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Abstract

Purpose Patients” knowledge, beliefs, or concerns about
opioids, palliative care, and homecare can be potential
barriers to providing quality palliative care. The primary
aim of this study was to clarify knowledge about opioids,
beliefs about palliative care, and concerns about homecare
in advanced cancer patients.

Methods An anonymous questionnaire was sent to 1,619
outpatients with advanced cancer at 25 hospitals in four
different regions of Japan. The respondents were asked to
report their knowledge about opioids, beliefs about pallia-
tive care, and concerns about homecare, in addition to the
levels of their sense of security regarding receiving cancer
care in the region.

Results A total of 925 responses were received. In total,
28% believed that opioids are addictive and/or shorten life;
52% believed that palliative care is only for terminally ill
patients; 75% agreed that being taken care of at home puts a
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heavy burden on the family; and 61% agreed that home-
visit services cannot respond to sudden changes in a
patient’s condition. Levels of patients’ sense of security
were significantly higher in those who agreed that “opioids
can relieve most pain caused by cancer” “palliative care
relieves pain and distress”, “palliative care is provided
along with chemotherapy and/or radiation therapy”, and
“pain can be alleviated as effectively through home-visit
services as it can at the hospital”, and those who disagreed
with the statements that “home-visit services cannot
respond to sudden changes in a patient’s condition” and
“being taken care of at home puts a burden on the family”.
Conclusions Advanced cancer patients frequently had
incorrect knowledge about opioids, a belief that palliative
care is only for terminally ill patients, and concerns about
homecare, especially the family burden and responses to
sudden changes. Providing appropriate information about
the safety of opioids, the availability of palliative care
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during the entire course of the disease, and realistic
information about homecare is of marked importance to
promote patients’ sense of security.

Keywords Cancer - Palliative care - Homecare -
Knowledge - Opioids

Introduction

The numerous barriers to quality end-of-life care are related to
patients, families, medical professionals, and the health care
system itself [1]. Among them, multiple empirical studies
have identified knowledge, beliefs, or concems about opioids,
palliative care, and homecare in the general population and
cancer patients as potential barriers for quality palliative care
[2—-19]. Many surveys have shown that incorrect knowledge
about cancer pain and opioids could interfere with optimal
pain management, especially an unrealistic fear of addiction
and life-shortening [2—7]. Negative beliefs about palliative
care were also one of the significant determinants of the
potential underuse of specialized palliative care services [8—
12]. Moreover, many patients have concerns and difficulties
about homecare, such as the burden on the family, concerns
about sudden changes in physical conditions, and the
unavailability of physicians visiting their home, and these
could influence patients’ decisions regarding whether or not
to receive homecare [13—19].

These findings indicate that providing appropriate
information is of marked importance to achieve optimal
palliative care, but, to our best knowledge, no large
systematic large survey has been performed to clarify the
knowledge about opioids, beliefs about palliative care, and
concerns about homecare in a representative sample of
advanced cancer patients.

In addition, a sense of security is being acknowledged as a
very important concept for cancer patients and their families
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[20-23]. The sense of security is evaluated from the
perspective of patients living in a region, and these
perspectives reflect the quality of the regional system for
providing healthcare services and awareness among the
population of the services provided by the system. Funk and
colleagues indicated that a feeling of security consisted of
trust in competent professionals; timely access to necessary
care, services, and information; and a sense of their own
identity and self-worth as caregivers and individuals [20].
Despite the increasingly perceived importance of the concept
of a sense of security, to date, no empirical studies have
measured sense of security levels in advanced cancer
patients, and explored the potential association between the
levels and patients’ knowledge, beliefs, and concems.

The primary aim of this study was therefore to clarify the
knowledge about opioids, beliefs about palliative care, and
concerns about homecare in advanced cancer patients.
Secondary aims included: (1) to clarify the levels of a
sense of security, (2) to explore factors associated with
knowledge, beliefs, and concerns, and (3) to explore the
potential associations between the levels of a sense of
security and knowledge about opioids, beliefs about
palliative care, and concerns about homecare.

