
International Medical Journal Vol. 26, No. 6, pp.  464 - 466 ,  December  2019

PUBLIC  HEALTH

The Data Management for High-Risk Groups (Including 
Abuse and DV) in Mother-Child and Pediatric  

Healthcare and the Study of Related Issues

Toshiko Sawaguchi1,2),  Etsuji Okamoto3)

ABSTRACT
Aim: In the implementation of the personal number (My Number) system, the premises are, in principle, to manage dis-

persed personal information, not centrally, whereas as a viewpoint of grasping healthcare, the concept of lifetime healthcare 
that vertically captures each patient's data is advocated instead of the traditionally practiced capturing data in the same age 
group horizontally. The purpose of this research is to study how the data and data management should be by setting the data 
from high-risk groups within the mother-child and pediatric healthcare area as the subject matter.

Subject and Methods: Within the data related to mother-child, data groups that are difficult to capture in an accurate, con-
crete manner due to a distributed management were elucidated by a recall & investigation process and studied if the issues 
incurred by the way data management is handled can be overcome.

Results: It is difficult to capture the real figures accurately and concretely in the domain of clinical forensic medicine related 
to mother-child and pediatric healthcare because the abuse- and domestic violence-related statistics are scattered across three 
different groups for each area. It is possible to centrally manage the three data groups and eliminate duplicates, using data-man-
agement technology via "MERGE" programming.
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INTRODUCTION

In healthcare, patients have traditionally been grouped in general 
according to age ranges such as mother-child, adult, and senior health-
care. However, it has been realized to capture healthcare from the view-
point of lifetime healthcare due to several reasons.

The reasons that the viewpoint of lifetime healthcare is required in 
this discussion1-3) are as follows:

1) Niches, where sufficient care cannot be provided, occur between 
the age ranges prescribed under medical policies.

2) Transitional care is required to provide appropriate care between 
periods of infancy, school-age, puberty, adulthood, and advanced age at 
each succession.

3) It is necessary to understand healthcare data according to an indi-
vidual's life stages, not in a systematically uniform, across-the-board 
manner because the degree of human development and growth vary 
depending on the individual as well as his/her illness, injury, disability, 
or common hereditary predisposition.

The study was conducted with respect to the high-risk groups in 
mother-child and pediatric healthcare particularly in the access to their 
data, taking the current practices into account from the lifetime health-
care viewpoint. At the foundation of lifetime healthcare exists an idea 

that the age of an individual can also be determined individually in 
accordance with the level of his/her development and growth, not sim-
ply by the physical time elapsed from his/her birth. Therefore, even if 
two children were born at the same time, one could be two years old and 
another three, depending on the difference in development and growth, 
or the age in one aspect to another could differ within an individual; it is 
possible to consider lifetime healthcare as a concept to accept such vari-
ation.

Current law provides legal rules only for adults, and no mention 
about the age of children. The defined ages in children differ in various 
child-related laws and regulations, and different rights are granted at dif-
ferent ages in the civil code. Because sexual maturity tends to precede 
mental maturity in humans compared to other animals; therefore, in this 
note, it is possible that the review on the legal age to become an adult 
could happen, points as these are also included in the idea of lifetime 
healthcare.

MATERIALS  &  METHODS

How the data of the high-risk groups in mother-child and pediatric 
healthcare should be managed is discussed based on the "My Number" 
system and the security management in medical information systems as 
the current status. The current issues and the possibility of overcoming 
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them are elucidated using a recall & investigation process.

RESULTS

(1) How is it necessary to reflect the viewpoint of lifetime 
healthcare?

There are two ways to manage personal information: central and 
distributed.

Although there are various administrative initiatives on lifetime 
healthcare, one way to manage could be that, ultimately, a patient indi-
vidually manages his/her own medical data and makes his/her own deci-
sions on healthcare (prevention of diseases included). In order to 
accomplish this, it is necessary for a patient to somehow access his/her 
healthcare data throughout life.

