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Figure 1. Longitudinal change of sleep disturbance in advanced cancer patients
Table I. Associated factors for sleep disturbance in advanced cancer patients—univariate analysis
Associated factors Sleep disturbance Analysis
Present (n=32) Absent (n=177)

Mean (S.D.) Mean (S.D.) t df p
Age 1575 (9.8) 61.7 (102) 219 207 003
Performance status® 69 (14) 74 (15) 1.92 207 0.06
Psychological distress® 15.2 (6.8) 109 (6.5) -34| 205 000!

Mean (S.D.) Mean (S.D.) z p
Pain® 24 (1.0 1.8 (0.9) =319 0.001
Dyspnea® 20 (09) 19 (1.0) —120 023
Fatigue® 24 (1.0) 21 (L1 ~150 0.13
Constipation® 22 (1.3) L7 (1.1) —1.87 0.06
Diarrhea® 1.5 (0.9) 1.1 (04) —3.48 0.001

N (%) N (%) Chi-square df P

Sex (male) 19 (59) 118 (67) 064 ! 043
Marital status (married) 24 (75) 157 (89) 438 [ 0.04
Education (2 |2 years) 22 (69) 125 (71) 005 | 0.83
Employment (full/part) Il (34) 52 (29) 032 | 0.57
Living alone 5(16) 74 682 t 0.009
Brain metastasis I 3) 22 (12) — —d 022
Use of opioids or anticonvulsants 15 (47) 71 (40) 051 | 0.47
Use of corticosteroids psycho-stimulants, It (34 47 (27) 083 | 0.36
bronchedilators or antihypertensives
* Defined by Karnofsky criteria.
b Total score of the Hospital Anxiety and Depression Scale (HADS).
€Coded as | =absent; 2= mild; 3 = moderate; 4 =severe; 5 =extreme.
9 Chi-square values were not calculated, because Fisher's exact tests were performed.
sleep disturbance at follow-up (Table 3). On the Discussion

other hand, investigation of the longitudinal
changes between baseline and follow-up factors
demonstrated that the increase in psychological
distress was a significant predictive factor for the
development of sleep disturbance at follow-up,
while worsening of physical symptoms, declining
physical functioning, and new use of drugs were
not (Table 4). Very similar findings were obtained
after adjustment for the interval between the
baseline and follow-up investigation regarding
these analyses (data not shown).

Copyright © 2006 John Wiley & Sons, Ltd.

This is a preliminary and, to the best of our
knowledge, the first prospective investigation of
associated and predictive factors for sleep distur-
bance among advanced cancer patients.

Factors associated with sleep disturbance

Several factors were shown as associated to sleep
disturbance among advanced cancer patients. The
finding that younger age is one of the significantly
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associated factors for sleep disturbance is consis-
tent with previous studies [18,19] As suggested by
these studies, possible explanation of this associa-
tion may be younger cancer patients being with
increased level of psychosocial burden.

Regarding physical symptoms, diarrhea was the
only significant associated factor in the study. To
the best of our knowledge, there have been no
studies investigating the association of diarrhea
with sleep disturbance among advanced cancer
patients. This finding suggests the importance of
appropriate management of bowel habits, and that
diarrhea should not be neglected among patients
with sleep disturbance. While pain was of borderline

Table 2. Associated factors for sleep disturbance in advanced
cancer patients—multivariate logistic regression analysis

Beta SE Odds 95%CI? P
Age -005 002 095 091-0999 0046
Performance status® -003 002 097 094-1004 008
Psychological distress® 007 004 1.07 0998-1.15 006
Pain® 046 023 158 0998-249  005I
Constipation® 005 0.9 105 073151 0.80
Diarrhea® 097 035 265 133-526 0.006
Living alone 220 077 903 13994092 0004

®Confidence interval.

®Defined by Karnofsky criteria.

“Total HADS score.

¢Coded as | =absent; 2 =mild; 3 =moderate; 4 = severe; 5 = extreme.

T. Akechi et al.

significance in the current study, our finding
regarding the possible association between pain
and sleep disturbance would appear to be consis-
tent with previous studies and appropriate pain
management is essential for advanced cancer
patients to maintain their QOL [3,4,6].

Living alone was also shown to be an indepen-
dent associated factor for sleep disturbance.
Several factors can be identified as underlying the
‘living alone’ status, such as loneliness, lack of
social support, concerns about the future, and so
on. On the other hand, living alone was not
predictive for subsequent sleep disturbance. The
latter finding may be due to the small sample size.
Nevertheless, these findings suggest that there is a
complicated mechanism connecting living alone
and sleep disturbance. More studies are needed to
clarify the actual influence of living alone on sleep
disturbance and the underlying mechanism.

Longitudinal changes in sleep disturbance

The clinical course of the sleep disturbance seems
to have been variable. In fact, more than two-thirds
of the patients showed some change in their sleep
status, suggesting that the occurrence of sleep
disturbance is state dependent and continuous
monitoring of sleep disturbance is required in
advanced cancer patients to maintain their QOL.

Table 3. Baseline predictive factors for sleep disturbance at admission to the palliative care unit in advanced cancer

patients—univariate analysis

Associated factors Sleep disturbance Analysis
Present (n=17) Absent (n=55)
Mean (S.D.) Mean (S.D.) t df p
Age 59.7 (9.5) 61.0 (9.8) 050 70 062
Performance status® 72 (16) 75 (14) 0.85 70 040
Psychological distress® 130 (5.8) 11.5(63) —0.90 70 0.37
Mean (S.D.) " Mean ($.D.) z p
Pain® 1.6 (0.8 19 (09) —1.26 021
Dyspnea“ 20 (1.3) 1.8 (0.8) -0.07 054
Fatigue® 22 (09) 22 (1.1) -0.38 070
Constipation® 1.8 (1.2) 1.8 (1.2) -033 074
Diarrhea® 1.0 (0.0) 1.2.(0.5) —149 0.14
N (%) N (%) Chi-square df P
Sex (male) 8 (47) 32 (58) 0.65 [ 042
Marital status (married) 17 (100) 49 (89) —d — 033
Education (=12 years) 13 (77) 37 (67) — —9 0.56
Employment (full/part) 6 (35) 15 (27) 040 ! 053
Living alone 0 (0) [ Q) — - 1.00
Brain metastasis 1 (6) 8 (I5) —9 —d 068
Use of opioids or anticonvulsants 4(24) 25 (46) -9 — 0.16
Use of corticosteroids, psycho-stimulants, 3(18) 14 (26) —s —d 038

bronchodilators or antihypertensives

* Defined by Karnofsky criteria.
®Total HADS score.
“Coded as | =absent; 2 = mild; 3 =moderate; 4 =severe; 5 = extreme.

9 Chi-square values were not calculated, because Fisher’s exact tests were performed.
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Table 4. Longitudinal change between baseline and follow-up as predictive factors for sleep disturbance at admission to the
palliative care unit in advanced cancer patients—univariate analysis

Associated factors Sleep disturbance Analysis
Present (n=17) Absent (n =55)
Mean (S.D.) Mean (S.D.) t df P
Performance status? =27.1 (16) —21.8 (18) 1.08 ’ 70 0.29
Psychological distress® 6.5 (6.9) 1.3 (57) —298 . 65 0.004
' Mean (S.D.) Mean (5.D.) z p
Pain® 05 (1.0) 02 (12 —1.06 029
Dyspnea® 03 (1.6) 0.1 (1.0) -0.39 0.70
Fatigue® 07 (1.2) 04 (1.0) —061 0.54
Constipation* 04 (1.6) 0.3 (1.8) —0.74 0.46
Diarrhea® 0.1 (0.3) 04 (1.0) —0385 0.40
New use of drugs N (%) N (%) Chi-square df P
Use of opioids or anticonvulsants 3(18) 5(9) — — 0.38
Use of corticosteroids psycho-stimulants, 7 (4l) 27 (49) 0.33 [ 0.57

bronchodilators or antihypertensives

®Defined by Karnofsky criteria.
bTotal HADS score. There were some missing values.
“Coded as | = absent; 2 =mild; 3 =moderate; 4 = severe; 5 = extreme.

9 Chi-square values were not calculated, because Fisher’s exact tests were performed.

On the other hand, because the intervals between
the baseline and follow-up investigation were not
short (median 58 days) and variable (ranging from
7 to 622 days) and there the possibility exists of the
occurrence of many events and changes regarding
physical and psychosocial aspects, these factors
may partly explain the variable clinical course of
the sleep disturbance.

Predictive factors for sleep disturbance

Our findings suggest that an increase in psycholo-
gical distress was the only predictive factor for
development of sleep disturbance among advanced
cancer patients. This finding is consistent with
previous studies indicating that many forms of
psychological distress, including anxiety, depres-
sion, and concerns, are significantly associated with
sleep disturbance among cancer patients [3-6,18].
In addition, many studies investigating sleep
disturbance experienced by the general population
have demonstrated the significant association
between sleep disturbance and psychological dis-
tress such as depression and anxiety [19-22]. These
findings support a consistent association between
sleep disturbance and psychological distress even in
different populations.

