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Abstract

Background: This study explores the distribution of public awareness, knowledge of availability, and readiness
for palliative care services, and the perceived reliability of information resources as part of a nationwide pal-
liative care implementation intervention in Japan (Cutreach Palliative Care Trial of Integrated Regional Model
[OPTIM]).

Methods: A cross-sectional anonymous questionnaire survey was conducted, and 3984 responses were used in
the final analysis.

Results: A total of 63.1% of respondents admitted having no knowledge about palliative care, while 0.5% of
respondents were using palliative care services. Respondents who kmew about palliative care services, yet did
not know about their availability were 18.6% of all respondents. Respondents who had cancer-related experi-
ences were more likely to be aware of palliative care compared to the general population and availability of
palliative care services. Only awareness of palliative care was significantly associated with two typical images,
while cancer-related experiences were not.

Conclusion: Findings show that the public awareness of palliative care services and their availability is insuf-
ficient, and cancer-related experiences affect awareness of cancer palliative care but not directly related to typical
images for palliative care such as care for patients close to death.

Introduction

ALLIATIVE CARE for patients with cancer in Japan has

rapidly progressed in the past decade, but many critical
issues still need to be resolved. To improve overall cancer care
{including palliative care) throughout Japan, the Cancer
Control Act was established in April 2007. To facilitate the
dissernination of palliative health services, the Ministry of
Health, Labour, and Welfare focuses on palliative care con-
cerns, and has launched a multiple nationwide project for
community-based intervention trials in four areas in Japan, as
described via the Qutreach Palliative Care Trial of Integrated

Regional Model (OPTIM) study.” The study includes creating
community-based specialized palliative care teams, devel-
oping educational materials, educating community medical
staff on palliative care, and campaigning fto disseminate
knowledge relevant to specialized palliative care programs to
patients, families, and the general public.

The reason that this irial includes the campaign is that the
general public does not have adequate knowledge about
palliative care concepts.' For example, only 34% of the general
population knows about palliative care unils in Japan,
whereas the rate of knowledge in the United Kingdom is
70%2* Of note, although 32% of the Japanese general public
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believes that palliative care unils are places where patients
simply wait for death, these misperceptions are significantly
decreased after individuals actually use a specialized palliative
care service.>® Thus, the lack of knowledge and general mis-
perceptions regarding palliative care are considerable barriers
to palliative care and appropriate pain control, and further
education of the general public would be of great value.

This research has revealed prevalence and relationships
among general knowledge and perceptions for barriers but has
not clarified intentions, acceptance, and knowledge of the
availability if the people use the services in a local region. To
develop effective strategies to promote the enhanced utiliza-
tion of palliative care services, we must explore the demo-
graphics {such as gender, age, or residential status) and
barriers related to not only general public awareness of palli-
ative care, but also intention for use, knowledge of the avail-
ability, and actual rate of service utilization. As the previous
study revealed,** it is also expected that opinions of palliative
care, which are supposed to be formed from personal experi-
ences, affected not only general awareness but intention or
readiness. In particular, sources to form opinions of cancer
palliative care are supposed to be cancer-related experiences as
the patient themselves or as the patient’s family members.”

This article, therefore, has the following aims: (1) to clarify
the distribution of public awareness, knowledge of availabil-
ity, and readiness for palliative care services, (2} to clarify the
differences in awareness, knowledge, and readiness among
demographic variables and between healthy individuals and
those who have cancer-related experiences (either personally
or via family), (3) to clarify the differences of typical opinions of
palliative care in awareness, knowledge, and readiness, in re-
lation to cancer-related experiences and other demographics.

Methods
Subjecis

This study was a part of OPTIM, and the overall protocol has
been provided in detail elsewhere.! Our investigation was a
survey of the general population, including patients with
cancer and their families in four regions from the OPTIM study.
These consisted of a large urban area (Chiba), an urban area
(Shizuoka), and two rural areas (Nagasaki and Yamagata}. The
first three areas are places in which palliative care services
are available and the last one (Yamagata) is, in comparison, a
location in which services are practically unavailable.

A cross-sectional anonymous questionnaire survey was
conducted in a sample of the general population selected by
stratified two-stage random sampling in each area (2,000
subjects in each of four regional areas). As a result, this sample
inctuded cancer patients {outpatients receiving or having re-
ceived cancer treatment). We mailed a total of 8,000 ques-
tionnaires to these potential participants in June 2007 and on a
later date sent a reminder postcard. On the questionnaire, we
explained the aim of the study and regarded completion and
return of the questionnaire as consent for participation in this
study. The institutional review boards of Tokyo University
confirmed the ethical and scientific validity.

Questionnaire

We developed our own questionnaire on the basis of the
aims of OPTIM and through literature reviews, existing sur-

aig

veys, and consensus among the authors as follows. On the
cover page of the questionnaire, palliative care was defined
as: attempts to make patients with cancer and their family less
anxious or to experience less pain, to immediately start con-
sultations about anxiousness and pain regardless of the state
of cancer development, and in addition to treatment, to fa-
cilitate the teamwork of doctors and nurses in the practice of
treating patients who are suffering from the physical and/or
emotional effects of cancer.

The questionnaire included three parts. First, it included
questions covering the demographic information of the sub-
jects (age, gender, length of living in each area} and whether
subjects are undergoing (or had undergone) cancer treatment
or had family members who had experiences of undergoing
cancer treatment. Second, it included an item originally de-
signed to determine the extent of public awareness, knowl-
edge of availability, and readiness and actual utilization of
palliative care service. We asked the participanis to choose
only one option from six sequential options regarding palli-
ative care and such services: (1) no knowledge (I have no
knowledge regarding palliative care; I); (2) lack of knowledge
of availability (I have heard of palliative care, but I do not
know if there are any available facilities in my municipality;
H); (3) no interest (I know about palliative care and its avail-
ability in my residential area, but I have no interest in the
service; IIf); (4) no intendion (I know about palliative care and
its availability in my residential area, and have an interest, but
I have no intention of using the service as a patient or for a
family member; 1V}; (5) preparation (I am preparing to use
palliative care services; V); (6) under uatilization (I currently
use palliative care services; VI; Fig. 1}. We converted the
subjects’ responses for these responses (I to VI) into a numeric

Do you know about palliative care? "55"3" I: No knowledge
ly YES
ipo you know that palliative care
services are available i your living NO H: Not knowing
area’?
& YES
Are you interested in using palliative
ca:eys:r;ices? ing palk NO iHl: Precontemplation
v YES
Do you have any intention of using - .
palliative care services NOW? NO V: Contemplation
¢ YES
Please describe your situation. e
Are you planning to use Palliative care ] YES V: Preparation
fservices?
You have already used palliative care | eee——— VI Usilization

