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Online Global Expert Meeting “Global Trends and Japan’s Pain Policy”
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Professor of Public Health and Pain Medicine, Sydney School of Public Health,

Fiona Blyth Faculty of Medicine and Health, University of Sydney
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Fiona Blyth Professor of Public Health and Pain Medicine, Sydney School of Public Health,
Faculty of Medicine and Health, The University of Sydney
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Health and Global Policy Institute (HGPI) Chronic Pain Project

Online Global Expert Meeting
“Global Trends and Japan’s Pain Policy”
Program

Date and time: Thursday, November 16, 2023; from 17:00-19:00 in JST (GMT+9)
Venue: Zoom webinar

Opening Remarks and Event Overview

17:00-17:10
Kiyoshi Kurokawa Chairman, Health and Global Policy Institute
Ryoji Noritake CEO, Board Member, Health and Global Policy Institute
Keynote Lecture 1 ”"The Frontlines of Chronic Pain Treatment”
17:10-17:30
. . Director and Professor, Multidisciplinary Pain Center and Institute of Physical
Takah h
SLEL REalke Fitness, Sports Medicine and Rehabilitation, Aichi Medical University
Keynote Lecture 2 “Global Trend of Pain Management and Pain Policy”
17:30-17:50
Fiona Blvth Professor of Public Health and Pain Medicine, Sydney School of Public Health,
Y Faculty of Medicine and Health, University of Sydney
Panel Discussion
”Chronic Pain Policy Needed for Strengthening Supportive Healthcare”
Panelists:
Takahiro Ushida Director and Professor, Department of Pain Medicine and Institute of Physical
Fitness, Sports Medicine and Rehabilitation, Aichi Medical University
Naomi Sakurai President, Cancer Solutions Co., Ltd
17:50-18:50 Fiona Blyth Professor of Public Health and Pain Medicine, Sydney School of Public Health,
Faculty of Medicine and Health, The University of Sydney
Yasuko Masuda President, National Patient and Family Group for Spinal Ligament Ossification
Takako Matsubara Professor, School of Rehabilitation, Kobe Gakuin University
Toshiki Mano Professor, Chuo Graduate School of Strategic Management, Chuo University
Moderator:
Takahiro Sakauchi Manager, Health and Global Policy Institute
Closing Remarks
18:50-19:00

Member, House of Representatives; State Minister of Agriculture, Forestry

A CLILIEREL S and Fisheries; Director, Parliamentary Group for Chronic Pain




FAo D - FEESHRHA

B E (BARERBERERE AKEE)

FT =8 (HAERBGREE BE - F5/KCE0)

AAEEBEBCREE (HGP) (k. TEEHROEEBEDERA I v a v IlBlf, 2F  TREZXATE
WL, BERIREA1T-oTUW5, 2004F DERILH H220F T HEBNEFRIT TWS, 1BHEREICEE L TIHIEE
EAoEEL THY, 2022FERICIE. 2EMBEOEECZBESEE, ISICIEIEERDOA TR RRER
BERUO—EKNRIREISDETH D 0. TDEHDEKREKIZOVWTHERREXTo 7

AT, BE—ADQENICESTHAEWEDTH B, BIOL S ICERIPBELHLEHDEHBH., R
Kb WeshbH b, TAEU VHAHEINTHBHI130FERETH 5D, BFEOEYEELIH
WU, BMARBECPI EIEFAMAICERTIEALH D, ROTIE. RPEH/ A O0—-FIlAhbZ L
DhHh->TETEY, BPEIdRELERBAOHER. 25 LEZOEEDREANABFTED D DLOH
EWH TR HEA TWL S,

ZO LB RBEANDIIGICIE, EFET LT CEGLAESETIAADOEKBEANETHY, < ILF
ATF—URILE—HNEEEORSZRNICERBL TWC I ENTEEEEZ TWE, AHIZ, BE - 4=
% EERHE EEBELAFEMETITHTITOER T—X 7 U7 TCRBADBEAZHEINT
W2E#E., SSICHNENKERIKEICH ISV AW TWs, BEISDFERACERABEN
L7=Uy,



EFEEL [BEDORAZEORAR]

$HEER (FANENKFEZHRBESHRE 58,/
BEEE L4 — & —F)

BERICHIT3EEDEHDERE T

3000 A\ & W RICITHNT-FHETIZ. BEIFFTREAICE > THEFEKRATZAIZTS%. LERBLLEARA
TEAF21% EREL TWD, BASADOAOICKREY 5 &, DARU EAEEZARATZAIZ2945 A, 1A
H-V1IFA/ BOHEAEELIRET % &, EEPLKSTEHORFIEREE/LLTWS, BADERRA
ERDBELIE. BAREBEARNZEORAEICLD L. BREBPCFNEROBAREL—HHELOD, &
FTELTIEBIY CER., EHHERANLZ TR EDBEAREENAEENICEZh 57, £7-. BIOHA
BETIE. RADS EHBERRDIEEEROFEEEEIL15.4% TH Y. 30~508H1% <. 2FKD50% U E
EEDDZEVNOIRELH D, BMHEBEOBBANLZVWEEZ SN TV A, HEHATOERRFETLE L.
ZRERBFERICOEA>TWD,