Subjects and methods

A cross-sectional study was performed by sending question-
naires to consecutive outpatients with metastatic or recurrent
cancer in four regions of Japan. This survey was part of the pre-
intervention measurements collected for the regional interven-
tion trial, the Outreach Palliative Care Trial of Integrated
Regional Model study, and the study’s methodology is reported
in detail elsewhere [24]. The ethical and scientific validity of
this study was confirmed by the institutional review board of
the Japan Cancer Society, as well as by those of all
participating hospitals (protocol registration number,
UMINO000001274 of the University hospital Medical Infor-
mation Network Clinical Trials Registry).

Participating hospitals

Four study regions were chosen for intervention studies to
cover a variety of areas with different palliative care
systems across Japan: Tsuruoka (population 170,000,
Yamagata Prefecture), Kashiwa (population 670,000, Chiba
prefecture), Hamamatsu (population 820,000, Shizuoka
Prefecture), and Nagasaki (population 450,000, Nagasaki
Prefecture). Kashiwa and Hamamatsu, which are relatively
large urban cities, have specialized hospital palliative care
teams in a cancer center and general hospitals, respectively;
Nagasaki has a coordinated palliative care system for home
patients in addition to hospital palliative care teams; and
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Tsuruoka, which is a typical rural town, had no formal
specialized palliative care service at the time of survey.

Due to the lack of an established method to identify all
cancer patients living in a specific area in Japan, we
identified all hospitals in the study areas with reference to
hospital lists from the Japan Hospital Association, the
largest authorized organization of hospitals in Japan, and
local resource information. Of the 54 hospitals identified,
we excluded 20 hospitals primarily treating psychiatric,
rehabilitation, and geriatric non-cancer patients. We
approached the remaining 34 hospitals (11,033 beds), and
a total of 23 hospitals (8,964 beds, 81%) participated in this
survey: 3 hospitals (Tsuruoka), 7 hospitals (Kashiwa),
8 hospitals (Hamamatsu), and 5 hospitals (Nagasaki).

Patients

Inclusion criteria for patients in this study were: (1) adult
cancer patients with a primary tumor site in the lung,
esophagus, stomach, colon, rectum, pancreas, liver, biliary
system, kidney, prostate, bladder, breast, ovary, or uterus; (2)
presence of metastatic or recurrent cancer; (3) outpatient visits
to the hospital between April and June 2008; and (4)
disclosure of malignancy. Exclusion criteria included: (1)
incapacity of the patient to complete the questionnaire
(dementia, cognitive failure, or psychiatric illness), (2) severe
emotional distress of the patient as determined by the principal
treating physician, (3) poor physical condition unable to
complete the questionnaire, and (4) language difficulty or
visual loss. Patients were recruited consecutively, with
hospitals either sending each eligible patient a questionnaire
by mail or delivering it directly by hand to the patient.

Measurements

Data were collected on: (1) knowledge about opioids,
beliefs about palliative care, and concerns about homecare;
(2) sense of security; (3) pain intensity; and (4) patient-
perceived quality of palliative care. The questionnaire
(available from the authors) was constructed based on an
extensive literature review, expert consensus among the
authors, and a previous study [2-23, 25-27].

Knowledge about opioids, beliefs about palliative care,
and concerns about homecare

We asked the respondents to rate the extent to which they
agreed with the statements about their knowledge of
opioids, beliefs about palliative care, and concerns about
homecare on a S5-point Likert-type scale (1 strongly
disagree, 2 disagree, 3 unsure, 4 agree, 5 strongly agree)
[2]. Knowledge about opioids was examined using two
items: “opioids can relieve most pain caused by cancer” and

“opioids are addictive and/or shorten life”. Beliefs about
palliative care were examined using three items: “palliative
care relieves pain and distress”, “palliative care is provided
along with chemotherapy and/or radiation therapy”, and
“palliative care is only for terminally ill patients”. Concerns
about homecare were examined based on five items: “pain
can be alleviated as effectively through home-visit services
as it can at the hospital”, “home-visit services cannot
respond to sudden changes in a patient’s condition”, “it is

hard to find home-visiting physicians”, and “being taken
care of at home puts a burden on the family”.

