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Coniext: A growing number of Japanese people have completed advance directives, especially living
wills, even though there is no legislation recognising such documents and litfle empirical research on
their impact on clinical care at the end of life in Japan.

Obijectives: To investigate physicians’ attitudes about living wills and their experiences with patients
who had completed a living will and later died.

Design: Self administered survey and qualitative study using open question and content analysis.
Setting: Japan.

Participants: Physicians known to have cared for a patient who had presented a living will prior to
death.

Measurements: The physician’s response to receiving a living will, communication about the living
will, the impact of the living will on clinical care, demographics, -and their opinion on advance direc-
tives, especially living wills.

Main resulis: Fifty five per cent of respondenis approved of advance directives in general, and 34%
had more opportunities to communicate with a patient and his/her family after receiving the living will.
Sixty nine per cent of the physicians who received a living will did not, however, change their course
of therapy as o consequence of receiving the living wills. Based on the analysis, we identified three
areas of concern in the comments on living wills: (1) concerns relative to patients, physicians, and fami-
lies; {2} social context, and (3] clinical and administrative concerns. The physicians raised various fop-
ics for discussion; they fended jo describe the issues from a clinical perspective.

Conclusions: Our identified areas of concarn should prove helpful in better understanding the clinical
and ethical implications of living wills in Japan.

the expression and enhancement of individual autonomy in

medical decision making at the end of life!? Written
advance directives such as living wills and durable powers of
attorney are designed to document patient preferences in
event of the loss of patient decision making capacity, and have
been advocated as a means to enhance patient autonomy in
Japan. In 1992, the Japan Medical Association officially
declared that a patient’s advanced request for a death with
dignity should be respected and that persons forgoing and
terminating life support are immune from legal liability.’
Advance directives have no legal standing in Japan, however,
and Japanese courts have not recognised the patient’s right to
exercise autonomy in the context of terminal illness. Not sur-
prisingly, advance directives have not become widely adopted
in Japarn.

Opinion polls in Japan reveal the general publics growing
interest in discussing end of life issues with doctors and sup-
port for allowing terminally ill patients to end life sustaining
treatment.** One organisation, the Japan Society for Dying
with Dignity (JSDD), has helped many people to complete a
written living will and many of these individuals have used
them. Below is an example of one such living will drawn up
by the JSDD (box 1).

The number of people who have registered with the organ-
isation has increased exponentially, with membership reach-
ing 93 799 by February 2001.

In the United Kingdom, the British Medical Association
cautiously approved the introduction of advance directives in
a statement in May 1992.° In addition, the High Court has
recently ruled that advance directives by mentally competent
patients about future treatment are legally binding on doctors.
This followed a landmark judgment on a schizophrenic

In recent decades, Japan has witnessed growing interest in

www.jmedethics.com

Box 1 Dying with dignity decloration

{Living will}

To my family, my friends, and my medical attendants:

In preparation for a time when | might face an incurable

illness and death is near, | declare that my wishes are as

follows:

This declaration is made by me af a time when | am of

sound mind. Therefore, this is effective and in full force

unfess 1 revoke or withdraw this declarafion in writing
while | am mentally sound.

1. | request that medical technology should not be used to
arfificially prolong my life if medern medicine concludes
that my diseose is irreversible or incurable and that my
condition is terminal.

2. | request, however, that effeciive pain reduction should by
fully achieved by any method, such as by the use of narcot
ics, ete, even though such treatment may shorten my life.

3. } request thot dll life sustaining procedures be withdrawn if
1 lie for several months in a condition known as “persistent
vegetative state”.

| express my heartfelt thonks to oll those concerned who
will faithfully comply with my requests. | further declare that
| hereby absolve these people from any civil Tiability aris-
ing from ony octions faken in response to and in fulfilment
of the terms of this declaraticn.

Signoture:

Date:

patient in Broadmoor Hospital who refused an amputation of
his leg, which prevented doctors from amputating his leg at
that time or in the future.’ There is still, however, no legislation
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Members of The Japan Seciety for
Dying with Dignity (J5DD] who died
and o family member nofified JSDD

of the members death {n = 2267}

Family members or guardians
that responded to the survey
Survey mailed 1o families [n=1626, 72%

after JSDD was notified of

or guardians within 2 weeks
patients' death l

Cases in which families reported the
patient presented his/her living will to
their physician and the physician
executed it during the patient's death
in 1995-96 |n = 551}

i

No response Surveyed physicians
(n=158, 34% [n = 459)
158/459) I

Parficipating physicians
{n = 301,66% 301/459)

L

Provided personal comments
{n=120)

in the UK which deals with patient autonomy in the case of
terminal illness.

The 1991 Patient Self Determination Act in the United
States requires all hospitals, nursing hornes, and home health
agencies to advise patients of their rights to accept or refuse
medical care and to execute an advance directive,'” " This is
usually a written directive for end of life care, a living will
and/or a durable power of attorney created to help interpret
what a patient’s wishes might have been in light of his or her
present condition and its possible treatment. Some studies
have demonstrated, however, that only 10-15% of US adults
have written advance directives, and often their physicians are
unaware of them.”™ One study suggests that doctors were
ignoring their patients’ instructions about their end of life
treatment preferences.” Encouraging results from a recent
randomised, controlled trial revealed, however, that simple
computer generated reminders can increase the rates of
discussion and completion of advance directives among
elderly patients with serious illness.”

