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Abstract

Purpose Little research has been done on supportive needs
of cancer patients in acute hospitals in Japan. This study
aims to comprehensively assess the unmet supportive needs
of hospitalized cancer patients, as well as literacy and
utilization of appropriate professional care.

Methods All cancer patients (aged 20 to 80 years) who
were hospitalized in a university hospital in Tokyo during
the designated 3-day period between September 1 and
October 31, 2007 were recruited for participation in the
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study. The M.D. Anderson Symptom Inventory, Brief
Cancer-Related Worry Inventory, and Hospital Anxiety
and Depression Scale were administered. Patients’ knowl-
edge and use of relevant services were evaluated. The
results were compared with those of non-cancer patients in
the same treatment settings.

Results A total of 125 cancer patients and 59 non-cancer
patients were enrolled. Cancer patients and non-cancer
patients equally suffered from physical symptoms (15-26%
had severe appetite loss, 18-19% had severe dry mouth, and
16-22% had severe pain); however, psychological distress of
cancer patients exceeded that of non-cancer patients (28.0%
vs 8.5%; p< 0.05). Severe psychological distress was
associated with severe worry about future prospects or
interpersonal and social issues and presence of two or more
severe symptoms. Two thirds of the patients with severe
psychological distress knew about the psychiatric division,
but only one third actually sought treatment.

Conclusions Needs related to psychological issues were more
prevalent among cancer patients than among non-cancer
patients, despite a similar level of physical distress. Special
attention should be paid to cancer patients who worry over
future prospects or interpersonal and social issues, and those
who have two or more severe symptoms.

Keywords Unmet supportive needs -

Psychological distress - Worry - Predictive factors -
Service use

Introduction
Cancer patients have diverse needs throughout the course of

their illness. Identification and management of supportive
needs is an essential component of comprehensive health care

@ Springer
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for people with cancer, because unmet supportive needs have
a detrimental effect on patients’ well-being [32]. The most
frequently reported unmet needs were those related to
physical, psychological, informational, psychosocial, and
daily living issues. Spiritual, communication, and sexuality
issues have also been sporadically investigated [13].

Supportive needs of cancer patients differ between
individuals and across time. Increased level of needs have
been identified among patients who are young, female,
unmarried, living in a rural location, or those who have a
low income. Poor physical condition, advanced stage of
illness at diagnosis, and current and/or past psychiatric
problems are also associated with more complex needs
[18]. Prevalence trends and predictors of unmet needs were
highly variable in all domains and across the phases of
illness [13]. During the newly diagnosed phase, patients
were more likely to have unmet psychosocial (6-69%) and
physical (44%) needs, compared with needs related to
activities of daily living (5-10%), economic (11%),
information (10-24%), or psychological (12-17%) [9, 21,
51, 60]. During the treatment phase, the prevalence of
unmet needs for each domain had the largest variation
compared with any other time over the course of the cancer.
Unmet needs appear to be highest during the treatment and
post-treatment phase [19, 20, 44]. High level of psychoso-
cial needs is reported throughout the trajectory, especially
during advanced/palliative phase [22, 37, 49, 58], with a
gap between needs and service provision [5, 7].

Rigorous and systemic assessment of needs is the first
critical step in supportive care that leads to the delivery and
development of appropriate services [31]; however, very
little research about cancer patients’ needs has been done in
Japan. Thus far, the research has been limited to ambulatory
patients with specific types of cancer [29, 33], or the
selected assessment tools were not validated for use with
Japanese patients with cancer [29].

