitis, jaundice, liver function failure, hypertension, cerebral
apoplexy, urticarial, acid indigestion, acute gastroenteritis, nausea and vomiting, loss of
appetite, hemorrhoid, diabetes, neurosis, insomnia.

This shows that by determining a formula based on the formula pattern, traditional medicine
patterns can be narrowed down to some extent.

This will be one of the considerations for deciding the use cases for Chapter XXIII in Japan.

The ICTM PAG members are currently discussing coding rules for Chapter XXIII. Issues
include relation with Chapters I to XXII of the ICD, coding priority between the disorders and
patterns classifications of Chapter XXIII, and selection of primary codes.

As with Kampo practice in Japan, where physicians with a medical license may practice both
Western and Kampo medicines, a disease name in Western medicine terminology is the
primary and a pattern is usually added to that to derive a prescription. For example, a patient
with excess and heat patterns may be prescribed Huang Lian Jie Du Tang, or coptis
toxin-resolving decoction, if he has hypertension, or Da Chai Hu Tang, or major bupleurum
combination, if he has a headache. As shown in this example, disease names in Western
medicine terminology often play an important role in Kampo prescription. Therefore, it would
be appropriate to select disease names in Western medicine terminology for primary codes in
the case of Japan.

In places like Hong Kong, physicians of traditional medicine are prohibited from diagnosing
patients using Western medicine disease terminology. Even in such cases, however, diagnosis
for patients in Western medicine terminology is often made beforehand.

In China, diagnosis is made in (1) Western medicine terminology, (2) traditional medicine
terminology, and (3) patterns, in some model hospitals that also have inpatients.

In the Republic of Korea, a traditional medicine classification (U codes) is included in
KCD-6 (the Korean version of ICD-10), which was introduced in 2010. Coding is done by
selecting one from among Western medicine disease name, traditional medicine disease name
(U code), or a pattern {U code).
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As coding rules differ from country to country, common guidelines need to be developed for
the international classification.

4) Post-coordination of the patterns classification

Some terms are repeatedly used in the traditional medicine patterns classification. For
example, the “liver blood deficiency pattern” is composed of an organ (liver), gi/blood/fluid
patterns (blood), and excess/deficiency patterns (deficiency). These components can be
post-coordinated to substantially reduce the number of codes.

In China and Korea, however, these terms have already been used in a pre-coordinated
format. The question of pre-/post-coordination will have to be worked out in the future.

Kampo patterns classification can be adapted either to pre- or post-coordination. The
decision is expected to depend on a consensus reached by the overall ICTM project.

5) Issues related to international comparison

China gives emphasis to traditional medicine disease names. Korea limits their use to the
minimum, keeping only those terms that do not cause confusion with Western medicine terms.
Japan does not use them. These differences will need to be worked out in the future.

Differences in the three countries’ patterns classifications are not few either. These will have
to be examined in order to allow international comparison.

6) Relation between the formula patterns and other patterns

As illustrated by the example of the prescription of Da Chai Hu Tang, or major bupleurum
combination, above, prescription in Japan is based on a patient’s Kampo patterns, in principle.
This will mean that there will be overlaps between the formula patterns and Kampo patterns.

The question of whether sufficient statistics can be obtained when the formula patterns are
used for prescription of preparations will also have to be ascertained. ’

7) Patterns unique to Japan

Japan has a pattern that is intermediate between excess and deficiency. China and Korea
have questioned this term, saying that it simply means “a normal state of health.” Because
Western medicine disease names and Kampo patterns are used in combination in Japan, some
Kampo patterns are not necessarily morbid.

The intermediate pattern probably means “a normal state of health” from the traditional
medicine perspective, but is nonetheless an essential component of the patterns classification
in Japan.

There is a need to consider how these distinct elements of Japan’s patterns classifications
can be mapped internationally. ‘
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8) Field testing
As for field testing, coding tests are feasible with cooperation from experts.

The problem is with inter-rater trials, which analyze whether different physicians arrive at
the same diagnosis affer examining a same patient. It needs to be examined how inter-rater
trials can be performed domestically and internationally, including protocol development.

