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Psychological Factors and Characteristics of Recurrent
Breast Cancer Patients with or without Psychosocial

Group Therapy Intervention
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To clarify psychological factors of patients with recurrent breast cancer, we examined
their interest in group intervention and studied the characteristics of participants and
non-participants in an intervention program. Using several self-administered assessment
scales to evaluate the quality of life (QOL) of cancer patients and the symptoms specific to
breast cancer patients, we compared sociomedical variables and QOL scores between par-
ticipants and non-participants. Inter-group differences were significant in the scores for
constipation, body image and future perspectives, suggesting the QOL to be higher among
participants than non-participants. Interest in group intervention was identified as a major
reason for participation in this type of program. Not only physical but also psychological
factors were shown to be the reasons for deciding not to participate in group intervention.
It is now desirable that efforts be made to stimulate greater understanding of group inter-
vention as a means of psychosocial support for patients with recurrent breast cancer and
that social environments be arranged so that these patients are supported by an approach
tailored to individual cases, involving both group and individual intervention.

Key words: participant and non-participant; psychological factor; psychosocial group intervention;

recurrent breast cancer patient

It is essential to nurse individual cancer patients in
terms of not only their physical problems but also
in terms of psychological factors. For patients with
cancer, we have aimed at psychosocial intervention
for reducing psychological stress and raising the
Quality of Life (QOL), and performed studies to
test the effectiveness of psychosocial group inter-
vention (Goodwin et al., 2001; Fukui et al., 2001).
In studies on breast cancer patients, 40% to 80% of
eligible patients were enrolled (Spiegel et al., 1981;
Edmonds et al., 1999; Goodwin et al., 2001). Sev-
eral previous studies compared the characteristics
of patients participating in the studies to those not
participating in an attempt to examine the clinical

applicability of psychosocial group intervention.

In Western countries, cancer patients who
gave consent to group intervention were suffering
from some psychosocial problems other than de-
pression (Taylor et al., 1986; Berglund et al., 1997),
desired to explore or experience support services
(Taylor et al., 1986; Bauman et al., 1992), were
encouraged by medical staff (Taylor et al., 1986),
expected mutual support (Thiel de Bocanegra,
1992), and had the following characteristics: below
the age of 50, unmarried (Bauman et al., 1992),
middle class, predominantly female (Taylor et al.,
1986) and recently diagnosed with cancer (Thiel de
Bocanegra, 1992).

Abbreviations: EORTC, European Organization for Research and Treatment of Cancer; QLQ-Br23, QOL questionnaire-
breast cancer module 23; QLQ-C30, QOL questionnaire-cancer 30; QOL, quality of life
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Degree of satisfaction with social support and
degree of information provided: The degree of sat-
isfaction with social support and the degree of infor-
mation provided were measured by the Likert scale
from 1 to 4.

Interest and reasons for participation/non-partici-
pation in group intervention

When being asked to participate in this study,
patients were interviewed on why they wanted to
participate or not participate, what knowledge they
had about group intervention and their awareness
of their stress level at that time, and what their in-
terest and reasons were for their participating or
not participating in group intervention.

Analyses

Comparison of baseline data among the interven-
tion, non-intervention and refusal groups

For sociomedical variables that allowed com-
parison among the 3 groups, one-way analysis of
variance was conducted after confirming data dis-
tribution. In comparison of sociomedical variables
and scores on each scale between the intervention
and the non-intervention groups, we used either the
chi-square test or the #-test (after checking for regu-
larity of data).

In all tests, P < 0.05 (both sides) was regarded
as statistically significant. The Statistical Package
for the Social Sciences, version 11.5J (SPSS Japan,
Tokyo, Japan) was used for all statistical analyses.

Analysis of interest in the intervention and psycho-
Ingical factors in determining the intervention

In the interviews with patients, they variously
expressed their motives for intervention. First, we
arranged their self-expressions into several groups
by similarity. Next, we analyzed the self-expres-
sions by groups to designate categories with more
popular sounding names. Whole responses were
classified into several categories. Then, the percent-
age of a category was calculated by dividing the
number of entry subjects allocated to the given cat-
egory by the whole number of subjects.
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Ethical considerations

This study was performed in accordance with its
protocol after approval was obtained from the Eth-
ics Committee of the National Hospital Organiza-
tion Shikoku Cancer Center, enrolling only those
patients who gave informed consent in writing.
Each candidate was well informed as to the study
design and purpose through a pamphlet contain-
ing the following information: i) the patient can
consent or refuse participation in the study at her
own discretion; ii) the patient will suffer no disad-
vantage related to her care even if she does not par-
ticipate in the study; iii) the personal information
of the patient will not be disclosed when the results
of the study are published; iv) the patient’s visits to
the clinic for the purpose of this study may place
physical stress on the patient and v) discussions
during group intervention or surveys using scales
for psychological aspects may cause discomfort or
stress to the patient. Efforts were thus made to ob-
tain consent from patients after providing adequate
explanatory information.

Results

Participation in the study

During the enrollment period, there were 80 pa-
tients who had developed recurrence of breast can-
cer for the first time 3 to 12 months previously. Of
these patients, 58 eligible subjects referred by their
attending physicians were well informed about
the study. Twenty-eight patients (48%) gave writ-
ten consent to participate in group intervention. Of
the 30 patients (52%) who refused to participate
in group intervention, 11 had an interest in group
intervention and gave written consent to cooperate
with the self-administered questionnaire survey to
be conducted at 3 time points.

Comparison of characteristics between par-
ticipants and non-participants

Among the intervention, non-intervention and
refusal groups, we compared sociomedical vari-
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Infervention
group [n = 28]

Non-intervention

group [n =11}

group [n=19]

Post-recurrence period (mo)

QLQ-C30/Br23

Rosenberg self-esteen scale
General self-efficacy scale
Satisfaction with social support
Degree of information provided

Sexual function
exual pleasur

Future perspectlyes

Breast symptoin
Armsymptomy. o0 L
Confusion of hair loss

1665 + 16.21

221242416

5178 3392

2796+ 436

923 + 258
477 043
2.69 = 0.61

49. 45 21 54

”21 91 +’2377

22.09 + 19.85
73.20 + 3670
2927 + 699
845 + 3.64
482 = 041
264 = 0.67

074
0.80

Shown are mean + SD.
QOL, quality of life.