FIG. 1. Public awareness and readiness for palliative care
services.
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TaBLE 1. DEMOGRAPHIC BACKGROUND OF THE RESPONDENTS

General Those who have
Total population  experienced cancer
n=3190) (@®=1330) (n=1860)
n % n % n %

Age years

4049 705 221 302 227 403 217

50-59 1020 32.0 404 304 616 331

60-69 898 282 385 289 513 27.6

70- 567 17.8 239 180 328 17.6
Gender

Male 1426 447 666 50.1 760 409

Female 1,764 553 664 499 1100 59.1
Region (Prefecture)

Chiba 945 29.6 413 311 532 28.6

Shizuoka 785 246 364 274 421 22.6

Nagasaki 733 230 274 206 459 24.7

Yamagata 727 228 279 210 448 24.1
Length of living in each area

<1 year 38 12 22 17 16 0.9

1-5 year 131 41 60 4.5 71 3.8

>5year 3,021 947 1,248 938 1,773 95.3

scale ranging from 1 to 6 points. Finally, three items related to
palliative care beliefs/concepts (“Palliative care relieves pain
and distress”; “Palliative care is used with chemotherapy and
radiotherapy”; “Palliative care is for patienis close to
death.”)> were presented, and responses were measured on a
five point Likert-type scale from 1) strongly disagree to 5)
strongly agree.

Analysis

Descriptive analyses were carried out summarizing the
subjects’ backgrounds, awareness of palliative care and uti-
lization of such services, and scores for reliable media source
opinions for total and each sampled area. Then we explored
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the distribution of knowledge and readiness of palliative care
and utilization of the service associated with each sampled
area and experiences of having cancer. These analyses were
performed after dividing subjects into fwo groups (the gen-
eral population and cancer patients/survivors) and we used
the y? test and Cramer’s V to clarify relations between cate-
gorical variables and using coefficient correlation and rela-
tions between two categorical variables and ordered variables
two-way analysis of variance (ANOVA). We conducted
all statistical analyses using the Statistical Package for the
Social Sciences (version 15.0.1.1], SPSS Inc., Chicago, IL)
software package. The significance level was set at p<0.05
(two-tailed).

Results

Of the 8000 gquestionnaires delivered to the sampled sub-
jects, 26 were returned as undeliverable and 3984 were re-
turned (response rate, 49.8%). Of those returned, 3190 were
considered valid for statistical analyses. The rest (n=794)
were invalid and were excluded from the analyses since major
information was lacking. Thus, the final rate of valid replies
was 39.9%.

A total of 1860 respondents (58.3% of all respondents) were
identified as “those having experienced cancer” and the rest
were identified as belonging to the “general population.”
Table 1 summarizes the background of respondents.

Public awareness, knowledge,
and readiness for palliative care

A total of 63.1% of respondents admitting to having “no
knowledge” of palliative care while 0.5% of respondents were
actually using palliative care services. Respondents who
knew about palliative care yet did not know about the
availability of palliative care in their living area were 18.6% of
all respondents. Female respondents were more Likely to
know about palliative care than male respondents { 7 =55.09,
df=1, p<0.001, Cramer’s V =10.131}, while age and length of
living in each area were not significantly associated with

Tasre 2. PuBLIC AWARENESS AND READINESS FOR PALLIATIVE CARE SERVICES

Those who have

Total General population  experiesced caner Chibz Shizuoka ~ Nagasaki  Yaomagaia
n=3190) (n=1330) (n=1860) m=945) (=785 (m=733) (@=727)
n % n % n % n % n % n % n %

I: No knowledge 2012 63.1 909 68.3 1,103 593 546 578 518 660 482 658 466 641
Having Knowledge 1178 369 421 317 757 407 399 422 267 340 251 342 261 360
1I: Not knowing 593 186 230 17.3 363 195 201 213 96 122 115 157 181 249
III: Not interseted 24 08 13 10 11 0.6 5 065 12 15 5 07 2 03
IV: No Intention 499 156 167 12,6 332 178 171 181 142 181 116 158 70 96
V: Preparation 46 14 10 a.8 36 19 18 19 14 18 10 14 4 06
VI Under Utilization 16 05 1 01 15 0.8 4 04 3 04 5 07 4 06

Cancer experiencex Awareness (No knowledge vs. Having knowledge): y*=27.24, df=1.

p <0.01, Cramer’s V=10.092.
Four areasx Awareness (No knowledge vs. Having knowledge): ¢
Within People who Knew Pal]zanve Care:

2=16.83, df =3, p < 0.01, Cramer’s V=0.073.