A study of unmet needs in an acute hospital setting is
important in Japan, because 80% of the Japanese general
population die in hospitals [23], and approximately 50%
even prefer to spend the end-of-life period in a hospital
rather than at home [45]. This is presumably because they
may not cause burden to their family [15]. A nationwide
survey demonstrated that 14-25% of the patients are
reluctant to discuss end-of-life issues with physicians,
which may be a barrier to introduction of quality palliative
care [30]. Negative attitude towards palliative care among
patients, their family members, and even physicians is one
of the barriers against proper referral to palliative care and
subsequent delay in terminating active anti-cancer treatment
[27]. Misbelief and negative attitude about opioids hamper
proper use of opioids [30, 38] and a substantial number of
patients and families are currently dissatisfied with the
available palliative care services [48].

a Springer

The present study was conducted in a university hospital
in central Tokyo. Survey in a university hospital has the
following significance: in the Japanese medical system,
patients are allowed to visit any hospital of their choice
without paying extra money; the national health insurance
covers 70-80% of the medical fee. Regardless of type of
illness, health condition, or socioeconomic background, any
patient can be seen at university hospitals. Approximately
half of all Japanese physicians are initially trained at
university hospitals; therefore, development of viable
palliative care in university hospital settings is important
for the overall progress of palliative care in Japan [28]. At
the time of this study, even though a nationwide campaign
to promote palliative care had been initiated, the hospital
was not equipped with palliative care services. Unfortu-
nately, this lack of services is not unusual in university
hospitals in Japan.

First, we sought a validated needs-assessment scale;
however, none of the psychometrically reliable scales,
identified in a recent review [42], had been validated among
Japanese subjects at the time of our survey. Therefore, we
used a combination of several validated assessment scales as
a substitute for a single needs-assessment scale. We aimed to
comprehensively cover the domains that may contribute to
the satisfaction and quality of life of the patients. Those
domains are generally categorized into physical, psycholog-
ical, psychosocial, informational, and spiritual issues and
problems related to daily living, communication, and
sexuality [13, 61]. We used the Japanese version of the M.
D. Anderson Symptom Inventory (MDASI) [8, 35] to assess
physical needs and daily living issues; the Brief Cancer
Worry Inventory (BCWI) [16] to evaluate psychosocial,
informational, communication, and sexuality issues; and the
Japanese version of Hospital Anxiety and Depression Scale
(HADS) [26] to assess undertreated psychological distress.
We also attempted to identify factors associated with
psychological distress, because psychological distress is
highly influenced by unmet needs in other domains [63].

We compared cancer patients with non-cancer patients who
were hospitalized in the same ward during the same study
period. In the study-site hospital, as is usually the case with
most hospitals in Japan, place of admission is determined by
the site of primary illness and not by type of illness. For
example, patients with chronic lung disease and patients with
lung cancer are admitted to the same “pulmonary ward” and
are cared for by the same nursing team and often seen by the
same physician. Therefore, the non-cancer patients in the
same ward served as a comparison group to identify areas that
require further support among cancer patients.

In brief, this study aims to assess the unmet supportive
needs of hospitalized cancer patients in a university hospital
setting in Japan. All types of cancer sites and all stages of
illness were included, and needs of cancer patients were
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compared with non-cancer patients in the same treatment
setting.

Patients and methods
Participants

This study was conducted in a 1,000-bed private general
tertiary medical facility affiliated to a medical university
located in the central Tokyo. The candidates for participa-
tion included all patients who were hospitalized during the
study period and undergoing treatment or diagnostic testing
for cancer in the medical, surgical, or radiological depart-
ments of the abovementioned hospital. Participants were
recruited during the designated 3-day period between
September 1 and October 31, 2007 (dates were determined
by each department). Those who were aged 20 to 80 years
and were able to complete a written questionnaire were
eligible. Patients were excluded for surgical procedures
within the week before the survey or if they were incapable
of understanding and consenting to participation in the
study (based on the judgment of the physician in charge).
All patients who were not diagnosed with cancer and were
hospitalized during the same period were approached for
participation in the comparison group.

Procedure

Eligible patients who gave written consent were asked to
fill out three self-report questionnaires: the MDASI, BCW],
and HADS. The measures used in this study do not literally
assess unmet needs; alternatively, we attempted to supple-
ment this by directly asking about awareness and utilization
of relevant services. The relevant services included the pain
clinic, psychiatric division, social services, rehabilitation
medicine, and clinical nurse specialists. Research assistants
provided support to participants who required help in filling
out the questionnaires. These assistants were physicians or
registered nurses who were not involved in the care of the
participants. Participants’ demographic and clinical data,
including Eastern Cooperative Oncology Group perfor-
mance status, were collected from the medical records.