Statistical significance was examined with one-way analysis of variance, r-test or chi-square test. *P < 0.05; **P < 0.01.

t Performance status by the Eastern Cooperative Oncology Group.

+ Buropean Organization for Research and Treatment of Cancer QOL questionnaire-cancer 30/breast cancer module 23.
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Table 2. Psychological factors of group participants and non-participants

Refusal

group
[n=19]

Non-intervention
group
[n=11]

Intervention

group
[n=28]

Reasons for participation
Group intervention is attractive
Want to try relaxation
Want to talk with someone who has the same disease
‘Need information
Wish to cooperate w1th the survey

Recommendation b other parumpants

11 (39.3)
5 (179)
17(607)
7 (25.0)
6 (214)

5 45.5)
2 (18.2)
3 (273)
0 (0.0
8 (72.7)
149D 1 (53
0 (00) -

1 (53)
4 (LD
1 (53)

)

Gy

2 (182) 4 ey

0 (00)“;

0 (00)

0 (0.0)
CAQ64) 3

3 (27.3)

2 182)

( ), percentage.

ables, scores of profile of mood states, impact of
event scale-revised, mental adjustment to cancer,
QLQ-C30/Br23, Rosenberg self-esteem scale and
general self-efficacy scale, degree of satisfaction
with social support and degree of satisfaction with
information provided at the baseline. This analysis
revealed significant inter-group differences in the
QLQ-C30/Br23 scores for constipation (P < 0.01),
body image (P < 0.01) and future perspectives (P =
0.01), as shown in Table 1.

.nalysis of interest and reasons for partici-
pation/non-participation in group interven-
tion

Table 2 shows the results of analyzing interest in
group intervention and the reasons for participation/
non-participation in such intervention, conducted
at the time of enrollment. Knowledge about group
intervention was self-reported by 9 patients (15.5%),
including 6 patients (21.4%) from the intervention
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group, 2 patients (18.2%) from the non-intervention
group and 1 patient (5.3%) from the refusal group.
Among all patients, 20 patients (34.4%) were aware
of some stress, including 9 patients (32.1%) from
the intervention group, 4 patients (33.3%) from the
non-intervention group and 7 patients (38.9%) from
the refusal group.

Major reasons for participation in group inter-
vention were “I want to talk with someone who has
the same disease” in 17 patients (60.7%), “Group
intervention is attractive” in 11 patients (39.3%) and
“Need mental support” in 8 patients (28.6%) (Table
2). In the non-intervention group, major reasons
for non-participation were “The hospital is too far
away” in 6 patients (54.5%) and “Don’t like talking
with anyone suffering from the same disease” in 3
patients (27.3%). In the refusal group, major reasons
for non-participation were “No need for mental
support” in 9 patients (47.4%) and “The hospital is
too far away” in 9 patients (47.4%). Among the pa-
tients who did not participate in group intervention,
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there were some who gave the following answers:
“Group intervention appears to be attractive” in
5 patients (45.5%) of the non-intervention group
and 1 (5.6%) of the refusal group; “Want to talk
with someone with the same disease” in 3 patients
(27.3%) of the non-intervention group and 1 (5.6%)
of the refusal group; “Need mental supports” in 1
patient (9.1%) of the non-intervention group and 1
patient (5.6%) of the refusal group.

Of the patients who participated in group in-
tervention, 7 patients (25.0%) answered that they
needed information, while none of the non-partici-
pants gave such an answer.

Discussion

Interest in group intervention and percentages
of participants: When the subjects of this study
were assessed for knowledge of group intervention,
only 15% were found to have such knowledge. In
Western countries, studies on group intervention
have been conducted since 1970s, and knowledge
of this intervention has spread considerably among
the general public. In Japan, on the other hand, the
therapeutic efficacy of group intervention with can-
cer patients has begun to be evaluated just recently.
The low percentage of patients who had knowledge
of group intervention in the present study seems to
reflect the current status in Japan, i.e., group inter-
vention has not yet become widespread.

However, of all patients eligible to participate
in this study, 67% had an interest in group interven-
tion and 48% actually participated in the interven-
tion. Thus, a relatively high percentage of patients
had an interest and participated in group interven-
tion. In Western countries, the percentage of pa-
tients with metastatic breast cancer who participate
in group intervention is reportedly 50% to 78%
(Spiegel et al., 1981; Fukui et al., 2001; Goodwin
et al.,, 2001). The percentage in the present study
was close to that in Western countries. Despite the
previous report that the Japanese tended to dislike
talking about personal matters in the presence of
other people (Spiegel and Classen, 2000), most
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of the group intervention participants in the pres-
ent study wanted to have discussions with other
patients suffering from the same disease. This sug-
gests that the Japanese also have a desire to share
experiences with other patients suffering from the
same disease, as is the case with cancer patients in
Western countries (Cope, 1995).

The percentage of breast cancer patients who
participated in group intervention in the present
study was higher than the previously reported i:
Japan (35%) (Fukui et al., 2000). In consideration
of the report that patients who wanted to partici-
pate in group intervention were often facing strong
mental stress (Thiel de Bocanegra, 1992), the high
percentage of the present participants indicated that
there were many patients who wanted psychosocial
intervention. In the literature, the psychological
stress associated with recurrence of cancer was
higher than that associated with the initial cancer
(Okamura et al., 2000).

Characteristics of participants in group inter-
vention: In the analysis of QOL, significant inter-
group differences were noted in the scores for
constipation, body image and future perspectives
rated according to the QLQ-C30/Br23, suggesting
that QOL was higher for participants than for non-
participants. During group intervention, educa-
tion on cancer and talks among participants were
carried out, requiring the participants to confront
certain aspects of their situation which they found
stressful. Breast cancer is a disease which causes
the patient to perceive changes in her body and
deterioration of femininity and physical function,
and group intervention for patients with this dis-
ease often adopts body image as a topic (Classen
et al., 1993; Fawzy and Fawzy 1994). Therefore,
what is required for breast cancer patients in the
participation seems that body image- and future
perspective-related QOL scores are not very low.
On the other hand, the score for psychological
stress showed no significant inter-group difference
in the present study, despite significant differences
reported between participants and non-participants
(Berglund et al., 1997; Fukui, 2001). When asked
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about the reasons for the participation, our patients
often gave reasons associated with the desire to
deal with psychological stress, e.g., “I want to talk
with someone suffering from the same disease”, “I
need mental support”, and so on. It was written that
patients often came to have an interest in group in-
tervention while they were aware of or were explor-
ing the usefulness of groups (Thiel de Bocanegra,
1992). In view of these findings, in recurrent breast
cancer patients, the participation might be stimu-
lated by their awareness of the necessity of coping
with psychological stress and of the usefulness of
group intervention. Such awareness was acquired
through their previous experience with coping with
and overcoming the difficulties associated with
cancer.