There are discrepancies in the results obtained
in the cross-sectional and longitudinal analyses
regarding psychological distress. Because it is
obvious that the findings obtained from a
longitudinal analysis are more relevant than those
from a cross-sectional analysis, psychological dis-
tress is one of the possible causes of sleep
disturbance among advanced cancer patients.

Copyright © 2006 John Wiley & Sons, Ltd.

In addition, the disappearance of any significant
association between psychological distress and

- sleep disturbance in the cross-sectional multivariate

analysis may be due to a statistical phenomenon
resulting from over-adjustment for other variables.
Actually, we conducted a similar multivariate
analysis excluding age and living alone from
independent variables, and psychological distress
was found to be a significant associated factor
(beta=0.09, SE=0.03, odds=1.09 [95%Cl=
1.02-1.16], p = 0.01).

Thus these findings indicate an even greater
necessity for the management of psychological
distress in the palliative care setting, and this
approach may be one of the promising strategies
for the prevention of sleep disturbance among
advanced cancer patients.

Conclusion

The present finding indicated that the course of
sleep disturbance in the palliative care setting is
variable. Younger patients and those living alone
may be at risk for sleep disturbance, and appro-
priate bowel symptom management may be im-
portant to manage sleep disturbance among
advanced cancer patients. In addition, the manage-
ment of psychological distress may be one promis-
ing strategy for prevention of sleep disturbance
among advanced cancer patients.

Study limitations
The present study has several limitations. First,
although sleep disturbance is a heterogeneous

Psycho-Oncology 16: 888-894 (2007)
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complaint that may involve several different types
of sleep problems (e.g. difficulties falling asleep, a
complaint of nonrestorative sleep, insomnia,
hypersomnia, etc.), in this study the interview
assessing sleep disturbance may be nonspecific.
We could not identify the exact types of sleep
disturbance, nor did we use any diagnostic criteria
of sleep disturbance [1]. In particular, two different
types of sleep disturbance, namely insomnia and
hypersomnia, were not analyzed separately. This
may be one of the limitations of the present study
because these two types of sleeping difficulty may
vary in terms of etiological factors. Second, since
only 27.4% (209/764) of the subjects at baseline
and 11.1% (85/764) of the subjects at follow-up
could be included in the analysis, generalizing the
results may be impossible, and the sample size of
the follow-up group was too small. These limita-
-tions may have resulted in underestimation of the
sleep disturbance and distortion of the associated
and predictive factors. Third, the fact that the
baseline investigation was cross-sectional in design
precludes drawing any conclusions about causality.
Fourth, because the assessment of the physical
symptoms and patients’ concerns was conducted
by an ad hoc method and the validity and reliability
of the measures were not well established, this may
have resulted in measurement errors. Fifth, the
timing of the follow-up assessment (admission)
may also have produced distortions, because the
reasons for admission may have differed. Sixth,
there may be other factors, such as the hyperarou-
sability trait, cognitive impairment (e.g. delirium),
and maladaptive sleep behaviors that can be
associated with or predict sleep disturbance [1].
These factors should be addressed in the future
studies. Finally, because this study focused on
advanced cancer patients receiving palliative care,
the results may not be applicable to patients with
cancer at various stages or in other settings.
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Abstract

We developed a novel multifaceted psychosocial intervention program which involves screening
for psychological distress and comprehensive sepport including individually tailored
psychotherapy and pharmacotherapy provided by mental health professionals. The purpose of
the present study was to investigate the feasibility of the intervention program and its
preliminary usefulness for reducing clinical psychological distress experienced by patients with
recurrent breast cancer. The subjects who participated in the 3 months intervention program
completed psychiatric diagnostic inferview and several self-reported measures regarding
psychological distress, traumatic stress, and quality of life. The assessments were conducted
before the intervention (T1), after the intervention (T2), and 3 months after the intervention
(Y3). A total of 50 patients participated in the study. The rates of participation in and
adherence to the intervention program were 85 and 86%, respectively. While the proportion of
psychiatric disorders at T2 (11.6%) was not significantly different from that at T1 (22.0%)
(p = 0.15), the proportion of that at T3 (7.7%) had significantly decreased compared with that
at T1 (p = 0.005). The novel intervention program is feasible, is a promising strategy for
reducing clinically manifested psychological distress and further controlled studies are
warranted.
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[7.8] suggest that the impact of cancer recurrence
on psychological well-being is serious.

Introduction

Because cancer is a life-threatening disease, its
psychological impact on patients has been an
important aspect of clinical oncology. Derogatis
et al. found that almost half of all cancer patients
had been diagnosed as having a psychiatric
disorder, and that most ot them had an adjustiment
disorder andjor major depression [1]. Other studies
have consistently indicated that adjustment dis-
orders and major depression are common psychia-
tric disorders among cancer patients [2-4] and are
more common in patients with advanced cancer
[2.5]. All the previously cited studies have indicated
that more than 40% of the breast cancer patients
who experienced first recurrence suffer from an
adjustment disorder and/or major depression [3,6]
and these findings as well as other previous results

Copyright ) 2006 John Wiley & Sons, Ltd.

Several studies have indicated that psychological
distress can lead to serious and far-reaching
negative consequences in patients with advanced
cancer, including reducing their quality of life [9]
and causing severe suffering [10], a desire for early
death, requests for physician-assisted suicide and/
or euthanasia [11,12], suicide [13], as well as
psychological distress in family members [14].
Maintaining psychological well-being is thus an
important issue especially among advanced cancer
patients. On the other hand, there are several issues
to be overcome in order to reduce psychological
distress among cancer patients. For example,
under-recognition of the psychological distress,
especially depression, experienced by cancer pa-
tients is repeatedly reported [15,16]. In addition, a
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previous study demonstrated that even when
screening for psychological distress was coupled
with feedback the results of the screening alone did
not seem to contribute to improving the patient’s
outcome in the oncology setting [17]. Similarly it
was reported that the psychosocial intervention by
a social worker in combination with screening for
psychological distress failed to reduce psychologi-
cal distress among newly diagnosed breast cancer
patients [18]. Lastly recent systematic reviews have
suggested that psychotherapy alone does mnot
appear to be sufficiently effective for reducing
psychological distress among advanced cancer
patients [19,20].

Several recent reports have suggested promising
strategies, such as integrated screening programs.
These consist of an intervention program that
provides pharmacotherapy by oncologists based on
antidepressant algorithms [21.22] or psychological
intervention delivered by the cancer nurse under
the supervision from a consultant psychiatrist, for
those patients who have screened positive [23]. In
any event, interventions for advanced cancer
patients should require a powerful strategy and
the previous findings suggest that an integrated
program that combines screening for psychological
distress with subsequent provision of appropriate
treatment and/or intervention seems to be one of
the promising strategies.

Based on these findings, we developed a multi-
faceted psychosocial intervention program which
involves screening, psychiatric evaluation, and
comprehensive support including individually
tailored psychotherapy and pharmacotherapy
provided by mental health professionals for cancer
patients [24]. The purpose of the present study
were: (1) to investigate the feasibility of this novel
intervention program and (2) to examine its
preliminary usefulness for reducing clinical psy-
chological distress among breast cancer patients
who have experienced first recurrence.

Methods

Patients

The subjects were consecutively recruited from
outpatient populations of the Oncology-Hematology
Division of the National Cancer Center Hospital
East (NCCHE) in Japan from January 2001 to
January 2002. The eligibility criteria for the study
were as follows: (1) histologically, cytologically or
clinically proven first recurrence of breast cancer;
(2) temale, age 20 years or older; (3) informed of
recurrent diagnosis; (4) one to six months after the
disclosure of recurrence; (5) an estimated life
expectancy exceeding six months; (6) follow-up at
the Oncology-Hematology Division of the
NCCHE; (7) a performance status (PS) of from 0

Copyright € 2006 John Wiley & Sons, Ltd.
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to 3 according to the Eastern Cooperative Oncol-
ogy Group criteria. The exclusion criteria were: (1)
cognitive impairment; (2) too ill to participate; (3)
being treated for any psychiatric disorder by
mental health professionals; (4) unable to speak
and understand Japanese.

This study was approved by the [nstitutional
Review Board and the Ethics Committee of the
National Cancer Center of Japan and was con-
ducted in accordance with the Helsinki Declara-
tion. Written informed consent was obtained from
each subject before enroliment into this study.

Study procedures

After written consent was obtained from eligible
patients, a psychiatric diagnosis for study outcome
(see the outcome measures) was made and socio-
demographic data were obtained in a structured
interview by a research tellow who was trained for
this study (7). The subjects also completed several
self-reported questionnaires (see the outcome
measures). After that, a multifaceted psychosocial
intervention program was provided, including the
screening, evaluation interview, and individually
tailored intervention. The psychiatrists who pro-
vided the intervention were blinded to any subjects’
baseline data, including the psychiatric diagnosis at
baseline (71). After the intervention, the follow-up
assessment was conducted for study outcome at 72
and 73. :

Intervention—multifaceted psychosocial
intervention program

The intervention program included multifaceted
components (Table 1) and several steps (Figure 1).
The program is described in detail elsewhere [25].
Brietly, intervention components consisted of
provision of the information material (booklet)
for cancer patients, a self-reported brief instrument
for screening clinically manitested psychological
distress [26]. an interview for assessing the patient’s
physical, psychiatric and psychosocial issues, phar-
macotherapy algorithm for major depression [27],
and a pharmacotherapy and psychotherapy man-
ual for managing psychological distress for cancer
patients. Physical distress items evaluated in the
interview were extracted trom the MD Anderson
Symptom Inventory [28]. Regarding psychiatric
diagnosis, the Structured Clinical Interview for
DSM- IV (SCID) was included in the interview to
evaluate the subjects for major depressive disorder,
post traumatic stress disorder (PTSD), and adjust-
ment disorders [29]. The interview form and
treatment manual are developed for psychiatrists
in residency level. These manuals in Japanese are
available from the authors upon request.