Few Japanese studies have examined the situation of people
with advance directives and physicians’s attitudes and beliefs
toward life sustaining treatment and advance directives.®'* "’
The purpose of this study was to investigate Japanese
physicians’s experiences with patients who had a living will at
the time of death and their attitudes toward living wills, the
most corumonly used advance directive in Japan.

METHODS

Based on a survey of 1626 families, which looked at patients
who had obtained and showed their living wills to their
physicians,® we constructed a database of 551 physicians who,
according 1o either a family member or a guardian had seen a
living will and followed it when the patient died. The patients
who were the topic of this previous investigation had obtained
a living will from the JSDD. Between 1995 and 1996 a family
member or guardian had notified the JSDD of the patient’s
death. Within two weeks of receiving the notification of the
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Figure 1 Sampling
scheme of respondents.

No response to
Survey
[n = 64”

All others
(n = 1075}

Unable to identify
physician's name
or address from
reurned survey

n=293)

patient’s death, the JSDD mailed a questionnaire designed to
collect data about the patient’s death, including the name and
address of the deceased patient’s physician. For 92 (16.7%) phy-
sicians, the address or physician's mame was incorrect, and they
were hence excluded. The remaining 459 physicians, all
reported by family members as having seen and followed the
patient’s living will, were the target subjects of this research.
(figuret).

For the purposes of this study, we defined “obtaining a liv-
ing will” as registering with the JSDD and receiving a stand-
ardised written living will, and “presenting a living will” as
showing a completed written living will to the patient's physi-
clan. Physiclans who limited life sustaining treatment in
accordance with the written living will were defined as having
“followed the living will”.

The major variables of the structured, anonymously admin-
istered instrument included the physician’s response to being
shown a livinig will, the impact of the living will ont communi-
cation with the patient and family, the impact of the living will
on clinical care, and physician demographics. To analyse these
structured items, we tabulated and calculated the frequency
distributions according to those who gave written opinions,
those who did not, and the totals.

The final item on the instrument asked for physician
comments about living wills. We analysed this qualitative data
using the process of immersion/crystallisation.™ ** Three investi-
gators formed the primary analysis team {Masuda, Fetters, and
Mogi) and independently identified domains and subthemes
from multiple readings of the descriptions of the respondents.
Subsequently, we developed a master list of areas of concern
and subthemes that incorporated each investigator’s contribu-
tions. Differences in interpretation were minimal.

Though the survey was distributed ancnymously, a small
number of respondents volunteered contact information. This
provided a unique opportunity to conduct a re-evaluation of
the study’s results by some family members or guardians: we
contacted 12 who were available by phone to verify our
results.” They all supported the breadth and depth of the

www.jmedethics.com
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Table 1  Physicians’ receipt of and response to living wills 1
b Physicians’ comments[+} Physicians’ comments(—)
n={%, /120) n=(%, /181)
Did you receive the patient’s tiving will, and if so, how did you respond?
1. ) received the living will, agreed fo it, and executed it. @1 (76) 53 (29
2. | received the living will, and agreed to it, but | did not execute it. 12 (101 18]
3. | received the living will, but neither agresd nor disagreed with it. 4 (3] 11
4. | received the living will, but disagreed with it, and refused 1o execute it. 0 (C 10
5. | never received the living will, 010) 105 {58)
6. Other 13 (11 1 1)
Did you have more oppertunifies to communicate with your patient and his/her
families after receiving the living will?
1. Yes 65 (54) 38 {21)
2. No 24 {20) 23 {13}
3. No, because the patient died suddenly. 11(9) 513
4. | never received the living will, o0} 105 {58)
5. Others 20 {17) 10 {6}
Did you change your course of therapy os a result of receiving the living will?
1. Yes 27 (23] 13 (&)
2. No 78 [65) 57 [31)
3. | never received the living wilk. ool 105 (58}
4. Others 15 113} 8 {4}
(+] These physicians supplied personal comments; {~) these physicians did not supply personal comments.,

analysis. This study was approved by the ethics committee of
the Department of Geriatrics, Nagoya University School.

RESULTS
From a single mailing of 459 questionnaires, we received 301
responses, and of these 149 provided written commentaries
that were analysed using qualitative techniques. Interestingly,
the comments of 29 of these 149 participants llustrated they
had a poor understanding of living wills (figure 1}). Cne hun-
dred and twenty two physicians were midcareer physicians.
One hundred and sixty physicians majored in jnternal
medicine and 141 majored in surgery and other specialties:
these other specialties induded five orthopaedists, four
otorhinolaryngologists, and three radiologists.

while all the physicians surveyed were reported by a family
member or guardian as having seen and agreed to the living
will, 105 denied ever having seen the patient’s living will, Of
the remaining 196 physicians, 144 agreed to it and followed it.
Of the physicians who reported they had received the patient’s
living will, 103 physicians said they bad discussed the living
will with the patients and/or their families after receiving the
living will. Remarkably, 38 physicians who acknowledged
being shown the living will reported that the living will influ-
enced clinical outcomes (table 1).