BEOBADHEEILS FTETHD, BEHTIECHE - HoBE BB - BENLERAY
TH <, DBHEANEROBEER DT EADD 2T s, ERIC, BHEIE & 21BIAEEE D
IR DDUTICES T 3 WA T, 95%DBITERBEIAS A OBHREOBWA B ENIz, DF .
E8IRHE B . BREBORELBRL TLATEEADD, &5i, BIEERIEERED L
SPEHTRICLZATET 4 7Y FO— L0, REBROBRE LV > LHREE~OEEL L,
EEOBEASESEBPRES LT EEZONTND,

BAEICE T B8 ORAZEEH DRIR

IBHEEBEOBEN DD DERE. BEARN88.7% EEEMICEZL, TDHBUNEYT—2 3 VP
RN AR BMEREARL BREBR - A7 U2y 7 elhoTWS, BEDCELZRNOEERIZ. /E
MBERICHNAT 2 ZEM TRERECHARNBEREZZ T, WELBTNE. "M 7Yy 70L&
AR - BB ORDICESL I ENEZVERRITOND, —H T, BHRPCOEARI TR [FRENGES
ZRLTHALRTLEIVN] EEaONLY . REICEEARCRAREAR T Btz L <L
SV EEbNY L o VLEILIREEICH > TLWAIRRE H 5,

ERIREADEBRICT T 2BADHEECHEEIL. 2EROFESULEIRNEEIEZ TWD, BEHER
DEREEHD E, #HR7 Oy 7 OFMN, BIEST TENZENN0%., KENRHIEWEI27.5%7 > 7=,
BOABERE TIE. BUHDRADT-OEBREEZZZLIZAD I BN’ EEREZZE L2 &A'b
Mo TWb, EISETLEELZ T 5N EKH OBEFEHNIREDREETH 5,



EREEL [BltoRAZEORAR]

EFNRAtL Y 2 —DELEFF & Z DT
REMNAEREODEBHEMNEROFEAZITHIEEDBADZEICIE. ZZ2AEBENADEANHD
TENMVETH D, ERERFS (IASP: International Association for the Study of Pain) % &lZ% L 7-John
Bonicalkld. Z 5 L7=f2%H H. 1940FR IS, HRARIE BEAR D V-1 L 2082 HDT-, H
AR TIF2002F, BEEZARAEMER KT ICHAYDOZEAE > X — (Multidisciplinary Pain
Center) %#FZE L 7=, 20105F(C1d. BEHEEH [SHROBHEORBAMNEKICOVWT (RS) | #HY F
L, TNEF TEHOBERN AN - IEEDRABIBOHEEN K >N, IREIBBINVEZN AL X —
DREZZITTWD,

£330 (FBR) BWEA2EI= v bTiE. BERE. DERRIE., V- vl —Hh— DER. B
AT, BEARKE, RERIE, BEME W ZBEAF—LERYEZEZIToTWS, AtV
RA—%ZL L 1BEDELL (52%) FRROBEETHEWVEATHD, INniL, HREEEEE (WHo:
World Health Organization) D ERERDFEEILRDO F THIZIZEBE—RMERRE L DEINT-RRETH V)|
F o ROMREESHERRE, REIBRMEERREICNZ, B30BHADAH=ZLEL T, HROBKEICEK
A [REZFAMER (nociplasticpain) | EEEDIToONT-HDDEEN B, HEIZG L TERK
DZEROEMCZHEICL 2R - 8E - FHMHEziT0. 2288 - ZB@ETCOHh > 7 7L R %1T-
THREAZRO, BERPNMA L LDEBHEENAN AZHAEGHE TREZED TW 5,

COLTENADOMEE LT, BHEDREMAICEY RE) - KRB - KFEZ L TWLWZ29% 0D b19%H3h B
ICIEXREa L - ERERALTEY., INFTREM OO ST ABENENEONEL STBAICENT
H, BEVWRECEHERENUEINTE, T LEIET YR AZHBEINLG, EEHEHE ORI %
DICBHRBEDENA RSA Vv AEERLEEE{T>TWS, —H T, BEHEECEEZALEE
Lo, BYIREBEEDI ORIBHEAVELREHRELZ L, EEFBEOHAETIITIL. BELAEERRED
i LT PAREEEAE (central sensitization) ZFEMT 25 Ny KU 4 K EESHERR %

(QuantiPain) ZHFELTH Y. 25 LA EZBYIERLIZBEEZHELL TOWRELH S,

BEORMIICARELEEES R T LDOBEICMITT

BHEORBHINT 2HELAEADEKE LT, BEF. BRERINZINONKLIDLETH S, FEFD
FERANEE LT, BRANDHBHEEH Z2BHETILENDH D, BADBREICIZEEESNEAICES
WIS BAD D ZEPDRETHY  BALTOLDIZCOWTLLERICHBET A EHNEETH 5,