As shown in Figure 1, a participant was
provided with a booklet and screened for his/her

Psycho-Oncology 16: 517-524 (2007)
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Table 1. Components of the multifaceted psychosocial intervention

Component

Contents and purpose

Booklet
Screening (Distress and Impact Thermometer)

Interview form
Pharmacotherapy manual
Pharmacotherapy algosithm for major depression

in advanced cancer patients

Psychotherapy manual

Medical and psychosocial information for psycho-education
2-item brief self-reported questionnaire for screening dinical psychological distress

Semi-structured interview for assessing patient's background, physical symptoms, psychiatric
diagnosis. and social support

General attention and practical issues (half-ife, metabolism., adverse events. drug-drug
interaction, adjuvant use for cancer pain, etc) for psychotropic medication for cancer patients

Algorithm in consideration of status of advanced cancer such as administration route,
estimated prognosis, etc.

Communication skills and bed side manner for interviewing cancer patients

Common psychotherapeutic techniques (psycho-education, crisis intervention, supportive
psychotherapy, behavioral therapy, etc)

Special attention for caring for terminally il cancer patients

Defense mechanism frequently observed in cancer patients and management of patients in
difficult situations

® Baseline assessment for outcome (T1)

Booklet
Screening (Distress/lmpact Thermometer)

Positive ~ Negative

| 1 mo. & 2 mo. after

& Weekly supervision)

Request,
3 mo. intervention
Screening (Distress/fmpact Thermomieter)

Evaluation by interview

| ) Positive  Negative
Individually tailored intervention
(Psychotherapy, Pharmacotherapy. ete. Request

-

® Follow-up assessment for oulcome (I'2 and T3)

Figure I. Procedure of the multifaceted psychosocial intervention program and outcome measurements

psychological distress on a monthly basis for a
maximum of three times. A patient who screened
positive or who screened negative but requested for
the following interview was evaluated by the
psychiatrist using the interview form. We provided
the intervention with the subjects who screened
negative but requested the follow-up because a
patient’s needs can be one of the important factors
in determining the morbidity outcome of cancer
[30). After the interview, the patient status was
summarized and individually tailored treatment
based on the treatinent manual was provided by
the psychiatrist at residency level. The interview
forin was designed to be able to clarify patient’s
uncontrolled physical symptoms, psychosocial is-
sues (e.g. concerns, lack of social support, relation-
ship to medical staff, psychiatric diagnosis), and
patient’s needs regarding the problems and pre-
ferences as to the treatment. Then, just as in actual
clinical practice, psychotherapy and/or pharma-
cotherapy were provided to each patient with
flexibility. In most cases, each patient’s preference
and need for therapy was considered and an

Copyright @ 2006 John Wiley & Sons, Ltd.

.appropriate therapy was selected. Regarding psy-

chotherapy, most patients were provided with brief
supportive counseling and an additional technique,
such as relaxation was also used depending on each
patient’s situation and preference. The intervention
program also included the feedback of information
on uncontrolled physical symptoms to patient’s
oncologists, and sometimes a family meeting was
arranged to manage the family’s distress. In
addition, weekly supervision of treatment proce-
dure was provided to the psychiatric resident by the
faculty psychiatrists (T.A., Y.U.). If there was any
necessity for continuous psychiatric follow-up at
after the end of the intervention, this was provided
by the clinical stafl of the Psychiatry Division.

Outcome measures
Feasibility

Feasibility of the current program was evaluated in
terms of rates of participation and of adherence to
the intervention program. The participation rate

Psycho-Oncology 1 6: 517-524 (2007)
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was defined by the participation proportion of the
eligible subjects who were informed of the purpose
of the present study. We set over 50% of the
participation rate as feasible. Adherence to the
intervention program was defined by the propor-
tion of the participants who completed the inter-
vention at 72. We had set a priori that 50% or
more of the participation rate and 80% or more of
the completion rate would indicate good feasibility.
‘In addition, the total amount of time and number
of the interview sessions provided by psychiatrists
at residency level and the amount of time of
supervision by faculty psychiatrists were recorded.
Furthermore, at the end of the study, unsolicited
comments regarding the study were obtained from
the participants by an interview.

Psychiatric diagnoses

Our primary outcome for this intervention was
reduction in the prevalence of diagnosable psy-
chiatric disorders. To evaluate this preliminary
usefulness of the intervention program, the pre-
valence of psychiatric disorders commonly experi-
enced by cancer patients (i.e. adjustment disorders,
major depression, and PTSD) among all of the
subjects was evaluated using the Structured Clin-
ical Interview for DSM-1V (SCID) by a trained
research fellow [29]. These assessment interviews
were conducted before the intervention (baseline;
T1), after the end of the intervention (4 months
after the baseline interview; 72), and 3 months
‘after the intervention (6 months after the baseline
interview; T3). The trained research fellow was
blinded to any intervention results such as screen-
ing and interview findings.

Psychological distress

Psychological distress was evaluated using the
Profile of Mood States (POMS) and the Lmpact
of Event Scale—Revised (IES-R). POMS is a 65-
item self-rating scale measuring mood disturbance
[31]. The POMS is a widely used, reliable measure
of emotional distress that has been validated in
cancer patients and demonstrated to be reliable for
Japanese people [32]. The total mood disturbance
(TMD) scale of the POMS, which is the sum of the
emotional state subscales, was used. In addition,
we measured the impact of being notified of the
recurrence of the breast cancer on the patients by
the IES-R, which is a 22-item self-rating ques-
tionnaire designed to assess the severity of three
posttraumatic stress symptoms of intrusion, avoid-
ance, and hyperarousal, and the Japanese version
of the IES-R has been shown to be reliable [33.34].
These measures were completed at T1, 72 and T3.

Quality of life

Patients’ QOL was assessed using the European
Organization for the Research and Treatment of

Copyright ¢ 2006 john Wiley & Sons, Ltd.
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Cancer (EORTC) QLQ-C30 and QLQ-BR23. The
QLQ-C30 is a 30-item self-report questionnaire
covering functional and symptom-related aspects
of QOL for cancer patients [35). The QLQ-BR23 is
the breast cancer module, and consists of 23
questions assessing disease symptoms, adverse
treatment events, body image, sexuality and future
perspective [36]. The validity and reliability of
the Japanese version of the EORTC QLQ-C30
and QLQ-BR23 have been confirmed [37,38].
These QOL measures were also completed at 71,
T2 and T3.

Statistical analysis

To test the preliminary usetulness of the interven-
tion program, the McNemar test was conducted to
investigate differences in the proportions of diag-
nosable psychiatric' disorders between 7'l and 72
and between T1 and T3. As an additional analysis,
changes of psychological distress and QOL as-
sessed by POMS, IES-R, QLQ-C30 and QLQ-
BR23 among the subjects with clinical psychiatric
diagnosis at the baseline were investigated by
repeated measures one-way ANOVAs because the
important aims of this intervention program
involve the early detection of those patients with
clinical psychiatric disorders and to provide appro-
priate psychosocial intervention for them. When a
statistical significance was observed, multiple com-
parisons were conducted using the Dunnett method
to clarify which of the psychological distress at 72
or T3 differed from the psychological distress at
Tl.

All reported P-values are two-tailed. All statis-
tical procedures were conducted using SPSS 12.0J
software for Windows (SPSS Inc., 2003).

Results

Characteristics of the participants

During the study entry period, a total of 72 cases of
recurrent breast cancer were newly diagnosed; 13
patients were found to be ineligible for enrollment
in the study (receiving psychiatric consultation, n =
4; no plan of the folow-up, n = 4; too ill, n = 2;
others, n = 3) among the remaining 59 eligible
patients, 9 patients refused to participate in the
study; thus, 50 patients ultimately participated in
the study. The characteristics of the subjects are
shown in Table 2. Regarding clinical psychiatric
disorders, a total of 11 subjects (22%) met any
psychiatric diagnoses (‘Cases’). Regarding adjust-
ment disorders, four subjects suffered from depres-
sive mood, one from anxious mood, and five from
both depressive and anxious moods.