This study was approved by the institutional review
committee of Keio University School of Medicine and was
registered in the national clinical trial registry, the UMIN-
CTR (register number: UMIN0O00000811).

Measures
All the measures used in this study were previously

standardized among Japanese cancer patients. The Japanese
version of the MDASI is a 19-item self-report questionnaire

scored on an 11-point Likert scale (0-10). It is designed to
assess the severity and impact of cancer-related physical and
psychological symptoms within the past 24 h. The BCWlisa
15-item self-report questionnaire designed to assess cancer-
related worries on a numeric scale (0—100). Severity of worry
is calculated by totaling the scores for each item. The
inventory consists of three factors: future prospects, physical
problems, and social and interpersonal problems [16]. When
assessing non-cancer patients, the item regarding “worry
about cancer” was modified to “worry about your current
illness™. The Japanese version of HADS is a 14-item self-
report questionnaire designed to assess depression and
anxiety. Each question is answered by choosing a score from
0 to 3. HADS total score of 20 or more or HADS depression
subscale score of 11 or more indicates that the respondent is
highly likely to have major depression. HADS total score of
11 or more, HADS depression subscale score of 5 or more, or
HADS anxiety subscale score of 8 or more indicates that the
respondent is highly likely to have an adjustment disorder ora
major depressive disorder [26].

Statistical analysis

Cancer patients’ data were compared with the non-cancer
patients’ data by using chi-square test for categorical
variables, Mann-Whitney U test for non-parametric varia-
bles, and unpaired ¢ test for continuous variables. Signifi-
cance was set at p<0.05. Mantel test was used to compare
prevalence of moderate and severe symptoms on MDASI
between cancer and non-cancer patients.

Stepwise logistic regression analysis (forward selection)
was performed to explore for factors that predicted severe
psychological distress. Major depression based on the results
of the HADS was entered into the analysis as the dependent
variable, and the following variables were entered as predictor
variables: patients’ demographic factors (age, gender, and
performance status), presence of severe symptoms according
to the MDASI, number of severe symptoms, and presence of
severe worry in each BCWI domain, Predictor variables were
dichotomized, according to age, into categories of 65 years or
over and others, performance status into categories of three or
over and others, MDASI symptoms (items 1 to 13) into
categories of severe (score of 8 or over) and others, and mean
score of BCWI domains into categories of 80 or over and
others.

Results

Participants

Of the 287 patients who were approached, 215 (74.9%) met
the inclusion criteria. The reasons for exclusion were
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cognitive dysfunction (22 patients), severe physical condi-
tion (18 patients), decision of the physician in charge (four
patients), and other unspecified reasons (38 patients). Of
those, 184 patients (97 males and 87 females) gave written
consent and were enrolled in the study (response rate,
85.6%). Differences in gender and age were not significant
between those included and those excluded.

The demographic data of the participants are shown in
Table 1. The participants consisted of 125 cancer patients
with mean age of 58.9 years (SD=12.5) and 59 non-cancer
patients with mean age of 61.2 years (SD=13.9). The majority
of cancer and non-cancer patients were admitted for active
treatment, and a few were admitted for evalwation and
diagnosis. Few patients were admitted solely for palliative
purpose; however, it should be noted that a large proportion of
cancer patients have cancers that are considered unresectable
or incurable; thus, even though the patients were admitted for
active treatment, a substantial proportion of patients were
implicitly at the stage of palliation. Opiates were prescribed
for only 18 patients (12.1%).

Prevalence of physical and psychological symptoms

The mean number of severe symptoms was 1.9 (SD=2.6) in
the cancer patient group and 1.7 (SD=2.5) in the non-
cancer patient group, and the difference was not significant.