FEBROWILE LT, EEVRATLOEE, $HhHLhbEFNLLEXIRETET2/mA L X —0iEbe
LR ISICFORMERDAMAEBRTDVATLOBENDETH S, BHERKFETIE. ZEIHE
ICHBITHEBEEFR., SOICAKERTIRKEERBEEFZOBE ZHIT. BEEARL MEBE., BE2BERE.
REMANFOHAB L2222, KERCRBEFOEFARAZB CARYBEA%2ToTWS, T L7
FHEZEFIEL L, BAEWD DEREMNA DB CEMMARIE L CERE T2 AMAELZENICERT
PREDNDHD, IHII, BAEYRZ—EZDMOBEECEEERE., S OICITLSVBLEVWESY X T LE
DEERENEZBERET I EHPRETHY . ZDOICHA FTA v OREEPREICEY HA THLE L,



EEE2 [BEDFEALE - BEROE I

Fiona Blyth (Professor of Public Health and Pain Medicine, Sydney School of Public Health,
Faculty of Medicine and Health, University of Sydney)
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Fiona Blyth ’
Professor of Public Health and Pain

Medicine, Sydney School of Public
Health, Faculty of Medicine and
Health, University of Sydney
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Opening Remarks and Overview

Kiyoshi Kurokawa (Chairman, Health and Global Policy Institute)

Ryoji Noritake (CEO and Board Member, Health and Global Policy Institute)

At the Health and Global Policy Institute (HGPI), we are committed to shaping citizen-centric health policies and
providing policy suggestions by engaging in discussions with patients and citizens. We have continuously put in an
effort under this goal for nearly 20 years since our establishment in 2004. We launched the Chronic Pain project
last year. It is evident that multidisciplinary care is necessary for its treatment through not only multidisciplinary
health specialties and professions but also an integrated provision of health and social care. At the end of 2022,
we launched policy proposals to achieve these comprehensive approaches to chronic pain.

Pain can be unbearable for patients. While some pain occurs from as obvious causes as foot fractures, for
instance, and can be medically explained, one can also experience unexplainable pain, which is difficult to
diagnose. Aspirin has been established as a solid solution for various types of pain for nearly 130 years. However,
it has been found that pathologies of pain can be complex, attributed to emotions and stress, which existing
pharmacotherapies cannot alleviate. Recent studies show that dogs and cats can also become neurotic. Animal
experiments on pain have currently been conducted to uncover if such psychogenic pain is unique to human
beings.

We believe it is now called for to shift from a system solely reliant on a medical model to a social model-
incorporated system. To achieve that, discussions with multi-stakeholders to address such complex pain are
urgent needs. Joining us today are related stakeholders including patient representatives, healthcare providers,
academia specializing in health policy, an expert promoting pain policy measures in Australia, and Mr. Takemura,
the State Minister of Agriculture, Forestry and Fisheries. We sincerely appreciate your active participation in
today’s discussion.
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Keynote Lecture 1: "The Frontlines of Chronic Pain Treatment”

Takahiro Ushida (Director and Professor, Department of Pain Medicine and Institute of
Physical Fitness, Sports Medicine and Rehabilitation, Aichi Medical University)

Disease burden of chronic pain in Japan

According to a survey on 3,000 people in Japan, 7.5% of all the respondents had taken time off work for pain in
the past year, and 2.1% had taken a leave for a week or more. Considering the population of Japan as of today,
this means that 2.94 million people have been absent from work for a week or more over a year, which can be
estimated to cause an annual economic loss of approximately JPY 1.8 trillion with the assumption of the labor
productivity per person per day valued JPY 10,000. Another survey by the Japanese Orthopaedic Association
shows that conditions that take patients to healthcare are mainly orthopaedic conditions, such as stiff neck and
shoulders, lower back pain, and herniated disks. Proportions for other conditions, including shingles and
postoperative pain, are small. Another survey reported that the prevalence of chronic musculoskeletal pain in
adults was 15.4%, with the majority in the 30s to 50s, accounting for more than half of the total cases. Although
pain was once considered to be more common among the elderly, working-age populations also have a severe
disease burden from pain, which results in significant and serious economic losses.

Pathologies of chronic pain vary widely from case to case. It has come to light that psychosocial factors can also
trigger pain in addition to histological factors such as osteoarthritis and nervous and muscular injuries or
disorders. In research conducted by psychiatrists, 95% of the patients suffering from chronic pain were also
diagnosed with some mental disorders. In other words, long-term chronic pain may lead to the onset of mental
disorders. Chronic pain is also thought to have impacts on one’s quality of life in even wider ways, such as
increased possibility in suicide rates and locomotive syndrome due to physical inactivity and also negatively
influencing one’s social life, through family breakdowns.