PHYSICIANS'S COMMENTS ON LIVING WILLS

Based on our analysis of these cornments from the physicians,
we identified three areas of concern; (A} concerns about living
wills relative to patients, physicians, and families; (B) social
context of living wills, and (C) clinical and adroinistrative
concerns about living wills.

A. Concerns about living wills relative to patients,
physicians, and fumilies

1. Living wills and pafients

The respondents mentioned both positive and negative influ-
ences of living wills on patient care. The most common
concern was these physicians’s feelings that they needed to
take into account patient’s state of mind at the end of life.
Some physicians pointed out that patients might change their
mind in the face of impending death and raised concerns
about the stability of such advance decisions. Issues related to
patient knowledge and preparation for making this type of
decision were also frequent. For example, a chest physician
stated: “1 think it is quite meaningful for terminally ill
patients to exercise autonomy about life sustaining treatments

www.jmedethics.com

Box 2 Dominant concerns and subthemes about

living wills in Japan

A. Concerns about living wills relotive fo patients,
physicians, and families

1. Patients

2. Families

3. Physicians

4. Patient/family/physician interaction

B. Social context of a living wifl

1. Trends favauring completion of a living will

2. Reluiionship of @ living will to “dying with dignity” and
“euthanasia”

3. Societol understanding of a living will

4. Need fo discuss medical ethics

5. Perception about development of a living will in Western
culture and implications tor Jopan

C. Clinical and administraiive concerns about a

living will

1. Confusion around the procedures for completing and
executing a living will

. Patient individuality and complexities of implementing a
living will

. Difficulty of explaining when a condition is terminal

. Complications of second opinions

. Barriers to effective treatment in curable patients

nhtw N

by presenting a living will. However, autonomy requires a con-
siderable amount of knowledge. Without enough knowledge,
a living will could be dangerous.”

2. Living wills and fomilies

Some physicians addressed the impact of living wills on their
relationships with families. The primary positive perceptions
related to increased opportunities to communicate with the
family and the underiying essential role the family plays in
interpreting the patient’s wishes when a patient is no longer
able to communicate. For example, a cardiologist described his
positive experience, stating: “The living will gave me the chance
to have more time to communicate with the patient’s family”.
Potential negative influences were also identified. The most
common concern was the feeling that a living will directed oo
much family energy toward making sure the patient could have
a “natural death” without giving enough consideration to
understanding the patient’s preferences for end of life care. A
second concern related to insufficient communication of the
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patient’s preference to limit end of )ife care to the family, and the
family's subsequent insistence on care incompatiblé with the
patient’s directive. For example, some respondents comumented
on the confusion created when family members request
treatments such as cardiopulmonary resuscitation even though
the patient has requested a natural death. There were also con-
cerns about the instability of the preference the patient had
expressed in the living will and about family members with
ulterior motives seeking to change the treatment.

3. Living wills and physicians

Many of the physicians who were shown a patient’s living will
did not routinely provide life sustaining treatrent in their clini-
cal practices, but stjll felt that living wills had played a valuable
role. Again, some physicians emphasised the positive effect of a
living will, in that it provided an overarching focus on the
patient’s preference for palliative care and allowed physicians to
plan how to accomplish those goals. Other physicians were
more cautious and believed that living wills could result in
adverse outcome if handled by a physician lacking technical
skills in providing compassionate, palliative care. This negative
opinion is summarised by a surgeon who wrote: “There is a
chance that physicians with marginal skills and little compas-
sion could take advantage of living wills and carry out terminal
care negatively. To make the best use of a living will, at this
point, we need not the system first, but physicians with skill and
character who can handle terminal care!”

B. Social context of a living will

1. Inhumane medical care as o factor driving interest in
living wills

Several physicians expressed their belief that the inhumane
nature of the medical culture was a driving force behind
patients obtaining living wills and reflected the need for phy-
sicians to do a better job of focusing on care of the patient.
Some attributed the problem to the poor quality of education
in pallfative care that physicians receive in their medical train-
ing. A gastroenterologist wrote: “Physicians tend to have shal-
low ideas on living and dying. T think that it exposes holes in
current medical education. With remorse and sincerity, we
have to face the mortifying feelings of a patient who dies in an
untrustworthy medical system.”

2. Physician perspectives on death with dignity

This survey on living wills stimulated several physicians to
mention their own beliefs about “death with dignity”. They
articulaied concerns about the enduring need to respect
human dignity regardless of whether the patient has a living
will and disappointment that patients cannot seem to die with
dignity unless they have completed a living will. For example,
one cardiologist stated: “It is more of a problem that people
cannot die with dignity without a living will. [ consciously try
1o respect the dignity of every death.”

