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CHAPTER 1 THE REGISTRY AND REGISTRATION PROCEDURE IN AICHI PREFECTURE
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1. General Introduction

Aichi Prefecture is located in the approximate center
of Japan, with the Pacific Ocean on its southern edge.
The prefecture spans an area of about 5,172 square
kilometers and has a population of 7. 48 million (census,
2015). The prefectural capital is Nagoya, and the area
includes 53 municipalities as well as the 16 wards of

Nagoya-city itself.

2. Aichi Cancer Registry

Aichi Cancer Registry was established in 1962
as a population-based cancer registry, the purpose
of which was to form an accurate picture of can-
cer in Aichi Prefecture, in order to control its im-
pact. Initially under the direction of the Aichi
Prefecture Department of Health and Public Wel-
fare, all medical institutions in Aichi Prefecture
were and continued to be requested to report in-
cident cancer cases on the basis of the cancer reg-
istry outline. The registry has received technical
support from the Division of Epidemiology and
Prevention, Aichi Cancer Center Research Institute,
since 1983, and has been subject to periodic eval-
uation by the Administration and Guidance Council
since 1984.

An overhaul of the registration system has been
undertaken in 1998 with a view to strengthening
its effectiveness. This has been supported by a
grant from the Ministry of Health, Labour and
Welfare (MHLW). The aims of the Revised System
are: 1) to establish a comprehensive organization,
with Aichi Cancer Center as a core institution for
cancer research and treatment, and the prefec-
tural public health centers as core facilities for
community health services; 2) to promote the in-
stallation of a hospital cancer registration system
in every relevant medical institution; 3) to provide
cancer information and expedite cancer control



RBEEEBELLTRET ALRE. EELZRHYEMNL,
BRERGLSVICEMBDN AR KICKIL D IEFELHK

FHEROERICMYBATNSG, SoIT, T 25

(2013)F 6 AMLIEEANGRICET S EF2)T0—

RIED=H. BHEZZMENAZFRPREBF=IC

—iETHEELIT TEMBEUHAEMEERHE

HOBHMLRICISIRHICEHTIERIZHIEL.

BHMEHETOREICH->TIE, FEELTIHULVE

BFHRF-BHVATLIIETATEHMRNAZRE

HYAhIZFATHIEELT=,

measures in the community(Figure A). In 2006,

national standardized registration form and

registration system was introduced under the

support of a grant by the third term
comprehensive 10-year strategy of cancer control
by MHLW.

In 2009, the Office on Cancer Information

Research was established in the Division of
Epidemiology and Prevention, Aichi Cancer Center
Research Institute to support the Registry.
Simultaneously, the staff of Department of Health
and Public Welfare, Aichi Prefectural Government
was assigned to the Office. Enhancing the
partnership between Department of Health and
Public Welfare, Aichi and the Office on Cancer
Information Research will have been enable the
standardized registration, and to construct
accurate statistics, which are useful information
on cancer control in Aichi. Since June 2013, for
the security enhancement, Aichi central registry
office has started to directly collect all case
reports in the prefecture. In addition, Aichi Cancer
established

electronic submission of case reports and started

registry has the procedure for

to collect them by using the existing electronic
submission system developed by Aichi Prefecture.

HA BHMEMNAZERBIIEE Figure A Cancer registration system in Aichi Prefecture
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Figure B Cancer incidence from the registry data in Aichi Prefecture

a0

Ke

BEBRELEL ] L
MAFELT/NER Death certlflcate %%

. DCN ie

FETIER ?Etmtlib&‘)‘cﬁﬁéht{*ﬁ! #

Repor ted 2ol on-back ;‘_}

EEEEn RLRHERE a

HgEHEIhT

b EICRBIRHE
miEIcELEhE

DCO: death certificate only (FET-ZEDAHDTEIRLHELEEH])
DCN: death certificate Notification (BETCZ T TE RSN T=FEH)

3. BREHROWLE

FEEEEMBEHINZAABEOFHRREIC
DV, BHNBRDEZNESUEHALZL. R
ERf. MRM B E 2 BRI E IR >Ta—RELTLY
b, A—Fltchi-H&F. EENEICLET—2F
YIRVEEBEBEZDARIBEELRT. BRRAE
b,

RUBEHRICOVTIE. BFE. ZEFEHE.AOF
ERAEORCEZLEICREAIRNSMMEBLIZFET /N
Z055. REANEMHFEMOEIIODVNTLERESE
LHBEL. ZDLEB/ENSINTESTRT/NETHNH
TRIESN:EEEZRTCEDAHDT—FELTHERL
T.BELNDO—EEIEET L. RTCEDHDT—4
TIR.ECFEABZZEMERBELTHROTLS,