Current status of chronic pain treatment system in Japan

The vast majority (88.7%) of patients with chronic pain visit orthopaedics, followed by rehabilitation, internal
medicine, surgery, neurosurgery, and anesthesiology/pain clinics. In general, the patients undergo surgical and/or
non-surgical treatments by biomedical specialties that address bio-medical factors. when no apparent
improvements are seen in those departments, patients reach out to pain clinics, psychosomatic medicine, or
psychiatry departments. For pain with high complexity, there can be situations where departments put their
responsibilities onto each other, and patients end up not being able to receive treatment or waiting too long to
be treated.

Convincing enough, a survey reports that over half of respondents answered that they were dissatisfied with the
pain treatment they received and the achieved improvement. Breaking it down to satisfaction for each
intervention, approximately 50% were satisfied with nerve blocks, surgery, and intravenous injections, and 27.5%
for medication. Another survey found that 51% of those who visited a healthcare facility for chronic pain have
decided to switch to other institutions. To summarize, satisfaction with the current chronic pain management is
limited; establishing a system to provide prompt and suited treatment is an urgent need.
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Keynote Lecture 1: "The Frontlines of Chronic Pain Treatment”

Models of care at multidisciplinary pain centers and equitable access to the centers

The management of chronic pain, which is affected by both organic and psychosocial factors, requires both
the bio-medical and psychosocial approaches. Based on this recognition, Dr John Bonica, the founder of
the International Association for the Study of Pain (IASP), started a diagnosing system by a group
comprising neurologists and orthopaedic surgeons to provide comprehensive pain management in the 1940s. In
Japan, Dr Takao Kumazawa established Japan’s first Multidisciplinary Pain Center (MPC) at Aichi Medical
University (AMU) in 2002. It was not until 2010 that the Ministry of Health, Labour and Welfare (MHLW) compiled
“Future Measures for Chronic Pain (Proposals)” to underscore the field of chronic pain. It was the very first time
that Japan embarked on launching national measures to address chronic pain. At present, 33 facilities have
been certified as multidisciplinary pain centers in Japan.

The multidisciplinary (interdisciplinary) pain treatment unit is a team of psychiatrists, psychosomatic
medicine physicians, social workers, psychologists, physiotherapists, orthopedic surgeons, anesthesiologists,
nurses, and other professionals that provide treatment. The majority of patients (52%) seen at pain centers suffer
from pain with no identifiable cause. This condition is now classified by the World Health Organization (WHO) in
their eleventh revision of the International Classification of Diseases (ICD-11) as chronic primary pain. In addition
to the conventional neuropathic and nociceptive mechanisms, ICD-11 has added “nociplastic” as a
third neurophysiological mechanism underpinning pain, which is suggested to be particularly applicable to
chronic primary pain. As and when appropriate, the multidisciplinary pain treatment unit provides
consultations, examinations, and evaluations conducted by physicians from multiple medical departments and
various specialists and organizes conferences with them to determine the treatment plan and provide treatment
through a combination of physical and psychosocial interventions.

As a result of these interventions, 19 of the 29 patients who had been absent from work, on leaves, or lost
their jobs due to their chronic pain, were able to return to work without any absences after three months
of treatments. This has led to an improvement in patients’ satisfaction, even for cases in which the cause of the
pain was not well identified and the treatment was initially ineffective. To disseminate the evidence for
the effectiveness of the approach, an MHLW research group has developed guidelines for managing chronic pain
and has raised awareness. On the other hand, many conditions are left requiring further elucidation of
appropriate management, including fibromyalgia and nociplastic pain. The MHLW study group has developed a
simple bedside quantitative sensory testing method (QuantiPain) to measure central sensitization to
assess nociplastic pain. There is an urgent call on developing treatment methods based on the appropriate use of
these assessment methods.

Steps to establishing a healthcare system that addresses chronic pain

Society-wide measures for chronic pain both before and after the onset of the disorder are called for. We need
to develop an educational system for the public to prevent the onset of chronic pain. Since the treatment of
pain requires patients to proactively confront pain, it is essential to familiarize the public with the nature of
chronic pain.

Likewise, it needs further establishment of a healthcare system that can treat chronic pain after its
onset. Specifically, enhancing and building more pain centers that can provide multidisciplinary care and a system
to train professionals who can serve as the core of this system is needed. Aichi Medical University offers a
Pain Medicine program at the undergraduate level and a Comprehensive Pain Management course at their
graduate school for training young professionals in the fields of orthopedics, anesthesiology, and general
medicine. The institutionalization of such an educational system for chronic pain is required to steadily input
professionals into society who can demonstrate expertise and play an active role in the cross-disciplinary field of
pain. The establishment of a collaborative system between pain centers and other hospitals, home care, and the
broader social system is much needed, and we are committed to developing and disseminating guidelines for this
purpose.
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Keynote Lecture 2: “Global Trend of Pain Management and Pain Policy”

Fiona Blyth (Professor of Public Health and Pain Medicine, Sydney School of Public Health,
Faculty of Medicine and Health, University of Sydney)

Introduction to the Australian healthcare setting

Geographically, Australia is approximately the same size as Western Europe and has around 26 million residents,
which is a relatively small population for its size. The majority of the population lives around the coastline, but
some live remotely, which poses a big challenge for our services to be equitable. In the Commonwealth Fund
analysis, our health system is ranked third overall and the 1st in two areas: equity and healthcare outcomes. In
contrast, it is rated not as highly in some aspects, such as access to care, particularly the gap between primary
and hospital care.