3. Cultural issues associated with living wills and
percepfions of death

The term “living will” has been imported directly into the Japa-
nese language and it is pronounced libingu wiru. It is written in
katakana, the written language that delineates words of foreign
aetiology. This writing convention inevitably identifies living
wills as distinctly foreign to Japanese culture. For some
Japanese, this causes uneasiness, suggesting that it doesn’t mix
well with Japanese culture, while for others the ubiquitous use
of a foreign sounding term for an issue of great importance to all
Japanese people is a source of consternation. Those critical of its
use, rowever, have not been able to suggest an alternative
phrase, using Japanese terms. Some participants in the survey
chided their physician colleagues for their shallow perceptions
about the meaning of death, Moreover, they were critical of the
superficiality of public discussions about life and death in
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Japan. Some alluded to the role indigenous religious/
philosophical traditions could play in informing a Japanese
sense of a natural death, though these opinions were held by
only a minority.

BACKGROUND

Al present, a majority of Japanese feel that modern biomedi-
cal and mediotechnological innovations affecting human life
and death have effected a changed in our commeoen under-
standing of the process of death and dying. Historically, death
was a natural event, and the criteria for death/cessation of
heart beat and respiration was unquestioned. An individual’s
death should be a personal and private matter as well as a
familial, communal, and society matter. 1t has been so
regarded for many thousands of years in Japanese society and
culture. It is well understood that our traditional sociocultural
understanding of human life admits the natural process of
death as a positive event marking of the end of life.”

Clinical and administrative concerns about o living will
1. Confusion about the procedures for obtaining and
following a living wil

All respondents are clinicians, and many of them commented
on: pragmatic issues for obtaining and completing living wills.
No official format or regulations exist that support the imple-
mentation of a living will in Japan. Some of the respondents
requested information from the JSDD about how to apply for
a living will and to obtain application forms from bodies other
than the the JSDD.

2. Patient uniqueness and complexities of implementing a
living will

These physicians work in a variety of clinical setrings and
commented on living wills based on their clinical experiences.
For example, a senior neurologist discussed troubling neuro-
logical cases such as occur with dementia, and the difficulty in
respecting patient autonomy as the patient’s decision making
tapacity withered away and family influence increased.
Another issue raised was the difficulty of interpreting the
individual patient’s intended meaning for a death with dignity
in the context of clinical uncertainty. Even if the patient’s
preference was clear, the outcome for any patient could
change, based on the response to treatment. One surgeon
explained: “With intensive care of stroke patients, some could
recover, but with severe functional difficulties. In these cases,
if we give up the treatment in the first place, many would die.
So should we just leave such patients in a coma since they
have a living will? Or can the physician force a long and pain-
ful recovery on the patient and hisfher family for the
physician‘s own self satisfaction? This really bothers me.”

3. Difficulty of explaining when a condition is terminal

Many physicians described the difficulty of determining the
point when a patient should be considered incurable and the
patient’s living will implemented. Some patients may have an
incurable condition, but still be able to survive for years in a
debilitated state requiring only basic medical support. A senior
haematologist summarised this concern: “The prerequisite con-
dition for implementing a living will is that the disease is incur-
able. But it is not always easy to judge whether a patient is really
at an incurable stage. Also decision making is hard when a
patient’s life is expected 10 be prolonged for another year or so.”

4. Barriers to effective treatment in curable patients

Some physicians raised concerns about living wills being used
to block the provision of routine, curative treatments. One
surgeon was strongly influenced by his experience with a
patient who had a living will and refused treatment. His
experience was so troubling, he gave up general surgery to
become a plastic surgeorn. He wrote: “Regarding his living will,
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I accepted his family’s request not 1o use dialysis and a respi-
rator for the renal and respiratory faiture in his terminal con-
dition. However, in his case, I still believe that we could have
cured his colon cancer if only he had cooperated with our
treatment. He strongly wanted to detericrate without any
treatment and we failed to change his mind. Al of the medi-
cal staff were caught feeling like they assisted his suicide. We
did try our best to get this very pessimistic patient to open his
heart, and it still is a very painful memory.’

DISCUSSION

To our knowledge, this represents the first large scale study in
Japan to investigate physicians’ experiences with, and
attitudes towards, patients who died having completed a
living will, Because advance directives have no legal standing
and lLiving will use is not widespread in Japan, this research
provides a unique opportunity to examine the use of a written
advance directive to extend patient autonomy to treatment
decisions at the end of life. While a family member or guard-
ian reported that these physicians had seen the patient’s living
will and acted in accordance with the patient’s preference as
written in the living will, over a third of the physicians denied
having seen the living will. This group likely includes
physicians who really did not recall seeing the living will,
though there may have been physicians reluctant to confirm
receipt of the living will.

These physicians highlighted many potential limitations of
living wills, including: inadequate communication about how
to interpret it; potential liability; the vagueness of living wills;
potential for differing patient and family expectations, and
other ethical dilemmas. As in previous research, these
physicians report that patients have difficulty making advance
judgments on complex medical procedures and choices about
quality of life since these can change with time and
circumstances.” Others showed that advance directives might
be better suited to patients’s end of life care goals than those
that focused on specific medical interventions.”? For some
physicians, withholding or withdrawal of life sustaining treat-
ment is perceived as harmful to the patient because this action
predictably results in the patient’s death, It is widely held that
Japanese physicians are trajned 1o save lives, not 1o end them.