Access by biometric authentication4-5) in distributed systems has 
been controlled based on the assumption to be used by only one genera-
tion. Multi-generational identification is required in the following exam-
ples: There are instances where a certain familial commonality and 
vague uniformity can be suspected in the contribution of genetic poly-
morphism in pathogenesis such as lifestyle diseases, cancer, psychiatric 
illness, or developmental disorder, or the existence of common genes 
and epigenetic factors such as lifestyle in the latter two: psychiatric ill-
nesses and developmental disorders. There are also genes that change 
their expression levels depending on the generation count in a family 
tree. Thinking in this manner, multi-generational identification is some-
times required for the patients with multiple factors, but no mention has 
been made in building multi-generational, vertical big data aimed for 
tailor-made medical care. Also, it is essential to identify the characteris-
tics of behavior chain in abuse as it is abuse that is best known as a 
chain that crosses over generations. Although a neuvola system in 
Scandinavia provides a close care to women from their pregnancy to 
prenatal period to child-raring, including prevention of abuse, no 
attempt has been made yet in multi-generational approach from the 
identification point of view. In addition, it is possible that the factors in 
previously mentioned lifestyle diseases, cancer, psychiatric illness, and 
developmental disorders work as high-risk factors that incur abuse and 
domestic violence in the future.

(2) How is it possible to reflect the current status of the 
"My Number" system?

It is decided that dispersed personal information is to be managed, 
not centrally, in the "My Number" system already implemented this 
year. Therefore, no central management takes place such as the personal 
information that is collected by each administrative institution through 
the "My Number" system will be gathered in one organization, and the 
gathered personal information can be viewed by each administrative 
institution. The management of personal information takes the form of 
distributive management so that even after the "My Number" system is 
implemented, personal information is kept by each administrative insti-
tution as before, and when some personal information that other institu-
tions hold is required, search and rendition of information can be carried 
out through the information rendering network system, provided that the 
information is prescribed in the Appended Table (Re: Article 19 and 21) 
of the "Number Act." Personal information is managed in a distributed 
manner in each institution (by the municipality, prefecture, health insur-
ance associations, the Japan Pension Service, "Hello Work" public job 
placement agencies, and independent administrative corporations) as 
before.

If a patient can access the distributed management system at each 
institution for the patient's own data at the patient's own will, it would 
enable the patient to make his/her own decision by obtaining the knowl-
edge about his/her healthcare.

There are many cases that every attempt to be afloat from the cir-
cumstances fails in vain when establishing stability in family and resi-
dence is difficult if high social and economic risks exist among the 
high-risk groups in pediatric and mother-child healthcare. Repetitive 
moves of homes also happen frequently. There are many cases where 
access to administrative agencies becomes difficult by repetitive chang-
es of residence. Personal access to the data that are economic and medi-
cal economic in nature such as insurance is enabled by the "My 
Number" system. Ensuring the possibility of access to an individual’s 
own healthcare data by his/her own will would increase the possibility 

of protection being provided for the high-risk groups through the 
arrangements by healthcare institutions and by the notification from the 
healthcare institutions to administrative agencies.

DISCUSSION

The Issues and Status of the current management of the high-risk 
group’s data that are relevant to child abuse6)

(1) The necessity of integrating child abuse statistical data
In Japan, there are mainly three ways to grasp the statistical data 

about child abuse, namely; 1)the statistics of the Metropolitan Police 
Department (the number of cases of child abuse, the number of arrests, 
and the number of perpetrators "Father, Mother"), the statistics of the 
Child Guidance Center that the Ministry of Health, Labour and Welfare 
is aware of (the number of requests for consultation related to child 
abuse), and the statistics of the local governments (the number of 
request for consultation related to child abuse). However, the statistics 
of the Metropolitan Police Department showed 785 cases for child 
abuse, 881 arrests, where 614 of them are child's father (includes real 
fathers, foster fathers, stepfathers, and common-law fathers) and 197 of 
them are child's mother (the majority are real mothers), and 25 deaths 
had been reported during the period from 1 January to 31 December 
2015. Meanwhile, the Child Guidance Center and the local governments 
release the number of requests of consultation related to child abuse as 
88,931 cases, where 52.4% of them are real mothers and 34.5% of them 
are real fathers as abusers. The statistics of the Metropolitan Police 
Department show the number of fathers as perpetrators as three times 
more than mothers, whereas the statistics of the Ministry of Health, 
Labour and Welfare show the percentages of mothers as perpetrators as 
3/5 more than fathers. The statistics provided by the Metropolitan Police 
Department and the Ministry of Health, Labour and Welfare show dif-
ferent results in perpetrators' gender. This difference is often explained 
that the most of the child abuse cases which reported to the 
Metropolitan Police Department are severe, and fathers tend to become 
more severe while abusing their child.