Sense of security about cancer care in the region

The sense of security was measured using the five-item scale
to assess feelings of support and security about cancer care in
a region [23]. The statements were: (1) “I would feel secure
in receiving cancer treatment”, (2) “my pain would be well-
relieved”, (3) “medical staffs will adequately respond to my
concems and pain”, (4) “I would feel secure as a variety of
medical care services are available”, (5) “I would feel secure
in receiving care at home”. We asked participants to rate
their level of agreement with the statements on a 7-point
Likert scale (1 strongly disagree, 2 disagree, 3 slightly
disagree, 4 not sure, 5 slightly agree, 6 agree, 7 strongly
agree). The total score of five items, ranging from 5 to 35,
quantifies the levels of the sense of security; a higher score
indicates higher sense of security levels. Factor validity was
established based on the emergence of one factor by
explanatory factor analysis, and a high Cronbach’s alpha
coefficient (0.91) demonstrated sufficient internal consisten-
cy. Criterion-related validity established a significant differ-
ence among the total scores of general populations from
several areas with various health care services in Japan.

Pain intensity

Pain intensity was measured using the Japanese adaptation of
the Brief Pain Inventory, with a score given for the pain at its
worst (0-10), at its least (0—10), and a score for the average
pain felt (0—10) in the previous 24 h [25]. Its reliability and
validity in Japanese populations has been established [25].
For this study, average pain was used for analyses.

Patient-perceived quality of palliative care

Patient-perceived quality of palliative care was measured
using the Care Evaluation Scale [26, 27]. The Care
Evaluation Scale is a well-validated and commonly used
measurement tool in Japan to quantify the level of patient
or family-perceived need for improvements in palliative
care. The full version of the Care Evaluation Scale consists
of eight subscales (three items for seven domains and two
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items for one domain) with a 6-point Likert-type scale from
“l improvement is not necessary at all” to “6 highly
necessary”: physical care provided by physicians, physical
care provided by nurses, psycho-existential care, help with
decision making, coordination/consistency of care, envi-
ronment, availability, and cost. For this study purpose, we
used the first five subscales (15 items), because the study
aim focused on interpersonal areas, not social areas (i.e.,
environment, availability, and cost). Each subscale score
was calculated as an average of the items belonging to the
subscale, and the total score was calculated as an average of
subscale scores. All scores were proportionally adjusted to
range from 0 to 100 following the original studies, and,
thus, higher values indicate a lower perceived necessity for
improvement.

In addition, information about the subjects’ demographic
characteristics (age, sex, and family), performance status, and
medical status was collected through self-administered ques-
tionnaires. The performance status was measured using the
European Organization for Research and Treatment of Cancer
performance status: 0 (no symptoms, able to carry out all
activities without restrictions), 1 (mild symptoms but ambu-
latory and able to carry out work of a light or sedentary
nature), 2 (ambulatory and capable of self-care for more than
50% of their waking hours), 3 (laying in bed or sitting in a
chair for more than 50% of their waking hours), and 4 (laying
in bed or sitting in a chair for the entire day).

Statistical analysis

The 5-point scale to measure patients’ knowledge, beliefs, and
concerns was simplified into two categories (“strongly agree”
and “agree” vs. others). As the age, sex, and regions of the
subjects were considered to affect the knowledge, beliefs, and
concemns, they were selected a priori as explanatory variables.
The chi-square test was used to examine the rate of “agree”
responses in relation to the age, sex, and region. The total
sense of security scores were examined employing Student’s ¢
test and analysis of variance. To elucidate the influence of
the age, sex, pain level, and patient-reported quality of
palliative care on patients’ knowledge, beliefs, and concerns,
multiple logistic regression analyses were performed to
determine odds ratios. With sense of security scores, multiple
linear regression analyses were used. All models included
the following covariates selected a priori: age in years (<59,
60-74, >75); sex; region; number of family members living
with the participant; performance status; current medical
status; pain level; and the patient-reported quality of care
measured by the Care Evaluation Score (<49, 50-79, >80).
Trend analysis was conducted, and the Care Evaluation
Score was included as an ordinal variable. Comparisons
were performed with analysis of covariance, adjusting for
age and sex, because these two factors were significant
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covariates for confidence levels. As the results were
essentially the same across the four regions (data not shown),
we report only the overall results. All analyses were carried
out using STATA ver. 9.1 (College Station, TX, USA).