Figure 1 shows the results of the MDASI, listed in the
order of prevalence. Symptoms related to psychological
state outweighed physical symptoms. Cancer patients
frequently (>20%) suffered from severe distress, lack of
appetite, drowsiness, disturbed sleep, sad mood, and dry
mouth, whereas the non-cancer patients frequently suffered
from pain, disturbed sleep, numbness or tingling, and
feelings of distress. There were no significant differences
in the severity of any symptoms between cancer patients
and non-cancer patients.

Severity of worries

Table 2 shows the severity of worries assessed by the
BCWI. In all domains and for most items, worry was
significantly more severe among cancer patients than
among non-cancer patients. Worry was remarkable (mean
score >50) among cancer patients with regards to treatment
and prognosis, such as “the cancer itself”, “the cancer might
get worse in the future”, “life and death”, “effect of current
treatment”, “side effects of the treatment”, and “future of
family members”. Cancer patients were significantly more
worried about their “mental status” and “how to cope with
the illness”.

The severity of worry was generally low with regards to
physical symptoms and daily life issues, such as sexual
problems, economic problems, relationships with family
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members, and work or housework among cancer and non-
cancer patients.

Age significantly correlated with the severity of all
domains of worry, and the younger group had the most
severe worries (#=0.34, p<0.01). Gender did not signifi-
cantly correlate with the severity of worries. Performance
status weakly correlated with the physical domain of worry,
and worry became increasingly more severe as performance
status declined (»=0.15, p<0.05).

Prevalence of psychological distress and predictive
variables

As shown in Table 3, cancer patients had significantly
higher total HADS scores and HADS anxiety subscale
scores (p<0.05). Based on the cutoff scores recommended
in a previous study [26], 93 (74.4%) of the 125 cancer
patients suffered from psychological distress that corre-
sponded to an adjustment disorder or major depression, and
35 (28.0%) suffered from severe psychological distress that
corresponded to major depression. The prevalence of both
was significantly higher in the cancer group. In the non-
cancer group, 34 (57.6%) of 59 patients suffered from
psychological distress that corresponded to an adjustment
disorder or major depression, and only four (6.8%) suffered
from severe psychological distress that corresponded to
major depression.

Table 4 shows the results of a stepwise binary logistic
regression analysis to identify factors associated with severe
psychological distress. The analysis yielded a significant
model (omnibus Chi-square=27.45, df=3, p< 0.001), ac-
counting for between 21.4% and 30.6% of the variance, with
76.3% of overall predictions being accurate, The future-
prospects domain and social-and-interpersonal-problems
domain of the BCWI and the presence of two or more
severe symptoms according to the MDASI were significantly
associated with severe psychological distress.

Literacy rate and rate of utilization of relevant services

Table 5 shows the percentage of patients who knew about
(literacy rate) and who used (utilization rate) the relevant
services. About two thirds of the patients knew about the
psychiatric division, but less than 50% knew about social
services, the pain clinic, and clinical nurse specialists. The
literacy and utilization rates of cancer patients and non-
cancer patients were not significantly different, except that
the psychiatric division was more likely to be used by
cancer patients.

Among the patients suspected of having major depres-
sion (n=39), 24 patients (61.5%) were aware of the
psychiatric division, but only 11 patients (29.7%) actually
used it; thus, 13 (33.3%) of the 39 patients who were
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Table 1 Demographics of the participants
Total (%) Cancer (n=125) Non-cancer (r=59) j:a

Male 97 (52.7) 68 (54.4) 29 (49.2) 0.53
Female 87 (47.3) 57 (45.6) 30 (50.8)
Age (year) 59.6 (SD = 13.1) 589(SD = 12.5) 61.2(SD = 13.9) 0.27
Surgical ward 128 (69.57) 83 (66.4) 45 (76.3) 0.17
Medical ward 56 (30.43) 42 (33.6) 14 (23.7)
ECOG performance status

0 21 (11.5) 13 (10.5) 8 (13.6) 0.30

1 85 (56.5) 64 (51.6) 21 (35.6)