In the present study, the time needed for pa-
tients to attend the intervention meeting did not
serve as an obstacle to the participation. The lack
of influence of geographical distance in the partici-
pation is probably because many patients are skill-
fully utilizing potentially beneficial services (Bau-
man et al., 1992). Like their patients, our subjects
had received follow-ups at a cancer center, and it
is reasonable to assume that many of them more
willingly accepted services which they felt to be
beneficial than patients with other cancer did.

Characteristics of non-participants: More than
half of the patients studied refused to participate
in group intervention, and their QOL was lower
than that in the participants. For non-participants
as well, some psychosocial intervention are re-
quired, because more than 30% of participants and
non-participants felt stress and because some non-
narticipants had interest in group intervention and
wanted psychosocial support. On the other hand,
about half of the patients who refused to cooper-
ate in the survey answered that they had no need
for psychosocial support. In view of the previous
report that psychological stress was particularly
strong in patients who had no interest in group in-
tervention (Fukui et al., 2001), it seems likely that
these patients were coping with their problems by
means of avoidance of facing the issue and that
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their psychological stress was high.

None of the present participants answered the
need of information about intervention, and some
of them explained as the reason of avoidance of
participation that they disliked talking with other
patients suffering from the same disease. Patients
sometimes do not want information because they
fear receiving bad news (Meissner, 1990). Japanese
cancer patients are often reluctant to talk with other
participants during group intervention (Hosaka,
1996). 1t is therefore possible that even when pa-
tients have an interest in group intervention and are
exposed to psychological stress, they decide not to
participate in group intervention or do not admit
their interest in this form of intervention. We can-
not ignore that adverse influence may possibly be
produced by providing information to patients who
do not want to receive bad news regarding their ill-
ness (Asai, 1995). Stress may be increased if such
information is provided to such patients (Mills,
1979). Patients who do not want to participate in
group intervention despite facing psychological
stress should be managed in a way tailored to their
individual needs. For initial breast cancer patients
who are not yet classified for group therapy, a sys-
tem of nursing combined with follow-up service
should be devised.

Design and duration of group intervention:
The main reasons for deciding to participate in
group intervention were psychological factors, ie.,
need for relaxation, transmission of information
and talks with other patients suffering from the
same disease. In this respect, the group interven-
tion program we designed, composed of educa-
tion, discussion and progressive muscle relaxation,
satisfies the expectations of participants. Because
the efficacy of intervention is closely related to its
duration, long-term intervention has been justi-
fied (Spiegel and Classen, 2000) and implemented
(Goodwin et al., 2001) for metastatic breast cancer
patients predicted to suffer from psychological
stress for a prolonged period. However, short-term
intervention was reported more effective because
the enthusiasm of participants tends to subside and
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because they may be adversely affected by facing
the death of some participants during prolonged
intervention (Edmonds et al., 1999). We found that,
not a few participants quit the intervention program
midway because of inability to make arrangements
for continued participation although the interven-
tion. On the other hand, some patients continued to
participate in the intervention despite having a job
or living far away from the meeting place. They
could have arranged their personal schedules to al-
low continued participation because the duration of
intervention was short. The continued participation
by recurrent breast cancer patients had probably
been stimulated by the design of the intervention
program (short-term, structured intervention), as
well.

Prometion of group intervention: Group inter-
vention allows QOL to be improved to a degree
comparable to the improvement achieved by indi-
vidual intervention (Sheard and Maguire, 1999), is
cost-effective (Goodwin et al., 2001) and it can deal
with many patients at one time. The participants
in our intervention program had knowledge about
group intervention in a higher percentage than the
non-participants. So, to promote and deepen the
knowledge about the presence of group interven-
tion as a means of psychosocial support and about
the details of such intervention, opportunities are to
be provided for patients.

Social environments shoul be arranged so that
recurrent breast cancer patients are supported by an
approach tailored to the individual, involving both
group and individual interventions.
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Abstract

The purpose of this study was to investigate the association between efficacy of self-management to prevent
recurrences in patients with depression, and actual episodes of recurrence. We divided 110 patients with
depression into a non-recurrence group (n = 60) and a recurrence group (n = 50), and compared the two groups
in regard to socio-demographic and medical variables, scores on the scale for the efficacy of self-management to
prevent recurrences of depression, and scores on the Beck’s Depression Inventory. The factors associated with
episodes of actual recurrence were tested with the logistic regression analysis, and the efficacy of
self-management to prevent recurrences of depression was extracted as a factor independently associated with
recurrence. The results suggested a statistically significant association between depression recurrence and
efficacy of self-management to prevent recurrences of depression. However, the results were inconclusive
because of the retrospective, case-control study design.

Keywerds: Depression, Prevention, Recurrence, Self-efficacy, Self-management
1. Introduction

Within a year of the onset of the initial episode of depression 70-80% of patients who receive treatment are said
to experience a remission (Keller et al, 1992; Lam & Kennedy, 2004). However, as previously reported, the
probability of a recurrence and of the probability of a third episode after recurrence are 50-60% and 70%,
respectively (APA, 2000; Keller & Roland, 1998). Thus, depression is a disease with a propensity for repeated
recurrence. The morbid phase grows longer with the number of recurrences, and the severity of the disease
increases. Moreover, after repeated episodes the depression becomes chronic in many patients, and chronic
depression may lead to serious social dysfunction, therefore it is important to address the need to prevent
depression from recurring (Keller & Roland, 1998). Previous studies have reported various factors that are
associated with recurrences of depression (Angst, 1999; Bruce & Kim, 1992; Fukuda, Etoh, & Iwadate, 1983;
Harkness, Monroe, Simons, & Thase, 1999; Lin et al, 1998). Among these factors, the authors paid attention to
self-management. Indeed, self-management is considered important to the management of all chronic diseases,
including diabetes and renal failure (Kahn & Weir, 2005), and it involves the control of various aspects of daily
living, including disease management and diet modification. In the field of psychiatry the importance of
compliance with drug therapy and stress management has been emphasized in the management of schizophrenia
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and depressive disorders. In case of chronic disease such as depression, in particular, it is important to improve
the patient’s capacity self-management and for physicians to be able to predict whether patients can administer
their self-management behavior to prevent recurrences (Finlayson, Edwards, & Courtney, 2009; Kennedy,
Nelson, Reeves, Richardson, Roberts, & Robinson A, 2004; Robinson, Thompson, Wilkin, & Roberts, 2001).