The Australian health system's funding models and governance structure are very complicated. Primary care,
general practice, and community-based care are funded by the federal government in a completely separate
system from hospital care, which is organized and financed by the state governments. Each state administers
hospitals in a slightly different way. The other feature which is perhaps different from Japan is that over 50% of
Australian adults have private health insurance. This is because multiple types of care, including many allied
health care services in the community, such as physiotherapy, are largely provided by the private sector and are
not covered by the national health funding system. The other key difference is in primary healthcare, where the
Australian system does not allow patients to go directly to a specialist. General practitioners (GPs) work as
gatekeepers, and patients can only access specialist care by visiting a GP and getting a referral. There are some
exceptions to this, for example, when a patient is admitted to a public hospital under the care of a specialist after
an unplanned emergency department presentation.

Drivers to develop the Australian National Pain Strategy

In 2009, there was growing momentum to develop a national pain strategy. The leadership group for this was
very diverse and mixed, which included medical groups such as the Australia and New Zealand College of
Anesthetists (ANZCA) and the newly established Faculty of Pain Medicine, multidisciplinary societies such as the
Australian Pain Society, a society of very diverse professionals, and academic groups including the University of
Sydney Pain Management Research Institute. Moreover, not only healthcare providers but also consumer groups
were involved. In particular, chronic Pain Australia was an important partner. Throughout 2009, there was a large
range of working groups which brought together a wide range of individuals who had not worked together before.
This helped build relationships between diverse stakeholders and agreement in developing the first draft of the
National Pain Strategy. It was finalized after further engagement of multi-stakeholders through broader
consultation and the National Pain Summit.

It provided a good starting point for lots of other developments over time. The six goals in the strategy are: 1)
people in pain should be a national health priority; 2) knowledgeable, empowered and supported consumers; 3)
skilled professionals and best-practice evidence-based care; 4) access to interdisciplinary care at all levels of the
health system, 5) quality improvement and evaluation and 6) research. These goals align with the key
recommendations of the International Association for the Study of Pain (IASP), which was developed to help their
member states develop national pain strategies.
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Keynote Lecture 2: “Global Trend of Pain Management and Pain Policy”

IASP also identified some factors that are critical for success. Firstly, the importance of clear evidence on the
burden of pain to the country; the work | did as part of my PhD study on the pain burden in Australia was one key
element in our own pathway to developing a national strategy. Importantly, to be successful, it helps to show not
just how common pain is but also how common it is compared to other conditions. Other critical factors were
having good information on problems of access to care, developing government policy on pain services, forming a
vast coalition of different voices and different groups, and finally, having a real concrete plan with time scales.
From the Australian experience of the coalition of a wide range of stakeholders, the key message is that a
coalition of providers itself is essential, but also consumer groups are significant partners, and they are seen as a
trusted voice for people who live with pain. After such continuous advocacy over the last few years, the
Australian federal government has been publishing and sponsoring our latest National Strategic Action Plans.

Progress after the Strategy

What was important after the original strategy was the establishment of a coordinating body, namely
“Painaustralia”. This has ensured gains are made, and outcomes are achieved. It was essential for engaging with
governments across the country and the Australian federal government. The following are some examples of
progress that has been made based on the strategy.

1. Development of models of care

Based on the original model of care developed on the National Pain Strategy, a model of care was developed in
New South Wales. This was developed by a network of people working in the pain field that is actually part of our
state government’s health department, called the “New South Wales Agency for Clinical Innovation.” It comprises
pain clinicians from different backgrounds, people who work in health management and also consumers or
people living with pain, so the model developed was based on a review of available evidence as well as on
consumers' voices.

This model takes a whole-population approach. It starts at the bottom, with a population-wide tier focused on
promoting an educated and informed population and community-based pain management options. Sitting above
that are three tiers of care systems in accordance with patients’ needs and complexity of pain, consisting of
primary health care for people with low complexity pain, specialist care and team-based care in smaller hospitals
or the community for medium complexity patients, finally, a multidisciplinary pain service in a major teaching
hospital for the highest complexity patients. This model has led to a significant reduction in the waiting time from
the point of referral to the first contact with the pain service in NSW, where things have been organized on a
statewide level, compared to other services in different states across Australia where things were arranged in a
less systematic fashion.

2. Access to pain services

Another excellent example of progress can be seen in the increase in a number of pain services. Before the
National Pain Strategy in 2011, NSW had only 11 pain services, with one in the rural areas and two in regional
areas. The furthest distance among them was 1,140 km. After the strategy in 2017-2019, it has developed into 35
programs statewide that are based more equally across NSW.