Cancer expenencexAvaﬂabﬂl‘cy x> =483, df=1, p <0.028, Cramer’s V =0.064
Four areasxAvailability: y*=61.88, df =3, p <0.01, Cramer’s V =0.229.
Availability: No awareness of availability vs. awareness of availability.
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either awareness, knowledge or readiness. Respondents who slale 2 10
had cancer-related experiences (either themselves or via ES T :
family members) were more likely to be aware of palliative g © o ©
care compared to the general population (y”=27.24, df=1, EiRIS 2 @
p <0.001, Cramer’s V =0.092). Also among people who knew
palliative care, there was a significant association between sl ol 8 B =
cancer experience and knowledge for availability or readiness g o )
(* =483, df=1, p=0.028, Cramer’s V =0.064). Table 2 also 8 - =
shows that awareness and knowledge of and readiness for g s - g o 10
palliative care was significantly different among each area =
(" =16.84,df =3, p < 0.001, Cramer’s V =0.073). Particularly, Elslaly = -
respondents in Chiba-city have more knowledge about pal- = § )
liative care than individuals from the other three areas. " ©
Typical images of palliative care g M ° e
Table 3 indicates the results of ftwo-way ANOVA for re- = S © o o
sponses on three typical images of palliative care using B 3R S S 9
awareness and cancer experiences as dependent variables, Zl = §
when age, gender, and area were controlled. First, the analysis = § =
revealed the differences in perception for three common g bS5 §° o ot o &
images of palliative care between individuals having no SRR 213 0 P 2
knowledge of palliative care and those who had knowledge. g 5 E
Significant differences were observed between them in terms z S| o ~ 8
of images of palliative care in the following dimensions: gl 5 1¥IeI2 < & 8
“Palliative care relieves pain and distress” (general popula- é S8 c < - B
tion; F(1, 3186) = 33.02, p < 0.001, Those having experienced SIS E e
cancer; F(1, 3186) =60.85, p<0.001) and “Palliative care is z £ s |= S8 3 g
for patients close to death” (general population; F(1, 3186) = 21w © o « ;
13.62, p < 0.01, Those having experienced cancer; F(1, 3186) = g 2 ale & o 4
13.00, p < 0.01). People who know about palliative care have = =12l s 2 o 5
an overall positive image of if, tend to think that palliative care (‘é S © o~ &
brings symptom control to the patients, and is specialized for ] = 22 o g
terminally ill patients. There were no significant differences 2 g
between the general population and cancer-experienced in- 3 2o o o - e
dividuals on the three typical opinions of palliative care, and M SRR S = o )
there were no significant interactions between cancer experi- B g ) g
ence and knowledge of palliative care. g fo g
< B [T i =
Discussion 2 =!8 =21g 3 p: i
=] 2% z
This study is the first attempt to understand the public g = %
awareness of palliative care and utilization of services based 2l &3l %lnle 3 3] ®
on a nationwide sample in Japan. A clarification of these SIS |®|c 3 - 2
findings will hopefully contribute to understanding general U:; S g <
perception of cancer palliative care and its variations by ex- ! § = ) o z
. s 2 S Dy 3 -3
periences related to cancer. b= Z - & Z
The primary aim of this study was to clarify the distribution o b
of public awareness, knowledge of availability, and readiness 9 e 8 = & £
for palliative care services. Per the results of the survey, 63.1% 2 %ﬁ s e - i
of all the participants had no knowledge of palliative care = B sl@ B S he
services. These results demonstrate a low public awareness of & o o .g
the Japanese palliative care services compared with other RS
countries.>> Moreover, among those who did possess S| &
knowledge about palliative care in general, 18% did not know @ ’g &
about the specific availability of the service in their region. N I g §3 o T F
These results indicate that over 80% of people do not have s =8°55 .8 §
sufficient knowledge of palliative care to take advantage of its S o '55 E - ? B
services, and it is therefore important to promote a more R ‘ég SEZEE | ®
comprehensive understanding of palliative care (including 2 38 eHeER eF B
. Jo s - - > @
availability) to the general population. 5 3 Eg88558 8 &
Second, our data clarified that cancer experiences were § 8 g &—% 28 5:..3 R
related to a greater knowledge of and readiness for palliative ] (SR ¥ =¥
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care, but did not significantly relate to specific images com-
monly associated with palliative care. From our data it is
difficult to strictly compare patienis with cancer with the
overall population since the sample surveyed in this study
was from the general population, and therefore only a small
number of patients with cancer were included. However,
people who had experiences with cancer (either personally or
via family members) recognized both the term and meaning
of palliative care. Also, people who had knowledge of palli-
ative care have an overall positive image of it, tend to think
that palliative care brings symptom control to the cancer pa-
tients, and is specialized for terminally ill patients. Generally,
as the images will be reinforced by actual experiences, those
who experienced as patients with cancer or as family mem-
bers might see or hear the care at late stage of the cancer
process. This indicated current situation that palliative care
for patients with cancer in general Japanese hospitals was
mainly provided for late-stage cancer and that contributed
to form the general opinions of palliative care. Also, the
perception that palliative care is primarily for terminally ill
patients care may cause late referrals to palliative care ser-
vices.”>® These suggest that images derived from actual ex-
periences will have strong impact for actual decision making
for choosing or readiness for the services when the patients
need. Therefore, it is important to provide proper and detailed
information about palliative care services, as well as infor-
mation regarding the availability of services, within areas of
residence. We still have very big challenges to modify the
general perception of cancer palliative care, because there is
no known effective method to achieve this. Educational ap-
proaches in community may become one of the solutions, and
will especially be needed to help people recognize that pallia-
tive care services accept even patients with early-stage cancer.

This study has several limitations. First, this study did not
include measurements for the effectiveness of each medium
and we cannot discern which media sources and what kind of
information directly led individuals to be more aware of
palliative care and to use these services. Second, we did not
explore the possible associations between the awareness of
palliative care and amounts of actual cancer treatment un-
dergone. A more detailed survey will need to be conducted in
order to clarify the above items. Moreover, it would be useful
to better explore the insights of specific populations. In future
surveys, it should be possible to design more directed ques-
tionnaires to support hypothesis-based studies.

In conclusion, the public awareness of palliative care ser-
vices and their availability is insufficient. Those with cancer
experiences were more aware of palliative care and their
availability than the general population. Only people who
were aware of palliative care developed two typical images,
while those with cancerrelated experiences did not. Ap-

HIRAI ET AL.

proaches to inform the general population (including those
with cancer-related experiences) about palliative care have
already been taken in Japan. However, more effective meth-
ods should be developed. We feel that it is possible to elimi-
nate many existing barriers to the improvement of end-of-life
quality, and the dissemination of knowledge related to such
care and treatment in Japan should be a top priority.
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Abstract

Context. Prognosis is difficult to discuss with patients who have advanced
cancer and their families.

Objectives. This study aimed to explore the experiences of families of patients
with cancer in Japan in receiving prognostic disclosure, explore family perception
of the way the prognosis was communicated, and investigate relevant factors of
family-perceived need for improvement.

Methods. A multicenter questionnaire survey was conducted with 666 bereaved
family members of patients with cancer who were admitted to palliative care units
in Japan.

Results. In total, 86.3% of the families received prognostic disclosure. The
overall evaluation revealed that 60.1% of the participants felt that the method of
prognostic disclosure needed some, considerable, or much improvement. The
parameter with the highest value explaining the necessity for improvement was
the family perception that the amount of information provided by the physician
was insufficient (beta = 0.39, P< 0.001). Furthermore, the family perception that
they had lost hope and that health care providers failed to facilitate preparation
for the patient’s death had significant direct effects on the necessity for
improvement (beta = 0.21, P< 0.001; and beta = 0.18, P< 0.001, respectively).
The feelings for the necessity for improvement also were affected significantly by
seven communication strategies (i.e., not saying “I can do nothing for the patient
any longer,” pacing explanation with the state of the patient’s and family’s
preparation, saying “We will respect the patient’s wishes,” making an effort to
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understand the family’s distress, being knowledgeable about the most advanced
treatments, assuring continuing responsibility as the physician for medical care,
and respecting the family’s values).