Results

Of 2,087 patients who met the inclusion criteria, 367 patients
were excluded due to: (1) mental incapacity of the patient to
complete the questionnaire such as dementia, cognitive
failure, or psychiatric illness (n=137), (2) patient death,
admission, or changing hospitals during the procedure (n=
101), (3) severe emotional distress (n=52), 4) responsible
physicians unavailable for technical reasons (n=30), (5) poor
physical conditions (n=28), (6) language difficulty or visual
loss (n=5), as well as other unspecified reasons (n=14). In
addition, 101 patients refused to receive the questionnaire.
Questionnaires were thus sent to 1,619 patients, and 5
returned due to being sent to the wrong address. Overall, 925
responses (57%) were obtained, and 833 responses were
finally analyzed due to missing values for some of the
primary endpoints.

Participant characteristics

The participant characteristics are summarized in Table 1.
The mean age + standard deviation (SD) was 67+11 years,
and 57% were men. The performance status was 0 or 1 in
about 70% of the respondents, and 60% were receiving
chemotherapy and/or radiation therapy.

Knowledge about opioids, beliefs about palliative care,
and concerns about receiving care at home

As shown in Table 2, nearly 30% of the patients believed
that opioids are addictive and/or shorten life, and about half
believed that palliative care is only for terminally ill
patients. Regarding concerns about receiving care at home,
75% agreed or strongly agreed that being taken care of at
home puts a heavy burden on the family, and about 60%
agreed that home-visit services cannot respond to sudden
changes in a patient’s condition.

Sense of security

The mean score of the sense of security was 27+5.6
(Table 2). The proportions of respondents who agreed (i.e.,
scored 5 or greater on the 7-point Likert-type scale) with
each statement were: 82% (“I could feel secure on receiving
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Table 1 Participant characteristics (N=833)

Number Percent

Age (years)

< 60 208 25
60-74 405 49
75 or over 220 26
Sex

Male 473 57
Female 360 43
Region

Yamagata 135 16
Chiba 137 16
Shizuoka 302 36
Nagasaki 259 31
Family living with participant®

Yes 771 93
No 61 7
Performance status (EORTC)"

0 234 28
1 367 44
2 174 21
3or4 52 6
Current medical status

Receiving chemotherapy and/or 491 60

radiation therapy
Average pain score in previous 24 h

0-4 . 721 89
5-10 92 11

*n=832, due to missing values

b =827, due to missing values

cancer treatment”), 78% (“pain could be well-relieved”),
78% (“medical staff adequately responded to concerns and
pain™), 59% (“I could feel secure as a variety of medical
care services are available”), and 75% (“T could feel secure
on receiving care at home”).

Factors associated with the patients’ knowledge
about opioids, beliefs about palliative care,
and concerns about homecare

Older respondents and patients who reported lower-level
quality of palliative care they received were significantly
more likely to have incorrect knowledge about opioids
(Table 3). Although male patients were significantly more
likely to know that opioids can relieve most pain caused by
cancer, they were more likely to have incorrect knowledge
that opioids were addictive and/or shorten life (p=0.03).
Patients’ beliefs about palliative care and concerns about
homecare were not significantly influenced by age and

gender, while the patient-reported quality of palliative care
was significantly associated that positive beliefs about
palliative care (“palliative care relieves pain and distress™)
and lower levels of concerns about homecare (“pain can be
alleviated as effectively through home-visit services as it
can at the hospital”).

Associations between the sense of security
and knowledge about opioids, beliefs about palliative
care, and concerns about homecare

Sense of security levels were significantly higher in patients
who agreed that “opioids can relieve most pain caused by
cancer”, “palliative care relieves pain and distress”, “palli-
ative care is provided along with chemotherapy and/or
radiation therapy”, and “pain can be alleviated as effectively
through home-visit services as it can at the hospital”, as well
as in the patients who did not agree that “home-visit services
cannot respond to sudden changes in a patient’s condition”
and “being taken care of at home puts a burden on the family”
(Table 4).