Among the 50 subjects who participated in the
study, 43 and 39 subjects completed the 72 and 73
follow-up, respectively. The reasons for drop out
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Table 2. Baseline characteristics of the patients who
participated in the study (17 = 50)

No. of patients (%)

- Age (mean = SD. range) 5310y, 32-72y

Education >=12y 40 (80)
Manital status Married 42 (84)
Household size Living alone 2 (4)
Children Presence 43 (86)
Recurrence’ Bone 18 (36)
Lymph node 15 (30)
Lung 13 (26)
Liver 10 (20)
Skin 8 (16)
Current treatment? Chemotherapy 31 (62)
Hormone 24 (48)
Radiation 1 (2)
Performance Status” 0 40 (80)
| 8 (16)
2 2(4)
Psychiatric diagnoses®
Adjustment disorders 10 (20)
Major depression I(2)
PTSD? I (2)

* Muldple choice.

® As defined by Eastern Cooperative Oncology Group criteria.
“One subject had both adjustment disorder and PTSD.

9 Posttraumatic stress disorder.

(n =T7) from the study between 71 and 72 were
as follows: Refusal, n = 3; Died, » = 2; Too ill,
n = 1; Transferred to other hospital, » = 1. The
reasons for drop out (m=4) from the study
between 72 and T3 were as follows: Died, #n = 3;
Refusal, n = 1.

Findings regarding the intervention

All of the subjects with psychiatric diagnoses were
screened as positive at one of any 3 screening
procedures. Three of 11 ‘Cases’ did not receive
psychiatric intervention because they said that they
did not need any intervention. Among the “Cases’,
2 pariicipants continued to be followed-up by the
psychiatry department after the intervention.
Among all subjects, a total of 23 subjects received
some form of intervention (Psychotherapy, n = 23
[Supportive psychotherapy, n = 23; progressive
muscle relaxation. n = 5; crisis intervention, n =
3; psycho-education, n = 2]; and Pharmacother-
apy. n = 4 [Benzodiazepines, n = 3; antidepressant,
n = 1]). Contents. of intervention provided to the
patients differed quite extensively depending on the
patient’s problems and preferences. For example,
some patients received only one interview session
because their needs were satisfied or problems were
resolved (most of these patients did not have any
diagnosable psychiatric disorder) while some
others experienced 15 interviews session (see the
feasibility). Most of these interventions were ar-
ranged and provided for the subjects when they

Copyright { 2006 John Wiley & Sons, Ltd.

visited the hospital for regular follow-up, medical
examination, and anticancer treatment.

Feasibility

The participation rate and adherence of the
intervention program were 85% (50/59) and 86%
(43/50), respectively. Among the participants who
had some form of psychiatric diagnosis at T1
(‘Cases’), no one dropped out from the study. The
number of the interview sessions, the amount of
time used for individually tailored intervention by
the psychiatry residents, and the amount of time
consumed by the supervision were 105 times (mean
5; median 4; range 1-15), 5025 min (approximately
84h, corresponding with 1.7h per patient on
average), and 2645 min (approximately 44 hours,
corresponding with 0.9 hours per patient), respec-
tively. Most of the participants found the inter-
vention program convenient, but a couple of the
participants commented that an opportunity of
group psychotherapy or a patient group meeting as
well as the individual psychotherapy would better
satisfy a participant’s needs.

Change in prevalence of mental disorders and in
psychological distress and QOL

Among the subjects who completed the follow-up,
the proportion of psychiatric diagnosis at 72 and
T3 were 11.6% (adjustment disorders, 9.3%; major
depression, 2.3%) and 7.7% (adjustment disorders,
7.7%), rtespectively. While the proportion of 72
was not significantly different from that of Tl
(p = 0.15), the proportion of 73 was significantly
less than that of 71 (p = 0.005). Given that all of
the subjects who dropped out from the study
developed clinical psychiatric disorders at 72 or T3
(worst case scenario), p-values of these comparison
were 1.00 (72 vs T1) and 0.65 (73 vs TI),
respectively. Interestingly, the 3 ‘Cases’ at 71 who
did not receive intervention did not meet any
psychiatric diagnosis both at 72 and 73.

The change of psychological distress evaluated
by POMS among the 11 ‘Cases’ was borderline
significant (p = 0.08) while the total score of
the IES-R was significantly reduced (p = 0.04)
(Table 3). A multiple comparison showed that the
total score of the IES-R at Tl was significantly
reduced at 73 (T1>T3, P =0.02). Most other
measure including QOL did not change signifi-
cantly while appetite loss was significantly
improved. A multiple comparison showed that
appetite loss at 71 was significantly reduced at 73
(T1>T3, P=0.03).

The measures regarding the psychological dis-
tress and QOL among the 39 completed subjects
were not statistically significant (data not shown).
In addition, those among the 23 patients who had
received any kind of treatment were not statisti-
cally significant (data not shown).
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Table 3. Longitudinal course of psychological distress in patients with clinical psychiatric diagnosis at baseline (‘Cases’; n = 11)

Psychological Distress T1 Mean (SD) ‘T2 Mean (SD) T3 Mean (SD) F p Multiple
' ' comparison
Total mood disturbance (POMS) 45.9 (25.2) 40.8 (27.0) 30.1 (26.4) 288 008 —
Total score (IES-R) 24.7 (10.6) 19.8 (11.3) 17.3 (10.8) 393 004 TI>T3
QLQ C-30 —
Global Health Status 60.6 (224) 63.6 (24.5) Sé6.1 (22.1) 0.79 0.43 —
Physical functioning 80.0 (166) 842 (14.1) 824 (14.7) 055 0.59 —
Role functioning 81.8 2L.7) 80.3 (20.8) 833 (16.7) 0.10 0.90 —
Emotional functioning 765 (128) 727 (245) 826 (160) 083 0.45 —
Cognitive functioning 71.2 280) 75.8 (25.1) 788 (21.2) 0.19 0.18 —
Sodal functioning 83.3 (19.7) 788 (21.2) 84.9 (20.4) 0.80 046 —
Fatigue 404 (14.3) 343 (189) 384 (20.7) 0.70 051 —
Nausea and vomiting 21.2 (299) 76 (17.3) 46 (10.8) 193 0.17 —
Pain 21.2 (19.8) 182 (15.7) 273 (27.2) 131 0.29 —
Dyspnoea 273 29.1) 182 22.9) 1242 (262) 0.76 0.48 —
Insomnia 12.1 (22.5) 152 (17.4) 21.2 (225) 0.86 0.44 —_
Appetite loss 30.3 (234) 121 (22.5) 9.1 (21.6) 430 0.03 TI>T3
Constipation 212 225) 212 (27.0) 6.1 (20.1) 234 0.12 —
Diarrhoea 18.2 (229) 6.1 (13.5) 182 (31.1) 116 0.33 —
Finandal difficulties 273 (32.7) 303 (37.9) 242 (36.8) 041 0.67 —
QLQ BR-23*
Body image 44.7 (264) 599 (28.3) 59.1 (24.6) 229 0.13 —
Future perspective 24.2 (262) 394 (29.1) 242 (26.2) 0.76 0.48 —
Systematic therapy side effects 29.9 (189) 273 21.0) 21.7 (17.6) 072 0.50 —
Breast symptoms 227 221) 227 (20.4) 212 (16.8) 0.1 0.90 —
Arm symptoms 263 (20.7) 242 (26.2) 232 (24.1) 0.12 0.89 —

*Sexual functioning, Sexual enjoyment. and Upset by hair loss were deleted because only a small proportion of the subjects responded to these subscales (Responses,

sexual functioning: n = 2, sexual enjoyment: n = 2, upset by hair loss; n = 5).

Discussion

This is the first study to investigate the feasibility of
a novel psychosocial intervention program de-
signed to overcome issues of under-recognition
and under-treatment of clinically manifested
psychological distress otten experienced by cancer
patients. In addition, for the first time the present
study focused on the breast cancer patients
after their first recurrence as subjects because of
their potentially high and prevalent psychological
distress..

In this study, more than 80% of the eligible
subjects accepted and participated in the interven-
tion program and also more than 80% of the
enrolled participants completed the program.
Regarding the participation rate of psychosocial
intervention, one previous Japanese study investi-
gating participation in psychosocial group inter-
vention indicated that only 50 (33%) of 151
primary breast cancer patients after surgery actu-
ally participated in the group psychotherapy
intervention and they suggested the level of
participation is lower than in Western countries
[39]. The authors suggest several possibilities for
the lower level of Japanese psychosocial interven-
tion program and one of them may be due to cross-
cultural difference, namely that discussing personal
problems with someone outside of the family may
bring a deep sense of shame in Asian countries [39].

While we should understand that the difference rate-

Copyright & 2006 John Wiley & Sons, Ltd.

of participation did not result from only the
difference of intervention itself (e.g. difference of
the subject, study design, etc.), nevertheless these
findings suggest that the program, especially the
individually tailored style, seems to be highly
feasible for recurrent breast cancer patients in
Japan. In addition, the adherence rate was also

. high, which also suggests the high clinical feasi-

bility of the program. These findings suggest that
the current modality of the intervention program is
feasible and accessible tor cancer patients.

The psychiatrists at residency level consumed
approximately 84 hours and the faculty psychia-
trists did 44 hours for the program, which means
that the time taken covered and cared for 50
consecutive breast cancer patients after their
recurrence. Concerning appropriate early detection
of psychological distress, the brief and repeated
screening procedure functioned well as all of the
‘Cases’ were screened as positive. Although it is not
simple to judge cost eflectiveness of this kind of
intervention, the current findings about the amount
of time consumed, including the actual treatment
after the brief screening and the supervision for this
study, suggest the cost effectiveness of the program.