Conclusion. This model suggests that strategies for care providers to improve
family perception about prognostic disclosure should include 1) providing as
much prognostic information as families want; 2) supporting families’ hopes by
keeping up with up-to-date treatments and by assuring the continuing
respounsibility for medical care; 3) facilitating the preparation for the patient’s
death by providing information in consideration of the family’s preparations and
values; 4) stressing what they can do instead of saying that nothing can be done for
the patient; and 5) assuring the family that they will respect the patient’s
wishes. ] Pain Symptom Manage 2011;41:594—603. © 2011 U.S. Cancer Pain Relief
Committee. Published by Elsevier Inc. All rights reserved.
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Introduction

Prognosis is an issue that most physicians
and patients describe as difficult to discuss,’
and whether to tell patients with cancer about
their diagnosis and prognosis is a matter of
great debate.” Although it is said to be impor-
tant to give patients prognostic information so
that they can make important decisions in an
informed manner,” the concern that prognos-
tic information can cause distress>* and loss
of hope®” can lead some physicians to avoid
the topic®’ or to disclose vague* or overly opti-
mistic information.'® Therefore, it is very
important to consider better ways of prognosis
communication. '

To date, many studies have been carried out
to clarify patients’ preferences'' ' and experi-
ences'* in receiving prognostic disclosure. At
the same time, methods of prognosis communi-
cation also have been explored, and several
suggestions have been made.'*'5 As important
factors for optimal ways of presenting a progno-
sis to a patient, several themes have been identi-
fied, as follows: cornmunication within a caring,
trusting, long-term relationship; open and re-
peated negotiations for patient preferences
for information; clear, straightforward presen-
tation of the prognosis where desired; in-
corporation of strategies to ensure patient
understanding; encouragement of hope and
a sense of control; consistency of communica-
tion within the multidisciplinary team; and com-
munication with other members of the family."®

Through these communication sirategies,

physicians hope to strike a balance between
maintaining a patient’s positive attitude and
facilitating the preparation for possible
death.>1%17

The description of these strategies has been
accompanied by only a few empirical studies
that have specifically addressed the preferences
and experiences of the family in receiving infor-
mation about the patient’s prognosis,18 and
familial views on optimal ways of presenting
a prognosis have not been explored. In Japan,
family members have a special role in communi-
cating bad news, including prognoses.'
Although many studies recommend that physi-
cians disclose the prognosis first to the
patient,"2*! it is culturally approved that fam-
ily members receive the information before the
patient, and in Japan and other Asian countries,
families are requested to decide how and to
what degree the patient should be told.* > It
is also noteworthy that many Japanese patients
agree to follow a family member’s decision.™
Therefore, family members are typically the
first to receive the full medical information,
whereas patients receive the information gradu-
ally, and often partially, based on their own or
on their family members’ preferences. For this
reason, improvement in the methods of prog-
nostic disclosure for family members is 2 major
task for Japanese medical professionals.

A large survey was undertaken to help under-
stand the methods of disclosure and opportuni-
ties for improvement in Japan. The primary
aims were to 1) explore the experiences of
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families of patients with cancer in Japan in re-
ceiving prognostic disclosure, 2) explore family
perception of the way the prognosis was com-
municated, and 3) investigate relevant factors
of family-perceived need for improvement.

Methods

Procedure

This study was part of a large cross-sectional,
anonymous nationwide survey named the
J-HOPE Study (Japan Hospice and Palliative
Care Evaluation Study). The detailed method-
ology of this survey was described in a previous
article.”® All 153 palliative care units (PCUs) of
Hospice Palliative Care Japan approved before
September 2005 were recruited for this study,
and 100 PCUs participated. We asked each in-
stitution to identify the bereaved family mem-
bers of patients who died from November
2004 to October 2006 consecutively (up to 80
subjects from each institation). A total of
about 8000 subjects were randomly allocated
to receive 10 different questionnaire surveys.
We mailed questionnaires to bereaved families
in June 2007, and then again in August 2007
only to nonresponding families.

Participants

Primary physicians identified potential par-
ticipants based on the following inclusion cri-
teria: 1) bereaved family member of an adult
patient with cancer (one family member was
selected for each patient), 2) at least 20 years
of age, 3) capable of replying to a selfreport
questionnaire, 4) aware of the diagnosis of
malignancy, and 5) no serious psychological
distress recognized by the primary physician.
The last criterion was adopted on the assump-
tion that primary physicians could identify
families who would suffer serious psychologi-
cal burden by taking this survey. In total,
8402 subjects were assigned to the J-HOPE
study, and 12 questionnaires including this
study were randomly assigned to them.

Completion and return of the questionnaire
were regarded as consent to participate in this
study. The ethical and scientific validity were
confirmed by the institutional review board
of each hospital.

Questionnaire
The questionnaire was developed by the
authors based on information from previous

- 5 2 . . .
studies'>! ™28 and  extensive discussions

among the authors. Content validity was
confirmed by unanimous agreement of the
authors. The primary endpoint was the family-
perceived evaluation of prognosis communica-
tion that was provided by the physician who
was in charge of the patient’s treatment. As
a result of the lack of previously validated
instruments, the outcome parameters were
developed by the authors similar to previous
surveys. As an overall evaluation, we assessed
the necessity for improvement, based on the an-
swer to the question “How much improvement
do you think was needed in the prognosis
communication?” rated on a 4-point scale as
1: no improvement, 2: some improvement,
3: considerable improvement, and 4: much
improvement.

In addition, family perception on amount of
information, loss of hope, and usefulness of
prognostic disclosure in preparation for patient
death were assessed. The amount of information
was rated on a 5-point scale as “much less than ex-
pected,” “less than expected,” “appropriate,”
“should have been a little less,” and “should
have been much less.” For the other two aspects,
the following questions were asked: “Did you
lose hope after the prognosis communication?”
and “Was the prognosis communication useful
in preparing for the patient’s death?” These
questions were rated on a 5-point scale from 1:
strongly disagree to 5: strongly agree.

The family members also were requested to
report the level of prognostic disclosure they
received, from 1: no disclosure (they did not
receive any disclosure at all), 2: no answer
(physician said “I don’t know” or “I cannot an-
swer”), 3: specific survival periods with some
ranges or probability (e.g., several weeks or
months), or 4: definite survival periods without
ranges or probability (e.g., “until May” or “for
three months™). We also asked about the
amount of prognostic disclosure the patients
received relative to their family members,
from 1: no disclosure, 2: the same level of dis-
closure as the family received, 3: less specific
information than the family received, or 4
more specific information than the family
received.

In addition, we investigated 24 communica-
tion strategies derived from prior empirical
studies on the assumption that physicians’
communication skills could influence families’
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emotional distress.”*>'® The family members
were requested to rate their level of agreement
with the listed physicians’ communication
behaviors on a 5-point Likert-type scale from
1: strongly disagree to 5: strongly agree, or
with a yes-no format.