In addition, higher senses of security levels were
significantly associated with an older age, male gender,
lower pain intensity, and higher patient-reported quality of
palliative care (Table 3).

Discussion

This is the first large-scale survey designed to clarify
knowledge about opioids, beliefs about palliative care, and
concerns about homecare in advanced cancer patients as a
representative sample of multiple regions, in addition to the
sense of security; the factors associated with knowledge,
beliefs and concerns; and associations between the sense of
security levels and knowledge and beliefs. The most
important findings of this study involved clarification of
the patients’ knowledge about opioids, beliefs about
palliative care, and concerns about homecare.

First, about 30% of advanced cancer patients believed
that opioids are addictive and/or shorten life. This figure is
very close to that in previous surveys of the general
population in Japan and other countries (i.e., 30—40%) [2,
5, 71; and somewhat lower than some studies (i.e., 70%) [4,
6]. In addition, this study revealed that older and male
patients were significantly more likely to have incorrect
knowledge about opioids. As many studies have identified
misconceptions about opioids as dominant barriers to
optimal pain control [3, 5], these results confirm that
providing appropriate information about opioids, especially
to older and male patients, is of considerable importance to
achieve maximum pain control.

@ Springer
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Table 2 Knowledge about opioids, beliefs about palliative care, and concerns about receiving care at home

All subjects

P value

Sex

Male

Female

P value

Knowledge about opioids

Opioids can relieve most pain caused
by cancer (n=743)

Opioids are addictive and/or shorten
life (n=718)

Beliefs about palliative care

Palliative care relieves pain and
distress (n=753)

Palliative care is provided along with
chemotherapy and/or radiation
therapy (n=742)

Palliative care is only for terminally
ill patients (n=727)

Concerns about receiving care at home
Pain can be alleviated as effectively
through home-visit services as it

can at the hospital (n=748)

Home-visit services cannot respond to
sudden changes in a patient’s
condition (n=744)

It is hard to find home-visiting
physicians (n=742)

Being taken care of at home puts a
burden on the family (n=748)

Sense of security score (#=833)

545 (73%)

202 (28%)

570 (76%)

474 (64%)

377 (52%)

286 (38%)

452 (61%)

419 (57%)
557 (75%)

27.0+5.6 (n=833)

Age (years)

<60 6074 75+

143 (71%) 272 (75%) 130 (74%)
40 (20%) 105 (30%) 57 (34%)
155 (77%) 280 (75%) 135 (76%)
124 (62%) 230 (63%) 120 (69%)
97 (48%) 187 (52%) 93 (55%)
67 (33%) 144 (39%) 75 (42%)
103 (52%) 241 (66%) 108 (61%)
113 (57%) 215 (59%) 91 (51%)
152 (76%) 274 (75%) 131 (73%)

25.5+5.5 (n=208) 27.3%5.6 (n=405) 27.8%5.1 (n=220)

0.620

0.007

0.905

0.278

0.436

0.203

0.004

0.191

0.811

<0.001

320 (77%)

126 (32%)

313 (74%)

147 (35%)

216 (53%)

171 (41%)

256 (62%)

227 (55%)
303 (73%)

27.4+5.4 (n=473)

225 (69%)

76 (24%)

257 (79%)

121 (37%)
161 (sbo%)
115 (35%)
196 (59%)

192 (58%)
254 (76%)

26.4+5.8 (n=360)

0.018

0.002

0.105

0.578

0.508

0.006

0.442

0.354

0.309

0.009

Each column indicates the number (percentage) of respondents who agreed or strongly agreed with the statement, except for the last column, which indicates the mean = S.D. (number of subjects)
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Table 3 Factors associated with knowledge and beliefs about palliative care, and sense of security by multivariate analysis