Also, considering this country's geographic feature and population distribution, telehealth that connects pain
specialists with rural clinicians or directly to rural patients helps access more specialized pain services. The
offering of telehealth services has dramatically increased during the pandemic.

3. Education to wider populations

Educating the pain workforce is fundamental to strengthening the health system for pain. Education to a broader
population, from local healthcare providers in primary health care and beyond, is important to optimize patient
pathways. The federal government has invested in a strategic roadmap for education, and we are currently
developing an online resource for healthcare students as well as professionals as part of a national consortium
(Open Australia).
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To make a real change in pain management

Developing a national policy and making tangible change is not achieved in the short term. It needs long-term
energy and effort. Australia has gotten where we are by having taken the time to build a broad coalition across
many groups and by reaching an agreement on what we should focus on. Also, we were lucky in NSW to have a
health minister who was supportive of improving services for people living with pain. But her commitment was
given only with a clear and concrete plan. Because of the existing idea of a model of care that everyone had
agreed to, it was possible to get ministerial support and the funding needed. If we cannot agree amongst
ourselves about what needs to be done, then policymakers will not listen to us. Moreover, it is also important to
frame what you are asking for as an opportunity to reinvest or make better use of resources already in the system.
In order to do so, we need to be aware of the broader contexts of healthcare systems and emerging or planned
more comprehensive healthcare policies to understand where pain can fit into the picture.
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Panel Discussion: “Chronic Pain Policy Needed for Strengthening Supportive Healthcare”
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Bl Summary of the discussion

Developing chronic pain policies from patients’ perspectives to tackle contemporary challenges

Pain significantly reduces the quality of life of those affected and has a major impact on their ability to continue
with treatment along with their work. A survey conducted by the Japan Federation of Cancer Patient Groups
found that cancer patients, their families, bereaved families, and healthcare and carers have all indicated
“assessment, care and treatment of pain” as the “most important item” as well as the “most concerning item.” In
patients with ossification of the spinal ligaments, pain is their primary concern since there are chances that pain
does not improve even with surgery. It is not an individual challenge, but a public health issue shared across
various diseases.

The causes of pain cannot always be explained clearly. Consequently, some patients face a situation where it
takes a long time to receive the proper diagnosis and appropriate care and go through many different health
services, including private health services. As a part of the Ministry of Health, Labour, and Welfare’s (MHLW)
Research Project on Chronic Pain Policy, MHLW has been promoting the construction of multidisciplinary pain
centers that provide appropriate pain management to pain with no identifiable cause, as well as fostering
palliative care with a focus on cancer-related pain. However, numerous patients are still suffering from pain left to
be appropriately treated, due to the limitations of the mold of the current health and social care systems. Those
limitations are featured with the bio-medical model based on Western Medicine, which pursues scientific
causalities and can be susceptible to fragmentation, and with the profit prioritization in the health administration,
which has been noticeable since privatization of university hospitals in Japan.
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Panel Discussion: “Chronic Pain Policy Needed for Strengthening Supportive Healthcare”

In Japan, compared to other fields of medicine, investments on palliative care and chronic pain policy or research
are insufficient. Although some healthcare professionals interpret that medication for pain would suffice, in many
cases, the pain persists, which affects patients’ quality of life. Considering this situation, patients’ perspectives
should be centered when strengthening the pain management system by promoting patient and public
involvement (PPI). Creating opportunities to discuss health and social care comprehensively with those suffering
from chronic pain should therefore be established.

Establishing navigation functions to promote timely interventions

For timely access to appropriate interventions, there needs to be a guide who can provide a comprehensive
assessment of pain and introduce theright support. In Australia, the local general practitioners (GPs) who
completed pain assessment and management training play this role. Together with patient and civil society
organizations, the Australian government has also launched a website named “Care Navigation,” which offers
compiled information about medical institutions that provide pain treatment as well as promote interactions
among chronic pain sufferers. As no institutions have taken up such gatekeeping functions in Japan, local
physicians and nurses, especially ones providing a hub for collaborations between local clinics and hospitals in
order to navigate patients.

Successfully achieving this goal requires the education of a wide range of healthcare providers, spanning
physicians, nurses, rehabilitation specialists, psychologists, and pharmacists at the undergraduate level, as well as
postgraduate interprofessional education (IPE). In Australia, with the gatekeeping system, training is provided
where local GPs, physicians from other specialties and other healthcare professionals can learn together
principles of pain management, assessment and patient-centered healthcare. This training has been carried out
in Southeast Asian countries with different cultures and healthcare systems and has contributed to strengthening
multidisciplinary pain management. In Japan, IPE and multidisciplinary healthcare have been promoted. It is
highly expected that pain-specific education is embedded into the existing IPE education.