Analysis

Descriptive analyses were carried out sum-
marizing the participants’ backgrounds and
scores following psychological measurements.
To explore the determinants of the family per-
ception of prognostic disclosure, we initially
screened 11 background variables (patient’s
age and sex, number of hospital days, type of
cancer, bereaved family member’s age, sex,
relationship with the patient, health status
during the caregiving period, frequency of
attending to the patient, presence of other
caregivers, and financial expenditure during
the last month), the type of disclosure, family

perception on amount of information, loss of

hope, and usefulness of prognostic disclosure
in preparation for patient death, and 24 com-
munication strategies by univariate analyses.
Univariate analyses were carried out with
Student’s ttest or the Chisquare test, where
appropriate. To assess the results of the 31
comparisons, the Pvalue necessary for statisti-
cal significance was set at 0.002 (0.05/39)
using the Bonferroni correction. For the com-
parisons, the respondents were classified into
two groups: family members who rated the ne-
cessity for improvement as “some,” “much,” or
“considerable” vs. “none.” This cut-off point
was determined on the basis of the actual

data distribution to divide the whole sample
into approximately equalsized comparison
groups.

Next, a path analysis was carried out to test
the model. All potential predictors with statisti-
cal significance by univariate analyses were en-
tered in the model as independent variables.

We conducted all statistical analyses using
SPSS version 11.0 (SPSS Inc., Chicago, IL)
and AMOS version 5.0 (SPSS Inc., Chicago, IL).

Results

Of the 427 questionnaires returned (re-
sponse rate 64.4%}), 409 were valid for statistical
analyses. The rest (n= 18) were invalid because
of missing data on the primary endpoint, such
as the necessity for improvement. Thus, the
rate of valid replies was 61.9%. Table 1 summa-
rizes the main background information for the
family members. Only the participant’s age was
observed to be a significant predictor of neces-
sity for improvement in the univariate analysis.

Family Reported Practices of Prognosis
Disclosure

The types of prognostic disclosure received
were no disclosure (7.6%, n=31), no answer
(4.9%, n=20), specific survival periods with
some ranges or probability (562.1%, n=213),
and definite survival periods without ranges
or probability (34.2%, n=140). Meanwhile,
the types of prognosis communication that pa-
tients received were no disclosure (46.5%,
n=190), same as family (29.6%, n=121),

Tuble 1
Background of Participants
Total No Improvement Some or More Improvement

Characteristic n % n % n % P
Total 409 163 246
Age (mean =+ SD) 59+12 61111 58+12 0.004
Sex

Male il4 279 46 28.2 68 27.6 0.345

Female 291 711 114 69.9 177 72.0
Relationship to patient

Spouse 203 49.6 83 50.9 120 48.8 0.176

Child 130 31.8 42 25.8 88 35.8

Child-in-law 23 5.6 11 6.7 12 49

Sibling 28 6.8 15 9.2 13 53

Other 22 5.4 10 6.1 12 49

SD = standard deviation.



598 Yoshida et al. Vol. 41 No. 3 March 2011
Table 2
Family-Reported Practice in Prognosis Disclosure

No. Ttem n %

1 The physician assured sufficient symptom control 315 77.0
2 The physician assured sufficient care at the patient’s last hour 303 74.1
3 The physician said, “We will respect the patient’s wishes” 276 67.5
4 The physician explained mainly in words 275 67.2
5 The physician made maximum efforts to understand my distress 262 64.1
6 The physician paced his/her explanation with the state of my/patient’s preparation 243 59.4
7 The physician gave concrete advice for my actual concern 242 59.2
8 The physician was knowledgeable about the most advanced treatments 236 57.7
9 The physician respected my values 229 56.0
10 The physician assured the continuing responsibility of physician for medical care 226 55.3
11 The physician suggested what we should do because the patient’s condition was relatively good 213 52.1
12 The prognosis is an “average,” and it does not have to be suitable for the patient 199 48.7
13 The physician discussed how to achieve my wishes, such as home care 190 46.5
14 The physician clearly told me the disease is incurable 172 42.1
15 The physician showed the thought, “I don’t want to give up” 147 35.9
16 The physician explained in terms of daily life perspectives 131 32.0
17 The physician said, “I can do nothing for the patient any longer” 117 28.6
18 The physician told the longest predicted prognosis 94 23.0
19 The physician told the shortest predicted prognosis 93 22.7
20 The physician said, “Treatment might be possible at some time in the futare” 78 17.8
21 The physician told the average prognosis 65 159
22 The physician used graphs and tables 40 9.8
23 The physician told the one-year survival rate 24 5.9
24 The physician told the five-year survival rate 16 3.9

less specific than family (11.7%, n=48), and
more specific than family (4.6%, n=19).

Table 2 shows the percentages of family
members who agreed (agree or strongly
agree/yes) with each statement. Over 70% of
the respondents reported that the physician
assured sufficient symptom control at the
patient’s last hour.

Family Perception of Prognostic Disclosure

In the overall evaluation of prognosis com-
munication, more than half of the family
members felt that the method of prognostic dis-
closure should be improved: no improvement
(39.9%, n=163), some improvement (40.8%,
n=167), considerable improvement (11.5%,
n=47),and much improvement (7.8%, n= 32).

About half of the bereaved family members
stated that the amount of prognostic informa-
tion provided by the physician was more or
less than they expected: much less than
expected (13.7%, n=>56), less than expected
(19.8%, n=281), more than expected (11.7%,
n=48), and much more than expected
(3.2%, n=13). The responses to “Did you
lose hope after the prognosis communication?”
were strongly agree 24.7% (n=101), agree
25.9% (n=106), and agree a little 25.7%
(n=105), and the responses to “Was the

prognosis communication useful in preparing
for the patient’s death?” were strongly agree
13.9% (n=>57), agree 43.3% (n=177), and
agree a little 26.4% (n=108).

Factors Associated with the Family-Perceived
Necessity for Improvement

Table 3 shows the results of the univariate
analyses of the family perception on amount
of information, loss of hope, and usefulness
of prognostic disclosure in preparation for
patient death, types of prognostic disclosure,
and communication strategies obtained from
family members at each level of necessity of im-
provement. There were significant differences
across family perception on amount of infor-
mation, loss of hope, and usefulness of prog-
nostic disclosure in preparation for patient
death and 12 communication strategies be-
tween families who rated a high necessity for
improvement and families who rated a low
necessity.