BT —AORIN LR AEHEICHZICHALEZE
SNEEBHEEHEL. ChERTEDHFDEEEZDHD
BT EDEFHFOBEHELTLS(EB),

NADERFEEMELIE WHO OERERNE—ERF
% 3hR(ICD-0-3) ICKYREEL TS, K& TIE. ChzE

FE10EEIEERHER 7 $E(ICD-10) [CEDENFELE
LTRRLTWS, £EHCHELGEMEAO, TR
27(2015) ENEBMEHLAOZANTILND, ThlE, F
FX 17(2005)F £/ 22Q010)FEDE AR IZ LS.
FEFERANAODLSIMEERICKYETELI-#HEFTAOT
HB(FER A AANOT—ZEFEILINAELI—D AR
FEREI—LYRRESNI-LOZEFEAL,

3. Data Processing

Aichi cancer registry routinely receives cancer pa-
tients’ reports on a voluntary basis from medical institu-
tions located within Aichi Prefecture, these reports be-
ing the fundamental data source for the cancer registry.
After manual coding processing of demographic and
medical information in each report by registry staff, the
data are entered in a computerized database. System-
atic data checking of validity and multiple notifications
of reported cases is conducted annually through batch
processing.

Information on death certificates is obtained for all
causes of death by reference to the computerized da-
tabase of the Ministry of Health and Welfare, and by
reference to the original forms kept by public health
centers. Registered cases and death certificates are
collated every year at the time of calculating cancer in-
cidence, to identify cases first notified via death certif-
icate (DCN). DCN cases are not then traced further back
by Aichi Cancer Registry. Accordingly, the number of in-
cident cases is estimated as the total of the incident
cases registered plus DCN cases (Figure B). For DCN cas-
es, date of death is assigned as the date of diagnosis.

Each case was registered according to the Interna-
tional Classification of Disease for Oncology version 3
(ICD-0-3) and presented according to ICD, 10th revision
(ICD-10). The population of Aichi Prefecture in 2015
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referred to in this report is the estimated population by
the extrapolation method based on the census popula-
tions of Aichi Prefecture in 2005 and 2010 (Table A).
This population data is provided by Cancer Information
Services and Surveillance Division, Center for Cancer
Control and Information Services, National Cancer Cen-

ter.

4. Presentation of Data

All incidence data are shown by gender.

Number of Incident Cases:

The number of incident cases of cancer is the total
number of cases that have occurred in 2015. In this re-
port, it is estimated as the total incident cases regis-
tered which were diagnosed in 2015 plus the DCN cases

reported in the same year.

Age-Specific Incidence Rate:

The age-specific incidence rate for five-year age
groups per 100,000 person-year is calculated by dividing
the number of cases in each age group by the population
in each age group in Aichi Prefecture in 2015, and mul-
tiplying the result by 100,000.

Crude Incidence Rate:

The all-ages incidence rate per 100,000 person-year is
calculated by dividing the total number of incident cas-
es by the total population of Aichi Prefecture in 2015,
and multiplying the result by 100,000.

Age-Standardized Incidence Rate:

Age-standardized incidence rates are calculated to
allow comparison with other populations. In this report,
the World Standard Population by Doll and Segi, and the
Japanese Model Population in 1985 (Table A) are used as
standard populations, with age-standardization con-

ducted by a direct method.



WTEEEICEI2EROFMAERREREEHL

TLV5,
RIEBEE(0-745%) Cumulative Incidence Rate (age 0-74):
S EREROEBERNIBREEORNEEL-S The sum over each year of age of the age-specific in-

0. BEIE0-74 BETERL. AD 1000 AR TED cidence rates, taken from birth to age 74. If the proba-
SNhE. MOEETRELANSA(Z 74 BETIZZ0 bility of developing the cancer from age 0 to 74 in the
MAITRET DR (RERAIRE) A 100 LTOHSE.
RERBRIRABREREDELUELMEIRTES,

absence of any competing cause of death (cumulative
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Formula: Where,
rj: the number of incident cases in the i th age group
n;: the size of the population in the i th age group
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wj: the size of the standard population in the i th age
group.
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Table A Age-specific population in Aichi Prefecture and Standard Population

FEoRE EMHEHRAO—FL 27(2015) F HEAD AZ#0 60(1985) £
Population of Aichi Prefecture in 2015(n;) World BARETILAO
Age group Standard Japanese Standard
(i) & Male % Female St Total  Population(w;) Populationin 1985 (w;)

1 0-4 171,873 165,125 336,998 12,000 8,180,000
2 5-9 175,647 168,233 343,880 10,000 8,338,000
3 10-14 179,887 171,372 351,259 9,000 8,497,000
4 15-19 194,490 184,141 378,631 9,000 8,655,000
5 20-24 203,618 190,812 394,430 8,000 8,814,000
6 25-29 228,548 206,734 435,282 8,000 8,972,000
7 30-34 252,552 227,480 480,032 6,000 9,130,000
8 35-39 273,527 252,624 526,151 6,000 9,289,000
9 40-44 323,753 300,760 624,513 6,000 9,400,000
10 45-49 279,620 260,001 539,621 6,000 8,651,000
11 50-54 241,674 230,290 471,964 5,000 7,616,000
12 55-59 207,797 201,664 409,461 4,000 6,581,000
13 60-64 217,592 222,821 440,413 4,000 5,546,000
14 65-69 257,821 274,660 532,481 3,000 4,511,000
15 70-74 207,543 230,862 438,405 2,000 3,476,000
16 75-79 153,141 184,730 337,871 1,000 2,441,000
17 80-84 98,272 144,830 243,102 500 1,406,000
18 85+ 65,096 149,744 214,840 500 784,000
&Et Total 3,732,451 3,766,883 7,4993,334 100,000 120,287,000
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5. Other Information