While the current study design does not allow us
to address the precise usefulness of the intervention
program for psychological distress experienced
by cancer patients, several informative findings
were obtained. Among them all, the fact that
the proportion of clinical psychiatric diagnoses,
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including mainly depressive disorders, and psycho-
logical distress measured by self-reported ques-
tionnaires, such as POMS and IES-R can be
decreased in the longitudinal course may be
promising because our previous findings and the
meta-analytical study suggest that psychological
distress. especially depression experienced by can-
cer patients does not improve spontaneously
during at least 6 months or one year after cancer
diagnosis [4.40,41]. In addition, when target
symptoms focused on adjustment disorders and
major depression, the previous study failed to show
any effectiveness of an antidepressant treatment
and there has been no other proven strategy for
alleviating these common psychiatric disorders
among cancer patients {42]. This multifaceted
intervention program may be one promising
approach to manage common psychiatric disorders
experienced by cancer patients and the current
findings warrant a further well-designed study,
including randomized controlled clinical trials. On
the other hand, most of the quality of life measures
were not significantly changed in the present study.
Because the current intervention program did not
primarily aim at improving the quality of life itself,
the findings obtained may not be unexpected.
However, when the primary aim is the improve-
ment of the overall quality of life among cancer
patients, this multifaceted psychosocial interven-
tion program may not be enough to accomplish the

purpose. In that case, additional intervention, such -

as more powerful and variable intervention com-
ponents provided by multidisciplinary medical staff
and/or additional resources may be needed. It may
be important to note that the interventions might
help some probable cases or cases at risk other than
‘Cases’. Because our previous study indicated that
intensive management of a sub-clinical level of
anxiety and depression can contribute to the
prevention of subsequent clinically manifested
psychological distress among advanced cancer
patients [43], this procedure may play a role of
prevention for developing clinical psychiatric
disorders. These findings also warrant further
well-designed controlled clinical trials.

The present study has several limitations. First,
the small sample size may be one problem and we
may have missed some substantive changes (type 1
error). Second, since the study was conducted in
one institution, institutional bias may be another
problem and generalizability of the current findings
may thus be limited. Third, because the interven-
tion program had a multi-component structure, we
cannot know the specific role and/or eflectiveness
of each part of the intervention. Fourth, because
the study lacked a controlled arm, we cannot
precisely discern the actual effectiveness of the
program from the regression towards the mean,
natural course or placebo effect. Finally, because
this study focused on patients with recurrent breast

Copyright {1 2006 John Wiley & Sons, Ltd.

cancer, the results may not be applicable to
patients with cancer in other foci.

Despite the several limitations of the study, the
current findings suggest that this novel intervention
program which involves screening for psychologi-
cal distress and sequentially provided actual
psychosocial support may be feasible and one
promising intervention strategy for reducing clin-
ical psychological distress experienced by cancer
patients and further studies to investigate the
effectiveness are warranted.
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Abstract

Purpose: To determine the prevalence of burnout and psychiatric morbidity among physicians
engaged in end-of-life care for cancer patients in Japan and to explore associated factors
related to end-of-life care.

Methads: Questionnaires were mailed to 1436 Japanese clinical oncologists and palliative
care physicians with a request fo complete the Maslach Burnout Inventory (MBI), the General
Health Questionnaire (GHQ-12), and to report on individual factors, including confidence in
patient care. High levels of burnout and psychiatric morbidity were identified using cat-off
scores of the MBI and GHQ-12.

Results: A total of 697 physicians returned the questionnaires (response rate, 49.6%).
Twenty-two percent of the respondents had a high level of emotional exhaustion, 11% had a
high level of depersonalization, 62% had a low level of personal accomplishment, and 20% had
psychiatric morbidity. Clinical oncologists showed a significantly higher psychiatric morbidity
than palliative care physicians. Confidence in having sufficient time to communicate with
patients was significantly associated with all the burnout subscales.

Conclusions: A low level of personal accomplishment was relatively high among Japanese
physicians compared with previous studies. Insufficient confidence in the psychological care of
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patients was associated with physician burnout rather than involvement in end-of-life care.
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Introduction

Burnout is a psychological state resulting from a
prolonged period of high stress levels. Unlike a

major depressive disorder, burnout is a distinct.

work-related stress syndrome and is often defined
by the three components of emotional exhaustion,
depersonalization, and diminished personal accom-
plishment [1,2]. Burnout occurs most frequently in
those whose work requires an intensive involve-
ment with people, including medical stafi such as
physicians.

Several studies have suggested that physicians
engaged in end-of-life care are more likely to
burnout because they may experience multiple
stressors including a sense of failure or frustration
when a patient’s illness progresses [3.4], feelings of
powerlessness against illness and its associated
losses [3], role conflicts and ambiguity [5], and the

Copyright {; 2006 John Wiley & Sons, Ltd.

failure to enable a good death [6). According to the
first report on burnout conducted via a random
survey of 1000 American oncologists in 1991 [4],
56% of the 598 respondents reported having
experienced burnout in their professional lives.
To our knowledge, a few studies [7-13}, including
one nationwide study in the UK {12], have
determined the prevalence of burnout among
oncologists using the Maslach Burnout Inventory
(MBI [1], a standardized measure of burnout.
According to these studies [7-13], oncologists or
palliative care physicians were not at any greater
risk of burnout, compared with other physicians,
but approximately one third of them reported high
levels of burnout and psychiatric morbidity. On the
other hand, a nationwide study on the prevalence
of burnout and psychiatric morbidity has never
been conducted in Japan either among physicians
or oncologists.
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Physician burnout is a serious issue because of its
crucial consequences for patient care: For example,
depersonalization is associated with suboptimal
patient care [14] and decision making in end-of-life
care, such as physician-assisted suicide or eutha-
nasia [15,16]. Moreover, oncologists with higher
levels of emotional exhaustion were more likely to
choose a deep-sedation treatment option in a
hypothetical scenario presented to them than those
with lower levels of emotional exhaustion [17]. In
addition. oncologists have reported that patient
care such as being involved in emotional distress or
physical suffering is often a source of job stress
[18,13]. Nevertheless, end-of-life care has a two-
sided nature: it can be stressful if done badly, but
rewarding if done well [19-21,13]. As described
above, end-of-life patient care is estimated to be
closely related with oncologist burnout and psy-
chiatric morbidity, however, little is known about
the association between them. Therefore, to devel-
op strategies to alleviate physician burnout and
psychiatric morbidity, we attempted in the present
study to investigate physicians’ involvement and
confidence in patient care as factors associated with
the prevalence of physician burnout and psychia-
tric morbidity.

The purpose of this study was to determine the
prevalence of burnout and psychiatric morbidity
among physicians engaged in end-of-life care for
cancer patients in Japan and to explore associated
factors related to end-of-life care.

Methods

Respondents and Procedure

This is a secondary analysis of our previous study
{17] on the practices and attitudes of Japanese
physicians concerning terminal sedation. We en-
rolled physicians who were clinical oncologists or
palliative care physicians such as those who were
engaged in end-of-life care for cancer patients in
Japan. One source was a list of physicians from the
Japanese Association of Clinical Cancer Centers,
as a sample of clinical oncologists. The other
source was a list of physicians from the Japanese
Association of Hospice and Palliative Care Units,
as a sample of palliative care physicians. Twenty-
six institutions from a total of 27 hospitals that
belonged to the Japanese Association of Clinical
Cancer Centers and the Japanese Association of
Hospice and Palliative Care Units approved the
study. In February 2000, we mailed the question-
naire to 1436 eligible physicians. The inclusion
criteria were: (1) being an attending physician
whose specialty was primarily responsible
for the care of terminally ill cancer patients, (2)
having actual experience in oncology or palliative
care, and (3) being unaffiliated with this study
project.:

Copyright { 2006 john Wiley & Sons, Ltd.
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Questionnaire

Burnout: The Maslach Burnout Inventory (MBI)
[1]is a self-administered questionnaire consisting of
22 items using a 7-point Likert-type scale (possible
range, 0-6) that measures the three subscales of
burnout syndrome: emotional exhaustion (9 items),
depersonalization (5 items), and personal accom-
plishment (8 items). A high levels of burnout was
defined as a high level of emotional exhaustion
(upper third, score of 27 or higher), a high level of
depersonalization (upper third, score of 10 or
higher), and a low level of personal accomplish-
ment (lower third, score of 33 or lower) based on
normative data from a sample of American health
professionals (physicians and nurses) [1]. We used
these cut-ofl scores to compare the prevalence of
burnout in this study with that of previous studies
in oncologists [7-13]. The psychometric properties
of the Japanese version of the MBI are contro-
versial [22] and because of this we performed
reliability and validity testing on our study data
ourselves. The reliability of the Japanese version of
the MBI [23] was evaluated by calculating the
Cronbach’s alpha coetficients: emotional exhaus-
tion, depersonalization, and personal accomplish-
ment were 0.87, 0.68, and 0.88, respectively.
Discriminant validity was evaluated by calculating
the Pearson’s correlations coefficients of the inter-
subscales of the MBI: emotional exhaustion and
depersonalization (r=0.50, p<0.01), emotional
exhaustion and personal accomplishment (r=
—0.04, p=0.39), and depersonalization and perso-
nal accomplishment (r=-0.17, p<0.01). Con-
vergent validity was evaluated by calculating the
Pearson’s correlations coefficients of the total score
of GHQ-12 and emotional exhaustion (r=0.44,
p <0.01), depersonalization (r = 0.28, p <0.01), and
personal accomplishment (r= —0.18, p<0.01). We
considered these results were satisfactory and
allowed the MBI results to be included in further
analyses.