Path Analysis for Familial Evaluation

We carried out a path analysis by first select-
ing 12 communication strategies, family per-
ception on amount of information, loss of
hope, and usefulness of prognostic disclosure
in preparation for patient death, and type of
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Table 3
Determinants of Family-Reported Necessity for Improvement in the Prognostic Disclosure
Some or More
Total No Improvement Improvement

Item n n % n % p

The physician assured sufficient symptom control 315 146 89.6 169 68.7 0.000

The physician explained mainly in words 275 109 66.9 166 67.5 0.324

The physician assured sufficient care at 303 139 85.3 164 66.7 0.000
the patient’s last hour

The physician said, “We will respect the 276 127 779 149 60.6 0.000
patient’s wishes”

I lost my hope after the prognostic disclosure 216 70 429 146 59.3 0.000

The physician made maximum efforts to 262 129 79.1 133 54.1 0.000
understand my distress

The prognostic disclosure was useful in 243 114 69.9 129 52.4 0.000
preparing for patient’s death

The physician was knowledgeable about 236 111 68.1 125 50.8 0.000
the most advanced treatments

The physician gave concrete advice for 242 121 74.2 121 49.2 0.000
my actual concern

The prognosis is an “average,” and it does not have 199 80 49.1 119 48.4 0.484
to be suitable for the patient

The physician paced his/her explanation 243 126 713 117 47.6 0.000
with the state of my/patient’s preparation

The physician assured the continuing responsibility 226 111 68.1 115 46.7 0.000
of the physician for medical care

The physician respected my values 229 115 70.6 114 46.3 0.000

The physician suggested what we should do because 213 103 63.2 110 44.7 0.000
the patient’s condition was relatively good .

The physician told me clearly the disease is incurable 172 63 38.7 109 44.3 0.151

The physician discussed how to achieve 190 93 57.1 97 394 0.000
my wishes, such as home care

The physician said, “I can do nothing for 117 32 19.6 85 34.6 0.001
the patient any longer”

The physician explained in terms of daily 131 54 33.1 77 31.3 0.389
life perspectives

1 felt that the amount of information was insufficient 205 130 79.8 75 30.5 0.000

The physician showed the thought, “I don’t 147 73 44.8 74 30.1 0.002
want to give up”

The physician told the shortest predicted prognosis 93 38 23.3 55 224 0.526

The physician told the longest predicted prognosis 94 40 24.5 54 22.0 0.366

The physician said, “Treatment might be 73 30 184 43 17.5 0.455
possible at some time in the future”

The physician told the average prognosis 65 26 16.0 39 159 0.520

The physician used graphs and tables 40 14 8.6 26 10.6 0.287

The physician told the five-year survival rate 24 12 7.4 12 49 0.222

The physician told the one-year survival rate 16 8 49 8 3.3 0.295

prognostic disclosure received as independent
variables in the initial model, because they
were observed to be significant predictors of
necessity for improvement in the univariate
analysis. Next, we drew all paths according to
the results of the correlation analysis. We re-
peated the analysis and sequentially dropped
paths that were not significant until all of the
paths in the model became significant
(P < 0.05). The variables “The prognosis repre-
sents an average, and it doesn’t have to turn out
that way for the patient,” “The physician told
me the disease is definitively incurable,” “The
physician said, “Treatment may be possible at

some time in the future,” and “The physician
explained daily life perspectives” were dropped
from the model, because all of the paths from
these variables did not reach significance.
Fig. 1 represents the final model. The fitindices
for this model were Chisquare (40) =1774,
P=10.000; goodness-offit index=0.94; ad-
justed goodness-offit index =0.86; compara-
tive fit index=0.91; and root mean-square
error of approximation = 0.10. Correlations be-
tween independent variables were omitted to
simplify the model. Overall, the final model ac-
counted for 41% of the variance in the necessity
for improvement.
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The parameter with the highest value explain-
ing the necessity for improvement was the family
perceived evaluation that the amount of progno-
sis information was insufficient (beta=0.39,
P < 0.001). Furthermore, family perception of
loss of hope and usefulness of the prognosis in
the preparation for patient death had significant
direct effects on the necessity for improvement
(beta=0.21, P<0.001 and beta=-0.18,
P < 0.001, respectively). There were also three
communication strategies that explained the
necessity for improvement, as follows: “The
physician said, ‘I can do nothing for the patient
any longer” (beta =0.11, P=0.005), “The phy-
sician paced his/her explanation with the state
of my/patient’s preparation” (beta=-0.21,
P<0.001), and “The physician said, “‘We will
respect the patient’s wishes” (beta=-0.10,
P=10.013).

Discussion

In Japan, family members have a special role
in communicating bad news, including pre-
dicted prognosis.”® However, only a few empiri-
cal studies have specifically addressed the
preferences and experiences of family mem-
bers in receiving information about the
patient’s prognosis,18 and familial views on opti-
mal ways of presenting the prognosis have not

Stating "1 can de nothing for

been explored. This is, to our knowledge, the
first large, multicenter survey to investigate fam-
ily reported experiences in receiving prognostic
disclosure.

Our survey revealed the experience of fami-
lies of patients with cancer in Japan in receiv-
ing prognostic disclosure. Over 80% of the
families received prognostic disclosure. This
agrees closely with results of a previous
Japanese study.'® The proportions of subjects
who received each type of disclosure were
told specific periods with some ranges or prob-
ability (40% in the previous survey vs. 52% in
our survey) and told definite periods without
ranges or probability (38% vs. 34%, respec-
tively). In contrast, over 45% of the subjects
answered that the patients were not told spe-
cific periods about their prognosis. These
data support the view that Japanese family
members have a special role in communicat
ing prognosis, and it seems to be important
for physicians to consider methods of commu-
nicating a patient’s prognosis to family mem-
bers. This study also demonstrated that 60%
of family members reported that some, consid-
erable, or much improvement was necessary in
the methods of prognostic disclosure. This
result suggests that methods in prognosis dis-
closure would need more improvement in
general.

the patient™

insufficient amount of
information given
than expected

Stating “We will respect the
patient’s wishes™

Made effort to understand
the family™s distress

RI=0.41

for medical care

Respect family’ s value g 23e*e

Knowledgeable about the most Family-perceived i ity for
advanced treatments 0.16%* ioss of hope 0.21%%* improvement
Assure the continuing -0.13%

r ibility of the pt

High level of facifitation

of preparation
P; 7 i i4 for patient death
:::i‘:; Z?:;:afm;‘ :1 .18+ Fit Index: Chi square{40) -177.4, P = 8.000;
preparation GFI = 094 AGFI = 0.86; CF1 = 091 RMSEA = 0.10

*P < (.05, ¥*P< 001, *+P < 0.001.

Fig. 1. Model for the relevant factors for family-perceived need for improvement.
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The most important finding in the present
study was the clarification of the determinants
of the necessity for improvement in prognostic
disclosure. Using path analysis, we determined
that 41% of the variance for increased percep-
tions for the necessity for improvement was
related mainly to the five variables: 1) insuffi-
cient amount of information given than
expected; 2) loss of hope and failure in facilita-
tion of preparation for patient death; 3) not
providing information carefully in consider-
ation of the family’s preparation; 4) stating
“Nothing can be done;” and 5) not stating
“We will respect the patient’s wishes.”