Age (years) Sex Pain Care evaluation score (total)
<59  60-74 75+ Male Female Pain score  —49  50-79 80+ Trend P
Knowledge about opioids
Opioids can relieve most pain 1 1.1 0.9 1 0.6* 1.1 1 1.1 2.3% P<0.001
caused by cancer (n=743) 0.7-1.6 0.6-1.5 0.4-0.8 0.6-2.0 0.7-1.7 14-3.7
Opioids are addictive and/or 1 1.8 2.4% 1 0.7* 1.3 1 0.6 0.6* P=0.04
shorten life (n=718) 1.1-2.7 1.4-4.0 0.5-0.9 0.7-2.2 0.4-1.0 0.4-0.9
Beliefs about palliative care
Palliative care relieves pain 1 0.9 1.1 1 1.2 0.9 1 1.4 2.4% P<0.001
and distress (n=753) 0.6-1.4 0.6-1.9 0.8—-1.7 0.5-1.5 0.9-2.3 1.5-4.0
Palliative care is provided 1 1.0 1.4 1 0.9 0.8 1 1.1 14 P=0.11
along with chemotherapy 0.7-1.5 0.9-2.2 0.7-13 0.5-1.3 0.7-1.6 0.9-22
and/or radiation therapy
(n=1742)
Palliative care is only for 1 1.2 1.4 1 0.9 0.9 1 0.8 0.8 P=0.39
terminal patients (n=727) 0.8-1.7 0.9-2.2 0.7-1.3 09-1.5 0.5-1.2 0.5-1.2
Concerns about receiving care at home
Pain can be alleviated as 1 1.1 1.2 1 0.8 0.6 1 0.8 L.7# P=0.002
effectively through home- 0.7-1.6 0.7-1.9 0.5-1.0 0.3-1.0 0.5-1.3 1.1-2.6
visit services as it can at the
hospital (n=748)
Home-visit services cannot 1 2.1% 1.8% 1 1.0 0.9 1 1.1 0.7 P=0.07
respond to sudden changes 1.4-3.0 1.1-2.8 0.8-1.4 0.5-1.5 0.7-1.8 0.5-1.1
in a patient’s condition
(n=1744)
It is hard to find home-visiting 1 1.2 0.9 1 1.0 1.0 1 1.1 0.8 P=0.22
physicians (n=742) 0.8-1.7 0.6-1.3 0.8-1.4 0.6-1.6 0.7-1.6 0.5-1.3
Being taken care of at home 1 0.9 0.9 1 1.1 1.5 1 1.2 1.1 P=0.92
puts a burden on the family 0.6-1.4 0.6-1.5 0.8-1.6 0.8-2.7 0.7-1.9 0.7-1.7
(n=748)
Sense of security score - +1.5% +2.4% - -0.8* -1.8* - +0.9% +4.4% P<0.001
(n=833) 0.6, 2.3 13,34 -1.5,-0.1 -2.9,-0.7 -0.1, 1.8 34,53

Values in the table indicate odds ratios and 95% confidence interval. Multiple logistic regression analysis for knowledge about opioids and beliefs
about palliative care indicates adjusted odds ratio and P value; multiple linear regression analysis for sense of security score indicates adjusted
difference in score; all models include age (<60, 60-74, 75+; <60 as reference category), sex (male as reference category), region of residence,
family living with participant, physical activity status, current medical status, average pain score in previous 24 h, and care evaluation score (<50,

50-79, 80+; <50 as reference category)
*p<0.05

Second, this study revealed that about half of the patients
believed that palliative care is only for terminally ill
patients, while similar percentages of the patients believed
that palliative care is provided along with chemotherapy
and/or radiotherapy. The findings are consistent with
previous studies that revealed a negative image of palliative
care among both patients and healthcare professionals [8—
11]. In Japan, a strong policy change from end-of-life care
to “early” palliative care resulting in the involvement of
palliative care teams was significantly associated with
patient- and family-perceived appropriate referrals to
specialized palliative care services [12, 28]. These findings
suggest that along with ongoing efforts of disseminating
palliative care teams not only for terminally ill patients but
also those with intense symptoms and suffering irrespective

of disease stages, providing information about the emerging
concept of palliative care to patients themselves is another
area to be improved to maximize palliative care use for
enhancing patients’ quality of life