Psychiatric morbidity: The General Health Ques-
tionnaire 12-item version (GHQ-12) [24] is a self-
administered questionnaire designed to screen for
non-psychotic psychiatric morbidity, it is well vali-
dated including the Japanese version {25-27] and has
been widely used in samples of healthcare profes-
sionals. It measures 12 symptoms of psychiatric
morbidity (e.g. depression, loss of confidence, sleep
disturbance). Each item is scored as 0 (less or no
more than usual) or 1 (rather or much more than
usual), giving a maximum total score of 12. Scores
above a threshold of 4 or more are regarded as
indicating psychiatric morbidity. This approach has
been recommended by the developer of this scale [28]
and has been shown to be applicable to the Japanese
version [29]. We used it to compare the prevalence of
psychiatric morbidity in this study with that reported
in previous studies for oncologists [8-13].

Psycho-Oncology 16: 421-428 (2007)
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Individual factors: We included physician char-
acteristics and other individual factors in the
questionnaire (available from the authors) that
was developed for our previous study [17] to
identity physicians’ attitudes toward terminal
sedation for cancer patients: the questionnaire
was developed after a systematic literature review
and discussions by an expert panel. Strength of
religious belief was assessed by 3 items using a 5-
point Likert-type scale (possible range, 1 to
5—with a higher score indicating greater strength).
Involvement in end-of-life care during the past year
was assessed by 3 items using a 4-point Likert-type
scale (possible range, 1 to 4—with a higher score
indicating greater involvement) Confidence in the
physical or psychological care of patients were
assessed by 5 items each using a 5-point Likert-type
scale (possible range, | to 5—with a higher score
indicating greater confidence).

Statistical Analysis

We first calculated the Cronbach’s alpha coefhi-
cients tor the subscales: strength of religious belief
(0.89), involvement in end-of-life care (0.88),
confidence in the physical care of patients (0.77),
and confidence in the psychological care of patients
(0.75). Because of its excellent internal consistency,
we used these as a single subscale to compare
physician characteristics between two practice
settings (clinical oncologists versus palliative care
physicians). To compare the prevalence of burnout
and psychiatric morbidity between two practice
settings, we performed chi-square tests. To examine
the association between high levels of burnout and
psychiatric morbidity, high levels of burnout were
entered as independent variables into a multi-
variate logistic regression analysis. To explore the
association with total scores of MBI and GHQ-12,
all individual factors were entered as independent
variables into a multivariate linear regression
analysis using forced entry.

In all statistical evaluations, p values of 0.05 or
less were considered significant; all reported p
values were (wo-tailed. SPSS ver.12.0] statistical
software for Windows (SPSS Japan Institute Inc,
Tokyo, Japan) was used to perform all statistical
analyses.

Results

Physician characteristics

Of the 1436 physicians to whom questionnaires
were mailed, 550 physicians responded within 1
month and 179 responded after a reminder. Thirty-
two responses did not meet the eligibility criteria,
so 697 responses were finally analyzed (49.6%
effective response rate, 697 of 1404). The responses
were obtained from 560 (43%) of the 1306

Copyright ¢ 2006 John Wiley & Sons, Ltd.
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physicians working at medical centers for cancer
and adult disease and from 87 (67%) of the 130
physicians working at hospices or palliative care
units. The data on 50 missing values indicated the
data on physicians whose practice settings were
unknown. The physician characteristics are sum-
marized in Table 1. The respondents were 28-69
years of age (mean=+S.D., 45+8.2), with 0.5-40
years of oncology experience (mean=£S.D..
16+8.1). When the two practice setlings were
compared, the clinical oncologists had a higher
proportion of male physicians (95% versus 87%,
p<0.01), more years of oncology experience
(mean=£S.D., 16+£7.9 versus 12+7.6, p<0.01),
less religious beliefs (mean £8S.D., 2.8 £0.9 versus
3.6+ 1.0, p<0.01), less involvement in end-of-life
care (mean=+=S.D., 14+04 versus 33+0.9,
p<0.01), less confidence in the physical care of
patients (mean=+S.D., 3.0+0.7 versus 3.5x0.8,
p<0.01), and less confidence in the psychological
care of patients (mean*S.D., 2.8+0.6 versus
3.3%0.7, p<0.01) than palliative care physicians.

Prevalence of burnout and psychiatric morbidity

The prevalence of burnout and psychiatric mor-
bidity are shown in Table 2. Compared with
American normative data, the proportions of
physicians with high levels of emotional exhaustion
(22 versus 33%) and depersonalization (11 versus
33%) were lower, while the proporstion of physi-
cians with a low level of personal accomplishment
(62 versus 33%) was much higher. Psychiatric
morbidity was 20% among all the physicians who
responded. When we compared the data for the
two practice settings, the clinical oncologists
showed a significantly higher prevalence of psy-
chiatric morbidity (21 versus 12%, p=10.05), and a
higher proportions of physicians with low levels of
personal accomplishment (65 versus 53%,

We next examined the association between high
levels of bumout and psychiatric morbidity, as
shown in Table 3. A high level of emotional
exhaustion (p<0.01) and a low level of personal
accomplishment (p<0.01) were significantly asso-
ciated with psychiatric morbidity. On the other
hand, a high level of depersonalization (p=0.21)
was not significantly associated with psychiatric
morbidity.

Factors associated with total scores of MBI and
GHQ-12

The associations between individual factors and
total scores of MBI and GHQ-12 , as determined
using a multivariate linear regression analysis, are
shown in Table 4. Among the items for physician
confidence in the psychological care of patients,
having sufficient time to communicate with patients

Psycho-Oncology 1 6: 421-428 (2007)
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Table 1. Physician characteristics

M. Asai et al.

Total physicians

Clinical oncologists Palliative care Physidians

(n=697) n (%) (n=560) n (%) (n=8T7) n (%)
Age (years)
Mean+ S.D. 45182 45482 43+ 8.1
Range 28-69 28-68 31-69
Gender
Male 639 (92) 531 (95) 76 (87)
Female 43 (6) 27 (%) HE3)
Religion
None 521 (79) 441 (80) 43 (56)
Buddhism 108 (16) 87 (16) 9 (10
Christianity 47 (7) 18 (3) 24 (28)
Others 13 @2) 3(h 4 (5)
Oncology expetience (years)
Mean + S.D. 16+ 8.1 1679 12476 -
Range 0.5-40 0.5-40 1.0-30
Involvement in end-of-life care during the past year
Percentage of time used for palliative care
<25 502 (72) 452 (81) 13 (15)
25-50 103 (15) 9l (t6) 9 (10)
51-75 14 (2) 7(1) 7 (8)
>75 67 (10) 5@ 58 (67)
Percentage of patients with an estimated survival time of less than 6 months
<25 ) 466 (67) 43 (76) 1 (13)
25-50 16 (17) 105 (19) 6 (@)
51-75 T3 @) 21 (4) 89
>75 70 (10) 8 (h 6l @71
Number of patients who died
<5 222 (32) 196 (35) 3@
5-25 374 (54) 344 (62) 16 (19)
26-50 42 (6) 16 (3) 24 (28)
>50 47 (7) 3 43 (50)
Note: We included 50 missing values among total physicians whose practice settings were unknown. $.D.: standard deviation.
Table 2. Prevalence of burnout and psychiatric morbidity
Total physicians Clinical oncologists Palliative care physicians 12 P value
(n=697) (%) (n=560) (%) (n=87) (%)
High level of Emotional Exhaustion 22 23 15 2.8l 0.09
High level of Depersonalization Il 10 8 0.19 0.66
Low level of Persona Accomplishment 62 65 53 403 0.05
Psychiatric Morbidity 20 2| . 12 380 005

Note: We included 50 missing values among total physicians whose practice settings were unknown.

Table 3. Association between high levels of burnout and
psychiatric morbidity: muitivariate logistic regression analysis
(n=697)

Psychiatric morbidity

OR  95%Cl P value
High level of Emotional Exhaustion 441 270-720 <00}
High level of Depersonalization 149 079-279 0.2
Low level of Personal Accomplishment 232 1.43-378 <00l

OR: odds ratio; Cl: confidence interval.

had the lowest score (mean=£S.D., 2.7+ 1.0) and
was significantly associated with all the total scores
of MBI and GHQ-12: emotional exhaustion

Copyright {» 2006 John Wiley & Sons, Ltd.