First, the disclosure of an insufficient
amount of information than expected had
the largest effect on the necessity for improve-
ment. In a previous study of parents of pediat-
ric patients with cancer, almost all participants
wanted as much information as possible about
the prognosis, although they found the prog-
nostic information very upsetting.® It also is
said that 69.6% of caregivers of Korean cancer
patients want to know their own terminal con-
dition.? The results of the present study show
that this may be similar in the case of Japanese
adult patients. Physicians, therefore, should
comprehend family members’ needs and com-
municate as much information as the family
members want.

Second, the results of this study suggested
that maintaining the family’s hope and facilitat-
ing their preparation for a patient’s death have
a significant and moderate effect on the family
member’s evaluation of the prognosis commu-
nication. In previous studies of patients with
cancer, both maintaining patients’ hope and
helping them prepare for death were of great
importance for patients.’> The present study
confirmed that these two factors are equally im-
portant in terms of the patient’s family also.
Maintaining hope while simultaneously prepar-
ing for a patient’s death seems contradictory,
and thus, it may represent a difficult issue for
physicians. For patients, a useful way of accom-
plishing this task is to acknowledge all of the
possible outcomes and to expand their plan-
ning goals to include both recovery and
death.>® In this study, loss of hope was signifi-
cantly accounted for by the two descriptions:
“The physician was knowledgeable about the
most advanced treatments” and “The physician
assured continuing responsibility as the

physician for medical care.” One possible inter-
pretation of this result is that hope for family
members means receiving assurance of con-
tinuing responsibility for medical care by a phy-
sician who is knowledgeable about up-to-date
treatments. In addition, the type of disclosure
they received affected the facilitation of prepa-
ration for patient death: “The physician paced
his/her explanation with the state of my/ -
patient’s preparation” and “The physician
respected my values.” This finding means that
although detailed prognostic information
helps families in preparing fora patient’s death,
itis important to provide information with care-
ful consideration for families” preferences and
values. These results confirm that maintaining
hope and preparing for death need not be mu-
tually exclusive.’

Third, about 30% of the family members re-
ported that the physician said she/he could do
nothing for the patient, and this experience
had a strong influence on the family-perceived
necessity for improvement. This result was con-
sistent with a finding from a previous study
that indicated that both patients and families
received the phrase from physician “I can do
nothing for the patient any longer” with
serious negative emotions when they were in-
formed of the ending of cancer treatment.’%>
From this finding, physicians are advised to
emphasize what they can do, such as providing
symptom control, instead of stating “nothing
can be done” in the prognostic disclosure.

It is notable that family members who were
told the physician will respect the patient’s
wishes reported a lower level of necessity for
improvement. It is also noted that the disclo-
sure of prognostic information as it corre-
sponds to patient’s values is essential for
patients to make decisions about the terminal
phase.®! At the same time, over 70% of physi-
cians in Japan have experience of not telling
patients their prognosis according to the re-
quest of family members.*® The results of the
present study indicate the possibility that
many family members have a conflict between
their wish to respect the patient’s wishes and
their hesitancy about communicating the
prognosis to the patient. Thus, in prognosis
disclosure, physicians should assure the family
of the intent to respect the patient’s wishes
while also conferring with the family on how
to achieve this.
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This study had several limitations. First, as
the response rate was not very high (64%),
the study subjects might not be representative
of the population. Second, the study subjects
were limited to the families of patients who
had been admitted to PCUs, and the findings
might not be applicable to families in other
settings. Moreover, prognostic disclosure is
sometimes required for admission to a PCU;
thus, the amount of disclosure might be high-
er than in a general ward. The future survey of
families of patients who had not been admit-
ted to PCUs will be expected as the next
step. Third, due to a lack of validated instru-
ments, primary endpoints were measured with-
out formal reliability and validity testing.
Fourth, some factors that might be relevant,
such as symptom distress and experience of
anticancer therapy, were not analyzed as to
whether they might influence the perception
of prognostic communication. Fifth, this study
depended on the retrospective evaluation of
bereaved family members, and recall bias
could exist. Confirmation of the findings will
require prospective observational or interven-
tional studies. Finally, due to the lack of com-
parable studies, we compared our results
mainly with those of patient surveys, but pref-
erences might be different between patients
and families.

Conclusion

When receiving communication about a pa-
tient’s prognosis, 60% of bereaved family
members reported that some, considerable,
or much improvement in the communication
methods was necessary. Strategies for care pro-
viders to improve family perception include 1)
providing as much prognostic information as
families want; 2) supporting families’ hopes
by keeping up with up-to-date treatments and
by assuring continuing responsibility as the
physician for medical care; 3) facilitating the
preparation for death by providing informa-
tion in consideration of the family’s prepara-
tions and values; 4) stressing what they can
do instead of saying that nothing can be
done for the patient; and 5) assuring the
family that they will respect the patient’s
wishes. These suggested communication strat-
egies should be tested in future prospective
observational or interventional studies.

Disclosures and Acknowledgments

This study was supported in part by a Grant-
in-Aid from the Japan Hospice Palliative Care
Foundation and partly by a Grantin-Aid for
Cancer Research from the Japanese Ministry
of Labor, Health and Welfare. The authors de-
clare no conflicts of interest.

The authors thank Haruhiko Shimoyama for
helpful comments on this article.

References

1. Hagerty RG, Butow PN, Ellis PM, Dimity S,
Tattersall MH. Communicating prognosis in cancer
care: a systematic review of the literature. Ann On-
col 2005;16:1005—1053.

2. Harris JJ, Shao J, Sugarman J. Disclosure of can-
cer diagnosis and prognosis in Northern Tanzania.
Soc Sci Med 2003;56:905—913.

3. Gordon EJ, Daugherty CK. ‘Hitting you over the
head’: oncologists’ disclosure of prognosis to ad-
vanced cancer patients. Bioethics 2003;17:142—168.

4. The AM, Hak T, Koéter G, van Der Wal G.
Collusion in doctor-patient communication about
imminent death: an ethnographic study. BM]J
2000;321:1376—1381. :

5. Back AL, Armmold RM, Quill TE. Hope for the
best, and prepare for the worst. Ann Intern Med
2003;158:439—443.

6. Baile WEF, Lenzi R, Parker PA, Buckman R,
Cohen L. Oncologists’ attitudes toward and prac-
tices in giving bad news: an exploratory study.
J Clin Oncol 2002;20:2189—2196.

7. Clayton JM, Butow PN, Armold RM,
Tattersall MH. Fostering coping and nurturing
hope when discussing the futare with terminally ill
cancer patients and their caregivers. Cancer 2005;
103:1965—1975.