2 47 (25.7) 29 (23.4) 18 (30.5)

3 24 (13.1) 14 (11.3) 10 (17.0)

4 6(32) 4(32) 2 (3.4)
Cancer progression

Curable/resectable 33 (26.4)

Advanced 82 (65.6)

Not identified 10 (8.0)
Treatment phase

Diagnostic (pretreatment) 8 (4.3) 6 (4.8) 2(3.4)

Active treatment 141 (76.6) 97 (77.6) 44 (74.6)

Palliative 23 (12.5) 14 (11.2) 9(15.3)

Not identified 12 (6.5) 8 (6.4) 4 (6.8)
Purpose of admission

Examination/diagnosis 9(4.9) 5(4.0) 4 (6.8)

Chemotherapy 64 (34.8) 64 (51.2) 0 (0.0)

Other disease-targeted pharmacotherapy 23 (12.5) 0 (0.0) 23 (39.0)

Radiotherapy 19 (10.3) 19 {15.2) 0(0.0)

Operation 53 (28.8) 33 (26.4) 20 (33.9)

Local operation 1(0.5) 0 (0.0) 1(1.7)

Rehabilitation 14 (7.6) 6 (4.8) 8 (13.6)

Symptom control 34 (18.5) 22 (17.6) 12 (20.3)

End-of-life care 3 (1.6) 324) 0 (0.0)

Others 8(43) 6 (4.8) 234
Use of opioids

Yes 18 (9.8) 15 (12.0) 3(5.1) 0.13

No 166 (90.2) 110 (88.0) 56 (94.9)
Primary site of iliness

Gastrointestinal (surgical) 30 (16.3) 23 (18.4) 7 (11.9)

Musculoskeletal 27 (14.7) 9(72) 18 (30.5)

Gastrointestinal {medical) 24 (13.0) 17 (13.6) 7(11.9)

Gynecological 20 (10.9) 20 (16.0) 0 (0.0)

Hematological 18 (9.8) 18 (14.4) 0 (0.0)

Head and neck 16 (8.7) 14 (11.2) 2(3.4)

Dermatological 10 (5.4) 324 7(1.9)

Urological 10 (5.4) 7(5.6) 3¢.0)

Respiratory (medical) 7(338) 324 4 (6.8)

Neurosurgical 7(3.8) 4(32) 3.

Cardiovascular 4022 0 (0.0) 4(6.8)

Respiratory (surgical) 4022 3 (24) 1(1.7)

Radiological® 422) 432) 0(0.0)

Rehabilitation medicine® 3 (1.6) 0(0.0) 3(5.1)

ECOG Eastern Cooperative Oncology Group

#Chi-square test for gender, for whether medical or surgical division, for performance status and for use of opioids. Student’s ¢ test for age
® Admitted for radiologic treatments, site unspecified
© Admitted for multi-system rehabilitation therapy, site unspecified
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Fig. 1 Distribution of
severity for M.D. Anderson
Symptom Inventory

Interference with ...
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Relationship with other people {cancer}
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suspected of having major depression did not consult the
psychiatric division even though they knew it was
available. Fifteen (38.5%) of the 39 patients did not know
about the availability of psychiatric service.

Among the patients suspected of having an adjustment
disorder (n=127), 87 patients (68.5%) knew of the
availability of the psychiatric division, but only 17 patients
{13.7%) actually used it; therefore, 70 (55.1%) of the 127
patients suspected of having an adjustment disorder did not
consult the psychiatric division even though they knew
about the availability of the service, and 40 (38.5%) of 127
patients did not know about the availability of psychiatric
help. Only 15 (38.5%) of the patients with moderate-to-
severe pain (n=39) knew about the services offered by the
pain clinic, and only six patients (15.4%) actually used the
clinic.
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Discussion

The aim of our study was to comprehensively assess the
unmet supportive needs of cancer patients who were
hospitalized in an acute care hospital. Our results demonstrat-
ed that a substantial number of patients experience a wide
range of symptoms and had worries that were undertreated.
Detection and appropriate management of these symptoms
and worries appear to be a pervasive problem.