Clinical Extent of Disease:

The distribution of the clinical extent of cancer
among registered cases is divided into: In situ, Localized,

Regional, and Distant.

Surgical, Radiation and Chemical Treatment:

The percentage of those registered cases that under-
took surgical, radiation and chemical treatment is

shown.

6. Indicators of Data Quality

The Percentage of Cases Notification via Death

Certificate (DCN%):

DCN% is calculated as the percentage of DCN cases

among the incident cases of cancer. DCN cases possibly
represent failure to identify cancer cases during life. If

many cases are identified via death certificates, in other
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words, if the DCN% is high, reported incidence rates
will be underestimated, with non-fatal cases being
overlooked. It is preferable if the DCN¥% is as low as pos-
sible, 10 to 20 %(Figure B).

The Percentage of Cases with No Other Information
Than a Death Certificate (DCO%)
The death certificate only (DCO)%, which quantifies the

proportion of patients for whom the death certificate pro-
vides the only notification to the registry, is a widely used
measure of validity of population-based cancer registration.
DCO diagnosis is presumed to be less accurate (valid). DCO
cases which are traced have a poor validity of recorded
cancer diagnosis. It is preferable if the DCN% is as low as

possible, less than 10%(Figure B).

Incidence/Mortality Ratio (I/M Ratio):

The I/M ratio is a comparison of the number of incident
cases and the number of deaths attributed to a specific
cancer in the same-time period. If the number of deaths
from the specific cancer exceeds the number of incident
cases, the registration is incomplete unless the incidence
of cancer of that site is declining rapidly. The ratio also
strongly varies directly with survival, so that for cancers

with poor survival rate the ratio will be close to 1.

Microscopic Verification of Diagnosis (MV%):

MV% is the percentage of registered cases for which the

diagnosis could be established using microscopic methods
including histological and cytological examination. It is
widely used as an indicator of the validity of diagnosis in
a registry. While MV% is a most important indicator of the
precision of diagnosis, it needs to be assessed by site,
taking into account the possibility that equally reliable
alternative methods of diagnosis may be available. It is
also possible in some circumstances that the data are
incomplete, in particular when case finding has relied

excessively upon notification via pathological reports.
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7. Other abbreviations and descriptions

(Tables B,C).

F<iC Abbreviations EiBH Description

N # Number

I BB Incidence

R B8R Number of incident cases with reports

D BT Number of deaths

Crude (10 BR) Crude rate (/100,000)

CUM-74 0-74 HMETHREE%) Cumulative incidence rate from birth to age 74 (%)

ASR(W) FEABRRMRANDICKS) (10 Fxf)  Age-standardized rate by the world standard population (/100,000)
ASR(J) FEAER (B 60 EAKXRTETILAO Age-standardized rate by the Japanese model population in 1985

[12&%) (10 Bxt)

(/100,000)

£ C FEEHFMDOREEICD-10 (KB EZ Table C Major site description and ICD-10 grouping

=i Description ICD-10 i#E Note

2ERGL All sites C00-C96 BEDOH Incidence only

28 All sites C00-C97 ELTEDH Death only

CpeE - N B8 Oral & pharynx C00-C14 O, Ok, IN5E Lip, oral cavity, pharynx
BRE Esophagus C15

| Stomach Cc16

KI5 (5507 E ) Colon & Rectum C18-C20

bt Colon c18

B Rectum C19-C20

FEIVFRNEE Liver c22

EDS-EE Gallbladder C23-C24

B R Pancreas C25

HZ5E Larynx C32

it Lung C33-C34 SE.REX. M Trachea, bronchus, lung
KIS Skin C43-C44 EaES Melanoma inc.

AE Breast C50

FE Uterus C53-C55

FEEE Cervix Uteri C53

FEHE Corpus Uteri C54

oRE Ovary C56

AT 3L AR Prostate C61

F5 Rt Bladder c67

B - IREG (BEBERR<) Kidney etc. C64-C66, C68 B.BE.RE. FTDOMDMREE  Urinary tract other than bladder
B3 - AR R R Brain & CNS C70-C72 BREE. BN, PR EIER Brain, nervous system
BRK AR Thyroid C73

=i E Malignant lymphoma  C81-C85, C96 HBENERESS

LHEEEREE Multiple myeloma €88, C90

[=hingE Leukemia C91-C95 Pedinksikss Hematopoietic tissue