(p<0.01), depersonalization (p<0.01), personal
accomplishment  (p<0.05), and GHQ-12

- (p<0.01). Though all the total adjusted R? values

presented in Table 4 were very low, the best
performing model] is that for personal accomplish-
ment (total adjusted R®*=0.18). Being male
(p <0.05), being little involved in care for patients
who died during the past year (p<0.05), having
greater confidence in having adequate resources in
physical care (p <0.01), having greater confidence
in the assessment of patient anxiety and depression
(p <0.01) and assessment of patient ability to make
decisions (p<0.05) were significantly associated
with higher personal accomplishment. Being a
clinical oncologist was significantly associated with

Psycho-Oncology 16: 421—428 (2007)
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Table 4. Factors associated with burnout and stress: multivariate linear regression analysis (n=697)

Emotional Depersonalization Personal GHQ-{2
Exhaustion Accomplishment total scores
p B p B

Age (years) -0.14 -0.11 —00i 001
Gender® 005 0.00 —0.08° 0.04
Practice setting” —0.13° 0.00 0.04 -0.13¢
Strength of religious belief* 007 0.03 008 0.09°
Oncology experience (years) 008 0.03 0.07 -0.07
Involvement in End-of-fife care during the past year®

Percentage of time used for palliative care 001 =01t -0.02 -0.05

Percentage of patients with an estimated survival 0.02 -0.02 1 0.04 0.10

time of less than 6 months :

Number of patients who died 009 0.12 -0.13° 0.06
Confidence in the physical care of patients ©

Knowledge and skill (pain) 000 0.0l 0.09 -0.04

Knowledge and skill (physical symptoms) -0.03 —0.01 0.08 —-0.01

Having trained (physical management) 003 -0.01 —-0.03 —-0.05

Having adequate resources —0.03 -0.09 0.16f -~0.03

Ability to make a prognosis . 004 0.0l 0.04 —0.04
Confidence in the psychological care of patients

Assessment (patient anxiety and depression) -0.02 -0.02 017 0.06

Knowledge and skill (psychotropics and psychotherapy) 0.06 -0.02 ~0.06 -0.03

Having adequate resources -0.06 —0.01 -0.10 00t

Assessment ( patient ability to make decisions) -003 —-0.05 0.13° -0.09

Having suflicient time to communicate with patients -0 -0.2% 0.10° —0.15°
Total R? 0.07 0.09 021 009
Total adjusted R* 0.04 0.07 0.18 0.06

B: standardized coefficient.

*Coded as: 0 == Male; | = Female.

bCoded as: 0 = Clinical Oncologists; | == Palliative Care Physicians.
“Possible range 1~5. Higher scores indicate greater strength or confidence.
%Possible range 1-4. Higher scores indicate greater involvement.
“Sratistically significant variables (p <0.05).

'Statistically significant variables (p<0.01).

emotional exhaustion (p <0.05) and total scores of
GHQ-12 (p<0.05).

Discussion

This is the first cross-sectional nationwide survey to
determine the prevalence of burnout and psychia-
tric morbidity among physicians engaged in end-
of-life care for cancer patients in Japan. Based on
the results of present study, several findings
emerged. First, 22% of the respondents had a high
level of emotional exhaustion, 11% had a high level
of depersonalization, 62% had a low level of
personal accomplishment, and 20% had psychia-
tric morbidity. Second, clinical oncologists showed
a significantly higher prevalence of psychiatric
morbidity than palliative care physicians (21%
versus 12%). Third, physician confidence in having
sufficient time to communicate with patients was
the factor most strongly associated with burnout.

Before proceeding any further with this Discus-
sion section, we would like to present several
critical limitations of this study to help the readers’
understanding of our interpretation of the results.
First, there was a sample bias. The response rate

Copyright % 2006 John Wiley & Sons, Ltd.

was relatively low (49.6%), so our prevalence may
not be truly representative. Because the response
rate of the clinical oncologists (43%) was lower
than that of the palliative care physicians (67%)
and the clinical oncologists showed a higher
prevalence, physicians with high levels of burnout
may not have responded to our study. Second, this
study was a secondary analysis, so the number of
factors included as independent variables was
limited and neither the variance in burout nor
the relations among burnout, psychiatric morbidity
and individual factors could be fully explained.
Third, this was a cross-sectional study, so any
causality between the prevalence and associated
factors could not be determined.

In previous studies examining burnout in oncol-
ogists [7-13] and general physicians [30,31,14], high
levels of emotional exhaustion (23-53% and
19-53%. respectively), high levels of depersonali-
zation (13-31% and 22-64%, respectively), and
low levels of personal accomplishment (21-48%
and 13-31%, respectively) were observed. The
present study showed a lower prevalence of
depersonalization and a higher prevalence
of  diminished personal  accomplishment,

-compared with the results of previous studies.

Psycho-Oncology 16: 421428 (2007)
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Depersonalization is associated with suboptimal
patient care [14,16]; therefore, its lower level among
the physicians in this study may not have a strong
impact on end-of-life care.

On the other hand, the prevalence of a low level of

personal accomplishment was relatively high and was
significantly associated with psychiatric morbidity in
the present study. Our results showing that personal
accomplishment reduces the risk of psychiatric
morbidity were consistent with a previous nationwide
cross-sectional study [13.32]. The role of personal
accomplishment is complicated: it is believed to
prevent emotional exhaustion and depersonalization
[1,33], whereas at a high level, it predicted higher
levels of stress in a longitudinal study [34]. According
to our results, improving physician confidence in
assessing the mental state of patients (anxiety,
depression, decision making ability) and having
adequate resources for the physical care of patients
may prevent a diminished sense of personal accom-
plishment. However, assessing a patient’s mental
state is difficult for oncologists because they receive
little training on assessing psychological distress
[35,36], so further education is needed. In addition,
clarifying the physician role has been suggested as
improving a diminished sense of personal accom-
plishment [5]. Therefore, we recommend that mental
health professionals be consulted to provide educa-
tion on psychological distress and to clarify the roles
of physicians. In Japan, consultation teams for
palliative care that include a palliative care specialist
and a psychiatrist as essential members have started
to receive expanded coverage under healthcare
insurance since 2002; further studies are required to
see whether this system will improve the confidence
of physicians and prevent diminished personal
accomplishment in Japan.

The overall psychiatric morbidity in this study
was 20%. Since the prevalence of psychiatric
morbidity in the general population of Japan is
16.5% [37], physicians engaged in end-of-life care
for cancer patients were not considered to have a
particularly high prevalence of psychiatric morbid-
ity. Furthermore, psychiatric morbidity in this
" study was lower than that in previous studies on
burnout in oncologists (25-32%) [9-13] and was
nearly equal to recent data on UK doctors who
were not oncologists (17-18%) [34] using the same
GHQ-12 cut-oft score. On the other hand, con-
sidering that the non-responders showed a higher
psychiatric morbidity in a previous study [38], we
might have underestimated the prevalence in the
present study owing to our low response rate.

The palliative care physicians showed much
lower levels of burnout and psychiatric morbidity
than the clinical oncologists, and this result was
similar to those of previous studies in which
physicians and nurses working in hospices had
lower stress levels than those working in oncology

settings [39-41]. On the other hand, a previous .

Copyright { 2006 John Wiley & Sons, Lid.
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study in the UK [12] showed nearly the same level
of psychiatric morbidity in these two practice
settings. As indicated in the limitations of this
study, we could not investigate the job stress
factors. Clinical oncologists reported feeling more
overloaded and being involved with treatment
toxicity, which factors were significantly associated
with psychiatric morbidity [12]. Furthermore,
situational factors such as workload, control,
reward, community, fairness, and values have been
said to be more importantly correlated with
burnout than individual factors {2,42,43]. These
job stress and situational factors may be more
associated with the prevalence of burmout than
involvement in end-of-life care, and these factors
might be related to the Japanese palliative care
system in 2000. In Japan, healthcare insurance has
supported dissemination of specialized palliative
care services since 1991, the number of palliative
care units having dramatically increased from only
5in 1991, to 123 in 2004 [44].

Burnout was associated with physician confi-
dence, especially confidence in the psychological
care of patients, rather than involvement in end-of-
life care. Among the factors, confidence in having
sufficient time to communicate with patients was
the most strongly associated factor. To relieve
physician burnout, ensuring sufficient time to
communicate with patients or the development of
clinical aids to help communication within a brief
time are promising strategies. Communication
skills training would not help physicians to have
sufficient time but may help them acquire good
communication skills, minimizing the need for
more time. Physicians who felt insufficiently
trained or who were not confident of their
communication skills were more likely to have a
low sense of personal accomplishment [7,12,13].
Despite the effectiveness of communication skills
training in Western countries [45,46], our prelimin-
ary study showed that while oncologists became
more confident of their communication skills, their
level of emotional exhaustion also increased after
training [47]; further studies on communication
skills training are needed in Japan.

In conclusion, a low level of personal accom-
plishment was relatively high among Japanese
physicians compared with previous studies. Insuffi-
cient confidence in the psychological care of
patients was associated with physician burnout
rather than involvement in end-of-life care.

Acknowledgements

We are gratetu! to the Japanese Association of Clinical
Cancer Centers and the Japanese Association of Hospice
and Palliative Care Units for their collaborative support.
and to all the physicians who responded to our survey. This
study was supported in part by a Third Term Comprehen-
sive 10-Year Strategy for Cancer Control trom the Japanese
Ministry of Health, Labour and Welfare.