The above is a summary of issues related to the ICD-11 beta version and issues for Japan to
address specifically.

There are three years until 2015 but many challenges remain before ICD-11 can be
completed. These challenges will be addressed through close collaboration with WHO, related
other countries, and experts in Japan.

1.d Field testing

Field testing is an important process not only for testing ICD’s applicability and reliability,
but alse for identifying problems in actually using the ICD and understanding its
characteristics and features. Field testing can also be used to uncover linguistic and cultural
issues in the application of ICD and to disseminate knowledge about ICD.

WHO plans to make the ICD-11 beta version open to the entire world and conduct field
tests. It is hoped that an international community of healthcare professionals as well as a range
of other experts participate in the overall revision process. Through systematic field testing of
the beta version, WHO plans to test its feasibility, reliability, clinical utility, and validity.

Field tests will be conducted in Japan based on WHO’s field test guidelines. The subjects of
the tests will be asked, among others, whether the categories of the beta version are easy to
understand, are applicable across cultural differences, and can be used for different age groups,
sex, and other groupings within the Japanese culture and society without problems. If there
are problems, they may be asked to make proposals for addressing them. The Japanese CC will
provide technical advice from medical informatics and health statistics perspectives on matters
such as selection of appropriate participants to the field tests, specific methods for conducting
the tests, translation of the questions, and methods for tabulation and analysis.

2. Introduction of ICE WHODAS2.0

® The Value of Creating Localized WHODAS 2.0 in Japan

“Integrated care” is a coordinated care approach whereby care interventions are provided
by different parties of medical, nursing and other professionals. In response to a recent trend
in Japan to provide continuity of care for the elderly at home, based on the principle of
normalization, this approach is becoming popular.

Based on the concepts of integrated care, different systems to provide services are being
developed nationwide and the key element to benefit from integrated care is considered to be
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how information of the care receiver can be shared beyond professional boundaries.

In the field of welfare service for people with disabilities, deinstitutionalization has been
promoted for people with intellectual disabilities, and studies have already been made to
evaluate the implementation of integrated care (Jansen 2003), which suggests that integrated
care will be increasingly adopted to support home care for people with any type of disabilities,
be it physical, mental or intellectual.

In 2012, a law concerning new health and welfare policies to offer comprehensive
support for daily living and social life of the people with disabilities was approved in a Cabinet
meeting and it included, for the first time, “intractable diseases” in the scope of disabilities.
This suggests that, in the future, the importance of an integrated care approach involving
cooperation/coordination of medical and nursing professionals will increase in the field of
services for people with disabilities.

In view of these backgrounds, an assessment tool adapted for particularities of the
disabilities field is called for and it is considered WHODAS 2.0 Japanese version to be
effective. The development of a Japanese version of this internationally-used assessment tool
and verification of its adequacy/validity, therefore, should be given high priority Japan.

The potential value of integrated care for people
with disability living in the community

An integrated care approach is needed for comge esive assessment,
treatment and management in order to meet these goals set by the
World Health Organization (2002} and Glendenning {2003)

® Issues and Challenges

Currently, items used for Car_é-Needs Certification in the Long-Term Care Insurance
System of Japan, developed for elderly care, are used for assessing the needs and determining
volume of services for the people with disabilities. There are 79 items concerning daily
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activities, communication, behaviors and others. In determining the volume of service for the
people with disabilities, seven item for IADL (instrumental activities of daily living), such as
cooking and shopping, are added for the first-stage assessment, and for the second-stage
assessment, nine more items for behavioral disabilities (hyperactivity, obsessiveness, and
others) and 11 items for mental aspects {(incoherent speech and others) are added to perform a

comprehensive evaluation.

The assessment process, understandably, is complex and, despite the extensiveness of the
process, there are still many issues to be resolved before its results systematically meet the
needs of service recipients.

In Japan, the concept of ICF has been adopted in approaches to disabilities. We believe
that, if ICF could be introduced to regular data collection, then the current development of
WHODAS 2.0 Japanese version would hold great potential for establishing an assessment for
people with disabilities which includes not only mental and physical disabilities as in the field
of elderly care but also encompass the assessment of handicaps incurred by social settings.