Although there were no significant differences in the
severity of each physical symptom between cancer patients
and non-cancer patients, cancer patients are more likely to
be psychologically distressed. These findings are consistent
with other studies from Australia [46]} and Finland [43],
reporting that cancer patients have more needs in psycho-
logical domains than in physical domains. Our study
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Table 2 Severity of worries

Item content and domains of worries Cancer patients Non-cancer patients P

Mean SD Mean SD

Item content
Current illness itself 71.0 26.2 54.2 34.3 <0.01
Illness might get worse in the future 66.9 296 435 353 <0.001
Life and death of self 56.5 331 31.0 343 <0.001
Ability to cope with the illness 55.5 29.8 38.0 31.5 <0.001
Effect of current treatment 53.4 30.1 38.7 30.9 <0.01
Side effects of the treatment 522 31.1 326 30.8 <0.0001
Future of family members 51.2 337 293 33.0 <0.0001
Mental status 49.1 276 337 299 <0.001
Physical symptom 46.5 295 40.7 305 022
Ability to do job or house work 41.3 33.7 393 35.0 0.71
Economic problems 39.8 324 32.7 333 0,17
Change of appearance 383 314 229 28.3 <0.001
Relationships with medical staff 25.6 269 15.0 23.9 <0.05
Relationships with family members 24.1 25.5 185 28.6 0.18
Sexual issues 16.3 246 133 244 0.46

Domains
Future prospects 59.0 294 40.0 327 <0.0001
Physical problems 38.0 292 277 28.5 <0.01
Social and interpersonal problems 36.0 304 27.6 30.7 <0.05
Total 46.2 29.7 33.0 30.9 <0.0001

# Student’s ¢ test

showed a higher rate of depression and anxiety than found
in the Finnish study.

The distribution and frequency of each symptom were
similar to the results of previous studies [4, 43]. Among the
symptoms covered by the MDASI, feelings of distress, lack
of appetite, disturbed sleep, drowsiness, and sad feelings
were the most prevalent symptoms. Dry mouth was another
frequent symptom among both cancer patients and non-
cancer patients, suggesting another important area that
requires care and attention. Tong et al. [54] reported that
dry mouth was the most common oral symptom among
medical oncology patients. Furthermore, they found that the
symptom was associated with lower performance status and
poorer quality of life.

Severe pain was present in 18.4% of our cancer group.
Although the World Health Organization guidelines declare
that 90% of cancer pain can be eliminated by proper
analgesic use [62], our results showed a failure of the
medical system in meeting this standard. It appeared that
patients’ pain is not adequately relieved even in a university
hospital in the capital city. This unfortunate finding is
evidenced by a low rate of opium usage and low rate of
referrals to a pain specialist. The results of our study were

marginally better than those reported in the UK [14],
Finland [43], and The Netherlands [56], but our findings
replicate a series of previous reports showing the inade-
quacy of pain treatment in Japan [36, 52, 55].

Possible reasons of low opioid usage include (1)
patients’ cultural view of pain behaviors [17], (2) patients’
beliefs and negative attitudes toward opioids, (3) under-
detection of pain due to lack of routine screening, (4)
insufficient knowledge and skills in prescribing opioids
among physicians [38, 53], and (5) exclusion of severely ill
patients from our sample. A nationwide survey showed that
approximately 40% of the general population believes that
cancer pain is not relievable, and approximately 30%
believe that opioids cause addiction and shorten life [30,
38]. Further investigation into pain management is needed.