8. Mack JW, Wolfe ], Grier HE, Cleary PD,
Weeks JC. Communication about prognosis
between parents and physicians of children with
cancer: parent preferences and the impact of
prognostic information. J Clin Oncol 2006;24:
5265—5270.

9. Back AL, Arnold RM, Baile WEF, Tulsky JA, Fryer-
Edwards K. Approaching difficult communication
tasks in oncology. CA Cancer J Clin 2005;55:
164—-177.

10. Lamont EB, Christakis NA. Prognostic disclo-
sure to patients with cancer near the end of life.
Ann Intern Med 2001;134:1096—1105.

11. Hari D, Mark Z, Bharati D, Khadka P. Patients’ at-
titude towards concept of right to know. Kathmandu
Univ Med J 2007;5:591—595.

12. Hagerty RG, Butow PN, Ellis PM, et al. Commu-
nicating with realism and hope: incurable cancer



Vol. 41 No. 3 March 2011

Family Needs for Prognostic Disclosure 603

atients’ views on the disclosure of prognosis. J Clin
Oncol 2005;23:1278—1288.

13. Yun YH, Lee CG, Kim SY, et al. The attitudes of
cancer patients and their families toward the disclo-
sure of terminal illness. J Clin Oncol 2004;22:
307—314.

14. Cherlin E, Fried T, Prigerson HG, et al. Com-
munication between physicians and family care-
givers about care at the end of life: when do
discussions occur and what is said? J Palliat Med
2005;8:1176—1185.

15. Butow PN, Dowsett S, Hagerty R, Tattersall MH.
Communicating prognosis to patients with meta-
static disease: what do they really want to know?
Support Care Cancer 2002;10:161—168.

16. Clayton JM, Hancock K, Parker S, et al. Sustain-
ing hope when communicating with terminally iil
patients and their families: a systematic review.
Psychooncology 2008;17:641—659.

17. Clayton JM, Butow PN, Tattersall MH. When
and how to initiate discussion about prognosis and
end-of-life issues with terminally ill patients. J Pain
Symptom Manage 2005;30:132—144.

18. Clayton JM, Butow PN, Tattersall MH. The
needs of terminally ill cancer patients versus those
of caregivers for information regarding prognosis
and end-oflife issues. Cancer 2005;103:1957—1964.

19. Morita T, Akechi T, Ikenaga M, et al. Communi-
cation about the ending of anticancer treatment
and transition to palliative care. Ann Oncol 2004;
15:1551-1557.

20. Ngo-Metzger Q, August K], Srinivasan M,
Liao S, Meyskens FL Jr. End-of-Life care: guidelines
for patientcentered communication. Am Fam
Physician 2008;77:167—174.

21. Tang ST, Liu TW, Lai MS, et al. Congruence of
knowledge experiences and preferences for disclosure
of diagnosis and prognosis between terminally-ill can-
cer patients and their family caregivers in Taiwan. Can-
cer Invest 2006;24:360—366.

22. Gabbay BB, Matsumura S, Etzioni S, et al. Nego-
tiating end-oflife decision making: a comparison of
Japanese and U.S. residents’ approaches. Acad Med
2005;80:617—621.

23. Tang ST, Lee SY. Cancer diagnosis and progno-
sis in Taiwan: patient preferences versus experi-
ences. Psychooncology 2004;13:1—13.

24. Miyata H, Tachimori H, Takahashi M, Saito T,
Kai I. Disclosure of cancer diagnosis and prognosis:
a survey of the general public’s attitudes toward doc-
tors and family holding discretionary powers. BMC
Med Ethics 2004;5:E7.

25. Miyashita M, Morita T, Tsuneto S, Sato K,
Shima Y. The Japan Hospice and Palliative Care
Evaluation study (J-HOPE study): study design and
characteristics of participating institutions. Am J
Hosp Palliat Care 2008;25:223—~232.

26. Buckley ], Herth K. Fostering hope in terminally
ill patients. Nurs Stand 2004;19:33—41.

27. Curtis JR, Patrick DL, Caldwell ES, Collier AC.
Why don’t patients and physicians talk about end-
oflife care? Barriers to communication for patients
with acquired immunodeficiency syndrome and
their primary care clinicians. Arch Intern Med
2000;160:1690—1696.

28. Hagerty RG, Butow PN, Ellis PA, et al. Cancer
patient preferences for communication of progno-
sis in the metastatic setting. ] Clin Oncol 2004;22:
1721-1730.

29. Yun YH, Kwon YC, Lee MK, et al. Experiences
and attitudes of patients with terminal cancer and.
their family caregivers toward the disclosure of ter-
minal illness. J Clin Oncol 2010;28:1950—1957.

30. Friedrichsen M]J, Strang PM, Carlsson ME. Can-
cer patients’ interpretations of verbal expressions
when given information about ending cancer treat-
ment. Palliat Med 2002;16:323—330.

31. Weissman DE. Decision making at a time of cri-
sis near the end of life. ] Am Med Assoc 2004;292:
1738—1743.



e lis e e

1B ARIEEAHE L]

D XF M LE -2



BETESIFAN-IDTIZV Y

BAR A (BREFH

'ONTEN]

g
g F1E TFEHEICBITHEEEFH
3 FESEFN B £ B8
= SRR EWT 10
ERFEERHEM ~ WL B 12
 Erera R R T 75 SR B ME 14
LT E 2T £WT E 18
E s LT EEmm (FEAE) frak & 20
BB VNETEIER EWIL B 24
F2E FEAREILSTHIREEFH
TFEFEFH BF% £WIT B 26
SEers TERRICBT A ERTFELRMZ O ICHEN BHEBER £WIT B 28
STEEEES EL AT ELRK (TEBR, L ORERERET HHR) —me AR H 30
EERFELRHN (FEHRY O OREREIETBHTR) #OME 34
s EREIRY »/ SEERIEAT # BE 36
E3E OFRvY MFEH
oRy MR B HIRE— 40
e Uy MRERIC X A3 TERETFH HEE— 44
FA4E PREEICBITSEEEFH
UEESEES T ot EWIT B 48
s BT (ERXTELRW, HENBERREIm,
FRY) VSEEEL O ICBEREIRY v EiERE ) AR 50
KA BT BASK, SWT B 54
E5E 4HEEFW
Sers ENAHEIRE - BEBY v E BN
(Three separate incision, 7 S[HJEE) BAER 56
ECE RAMEFWMICETZIIN #Héd):ﬂﬁ@niﬁa&
i rers B ARNEFWICBIT 5 VBEOTFRORAS Fek E 62