Moreover, the deaths caused by child abuse has been investigated 
and verified by The Advisory Committee for the Analysis of the Cases 
of Child Abuse Requiring Protective Care of MHLW, established under 
the Child Division of the Social Security Council. During the period 
from 1 April 2013 to 31 March 2014, the committee had conducted the 
analysis and summarized the report with regard to the issues raised from 
the local government that 63 death cases (69 persons) and 18 serious 
cases (18 persons; not leading to death) were caused by child abuse. It 
says that the main and most perpetrators are 16 real mothers (44.4%) , 
followed by 8 real fathers (22.2%), and 5 real mothers and fathers 
(13.9%). In addition, the percentage of perpetrators as real mother, who 
abused their child of age 0 and caused death, were more than 90%. 
Furthermore, 30% of them answered that the motive of abusing is not 
clear. The rate of having unclear motive during the investigation is usu-
ally below 20%, so it can be pointed out that the reported rate is higher 
than the general investigation. The 30% of unclear motive possibly sug-
gests that not only the psychological counseling is necessary but also 
medical care like medications are required. 

For these reasons, the statistics integration of the Metropolitan 
Police Department and the Ministry of Health, Labour and Welfare is 
indispensable for establishing Evidence based Pediatric Health(EBPH).

(2) Grasping the high-risk group of child abuse and the gen-
eral high-risk group

With regard to the grasping of the high-risk group(the high risk of 
child abuse is included), the data facilities and the utilization of Infant 
home visiting service for all houses ("Konnichiwa Akachan" service) 
and Newborn baby visiting service are desirable for encouraging the 
birth and raising of children for Japan's future.

"Visiting guidance on newborn infants" is prescribed in Article 11 
of the Maternal and Child Health Act, and is a service which pub-
lic-health nurses and midwives visit infants who are less than 28 days 
old (infants shall be less than 60 days old if their mother chose to return 
to parent's house to give birth) for the purpose of guiding important 
matters in childcare such as infant's development, nutrition, living envi-
ronment, and disease prevention. Infant home visiting service for all 
houses("Konnichiwa Akachan" service) is prescribed in Paragraph 4 of 
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Article 6-3 of the Child Welfare Act, and mainly conduct; (1)
Consultation and Listening of anxieties and concerns with regard to 
childcare, (2) Offering Information of childcare support, (3) Grasping 
the mental and physical wellbeing of infants and their parents as well as 
infants’ nurturing environment, (4) Providing services to families who 
need support, and arrange contacts between relevant organization(s). 

These services are provided to all homes that have infants who are 
less than 4 months old. The services of both "Visiting guidance on new-
born infants" and "Infant home visiting service for all houses" are pro-
vided based on birth registration that had been submitted to the local 
government (distributed together with mother-child handbook).

"Newborn baby visiting service" is for neonatal periods, and "Infant 
home visiting service for all houses (Konnichiwa Akachan service)" is 
for after neonatal periods and available until 4 months old infant. It is 
desirable if both services work together, however the links of the data of 
both services are on their own local governments.

According to the Tokyo Metropolitan Government report, 
Konnichiwa Akachan service is composed of 4 aspects; (1) development 
and securing of human resources, (2) project implementation, (3)exam-
ination of the project outcome, and (4) following up and corporation 
with relevant organization. 

The form of division where conducts newborn baby visiting is 
called "Health Department" and is all based on the Maternal and Child 
Health Act. The form of division where supports childcare and children 
development is called "Social Welfare Department". And the form 
where these two departments corporate is called "Cojurisdiction". As of 
March 2009, 92.3% of 36 local governments conduct Health 
Department, 3 local governments conduct Cojurisdiction, and there 
were none for Social Welfare Department. The policy of collaboration 
in health and welfare will be placed in April 2017, and public health 
nurses will be allocated not only to Health Department but also to Social 
Welfare Department.

(3)High-risk newborns and high-risk mothers each make up 
about 30% of recipients of visits to newborns.

In addition, as part of the comprehensive maternity support pro-
gram, several local authorities are developing seamless approaches to 
prenatal, natal, and postnatal support modeled on Finland’s "neuvola" 
maternity and childcare clinics.

Moreover, one criterion for determining the presence of child abuse 
is multiple incidents of abuse. It is considered necessary to assume a 
high risk of child abuse when there are multiple incidents of medical 
insurance claims for emergency treatment of external injuries; when a 
child requires at-home medical care by family members for metabolic 
disorders, such as diabetes, or chronic pediatric disorders; when a child 
is disabled; when it is assumed that a child has missed multiple pediatric 
medical visits; or when domestic violence is present.

Data integration is relatively simple when there is access to case 
files that already have been compiled to some extent, such as public 
health nurse, child consultation center and police responses. However, 
grasping scattered data on high-risk cases, such as examples of multiple 
emergency treatments or failures to receive pediatric medical care, pres-
ents a challenge from the standpoint of data warehouse/data mart con-
struction.
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