Possible study limitations should be addressed. First, the
data represented physician reports, and due to the anonymous
nature of the investigation, could not be corroborated with
other clinical data to assess their accuracy. Second, while
patients who have obtained a living will are a minority and
might not be representative of the general population, the
physicians who were providing care for these patients are
probably reasonably representative of Japanese physicians
providing care for adult patiemts. Most respondents were
active clinicians providing medical and surgical care to
patients in a variety of clinical settings. Third, only half of the
physicians who recalled seeing the living will, provided
written comments, While their views might differ from others
who did not provide comments or who did not respond to the
survey, their experiences are still real and compelling.

Currently, when a patient registers with the JSDD, the patient
receives two copies of the living will, one for the patient and one
for return to the JSDD. Since many physicians denied seeing the
patient’s living will, physicians should always be given a copy of
the living will to keep with the patient’s chart. Of the physicians
who recalled seeing the Living will, almost a fifth reported that
it influenced clinical outcomes, Since living wills have no legal
standing, this level of compliance could be interpreted as being
surprisingly high and, despite the limitations, as real, since
many comments illustrated physicians’s poignant concerns that
patients were allowed to forgo physician recommended
treatments. This suggests that many Japanese physicians are
willing to respect auntonomous patient preferences to forgo
treatments as expressed through a written living will. At the
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same time, many physicians expressed consternation with
interpreting patient preferences while accommeodating family
inputs in highly variable settings, all in the face of clinical
uncertainty, a point that most assuredly reflects the experiences
of physicians who have grappled with following written
advance directives in the US and elsewhere, Further research
tied to clinical settings in which living wills are implemented
could provide a more robust understanding of living will use
and adherence as advanced expression of autonomy in the cul-
tural context of Japan.
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Current admission policies of
long~term care facilities in Japan
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Background: The rapidly aging society in Japan is putting demands on long-term care
facilities for the elderly who require care. In Europe and the USA, there is ongoing reform
of elderly care services, but the establishment of system based on social insurance is still
being explored in Japan.

Methods: Two studies were conducted, the first in 2000 and the second in 2001, involv-
ing 91 long-term care facilities located in or around the city of Nagoya. Questionnaires
were sent to facility directors, chief administrators or head nurses to inquire about their -
admission policies for six major patient categories. Two educational lectures on methicil-
lin-resistant Staphylococcus aureus (MRSA) and urinary incontinerce were given between the
distribution of the questionnaires.

Results: For all six categories featured on the questionnaire, the acceptance rate in both
studies was the highest in geriatric hospitals, and an improvement in acceptance rates was
seen in the second study in all three types of care facilities. When the effect the lectures had
on changes in admission policies at these facilities was examined, no correlation was
found.

Conclusions: Lectures should be given to facility management and personnel to raise
their awareness of key issues and improve their efficiency.

Keywords: acceptance rates, admission policies, lectures, long-term care facility, MRSA.

Introduction

Japan has the fastest growing aging society in the world.!
As with other developed countries, advanced medical
technology has contributed to a considerable increase
in life span and as a result, the number of elderly who
require care has been increasing steadily, and the
demand for institutional care is likely to intensify in the
future. In Europe and North America, where a more
gradual shift to an aging society has occurred, innova-
tive elderly care services are being explored? and reforms
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are ongoing. In April 2000, a public long-term care
insurance system was introduced in Japan, and ways to
establish an elderly care system based on social insur-
ance were explored., Based on the ‘Gold Plan’ and ‘New
Gold Plan™ formulated by the Health and Welfare Min-
istry, a reorganization of care facilities including nursing
homes (NH), geriatric intermediate care facilities (GICE,
which provide a certain amount of medical care), and
geriatric hospitals (GH)*® was initiated. In order to
improve facility standards and personnel placement,
the two plans recommend the sharing of expertise by
emphasizing more nursing care in nursing homes and
more medical care in GICF and GH.** However, reports
have shown that the elderly do not systematically have
access to institutional services® because of an insuffi-
cient number of long-term care facilities® and restrictive
acceptance policies that limit the admission of carriers
of methicillin-resistant Staphylococcus aureus (MRSA) and
persons with other conditions.*®
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It appears that admission to long-term care facilities
is more frequently denied to the following types of
patients: bacteria carriers, including MRSA carriers and
Pseudomonas aeruginosa carriers, and persons requiring
medical care, including nasogastric tube-feeding, per-
sons requiring indwelling urinary catheter, persons
requiring intermittent catheterization, patients with tra-
cheostoma and patients who require intravenous hyper-
alimentation. Various studies have so far examined
admission policies for MRSA carriers,®’ but very few
have focused on other conditions. Therefore, we con-
ducted two studies to examine the possible factors that
prevent the admission of certain elderly patients into
long-term care facilities. The first study was carried out
in June 2000, immediately after the new public insur-
ance plan was introduced, and the second in May 2001.
In addition to MRSA status, we examined five other
possible factors for admission refusals in long-term care
facilities.

A general lack of knowledge among medical and wel-
fare staff has been shown to be the primary factor for
admission refusals of patients with MRSA infections’
and the same holds true for eiderly persons requiring a
urinary catheter. Therefore, between the first and the sec-
ond study, we gave two lectures to participating facilities,
one on MRSA and one on urinary incontinence, in order
to examine the effect of education on admission policies.