Psycho-Oncology 16: 421-428 (2007)
DOL: 10.1002/pon



Physician burnout in end-of-life care

References

l.

38

6.

10.

. Ehit L,

. Morita T,

Maslach C, Jackson S. Leiter M. Masluch Burnout
Inventory Muanual (3rd edn). Consulting psychologists
Press: Palo Alto. CA. 1996.

. Maslach C, Schaufeli WB, Leiter MP. .jab burnout.

Annu Rev Psychol 2001;52:397-422.

. Meter DE, Back AL, Mornson RS. The inner life of

physicians and care of the seriously ill. JAMA

2001;286:3007-3014.

. Whippen DA, Canellos GP. Burnout syndrome in the

practice of oncology: results of a random survey of
1,000 oncologists. .J Clin Oncol 1991;9:1916-1920.

. Peiro M, Gonzalez-Roma V, Tordera N. Does role

stress predict bumout over time among health care
professional? Psychol and Heulth 2001;16:51 1525,
Levy JA, Gordon AK. Stress and burnout in the social
world of hospice. Hosp J 1987;3:29--51.

. Travado L. Grassi L, Gil F, Ventura C, Martins C.

Physician-patient communication among Southern Eur-

- opean cancer physicians: the influence of psychosocial

orentation and burnout. Psycho-Oncology 2005;14:
661-670.

. Catt S, Fallowtield L, Jenkins V, Langridge C, Cox A.

The informational roles and psychological health of
members of 10 oncology multidisciplinary teams in the
UK. Br J Cancer 2005;93:1092-1097.

. Taylor C, Graham J, Potts HW, Richards MA, Ramirez

Al. Changes in. mental health of UK hospital con-
sultants since the mid-1990s. Lances 2005:366:742-744.
Trim K, Mand-Bains IH. Sussman J,
Grunfeld E. Job satisfaction, stress, and burnout among
Canadian gynecologic oncologists. Gynecol  Oncol
2004:94:134-139.

. Grunfeld E, Whelan TJ, Zitzelsberger L, Willan AR,

Montesanto B, Evans WK. Cancer care workers in
Ontario: prevalence of burnout, job stress and job
satisfaction. CM AJ 2000;163:166-169.

. Ramirez AJ, Graham J. Richards MA er «/. Burnout

and psychiatric disorder among cancer clinicians. Br J
Cuncer 1995;71:1263-1269.

. Ramirez AJ. Graham J, Richards MA. Cull A, Gregory

WM. Mental health of hospital consultants: the effects
of stress and satisfaction at work. Lancet 1996:347:
724-728.

. Shanafelt TD, Bradley KA, Wipf JE, Back AL. Burnout

and self-reported patient care in an internal medicine
residency program. Amn Intern Med 2002;136:358-367.

. Grassi L, Magnani K, Ercolani M. Attitudes toward

euthanasia and physician-assisted suicide among Italian
primary care physicians. J Pain Symptom Manage
1999:17:188--196.

Portenoy RK, Coyle N, Kash KM et al. Determinants
of the willingness to endorse assisted suicide. A survey
of physicians, nurses, and social workers. Psychoso-
matics 1997,38:277-287.

Akechi T, Sugawara Y, Chihara S,
Uchitomi Y. Practices and attitudes of Japanese
oncologists and palliative care physicians concerning
terminal sedation: a nationwide survey. J Clin Oncol
2002;20:758-764.

. Grunfeld E, Zitzelsberger L. Coristine M, Whelan TJ.

Aspelund F, Evans WK. Job stress and job satisfaction
of cancer care workers. Psycho-Oncology 2005;14:61-69,

. Redinbaugh EM, Suliivan AM, Block SD er al

Doctors™ emotional reactions 10 recent death of a
patient: cross sectional study of hospital doctors. Br
Med J 2003:327:185.

. Zapf D. Emotion work and psychological well-being. A

review of the literature and some conceptual considera-
tions. Human Resour Manuge Rev 2002:12:237-268.

Copyright () 2006 john Wiley & Sons, Ltd.

427

. Lyckholm L. Dealing with stress, burnout, and griel

in the practice of oncology. Lancet Oncol 2001:2:
750-755.

. Kitaoka-Higashiguchi K. The concept of burnout; a

confirmatory study of the factor structure of the
Japanese version of the Maslach Burnout Inventory.
Nippon Seishin Hoken Kango Gakkaishi 2004;13:99-104.

. Higashiguchi K, Morikawa Y, Miura K e¢r al. The

development of the Japanese version of the Maslach
Bumnout Inventory and the examination of the factor
structure. Nippon Eiseigaku Zasshi 1998:53:447-455.

24. Goldberg DP, Gater R, Sartorius N er al. The validity

37.

38.

39.

40.

41.

. Nakagawa Y, Daibou I.

. Goehring C, Gallacchi MB, Kunzi

of two versions of the GHQ in the WHO study of
mental illness in general health care. Psychol Med
1997;27:191-197.

. Doi Y. Minowa M. Factor structure of the 12-item

General Health Questionnaire in the Japanese general
adult population. Psychiat Clin Neurosci 2003:57:
379-383.

. Fukunishi 1. The assessment of cut-off point of General

Health Questionnaire(GHQ) in the Japanese version.
Shinri Rinshou 1990;3:235-242.

Japanese version GHQ.
Psychological Health Questionnaire Manual. Nihon
Bunka Kagaku Sha: Tokyo, 1985.

28. Goldberg D. Williams P. A4 User’s Guide to the General

Hcalth Questionnaire. Nfer-Nelson Publishing: Windsor
UK, 1988.

29. Honda S, Shibata Y, Nakane Y. Screening of mental

disorder using 12-item General Health Questionnaire.
Kousei-no-shiliyou 2001:48:5-10.

B. Bovier P.
Psychosocial and professional characteristics of burnout
in Swiss primary care practitioners: a cross-sectional
survey. Swiss Med Wkly 2005:135:101-108.

. Grassi L, Magnani K. Psychiatric morbidity and

burnout in the medical profession: an ltalian study of
general practitioners and hospital physicians.  Psy-
chother Psychosom 2000;69:329-334.

. Graham J, Potts HW, Ramirez A). Stress and burnout

in doctors. Lancet 2002:360:1975-1976.

. Armstrong J, Holland J. Surviving the stresses of

clinical oncology by improving communication. Qncol-
ogy (Williston Park) 2004;18:363-368.

. McManus IC, Winder BC, Gordon D. The causal links

between stress and burnout in 2 longitudinal study of
UK doctors. Lancer 2002:359:2089--2090.

. Fallowfield L, Ratclifie D, Jenkins V, Saul J. Psychiatric

morbidity and its recognition by doctors in patients with
cancer. Br J Cancer 2001;84:1011-1015.

. Gilewski T. The art of medicine: teaching oncology

fellows about the end of life. Crit Rev Oncol Hematol
2001:40:105-113.

Nakane Y, Tazaki M, Miyaoka E. WHOQOL-BREF
survey of general population. Iryou-ro-shakai 1999;
9:123-131.

Wall TD, Bolden RI, Borrill CS ¢t a/. Minor psychiatric
disorder in NHS trust stafl: occupational and gender
differences. Br J Psychiatry 1997:171:519-523.
Graham J, Ramirez AJ, Cull A, Finlay I, Hoy A,
Richards MA. Job stress and satisfaction among
palliative physicians. Palliative Med 1996;10:185-194.
Vachon ML. Staff siress in hospice/palliative care: A
review. Palliative Med 1995;9:91--122.

Bram PJ, Katz LF. A study of burnout in nurses
working in hospice and hospital oncology settings.
Oncol Nurs Forum 1989:16:555-560.

2. Visser MR, Smets EM, Oort FJ, De Haes HC. Stress,

satisfaction and burnout among Dutch medical specia-
ists. CMAJ 2003;168:271-275.

Psycho-Oncology 16: 421—428 (2007)
DOI: 10:1002/pon



428

43.

4.

45.

Leiter MP, Maslach C. Six areas of worklife: 2 model of
the organizational context of burnout. J Health Hum
Serv Adm 1999;21:472-489.

Morita T, Akechi T, Ikenaga M ez al. Late referrals to
specialized palliative care service in Japan. J Clin Oncol
2005;23:2637-2644.

Fallowfield L, Jenkins V, Farewell V, Saul J, Duffy A,
Eves R. Efficacy of a Cancer Research UK commu-

Copyright 2006 John Wiley & Sons, Ltd.

40.

47.

M. Asai et al.

nication skills training model for oncologists: a rando-
mised controlled trial. Lancet 2002;359:650-056.
Fallowfield L, Jenkins V, Farewell V e/ «l. Enduring
impact of communication skills training: results of a
12-month follow-up. Br J Cancer 2003;89:1445-1449.
Fujimori M, Oba A, Koike M ¢r a/. Communication
skills training for Japanese oncologists on how to break
bad news. J Cancer Educ 2003;18:194-201.

Psycho-Oncology 16: 421428 (2007)
DOI: 10.1002/pon