One of the criteria for judgment which can predict exactly the administration of self-management behavior is
self-efficacy (Bandura, 1977). In the West, some previous reports showed that lower self-efficacy was associated
with increased risk of recurrence depression recurrence (Vittengl, Clark, & J arrett, 2010; Gopinath, Katon, Russo,
& Ludman, 2007). Therefore, objective indices for the self-efficacy to predict the execution of self-management
behavior are required. However, although there were a few self-efficacy scales that assess coping with
depression (Perraud, Fogg, Kopytko, & Gross, 2006), there were no efficacy of self-management scales focused
on recurrent episodes of depression. In a previous study, the authors devised a scale to measure the efficacy of
self-management to prevent recurrences of depression and evaluated the reliability and validity of the scale
(Yamashita & Okamura, 2008). The present study was designed to determine whether there is an association
between efficacy of self-management to prevent recurrences of depression measured by this scale and actual
episodes of recurrence.

2. Methods

This study was conducted with the approval of the Ethics Committee of the Graduate School of Health Sciences
of Hiroshima University and the institutional ethics review board of the participating hospital.

2.1 Patients

The study was designed as a retrospective, case-control study. The subjects were 113 outpatients attending the
psychiatry clinic of a general hospital in Prefecture F in Japan. They were primarily diagnosed as having
depression according to the International Classification of Disease (ICD)-10, and had been followed up since the
first episode at the above clinic. The eligibility criteria for subjects were as follows:

2.1.1 Recurrence Group
(1) The patient has had 2 or more depression episodes in the period between the first episode and this survey.
(2) The patient is 18 years old or older.

(3) The patient’s mental condition is such that the patient does not have any difficulty communicating with
others and answering the questionnaire.

(4) The patient has no marked psychiatric symptoms due to complications with other psychiatric disorders.
2.1.2 Non-recurrence Group

(1) The patient has had only a single episode, the first one, of depression in the past and no recurrence has been
- observed for more than 1 year. It has been reported that recurrence of depression occurs most often 6 to 12
months after remission (Kupfer, 1993; Prien & Kupfer, 1986). Also in Japan, it has been reported in a clinical
study of hospitalized patients with depression that most of recurrences occurred within 1 year in the recurrence -
group (Tadokoro, Miyaoka, & Kamijima, 2000). Based on these reports, patients without recurrence for more
than 1 year were classified as the non-recurrence group in this study.

(2) The patient is 18 years old or older.

(3) The patient’s mental condition such that the patient does not have any difficulty communicating with others
and answering the questionnaire.

(4) The patient has no marked psychiatric symptoms due to complications with other psychiatric disorders.
2.2 Measures
2.2.1 Socio-demographic and Medical Variables

Information about the following was collected eliciting answers directly from the patient and by consulting
patient’s medical records: gender, age, age at the time of diagnosis of the first episode, total number of
depressive episodes ever experienced, and interval since the onset at the first episode of depression (interval
between diagnosis of the first episode and the initial recurrence in the recurrence group and interval between
diagnosis of the first episode and their first examination in the study in the non-recurrence group).

2.2.2 Scale for the Efficacy of Self-management to Prevent Recurrences of Depression (efficacy of
self-management scale) (Appendix)

The authors used examples from previous reports and depression guidelines to develop a self-rating (ie.,
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patient’s personal rating) scale in Japanese based on factors that have been reported in the literature to increase
the risk of depression recurrence, and then evaluated the reliability and validity of the scale (Yamashita &
Okamura, 2008). Cronbach’s o was 0.902, and assessment of construct validity with reference to the correlation
between the efficacy of self-management scale and the General Self-efficacy Scale showed a significant
correlation (Pearson correlation coefficient = 0.606, p < 0.01). The scale was designed to determine the efficacy
of self-management to prevent recurrences of depression and is composed of 4 factors: “life management”
(factor 1), “self-control” (factor 2), “self-awareness™ (factor 3), and “compliance with treatment™ (factor 4). The
cumulative contribution ratio of 4 factors was 71.36%. The scale consists of 16 items: 7 items related to factor 1
(0-21 points), which concerns management of daily life to prevent recurrences of depression; 4 items related to
factor 2 (0-12 points), which concerns self-control of the patient’s emotions and behavior; 3 items related to
factor 3 (0-9 points), which concerns self-awareness that is required to prevent recurrences of depression; and 2
items related to factor 4 (0-6 points), which concerns compliance with treatment and its continuation. The scale
uses a 4-stage Likert scale to rate for each item according to the patient’s level of confidence, thus: “very
confident”, 3 points, “confident”, 2 points, “not very confident”, 1 point, and “not confident at all”, 0 points.
Possible total scores range from O to 48 points. High scores indicate greater confidence in efficacy of
self-management to prevent recurrences of depression.

2.2.3 Self-rating Depression Scale (Beck’s Depression Inventory, BDI)

This BDI is a self-rating scale based on patients’ verbatim descriptions to assess the severity of depression during
the previous 1-week period that was devised by Beck, Ward, Mendelson, Mock, and Erbaugh (1961) based on
clinical observations and patients’ complaints. It is composed of 21 items that include “sorrow” and “sense of
self-reproach”. Patients select the sentence that corresponds best to their condition and possible total scores
range from 0 to 63 points. Higher scores indicate more severe depression. Depression is classified into three
stages of severity based on the total score on the BDI: no depression (0-13 points); mild to moderate depression
(14-24 points); and severe depression (25 points or over) (Beck, 1967). The Japanese version of the scale was
developed by Hayashi (1988). The split-half reliability coefficient was 0.62, and Pearson correlation coefficient
between the BDI score and scores of depressive tendency in Yatabe-Guilford personality inventory was 0.62.