Methods

The study group comprised 91 long-term care facilities
(35 NH, 40 GICH, 16 GH), all located within 20 km of
the city of Nagoya. A telephone survey was conducted
with either the director, chief administrator or head
nurse of each facility and prior to the telephone survey,
a questionnaire was sent to all facilities to inform them
of the study. Some of the participants answered the
questionnaire by mail, and we therefore did not need to
telephone them.

The survey was carried out twice, once in June 2000,
and later in May 2001. Using the same questionnaire on
both occasions, we inquired about the facilities” admis-
sion policy for the following types of elderly patients: (1)
MRSA carriers, (2) P. aeruginosa carriers, (3) nasogastric
tube-fed persons, (4) gastrostomy tube-fed persons, (5)
persons requiring an indwelling urinary catheter, and
(6) persons requiring intermittent catheterization
(Table 1). Additional questions about the admission
policy for patients with a tracheostoma and patients
requiring intravenous hyper alimentation were added to
the questionnaire that was distributed to GH.

We categorized responses as ‘possible’ if the answer to
whether or not the facility would admit someone with
conditions attached. We categorized answers such as
‘under consideration’ or ‘we would consider admission
on a case by case basis’ as ‘others’, and did not include
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Table 1 Questionnaire: The study on the current
admission policy in the long term care facility. Please
answer the following questions. Your answers will be
gathered and analyzed statistically. Your privacy is
strictly protected.

1 Acceptance of MRSA carriers
1, Possible 2. Impossible 3. Others ( )

2 Acceptance of Pseudomonas aeruginosa carriers
1. Possible 2. Impossible 3. Others ( )

3 Acceptance of nasogastric tube-fed persons
1. Possible 2. Impossible 3. Others ( )

4 Acceptance of gastrostomy tube-fed persons
1. Possible 2. Impossible 3. Others ()

5 Acceptance of persons requiring an indwelling
urinary catheter
1. Possible 2. Impossible 3. Others { )

6 Acceptance of persons receiving intermittent
catheterization
1. Possible 2. Impossible 3. Others ( )

For the hospitals only

7 Hospitalizing patients with a tracheostoma
1. Possible 2. Impossible 3.Others ( )
8 Hospitalizing IVH
1. Possible 2. Impossible 3. Others ( )

Thank you very much for your cooperation. We will gather
information by the phone at a later date.

these in our statistical analysis. In both studies, the
acceptance rate was compared and examined among the
NH, GICE and GH for each question on the survey. In
addition, we looked at the change in acceptance rates
from 2000 to 2001 for each type of facility examined.

Between the distribution of the first and second ques-
tionnaire, lectures on MRSA and urinary incontinence
were given to facility personnel, who attended these lec-
tures voluntarily. We then categorized the facilities into
two groups, a participating group, consisting of facilities
whose personnel had attended the lectures, and a non-
participating group (facilities where lectures had not
been given). The lecture on MRSA focused mainly on
general characteristics, pathogenicity, and infectivity.
The lecture on urinary incontinence covered classifica-
tion, causes, and means by which people adapt to hav-
ing intermittent catheterization. The effect of the
lectures was examined by comparing the pre- and
postlecture acceptance rates.

Statview-J5.0 was used for analysis. Chi-squared test
was used to compare the acceptance rates between three
groups and between 2000 and 2001. Paired t-test was
used to compare the acceptance rates between pre- and
post lecture. The statistically significant difference was
set at P < 0.05. '
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Results

In the study conducted in May 2000, 26 NH (74.3%),
34 GICF (85%), and 14 GH (87.5%) responded to our
questionnaire, and in the second study on June 2001, 29
NH (82.9%), 35 GICF {87.5%), and 13 GH (81.3%)
responded.

On whether they would admit MRSA carriers, in the
first study, 8 NH (33%), 12 GICF (40%), and 7 GH
(54%)] replied ‘possible’, and in the second study, 9 NH
(43%), 21 GICF (64%), and 7 GH (58%) gave that
answet. In both studies, no statistically significant dif-
ference was found in the admission rates among the
NH, GICF, and GH, despite the fact that acceptance
rates in each facility did improve, as the second study
results indicate (Fig. 1).

On whether they would accept P. aeruginosa carriers,
in the first study, 8 NH (33%), 13 GICF (45%), and 8
GH (62%) responded ‘possible’, and in the second
study, 13 NH (52%), 23 GICF (72%), and 8 GH (73%)
replied ‘possible’. In both studies, the GH showed the
highest acceptance rate, followed by the GICF and NH,
but no statistically significant difference was found
among the facilities. Each type of facility improved their
admission rate, as the second study results show, and a
statistically significant difference was found in the GICF
(P <0.05) (Fig. 2).

On whether they would admit nasogastric tube-fed
patients, in the first study, 12 NH {46%), 26 GICF
(81%), and 13 GH (93%) answered ‘possible’, and in
the second study, 16 NH (66%), 28 GICF (88%),
and 12 GH (100%) responded ‘possible’. In both
studies, the GH had the highest acceptance rate, fol-
lowed by the GICF and NH. In the first study, a sta-
tistically significant difference was found between the
NH and GICF (P<0.01), and in the second study,
between the NH and GH (P<0.05). Each type of
facility improved their acceptance rate in the second

Blimpoasible
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Figure 1 Admission policy for MRSA carriers. Chi-squared
test was performed to compare acceptance rates between 3
groups and between 2000 and 2001. P value did not reach
-statistical significance.

study, but no statistically significant difference was
found (Fig. 3).