The results of the BCWI suggested that cancer patients
had more severe worries and concerns about a larger range
of issues compared with non-cancer patients. The severity
of worry increases as their performance status declines.
Their worry is more severe with regards to the course of
illness and treatment, and issues related to mental status and
coping with the illness. They worry less about social and
interpersonal issues, including sexual and financial issues.
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Table 3 Mean scores of Hospital Anxiety and Depression Scale and prevalence of major depression and adjustment

Cancer (n=125) Non-cancer (n=59) r

HADS score

Total 13.9° 11.4° 6.8° 0.03

Depression subscale 7.2 6.2° 3.7° 0.08

Anxiety subscale 6.7° 5.2° 3.6° 0.02
Prevalence

Major depression (MDD) 35° 28.0% 5° 8.5% 0.001

Adjustment disorder or MDD 93¢ 74.4% 34° 57.6% 0.022

Student’s ¢ test for HADS scores and chi-square test for prevalence

Major depression: HADS total score >20 or HADS depression subscale >11
Adjustment disorder: HADS total score =11 or HADS depression subscale =5 or HADS anxiety subscale >§

HADS Hospital Anxiety and Depression Scale, SD standard deviation
*Mean
®SD

°n

There are several possible reasons for these findings. First,
the patients in our study were undergoing active treatment,
and such patients may be more concerned about their
illness and the ongoing treatment than about daily life
issues that lie ahead after discharge. In fact, the results of
previous needs studies [46, 50] suggest that cancer patients
who are evaluated in medical facilities are more likely to
emphasize needs and concerns related to cancer and
treatment, whereas cancer patients evaluated in the com-
munity are more likely to report that daily life issues have a
greater impact on their quality of life [57]. The medical
staff should be aware that all issues must be addressed at
some point in the course of treatment, even though the
patients’ interest in future concerns is less acute during the
hospital stay. Second, ethnicity and culture may have
influenced the low level of worry about sexual issues,
because Japanese people are generally less likely to report

sex-related problems, although it is uncertain whether this
is purely due to cultural differences or due to their hesitancy
to report them [24]. Further study is needed to explore
whether these foci of worry change according to the stage
of cancer treatment and treatment setting. The medical staff
should be sensitive to changes in patients’ needs in order to
offer relevant information.

The results of the HADS imply high prevalence of major
depression and adjustment disorders among our sample.
Psychological distress, especially major depression, has a
strong negative impact on quality of life, treatment
compliance, length of hospital stay, health-care costs,
morbidity, and possibly mortality among cancer patients
[41]; therefore, early intervention is crucial. Despite the
high prevalence of psychological distress, the utilization
rate of the psychiatric division was low. About one third of
the patients with psychological distress did not even know

Table 4 Factors associated with severe psychological distress in cancer patients

Beta SE Wald dfr )4 Odds ratio 95% CI
Lower Upper
Domains of worries (BCWI)
Future prospects 1.26 0.49 6.56 1 0.01 3.53 1.34 9.28
Social and interpersonal problems 2.10 0.90 5.46 1 0.02 8.16 1.40 47.52
Clinical symptoms (MDASI)
Number of severe symptoms >2 1.03 0.49 447 1 0.03 2.81 1.08 7.34

Binary stepwise logistic regression analysis {forward selection)

SE standard error, df degree of freedom, CI confidence interval, MDASI M.D. Anderson Symptom Inventory, BCW#I Brief Cancer Worry Inventory
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Table 5 Literacy rate and utility rate of relevant services

Cancer patients (7=125)

Non-cancer patients (#n=59)

Number of patients Literacy Utilization Number of patients Literacy Utilization
rate® rate® rate® rate®

Psychiatry division

Total 125 81 648% 17 13.6% 59 43 729% 2 3.4%

Patients with major depression 35 20 57.1% 25.7% 5 4 800% 2 40.0%

Patients with adjustment disorder 58 42 724% 5 8.6% 29 27 93.1% O 0.0%

Others 32 19 594% 3 9.4% 25 10 400% © 0.0%
Pain clinic

Patients with moderate to severe pain 38 6 158% 3 7.9% 22 10 455% 4 182%

Others : 87 30 34.5% 5 5.7% 37 10 27.0% 1 2.7%

Rehabilitation unit 125 98 784% 41 328% 59 50 847% 30 50.8%

Social services 125 56 48% 12 9.6% 59 31 525% 8.5%

Clinical nurse specialists 125 32 256% 12 9.6% 59 20 339% 8.5%

#Number (percent) of patients who knew about the service
> Number (percent) of patients who used the service