2.3 Survey Methods

All of the patients who attended the outpatient clinic already mentioned between April and June of 2008 were
included in the target population of this study. Before the patients who met the eligibility criteria were
interviewed, the attending physicians explained the purpose of the study to them. After the study was explained
to the patient again by the first author, patients who consented to participate in this study and signed the consent
form were interviewed at this study entry, at which point the efficacy of self-management scale and the BDI
scale were administered. '

2.4 Statistical Analysis

(1) The demographic characteristics (age, gender, age at the time of diagnosis of the first episode, interval after
the initial episode) and mental condition (BDI score) of the non-recurrence group and recurrence group were
compared with the #-test or chi-square test after confirming the normality of the data.

(2) The total score and the score for each item on the efficacy of self-management scale were calculated in each
group to assess the possibility of discriminating between the non-recurrence group and the recurrence group on
the basis of efficacy of self-management to prevent recurrences of depression. The #-test was used to analyze the
data in the two groups for significant differences.

(3) Factors that might be related to increased risk of depression recurrence were assessed with a logistic
regression analysis (forced input method) by using the presence/absence of recurrences as the dependent variable
and the variables identified by the univariate analysis as significantly different between the two groups as the
independent variables. Furthermore, discriminant analysis was conducted as it can highlight predictors related to
the presence/absence of recurrences.

(4) To assess any association between efficacy of self-management to prevent recurrences of depression and the
number of recurrences in the past, the patients in the recurrence group were divided further into a subgroup with
a history of only one recurrence (recurrence group A) and a subgroup with a history of two or more recurrences
(recurrence group B). The mean total score and mean scores for each item on the efficacy of self-management
scale were calculated in each subgroup and the data were analyzed for significant differences between them by
the #-test.

(5) In order to test the specificity and sensitivity of the efficacy of self-management scale, receiver operating
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characteristics (ROC) analysis was performed. Representing ROC analysis on a curve is a way of expressing the
relationship between the true positive rate (sensitivity) and the false-positive rate (1 — specificity). The curve is a
representation of the ability of the screening instrument to discriminate between “cases” and “non-cases”. The
desired cut-off point is generally chosen in order to minimize the sum of false-positive and false-negative test
results.

The P values in all of the tests were two-sided, and p values <0.05 were considered significant. Statistical
Package for the Social Sciences (SPSS) Statistics ver. 17.0 for Windows software was used to carry out all of the
statistical analyses. _

3. Results
3.1 Subjects’ Characteristics (Table 1)

Of the total of 113, the 110 who met the eligibility criteria for the study and from whom informed consent was
obtained were included in the analysis. Sixty subjects, 24 males (40.0%) and 36 females (60.0%), with a history
of only one episode of depression were assigned to the non-recurrence group, and the other 50 subjects, 29 males
(58.0%) and 21 females (42.0%), who had a past history of at least one recurrence were assigned to the
recurrence group. Comparison of the characteristics of the two groups revealed significant differences only in the
subject’s age at the time of diagnosis of the first episode of depression.

3.2 Assessment of the Possibility of Discriminating between the Non-recurrence Group and the Recurrence
Group on the Basis of Efficacy of Self-management to Prevent Recurrences of Depression

To assess the possibility of discriminating between the non-recurrence group and the recurrence group in terms
of efficacy of self-management to prevent recurrences of depression, the mean total score and the mean score for
each factor on the efficacy of self-management scale were calculated in each of the two groups. Analysis with
the r-test revealed that the mean total score and the score for factor 1, factor 2, and factor 3 were significantly
higher in the non-recurrence group than in the recurrence group. Although the difference between the two groups
in the score for factor 4 was not significant, the score for factor 4 tended to be slightly higher in the
non-recutrence group (Table 2).

3.3 Assessment of Factors Related to Depression Recurrence

Factors related to depression recurrence were assessed with a logistic regression analysis (forced input method).
The presence/absence of recurrences of depression was used as the dependent variable, and the age at the time of
diagnosis of the first episode and total score on the efficacy of self-management scale, both of which had been
identified by the univariate analysis as significantly different between the non-recurrence group and recurrence
group, and the BDI score were used as the independent variables. The results revealed that the three variables
were independently related to depression recurrence (Table 3). Furthermore, discriminant analysis (Table 4)
yielded a statistically significant function explaining 53.5% (Wilks’ lambda, 0.72; df, 6; p < 0.001). In particular,
total score on the efficacy of self-management scale was shown to play an important role in the discrimination.

3.4 Assessment of Efficacy of Self-management to Prevent Recurrences of Depression in Relation to the Number
of Recurrences of Depression :

To assess any association between efficacy of self-management to prevent recurrences of depression and the
number of recurrences, the patients in the recurrence group were divided into recurrence group A (one instance
of recurrence) and recurrence group B (two or more episodes). The mean total score and the mean score for each
item on the scale were calculated in each subgroup, and the data for the significance of differences between the
two groups were analyzed with the r-test. The results showed no significant differences between the two
subgroups in the total score or the scores for any of the items (Table 5).

3.5 Screening for Discriminating between the Non-recurrence Group and the Recurrence Group by the Efficacy
of Self-management Scale

From the ROC curve, the cut-off point for the screening seemed to 22/23. This cut-off point is associated with
76.0% sensitivity and 76.7% specificity (positive predictive value [PPV]: 78.3%, negative predictive value
[NPV]: 78.1%).