Offering diverse care options and expanding access to pain treatment

Opioids are regarded as the most effective analgesics in the pharmacotherapy of pain. However, inappropriate
overuse of them may result in catastrophic adverse effects, which has been prominent in some countries. Equally
importantly, the issue of adverse effects has led to the fear of opioids, which resulted in an unnecessary
reduction in opioid prescriptions. In Australia, the over-prescription of opioids for chronic pain, which current
evidence does not support, appeared in the 2010s. The over-trust in opioids was partly attributed to the lack of
other care alternatives, leaving physicians only to prescribe opioids. While some issues remain to be solved,
improvements have been seen through the strengthened multidisciplinary pain management system and the
improved access to other modalities of care.

Japan has strived to enhance access to pain treatment by establishing multidisciplinary pain centers in 33
locations across the country. Yet, for these initiatives to sustain, human resources specializing in pain
management who can take leadership at the centers are in desperate needs. Aichi Medical University is Japan’s
first university to incorporate “Pain Management” in its graduate and postgraduate education. It is essential to
establish an educational system tailored to Japan’s situation by investigating the pilot curriculum as well as
referring to the curriculums in countries including Australia and China, which have comprehensive education
systems of Pain Management.

Educating and raising awareness for chronic pain sufferers

Many chronic pain sufferers do not know what to expect from their healthcare providers because they are not
necessarily familiar with what the ideal pain management is. Patients often struggle to determine if they should
visit an orthopedics department or a pain clinic. It is therefore important to improve the health literacy of citizens
regarding pain and healthcare, so that they will be able to gather information and seek appropriate pain
management. On the other hand, the restrictions in the Japanese “Act on Securing Quality, Efficacy and Safety of
Products Including Pharmaceuticals and Medical Devices” sometimes require information to be less easily
understood. Reconsideration of the law may, therefore, help efficient communications that are more
comprehensible to non-experts.
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Bolstering public awareness of pain is challenging partially due to the underlying diseases causing pain tend to get
more attention rather than pain per se. Taking that into account, a workshop program for mainly high school
students, called “Patient’s Shoes” is conducted. In this workshop, the participants put on rubber gloves that
reproduce the sensation of the cancer patients to simulate their experience and feelings, such as reluctance to go
out. More importantly, the participants not only experience that but discuss measures to help patients. Such
ingenuity may work well in pain education as well.

Collaborating with a wide range of policymakers and stakeholders to promote pain policies

Due to the limited budgets of governments, it is vital to find common objectives between pain policies and other
policies and to actively engage with a wide range of stakeholders for efficient implementations of policies.
Developing an advocacy plan and recommending feasible and realistic policies should therefore start with
catching up with the latest discussions in other related policies. Some collaboration opportunities and existing
collaborations in Japan may include but are not limited to;

1. Collaboration with integrated community care

Pain management shares similar objectives with Japan’s “Integrated Community Care System,” which provides
older adults with comprehensive health and social care. The system is established to tackle the complex health
needs of the older population, which can be considered similar to the complex nature of pain that requires an
integrated provision of health and social care. After the Social Security System Reform Conference in 2013,
achieving the shift “from cure to care,” was agreed as a consensus of multi-stakeholders in light of the increases
in chronic diseases which require comprehensive care. Pain advocacy fits well under the umbrella of this
momentum.

“Scientific long-term care” has been fostered in social care for the elderly. However, such an approach , which
overly relies on medical causalities, is not applicable to the unexplained care needs of the elderly and patients
with chronic pain. Patient-oriented health care based on a social model, in addition to a conventional bio-medical
model, should be promoted. And to begin with, that should be incorporated into the education programs for
healthcare providers.

2. Collaboration and integration with palliative care

In the field of oncology, the 4th Term Basic Plan to Promote Cancer Control Programs has outlined the goal of
“cancer measures and patient supports including palliative care based on social collaborations.” In this scheme,
palliative care is now promoted based on patients’ voices and pain assessment is widely practiced. However, it is
only provided in inpatient care and unavailable for outpatient and home-visiting care. Moreover, palliative care is
yet to be available widely to patients with other diseases. The MHLW has been running the “Study Group on the
Further Promotion of Palliative Care for Diseases Including Cancer .” Still, the group is able to influence only on
research and training for health professionals but on beyond them. Since reconsideration of the medical fee
schedule cannot be avoided for this topic, an appropriate upstream meeting should be held to address the issue
of pain from both health and social care perspectives.