WHODAS 2.0 is a validity-established, internationally-used assessment tool that was
developed based on the concepts of ICF. We are fully aware of the difficulties of localizing it
into Japanese at this point. To resolve these issues, we must first continue our activities and
develop a Japanese version that is true to the principles of WHODAS 2.0.

One way of promoting the future implementation of WHODAS 2.0 is to use it for
collecting the assessment data for the disabilities field and to explore the possibility of utilizing
the data to support the decision-making process for services designed for people with
disabilities, which is currently considered to be problem-ridden.

3. Incorporating Japan's Experiences in the Dissemination of ICD & ICF in the Asia-Pacific
Region

The Asia-Pacific Network has been promoting the dissemination of ICD and ICF in the
region through six years of Network Meeting activities.

In 2012-2013, we plan to leverage the foundation that has been built in improving the
organizational effectiveness for the next stage of activities and rebuilding the dissemination
strategies so that we would ready to begin concrete activities in 2013.

Because the Sixth Asia-Pacific Network Meeting in Beijing planned for June 2012 was
cancelled, we will be meeting in the annual meeting of the WHO-FIC in Brasilia and support
the APN core-member meeting for establishing short-term and medium-term strategies.

Following an announcement by Dr. Kenji Shuto of his intention to resign as the chairman,
the new chairman, secretariat and WG will be nominated from various fields in Japan and the
Centre will be making recommendations for candidates to build a solid network and to ensure
effective operation. Online meetings, teleconferences and emailing will be conducted for
exchange of ideas, and for facilitating execution of plans and information sharing.
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Also in our agenda are defining the position of the APN Meeting within the WHO-FIC
Network and ensuring implementation of our international activities as the Network's region
activity. Moreover, we will make continued effort in conducting researches for the
implementation of the international classifications and supporting the development of
curriculum and educational materials for health information management in the developing
countries, through which we aim to contribute to building up local human resources.

In addition, we will be exploring the possibility of accepting non-Japanese trainees in the
country’s HIM training programs.

® Contribution to the WHO-FIC
1. Promote the dissemination of web-based ICD and ICF training tools within the
Asia-Pacific region.
2. Participate in the field tests for the beta version of ICD-11 and offer input from the Asia
Pacific region.

4. Dissemination of Educational Model

® HIM Education in Japan

In Japan, the Education Committee for Health Information Management of the Japan
Hospital Association has been updating the HIM educational materials every three years to
reflect the advancement of medicine and accommodate to changes in the medical sector. The
sixth revision, to be completed and published in 2012, will incorporate the research on various
countries mentioned above.

<The practical guide to hospital HIM DVD>

A DVD introducing the HIM practiced at Japanese hospitals is planned to be produced. It
will focus on how HIM is currently implemented at the hospitals of different management
backgrounds, regions and sizes, as well as how electronic and paper-based health records are
different in managing health information. It features five representative hospitals and its
English version will be created.

The DVD will be distributed through the WHO-FIC, APN and IFHIMA websites, and
through other means.

® Contribution to WHO-FIC

The Japan Hospital Association and the Japan Society of Health Information Management
will be localizing WHO’s online training tools and promoting its implementation.

Research on the current situation of HIM education in various countries that began in
2008 will be continued. It will be updated as the 2012 version with the scope of research
expanding to 42 countries. The research results will be distributed in the form of a database
and a printed publication, and be shared among the stakeholders of WHO-FIC, APN and
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IFHIA.

3. Building Japanese Model for Quality Control

Improving the accuracy of ICD implementation requires evaluation of code assignment
process. This is needed particularly to address the issues concerning logical consistency among
multiple codes and integration of different codes.