4. Discussion

To assess the association between efficacy of self-management to prevent recurrences of depression and actual
episodes of recurrence, we first investigated the possibility of using scores on the efficacy of self-management

scale to discriminate between the non-recurrence group and the recurrence group. The results showed that the
total score and scores for factors 1, 2, and 3 were significantly higher in the non-recurrence group, suggesting the
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possibility of using the scale to discriminate between the non-recurrence group and the recurrence group. The
scale included the following items to assess the efficacy of self-management, which is considered necessary to
prevent recurrences of depression, and the self-efficacy of self-awareness, which is considered necessary for
self-management: compliance with treatment, coping with stress, self-knowledge, and actual use of social
support. Scores were assigned on the basis of the patient’s level of confidence, that is, higher scores were
assigned for higher levels of confidence. Recognition of the need for self-efficacy results in improved
performance of the activities, and the efficacy of self-management has a long-term influence on an individual’s
future behavior (Bandura, 1977). Therefore, it is suggested that clear and strong recognition of the need for
efficacy of self-management to prevent recurrences of depression allows a positive approach to problems and
taking steps to perform the appropriate self-management behavior that is needed to prevent recurrences of
depression. In the present study, the scores on the efficacy of self-management scale were significantly higher in
the non-recurrence group, which allowed discrimination between the non-recurrence group and the recurrence
group, showing that patients who have a high degree of awareness of efficacy of self-management may have th
ability to behave appropriately to prevent recurrences. The difference in the score on the factor 4 items, on the
other hand, was not significant. Factor 4 items include “the patient can continue attending a hospital” (Lewis,
Marcus, Olfson, Druss, & Pincus, 2004) and “the patient can continue taking medicine as indicated by the
physician” (Angst, 1999). The subjects of this study were all outpatients, and since their mental condition was
relatively stable, their compliance with treatment is assumed to have been favorable. Because patients whose
compliance with treatment was poor, who stopped attending the outpatient clinic, and who no longer required
drug therapy or outpatient care were excluded from the study, there was bias in the distribution of the scores for
the factor 4 items. The bias on the selection of the subjects may have affected the results.

The association between efficacy of self-management to prevent recurrences of depression and actual episodes of
recurrence was tested with the logistic regression analysis, and the efficacy of self-management was extracted as
a factor independently associated with recurrence, as well as age at the time of diagnosis of the first episode and
the BDI score. Some studies have pointed out that a younger age at the time of diagnosis of the first episode
increases the risk for depression recurrence (Fukuda, Etoh, & Iwadate, 1983; Hirschfeld RM, 2001), and the
present finding is in keeping with that of previous reports.

Regarding the efficacy of self-management to prevent recurrences of depression, which were associated with
actual episodes of recurrence independently of the severity of depression, factor 1 (life management) in the
questionnaire is composed of items to assess self-efficacy in regard to matters related to self-management,
including indirect behavior as well as direct behavior to prevent recurrences of depression. The low self-efficacy
in factor 1 is suggested to cause chronic fatigue and to make it difficult to improve human relations in areas
outside of work or to engage in hobbies and amusements in daily living (Gunther, Roick, Angermeyer, & Konig,
2008; Tellenbach, 1961), which results in mental and/or physical instability and a higher risk of depression
recurrence. Factor 2 (self-control) is composed of items to assess self-efficacy in regard to matters related to
control of the patient’s emotions and behavior. Depressive patients often exhibit three characteristic cognitive
patterns: negative estimation of themselves, negative interpretation of experiences, and negative views of the
future (Beck, 1983; Hyde, Mezulis, & Abramson, 2008). Because such cognitive patterns are important elements
in inducing exacerbations and recurrences of depression, it is suggested that failure of emotional control results
in various negative experiences, and increases the risk of depression recurrence (Blackburn & Moore, 1997).
Factor 3 (self-awareness) is composed of items related to self-efficacy in regard to matters related to
self-awareness. When there is inadequate self-knowledge regarding stresses to which the patient is vulnerable,
the cause of the patient’s depression, and situations that increase the risk of recurrences and exacerbation of
depression, the living and working situation becomes similar to the situation after depression recurrence and
probably increases the risk of depression recutrence.

Self-efficacy can be cultivated, i.e., it can be improved. Some studies have shown that it can be improved by
adopting approaches to desirable health actions. On the other hand, self-efficacy can be impaired by negative
experiences, such as failure. When this is taken into consideration, there is the possibility that repeated
recurrence decreases the efficacy of self-management to prevent recurrences of depression. To verify this
possibility, patients in the recurrence group were divided into a group with a history of one recurrence and a
group with a history of at least two recurrences, and the scores of the two subgroups on the efficacy of
self-management scale were compared. The results showed no significant difference in either the total or mean
scores for items on the scale, providing evidence against the notion that efficacy of self-management decreases
with the number of recurrences and suggesting that the self-efficacy of the patients in the recurrence group was
lower regardless of the number of recurrences. The mean interval between the first episode and the initial

Published by Canadian Center of Science and Education 221



www.ccsenet.org/ijps International Journal of Psychological Studies Vol. 3, No. 2; December 2011

recurrence was 4.4 years (SD: 4.5 years) in recurrence group A and 5.3 years (SD: 3.1 years) in recurrence group
B. The mean interval in the recurrence group was 4.8 years (SD: 4.0 years). The mean interval between the date
of diagnosis of the first episode and the date of the first examination in this study was longer, 6.12 years (SD: 7.1
years), in the non-recurrence group, indicating that the risk of recurrence is not necessarily related to the interval
since the onset at the first episode.

A major limitation of the present study is that this was a retrospective, case-control study. Therefore, it was
impossible to clearly demonstrate a causal relationship between the self-efficacy and recurrences. Second, this
was a small-scale study and patients were recruited from only one clinic. Although the clinic was a general
psychiatric clinic in Japan, this made it difficult to generalize the results. To determine whether there is a causal
relationship between self-efficacy and recurrences, cohort studies or collecting data on both variables in
randomized controlled depression treatment trials with appropriate follow-up lengths to capture early recurrences
of depression should be conducted. Third, the subjects in this study were surveyed between April and June.
Therefore, issues of seasonality on recurrence cannot be ruled out.
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Table 1. Comparison between the characteristics of the subjects in the non-recurrence group and recurrence

group
Non-recurrence group Recurrence group P?
(N=60) (N=50)
Age (years) 55.1 (SD 20.0) 54.4 (SD 18.0) 0.850
(range 22-82) (range 21-88)
Gender 0.060
Male 24 (40.0 %) 29 (58.0 %)
Female 36 (60.0 %) 21 (42.0 %)
BDI” score 153 (SD 11.9) 19.0 (SD 10.2) 0.092
(range 2-37) (range 2-35)
Age at the time of diagnosis | 49.0 (SD 20.3) 38.6 (SD 16.7) 0.004
of the first episode (years) (range 13-78) (range 12-75)
Interval after the initial | 6.1 (SD7.1) 4.8 (SD 4.0) 0.239
episode (years)° (range 1-27) (range 0-18)

a: t-test or chi-square test, b: Beck’s Depression Inventory

c: Interval between diagnosis of the first episode and their first examination in the study in the non-recurrence

group.