3. Collaboration among diverse stakeholders related to pain treatment

The Alliance of Pain-Related Associations in Japan has been developed led by the Japanese Association for the
Study of Pain. It is joined by eight pain-related associations. It is highly expected for the alliance to deepen further
and broaden the collaborations with more comprehensive medical specialties and health professions. Through
such cooperation, the consensus on pain management built among wider stakeholders, ideally the entire medical
community, should be built to achieve comprehensive policies for chronic pain.
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Closing Remarks

Nobuhide Takemura (Member, House of Representatives; State Minister of Agriculture,
Forestry and Fisheries; Director, Parliamentary Group for Chronic Pain)

. A

The treatment of pain is a topic that has been discussed for many years within the Parliamentary Group for
Chronic Pain. We have been holding discussions about policies for chronic pain including the enactment of a
basic act, which will be legitimate foundation to provide supports to those suffering from chronic pain in a timely
manner. The inherent challenge in chronic pain policies is that it requires agreement of diverse stakeholders,
since pain affects multitude stakeholders. Parliamentary discussion has been engaged with wide range of
stakeholders and been trying to achieve acceptable policies to all the related parties. Fortunately, our discussion
has led the governmental initiatives on chronic pain. The Ministry of Health, Labor and Welfare has been
undertaking efforts to establish a system to provide treatment for chronic pain. But there remain issues that
need to be further addressed or resolved down the road to ensure that appropriate interventions can be
promptly delivered to all patients according to their respective conditions.

This meeting was attended by people who has and have had an orthopedic disorder and a cancer. Chronic pain is
not an issue related to any specific diseases, rather is common challenges among many different diseases and
conditions. It is therefore important to ensure that all patients suffering from pain are able to access the support
they need. And since the treatment of complex chronic pain requires the dedicated interventions by physicians
of multiple specialties, in many cases anesthesiology and orthopedics, as well as other multidisciplinary health
professionals. Discussions for chronic pain policy should engage with a wide range of healthcare providers. To
further promote the pain policies, it will be necessary to hold discussions with those stakeholders, as well as
private sectors.

The meeting also included discussions around the good practices observed in other countries, such as the
initiatives in Australian and the International Association for the Study of Pain. It is valuable to have a forum
where local and international stakeholders can discuss the issue referencing initiatives in other countries without
any biases. Chronic pain is an area that involves a wide range of stakeholders, and we believe it is crucial to
continue such discussions.

Chronic pain is an important topic that directly affects the quality of life of the population. Contemporarily,
approximately one in five adults suffers from pain, making it an important social issue with tremendous
ramifications. Tackling chronic pain can improve labor productivity and also inhibit growing needs for long-term
care. Achieving those outcomes is in urgent needs as Japan faces declining birthrates and a rapidly aging
population. We recognize that chronic pain countermeasures are policies that should be more prioritized and will
continue to drive efforts based on the contents of this discussion.
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About Health and Global Policy Institute

Health and Global Policy Institute (HGPI) is a non-profit, independent, non-partisan health policy think tank established in 2004.
In its capacity as a neutral think-tank, HGPI involves stakeholders from wide-ranging fields of expertise to provide policy options
to the public to successfully create citizen-focused healthcare policies. Looking to the future, HGPI produces novel ideas and
values from a standpoint that offers a wide perspective. It aims to realize a healthy and fair society while holding fast to its
independence to avoid being bound to the specific interests of political parties and other organizations. HGPI intends for its
policy options to be effective not only in Japan, but also in the wider world, and in this vein the institute will continue to be very
active in creating policies for resolving global health challenges. HGPI’s activities have received global recognition. It was ranked
second in the “Domestic Health Policy Think Tanks” category and third in the “Global Health Policy Think Tanks” category in the
Global Go To Think Tank Index Report presented by the University of Pennsylvania (as of January 2021, the most recent report).

Health and Global Policy Institute: Guidelines on Grants and Contributions
As an independent, non-profit, non-partisan private think tank, Health and Global Policy Institute, (the Institute) complies with
the following guidelines relating to the receipt of grants and contributions.

1. Approval of Mission
The mission of HGPI is to improve the civic mind and individuals’ well-being, and to foster a sustainable healthy community
by shaping ideas and values, reaching out to global needs, and catalyzing society for impact. The activities of the Institute are
supported by organizations and individuals who are in agreement with this mission..

2. Political Neutrality
The Institute is a private, non-profit corporation independent of the government. Moreover, the Institute receives no
support from any political party or other organization whose primary purpose is political activity of any nature.

3. Independence of Project Planning and Implementation
The Institute makes independent decisions on the course and content of its projects after gathering the opinions of a broad
diversity of interested parties. The opinions of benefactors are solicited, but the Institute exercises independent judgment
in determining whether any such opinions are reflected in its activities.

4. Diverse Sources of Funding
In order to secure its independence and neutrality, the Institute will seek to procure the funding necessary for its operation
from a broad diversity of foundations, corporations, individuals, and other such sources. Moreover, as a general rule,
funding for specific divisions and activities of the Institute will also be sought from multiple sources.

5. Exclusion of Promotional Activity
The Institute will not partake in any activity of which the primary objective is to promote or raise the image or awareness of
the products, services or other such like of its benefactors.

6. Written Agreement
Submission of this document will be taken to represent the benefactor’s written agreement with the Institute’s compliance
with the above guidelines.

Sponsored by (in alphabetical order)
Japan Pain Foundation
National Graduate Institute for Policy Studies (GRIPS) Global Health Innovation Policy Program (GHIPP)
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