To improve coding accuracy, establishment of coding rules is a must. These rules support
assignment of related codes and identification of significant codes for situations where
classification of combined conditions {(e.g., combining codes for acute cholecystitis and
cholelithiasis into a single code for acute cholecystitis with calculus of gallbladder) and
classification of multiple conditions (e.g., for MRSA pneumonia, assign three different codes:
B95.8 Unspecified staphylococcus as the cause of diseases classified elsewhere, J15.2
Pneumonia due to staphylococcus, and U80.1 Methicillin resistant agent) are needed. We must
also consider developing a tool to disseminate these rules and to automate the data collection
and code assignment validation, and streamline the day-to-day coding-related processes.

National Cancer Center, one of the Center’s supporting organizations, has been leading the
development of quality control logic and related tools for hospital-based cancer registries in
the country. It is now considering applying its quality control expertise to different aspects of
ICD implementation.

Each year, nationwide, hospital-based cancer registries exceed 500,000 cases {40 items per
case) and when the call for data is made, the designated institutions access the server of the
National Cancer Center and upload the data. A set of 300 logic checks is performed upon
uploading and the cases are scrutinized until they are error-free. The quality of the registries,
therefore, is very high. These 1. Data uploading and 2. Error check (quality control) systems
are now being upgraded so that upload checks can be performed 24/7 online instead of only
when the data are uploaded.

National Cancer Center Hospital is now conducting demonstration experiments to see if
the server's code check system can be applied to hospital’s assignment of disease names
(admission/discharge diagnoses) when morbidity statistics are produced at each institution.
The Center Hospital aims to launch this server code check system after verifying it at multiple
institutions. Some of the benefits of the centralized server model for quality control are: 1.
Because the server fixes logical vulnerabilities, it eliminates the correction process on the
institutions side; 2. By sharing analyses of frequent errors, it can effectively upgrade the coding
accuracy nationwide; and 3. If similar system can be used for producing mortality statistics at
each institution, sharing server system can contribute to reducing costs.

We will leverage the experiences with the cancer registries, continue working on the test
operation of morbidity statistics quality control server, and establish an online quality control
network between healthcare institutions and the WHO-FIC Collaborating Centre (National
Cancer Center). Through these efforts, we strive to improve the accuracy of ICD in Japan. We
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also plan to present measures for improvements for coding, based on the data on current ICD

usage (identification of coding issues) collected by the quality control system, and actively
shared them with the users.
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2. Basic Statistical Data offapan Trends in death rates for leading causes of death, 1947-2010

Land area 37,950 square kilometers
Population 178,057,352

(national census in 2010)
Capital Tokyo
Language Japanese

Population pyramid of Japan (as of October 2010)

71 year olds: low number of births in
{years old) 1938 and 1939 due to the mobilization
90 to the Sino-Japanese War )
64 and 65 year olds: B
low number of births a6
around the end of the ) 3 year olds: the first baby boom
Second World War L 19470 1949 :
8 - 2
) 44 year olds: 1966 was the year
50 of “Hinoeuma” (it is
& sUperstitiously  believed  that
; hildbirthy in  the vyear of
b “Hinoeuma” should be avoided)
0 ] :
W
o T
12 8 & 40 82 8 10 124
(10 thousand people)
" [See table 2-4]
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List of Authors

Estimated number of patients receiving medical treatment for major diseases (2008)

International Classification and information Management office, Statistics and Information Department,
Minister’s Secretariat, Ministry of Health, Labour and Welfare

Nobuyoshi Tani, Director
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National Institute of Public Health

Hiromitsu Ogata, Director of the Centre for Public Health Informatics
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National Cancer Centre

Hiroshi Nishimoto, Division Chief, Surveillance Division, Center for Cancer Control

and Information Services
¢ 2
{Patient Survey)

*Estimated number of patients receiving medical treatment for major diseases is the number of patients
continually receiving medical treatment at the time of survey day (including patients not receiving
treatment at medical facilities on the day of survey), and is estimated using the following equation.

Estimated number of patients receiving medical treatment for major diseases = number of inpatients +
number of outpatients (first visit) + number of patients (following visit) x mean interval of treatment x
adjustment factor (6/7)

Japan Hospital Association / Japan Society of Health Information Management
Yukiko Yokobori, Head of the Distant Training Division

The Japan Society for oriental Medicine
Kenji Watanbe, Vice-President
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