that they could use the psychiatric division. These patients
might have received better treatment if their psychological
problems had been detected and if they had been properly
referred to the psychiatric division. Patients and staff share
responsibility for the failure to access psychiatric services,
because psychological distress is overlooked by both
patients and the staff [34, 39, 40]. In addition, misunder-
standings and negative attitudes towards psychological
distress and psychiatric treatment hinders access to care
[7, 11]. Proper psychoeducation and referral programs may
reduce the patient-related barriers to secking and utilizing
optimal mental health care services among cancer patients
[6, 47]. Raising physicians’ awareness of psychological
problems may enhance commitment between patients and
physicians [12].

The results of the logistic regression analysis indicated
that cancer patients who worry over future prospects and
over interpersonal and social issues are at higher risk for
severe psychological distress. The risk for patients with two
or more severe symptoms was almost three times higher
than the risk of those with one or no severe symptoms;
thus, the medical staff should pay careful attention to such
patients.

Our study had several limitations. First, our sample only
included a small number of hospitalized patients in a single
facility. Second, patients in very severe condition or with
cognitive impairment were excluded. Such patients are
likely to have more severe symptoms and more problems,
thus the needs may be underestimated in our study. Third,
the cross-sectional design using self-report questionnaires
limits the power of assessment. The prevalence of major

depression and adjustment disorder was higher than in
previous studies of Japanese cancer patients [3, 25, 26], and
this may be due to usage of self-report questionnaires.
Fourth, heterogeneous clinical nature of the sample made
the results more difficult to interpret, as was suggested by
the review of literature [13]. Fifth, physical and prognostic
conditions were not matched between the cancer group and
the comparison group. In previous studies, there was a
comparable prognosis for cancer and non-cancer patients.
For example, Addington-Hall et al. conducted retrospective
interviews with relatives, friends, or other caregivers of
patients who died of stroke [2] and a retrospective survey
among relatives, friends, or other caregivers for non-cancer
patients with similar symptom burden within a year of
death [1]. Another study compared chronic respiratory
diseases and lung cancer in the final 12 months of life {10].
Although these studies have limited accuracy because of
retrospective design, there is evidence to suggest that non-
cancer patients in the palliation phase have equally severe
physical and psychosocial needs and possibly a greater
problem with unmet inforration needs than cancer patients,
It seems likely that the terminal non-cancer population also
needs promotion of specialized palliative care. Sixth, the
census method, although helpful for service planning,
belies the unique needs of individual patients. Lastly, this
study lacks direct measurement of quality of life and
satisfaction of the participants, thus making the result
difficult to interpret. Although this study covers various
domains that may affect patients’ quality of life and
satisfaction, interrelations among those needs can be
potentially damaging as a whole, because meeting a certain
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area of need may impair other domain of need, and may
result in impaired satisfaction or quality of life. In this
sense, needs of cancer patients should be assessed upon a
strong conceptual theory on multiple domains of needs,
quality of life, and satisfaction; however, assessment tool
that stands upon robust theory is scarce so far [59].

These limitations are outweighed by the following. To our
knowledge, no needs research involving all patients in all
stages of illness in acute care hospitals has been conducted in
Japan. Weakness of our study design is set-off by the use of
standardized assessment instruments [46, 50].

In conclusion, cancer patients in an acute care hospital
suffer from a variety of physical, psychological, and social
needs that are undertreated. Psychological issues are more
prevalent among cancer patients than among non-cancer
patients, despite the same level of physical distress.
Considering high prevalence of various unmet needs and
low rate of literacy and utilization of relevant services,
routine screening for both psychological and physical
symptoms is essential. Medical staff should pay special
attention to cancer patients who worry over future prospects
or interpersonal and social issues, and those with two or
more severe symptoms. Further research is needed in this
population, incorporating search for patients’ satisfaction
and quality of life, as well as relationship among various
domains of needs.
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