Third, this study revealed a high level of concern among
advanced cancer patients about receiving homecare. The
concerns most commonly reported included family burden,
being unable to adequately respond to sudden changes in
out-of-hours care, and availability of family physicians
visiting the home. These figures are very close to data
provided by the Ministry of Health, Labour, and Welfare,
whereby the most common difficulties with homecare
surround concerns about the burden to the family and
sudden changes in physical conditions [15], and this is also
consistent with Western studies which identified that
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Table 4 Associations between

the levels of feeling secure Number Mean + S.D. P value
and knowledge about opioids,
beliefs about palliative care, Knowledge about opioids
and concerns about homecare Opioids can relieve most pain caused by Yes 545 27.946.5 <0.001
cancer No 198 25.8%5.9
Opioids are addictive and/or Yes 202 27.2+5.8 0.857
shorten life No 516 27.3+6.9
Beliefs about palliative care
Palliative care relieves pain and distress Yes 570 28.3+8.0 <0.001
No 183 25.6+6.1
Palliative care is provided along with Yes 474 28.1£6.5 <0.001
chemotherapy and/or radiation therapy No 268 25.9+6.1
Palliative care is only for terminal patients Yes 377 27.3+6.4 0.684
No 350 272+6.4
Concerns about receiving care at home
Pain can be alleviated as effectively Yes 286 29.3+£5.7 <0.001
through home-visit services as it can No 462 26.1+6.4
at the hospital
Home-visit services cannot respond to Yes 452 27.1+£6.4 0.026
sudden changes in a patient’s condition No 292 27.9+6.1
It is hard to find home-visiting physicians Yes 419 27.2+6.5 0.193
No 323 27.7+6.1
Being taken care of at home puts a burden Yes 557 27.1+6.8 0.027
on the family No 191 28.1£5.7

concern about burden is a major factor affecting a cancer
patient’s decision regarding homecare [18, 29, 30]. The
family burden is one of the most relevant issues in this
population, and this includes the patient-perceived burden
and actual family burden in caregiving. Multiple studies
have indicated that the patient-perceived burden has one of
the largest impacts on suffering in terminally ill cancer
patients, even if family members do not report an actual
caregiving burden [31, 32]. These findings indicate that
clinicians should alleviate patient concerns about burden
when they receive homecare through the provision of
psychological support for patients themselves, as well as
arranging regional resources to reduce the actual family
burden.

Another important finding of this study was clarification
of the levels of a sense of security and the significant
association between the sense of security and patients’
knowledge, beliefs, and concerns. To our best knowledge,
this is the first reported study to demonstrate the significant
association between the sense of security and patients’
knowledge, beliefs, and concerns. This finding suggests
that a sense of security is shaped at least partly by
knowledge and beliefs, and providing appropriate informa-
tion could be of marked importance to enhance patients’
sense of security.

Despite the strengths of this study, including obtaining a
relatively large number of patients from multiple regions of
Japan and regional representative sampling, there are some
limitations. First, it was a cross-sectional study, and, thus,

@ Springer

the observed associations among variables might not be
causal. Second, the response rate was moderate and no data
were collected from the non-respondents. This could be a
potential selection bias which may distort the study results.
Third, unmeasured confounding factors, such as education-
al levels and family forms, could have distorted the study
results, although adjustment was made for the confounders
measured in the multivariate analyses. Finally, patients’
knowledge, beliefs, and concerns are inevitably influenced
by the social and cultural views in the societies they live in.

In conclusion, advanced cancer patients frequently had
incorrect knowledge about opioids, a belief that palliative
care is only for terminally ill patients, and concerns about
homecare, especially the family burden and responses to
sudden changes. The knowledge, beliefs, and concemns
were significantly associated with the sense of security
levels regarding receiving cancer care in the region.
Providing appropriate information about the safety of
opioids, availability of palliative care during the entire
course of a disease, and realistic information about home-
care is of marked importance to achieve the optimal quality
of life for cancer patients.
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