Interval between diagnosis of the first episode and the initial recurrence in the recurrence group

Table 2. Comparison between the scores of the non-recurrence group and the recurrence group on the efficacy of

self-management scale
Scores of the Scores of the
non-recurrence group Tecurrence group P
(N=60) (N=50)
Total 28.4 (SD 8.4) 19.9 (SD 6.7) <0.001
Factor 1 12.1 (SD 4.5) 7.8 (SD 3.7) <0.001
Factor 2 6.1 (SD3.1) 3.6(SD24) <0.001
Factor 3 54(SD2.2) 42 (SD2.3) 0.004
Factor 4 4.7(SD 1.3) 43(SD1.2) 0.095
a: r-test

Factor 1: life management, Factor 2: self-control, Factor 3: self-awareness, Factor 4: compliance with treatment

Table 3. Factors related to depression recurrence - logistic regression analysis

‘Estimate Standard | Odds ratio 95% P
(beta) error confidence
interval

Total score on the efficacy of -0.180 0.042 0.836 0.770-0.967 <0.001
self-management scale

BDI score -0.054 0.027 0.947 0.898-1.000 0.048
Age at the time of diagnosis of the -0.025 0.013 0.976 0.952-1.000 0.048
first episode
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Table 4. Summary of discriminant analysis

Standardized
Predictor canonical discriminant function coefficient
Total score on the efficacy of self-management scale 1.071
BDI score 0.426
Age at the time of diagnosis of the first episode 0.386
Canonical correlation 0.535
Eigen value 0.402
Wilks’ lambda 0.713
Chi square 35.989; df=3

df: degrees of freedom

Table 5. Comparison between the scores of the recurrence group A and the recurrence group B on the efficacy of
scale self-management scale

Scores of the Scores of the
recurrence group A recurrence group B p?
(N=28) (N=22)
Total 19.2 (SD 5.8) 20.8(SD 7.7) 0.410
Factor 1 ' 74 (SD 3.4) 8.2(SD4.1) 0.476
Factor 2 3.5(SD2.1) 3.7(SD 2.8) 0.782
Factor 3 3.7(8D2.0) 4.8 (SD 2.5) 0.093
Factor 4 4.5(SD 1.1) 4.0(SD 1.3) 0.236

a: t-test
Recurrence group A: a subgroup with a history of only one recurrence
Recurrence group B: a subgroup with a history of two or more recurrences

Factor 1. life management, Factor 2: self-control, Factor 3: self-awareness, Factor 4: compliance with treatment
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Appendix. Items of the scale for the efficacy of self-management to prevent recurrences of depression

a. You can continue to attend the hospital.

b. You can continue to take your medication as instructed by physicians even if it is over a long-term period.
¢. You can ask the physicians and nurses what you do not understand and what you want to know.

d. You can take sufficient rest when tired.

e. When there are any changes in your current symptoms and conditions, you can report them to the
physicians by yourself.

f. When you are suspicious of or dissatisfied with the method of treatment, you can tell the physicians and
nurses what your problems are.

g. You can actively participate in the treatment.

h. You can get enough hours of sleep every day.

i. When you have any difficulties or worries, you can consult someone about them.,

J- When necessary, you can receive support using social resources such as public health and welfare.

k. You can incorporate play and humor into your life.

1. When you feel pessimistic about things or feel like blaming yourself, you can stop and correct the thought.
m. You can ask someone for help when you need it, without trying to carry everything on your own shoulders.
n. When you have severe anxiety or stress, you can relax in your own way.

0. When you feel depressed or anxious, you can try to change your mood in a positive way.

p- You can enjoy your free time with hobbies and other pastimes.

g. You should always look at yourself objectively.

r. You can predict situations that cause recurrence and worsening of depression, and avoid them.

s. You can prevent recurrence and worsening of your depression.

t. You can tell yourself what you cannot do without pushing yourself too hard.

u. You can understand the reason why you developed depression.

v. You can reserve energy for everything without pushing yourself too hard.

w. You can understand what gives you severe stress, and try to avoid the cause.

x. You can be kind to yourself.

y. You can change your way of thinking from negative to positive.

z. You can accept your disease.

aa. You can manage your health.

ab. You can trust your current physician.

ac. You can take care of your body.

ad. You can believe that the depression will surely get better.

226 ISSN 1918-7211  E-ISSN 1918-722X



Jpn J Clin Oncol 2012:42(1)42-52
doi:10.1093/jjco/hyri74
Advance Access Publication 29 November 201 |

Availability of Psychiatric Consultation-liaison Services as an
integral Component of Palliative Care Programs at Japanese
Cancer Hospitals

Asao Ogawa'", Junko Nouno', Yuki Shirai’2, 0samu Shibayama?3, Kyoke Kondo®*, Minori Yokoo?25,
Hiroyuki Takei', Harumi Koga', Daisuke Fujisawa’, Ken Shimizu® and Yosuke Uchitomi®’

"Psycho-Oncology Division, Research Center for Innovative Oncology, National Cancer Center Hospital East,
Kashiwa, 2Foundation for the Promotion of Cancer Research (Japan) for the Third-Term Comprehensive 10-Year
Strategy for Cancer Control, Tokyo, *Department of Stress and Psychosomatic Medicine, Graduate School of
Medicine, The University of Tokyo, Tokyo, “Pulmonology, Graduate School of Comprehensive Human Sciences,
University of Tsukuba, Tsukuba, *Department of Psychiatry, Nagoya City University Graduate School of Medical
Sciences, Nagoya, ®Psycho-Oncology Division, National Cancer Center Hospital, Tokyo and "Department of
Neuropsychiatry, Okayama University Graduate School of Medicine, Dentistry and Pharmaceutical Sciences,
Okayama, Japan

*For reprints and all correspondence: Asao Ogawa, Psycho-Oncology Division, Research Center for Innovative
Oncology, National Cancer Center Hospital East, 6-5-1 Kashiwanoha, Kashiwa, Chiba 277-8577, Japan.
E-mail: asogawa@east.ncc.go.jp

Received September 1, 2011; accepted November 4, 2011

Objective: Collaboration between psychiatry and palliative medicine has the potential to
enhance the quality of medical practice. The integration between palliative care and psych-
iatry has been attempted only in discrete medical settings and is not yet firmly established as
an institution. Our objective was to determine the availability and degree of integration
between psychiatric consuitation-liaison services and palliative care in Japan.