On whether they would accept gastrostonty tube-fed
patients, in the first study, 12 NH (46%), 24 GICF
(73%), and 13 GH (93%) replied ‘possible’, and in the
second study, 16 NH (67%), 28 GICF (90%), and 13
GH (100%) answered ‘possible’. Both studies revealed
similar responses to the question of whether the facili-
ties would admit nasogastric tube-fed patients. In the
first study, a statistically significant difference was found
between the NH and GICF {P < 0.08), and between the
NH and GH {(P<0.01), and in the second study,
between the NH and GICF (P < 0.05), and between the
NH and GH (P < 0.05). Each type of facility showed an
improvement in their acceptance rates in the second
study, but no statistically significant difference was
found (Fig. 4).

On whether they would accept patients requiring an
indwelling urinary catheter, in the first study, 19 NH
(73%), 29 GICF (88%), and 13 GH (93%) answered
‘possible’, and in the second study, 23 NH (92%), 32

Himpossibla
Moosaible

Number of Facifities

NHz 2000 GICFy 2000 GHs 2000 NHs 2001 GICFe 2007 GHs 2001

Figure 2 Admission policy for Pseudomonas aeruginosa
carriers. Chi-squared test was performed to compare
acceptance rates between 3 groups and between 2000 and
2001: ¥P < 0.05.
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Figure 3 Admission policy for nasogastric tube-fed persons.
Chi-squared test was performed to compare acceptance rates
between 3 groups and between 2000 and 2001: *P < 0.05,
**P<0.01.
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GICF (94%), and 13 GH (100%) responded ‘possible’.
As seen with the other responses, the acceptance rate
was the highest in the GH, followed by the GICF and
NH, but no statistically significant difference was found.
Each type of facility showed an improvement in their
acceptance rates in the second study, but no statistically
significant difference was found (Fig. 5).

On whether they would admit patients requiring
intermittent catheterization, in the first study, 15 NH
(58%), 19 GICF (66%), and 12 GH (86%) replied ‘pos-
sible’, and in the second study, 12 NH (57%), 26 GICF
(87%), and 10 GH (83%) answered ‘possible’. The
acceptance rates in each type of facility showed the same
tendency as that observed for the question on the
acceptance of patients requiring an indwelling urinary
catheter, except for the difference between the GICF and
GH that appeared in the second study. A statistically sig-
nificant difference was found between the NH and
GICF in the second study (P < 0.05). Each type of facil-
ity improved their acceptance rates in the second study,

Hurber of facifiiios

MHa 2000 GICF> 2000 GHe 2000 Ny 2004 GICFs 2001 g 2001

Figure 4 Admission policy for gastrostomy tube-fed
persons. Chi-squared test was performed to compare
acceptance rates between 3 groups and between 2000 and
2001: *P < 0.05.

§
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Figure 5 Admission policy for persons requiring an
indwelling urinary catheter. Chi-squared test was performed to
compare acceptance rates between 3 groups and between 2000
and 2001. P value did not reach the statistical significance.

7% |

but no statistically significant difference was found
(Fig. 6).

The admission rate of NH for all six categories, in the
first study, was found to be 33% for MRSA carriers as
well as P. aeruginosa carriers, the lowest of all, and in the
second study, 43%, again the lowest of all (Fig. 1). In
both studies, a statistically significant difference was
found between the admission rates for MRSA carriers
and that for patients requiring an indwelling urinary
catheter (P<0.01). The lectures on MRSA were
attended by 26 facilities (28.6%) and 28 (30.8%)
attended those on urinary incontinence. In order to
examine the effect of these lectures, we investigated only
those facilities that had answered both questionnaires in
2000 and 2001, dividing them into participating and
non-participating groups. -

For the lecture on MRSA, we studied 61 facilities (20
in the participating group, 41 in the non-participating),
and for the lecture on urinary incontinence, 61 facilities
(18 in the participating group, and 43 in the non-
participating). An improvement in the acceptance rates
for MRSA carriers was observed in the second study, in
both groups. A statistically significant difference was not
found in the change of the acceptance rate in either
group (Fig. 7).

For the lecture on urinary incontinence, the number
of facilittes in the-non-participating group that
answered that it would be impossible for them to ac-
cept patients requiring intermittent catheterization
decreased from 15 to 7, and the number of facilities
that provided answers that we categorized as ‘others’
increased from 4 to 9. However, no statistically signifi-
cant difference was found in either group (Fig. 8).

Finally, the responses to the questions added to the
surveys distributed to the GH showed that 10 of 14
facilities deemed it ‘possible’ to accept patients with a
tracheostoma, and 8 of 14 facilities considered it “‘pos-
sible’ to accept patients with intravenous alimentation

B amposyible
Blpossibte

Number of facifitias
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Figure 6 Admission policy for persons requiting
intermittent catheterization. Chi-squared test was performed
1o compare acceptance rates between 3 groups and between
2000 and 2001: *P < 0.05.
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in the first study. In the second study, 9 of 13 facilities
responded that it would be ‘possible’ for them to accept
patients with a tracheostoma, and 8 of 13 facilities said
that it would be ‘possible” for them to accept patients
with intravenous alimentation.