Methods: A survey questionnaire was mailed to consultation-liaison psychiatrists at 375 gov-
emment-designated cancer hospitals regarding their consultation-liaison services.

Results: A total of 375 survey questionnaires were sent to consultation-liaison psychiatrists,
with a response rate of 64.8%. Designated cancer hospitals with approved palliative care
teams were significantly more likely to have a consultation-liaison psychiatrist in the palliative
care team than those in non-approved palliative care teams [80/80 (100%) versus 110/153
(73%); P = 0.008]. Approved palliative care teams had double the number of referrals, con-
ducted rounds more frequently and held conferences more frequently. Psychiatrists of the
approved palliative care teams spent more of their time on palliative care consultations,
adhered more closely to consultation processes and contributed more actively to the integra-
tion of developmental perspectives in treatment plans.

Conclusions: In Japan, most designated cancer hospitals with approved palliative care
teams were more likely to integrate psychiatric consultation-liaison services into their palliative
care programs. Systematic strategies for integration between paliative care and consultation-
liaison psychiatry would contribute to the provision of appropriate psychosocial care for
cancer patients and families at all stages.

Key words: psycho-oncology - palliative care team — consultation-liaison psychiatry — cancer -
paliiative medicine
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INTRODUCTION

Although remarkable progress has been made in cancer treat-
ment, most patients with advanced cancer eventually face
complex physical, psychiatric and social problems related to
their disease, treatment or comorbidities (1,2). It is strongly
recommended that palliative care services should be pro-
vided earlier in the cancer trajectory (3.4). General services
provided by hospitals cannot always manage these problems
effectively. Many international organizations support early
incorporation of palliative care in oncology practice (4,5)
and hospital-based palliative care programs have rapidly
expanded over the past decade (6,7). Palliative care teams
now play a key role in the management of symptoms, psy-
chosocial support, assistance with decision-making and care
coordination across providers (7—12).

Research shows that psychological distress in the form of
depression and other mental health problems is associated
with increased morbidity and mortality and decreased func-
tional status (13,14). Approximately 29-43% of patients
with cancer (all types, all stages) fulfill the diagnostic cri-
teria for psychiatric disorder (14,15). A number of studies
have suggested that psychosocial care services contribute to
improving patients’ quality of life (16--20). However, cancer
patients report that many health-care providers still do not
consider psychosocial support as an integral component of
quality cancer care and may fail to recognize, adequately
treat or provide a referral to the required services for depres-
sion and distress in cancer patients (9,21,22). The reasons
for under-recognition are the failure of clinicians to inquire
about psychosocial problems because of inadequate educa-
tion and training (including inadequate clinical practice
guidelines) in these issues, a lack of awareness of available
services to address these needs (23) or a lack of knowledge
about how to integrate the attention to psychosocial health
needs into their practice (15). The program which could
address cross-system problems and coordinate benefits is
needed.

One of the solutions for poor coordination is to improve
networking and collaboration between systems; integration
between psychiatry and palliative care programs.

Integration is defined as the search to connect the health-
care system with other service systems in order to improve
outcomes (24).

Integration is classified into three different levels:
linkage, coordination and full integration. First, ‘linkage’
promotes the relationships between systems that serve the
whole populations without having to rely on outside
systems for special relationships. Linkage begins with
screening to identify emergent needs. When more serious
conditions are identified, health professionals know where
it is appropriate in other systems to send people and how
to ensure that they get there. Second, coordination requires
structures and managers to coordinate benefits and care
across systems. Coordination is more structured than
linkage, but systems are operated independently of one
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another. Third, full integration creates new programs where
resources from multiple systems are pooled. The fully inte-
grated system gets control over several resources to define
new benefits directly.

There are a number of barriers to collaboration between
psychiatry and palliative care program, such as the misinter-
pretation that psychiatry is excessively medicalized, that psy-
chiatric treatment is too difficult to practice in daily
oncological settings and that patients refuse referral for psy-
chiatric treatment (25--27). The previous survey noted that
45% of hospices in the UK have no access to psychological
and psychiatric services and also revealed a large discrep-
ancy in provision compared with the recommendations made
in recent guidelines (28). The linkage between palliative care
and psychiatry has been attempted only in discrete medical
settings and is not yet firmly established as an institution.

Given the substantial prevalence rates and the manage-
ment challenges presented by many of the patients, collabor-
ation between psychiatry and palliative medicine has the
potential to enhance the quality of medical practice, educa-
tion and research. One of the solutions for promoting inte-
gration between the two fields in practice is to promote a full
integrated care model, which involves with resources
directly.

In Japan, the Cancer Control Act was approved in 2006,
and prefectural and local cancer hospitals were designated
by the government (29). The designated cancer hospitals
were required to provide a hospital-based palliative care
team, with a palliative care specialist, a consultation-liaison
psychiatrist and a certified advanced nurse practitioner as
core members.

In addition, national medical insurance covers the services
provided by qualified palliative care teams that fulfill the ne-
cessary conditions: palliative care teams must be interdiscip-
linary teams composed of full-time core members with a
palliative care specialist, a consultation-liaison psychiatrist, a
certified advanced nurse practitioner and hospital pharma-
cists. The approval of palliative care teams by the insurance
plan encourages the dissemination of palliative care service
in practice (11).

To date, there have been few reports on the activities of
consultation-liaison psychiatrists on palliative care teams.
The current state of availability of psychiatric consultation-
liaison services in palliative care settings and the degree of
integration between psychiatry and palliative care services
are not known. Many cancer hospitals state that they provide
psychosocial support with palliative care; however, the struc-
ture, processes and outcomes of their support programs
remain unclear. The purpose of our survey was to determine
the availability and the degree of integration of psychiatric
consultation-liaison services and palliative care programs in
Japanese designated cancer hospitals. In addition, a compari-
son was made between the cancer hospitals with approved
palliative care teams and those with non-approved palliative
care teams.
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