Discussion

The aim of this study was to clarify the admission pol-
icies that are currently in place in long-term care facil-
ities by studying 91 such facilities (NH, GICF, and GH)
in and around the city of Nagoya.

As possible factors affecting admission policies, we
defined six categories: (1) MRSA carriers, (2) Pseudomo-
nds geruginosa carriers, (3) nasogastric tube-fed patients,
{4) gastrostomy tube-fed patients, {S) patients requiring
an indwelling urinary catheter, and (6) patients requir-
ing intermittent catheterization.

With regards 1o MRSA carriers, a number of studies
show a positive correlation between MRSA colonization
and a higher death rate 6 months later.'” Other research,
however, indicates that there is no clear causal relation-
ship between MRSA colonization and infection in long-
term care facilities.’ It has also been pointed out that
infection and the prevalence of MRSA would not occur
in long-term care facilities that practised strict
isolation®*!!? because unlike hospitals, long-term care

facilities are rarely overcrowded with patients taking
antibiotics,” those with a central venous catheter’® and
critically ill patients® all of whom are considered to be
the biggest carriers of this infection. Therefore, some
studies have suggested that refusing admission to
MRSA carriers into long-term care facilities is discrim-
inatory.*'* In our study, the acceptance rate for MRSA
carriers in NH was 33% in 2000, and 43% in 2001. The
results obtained in a previous study by Washio and
Fujishima,” who reported that the acceptance rate for
MRSA carriers was 33.3% in nursing homes, are con-
sistent with our results. Although the acceptance rate
for MRSA carriers in NH improved in the second study,
it was still low in comparison with the other five cate-
gories, which suggests that refusing to admit MRSA car-
riers is an ingrained response by these facilities. The
acceptance rate for P aeruginose carriers is also low in
NH and the results indicate that patients who are car-
riers of other bacteria might be also dealt with unfairly.
There is a pressing need for facility personne) to receive
education on the nature and management of these con-
ditions, and for further studies to be conducted.

The acceptance rate for nasogastric tube-fed patients,
gastrostomy tube-fed patients, and patients requiring an
indwelling urinary catheter were the highest in GH, fol-
lowed by GICF and NH in both studies. GICF had a
higher acceptance rate for patients requiring intermit-
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tent catheterization than GH in 2001, but overall the
rate was the highest in GH, followed by GICF and NH.
Because all these conditions are categorized as requiring
medical care, it seems appropriate that the highest
acceptance rate was found in GH, where medical facil-
ities, medical care and medically trained staff are more
readily available than in GICF and NH. However, some
reports have indicated that GH residents do not all
require medical care, and that there are high medical
demands in NH.5'"® Therefore, our results do not nec-
essarily refiect the fairness and appropriateness of the
admission policies we investigated. In addition, we did
not ask the facilities whether or not they had sufficient
staff to take care of additional residents, although a
shortage of care staff may be one of the reasons why
facilities claimed they were unable to accept new resi-
dents from the four categories chosen for the study.
Because the shortage in human resources for geriatric
care has long been recognized and studied,* the gov-
ernment needs to examine its standards of human
resource placement as a factor in limiting the admission
of elderly who require care into long-term care facilities.
A comparison of the results from the two studies
shows that, except for a decline in the acceptance rates
for persons receiving intermittent catheterization seen
in NH and GH, all of the facilities improved their accep-
tance rates for all patient categories. In particular, the
acceptance rate for P geruginose carriers in GICF in the
second study showed a statistically significant differ-
ence. These improvements probably reflect the ongoing
efforts made by these facilities to improve care. Other
possible reasons are that, because of the introduction of
the public long-term care insurance plan, senior citizens
now have more choices of where to obtain care. Also,
the expansion of care facilities has stimulated competi-
tion among them® and we assume that therefore long-
term care facilities are concerned that their admission
refusals could create a negative reputation among the
elderly, of which there are many, still awaiting admit-
tance into these facilities."”'® We did not investigate this
issue in the present study, but expect to in the future.
The effect of the lectures on a change in admission
policies was examined, but no correlation was found.
We first assumed that lecture participants would mainly
be care staff and decided that basic, practical informa-
tion was appropriate for them. Thus, we focused on the
general characteristics, pathogenicity, and infectivity of
MRSA, and the classification, causes, and means by
which people adapt to receiving intermittent catheter-
ization for urinary incontinence. However, the lectures
were mainly attended by chief administrators and direc-
tors, and not by the staff members who actually care for
the elderly in these facilities. The content of the lectures
might have been inappropriate; instead they should
have been specifically aimed at encouraging admission.
Yet another possible reason for the results obtained is
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that both the participating and the non-participating
groups already had some prior knowledge of these con-
ditions. If that is the case, then public information or
guidelines on admission potlicies may be needed, rather
than knowledge. Further examination into the type of
information that should be provided and the level of
knowledge of participants is needed.
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