Palliative Care Research

[BE  RENEBEFZEL
<Y
{n=3, 6)

[EERMTT7EHHONT, BCES D
APEEVEEEEREIRBEIAD S~
ML TVW3] [EEERORIFEEI L
35%Y, ZEF+HHTEVWEERREES O
B ENBLVHLELTWVWS]

[BEEEEF CETVEVWDIERT Sy~
B, REFREFCETVEVE Y,
BTEC B3 EHBW] [HUPRBEED
AEAN R BRE)OBWHE( BT
O ESERICBU 3R MATVWE]

[BE EFEOBREN® 5B
Foing|

[BEXADEDLREOALIE—C 4 VK
OIS L

[BAFBECRYAEVWEEATHREOR G
ANDTELW

(n=1, 4)

®5 [ER - BHMORU -RE

25 BB EHRT
BUBCE L3 EICBTA60 |- BUBZ LN KBTHS 13 32
(=33, 84) LR ENKBTHS
ARRRERT - WERBHAIC (LT 3) 4 27
HEBEF (1T 3) 6 5
AL ORRIN 7 X/NRIC (R 3) 4 2
DIEVH A, FRIRERE S & EBRERIC (R 3) 3 1
RREOIBMEC (K 3) 1 2
EFCARIRIC (53) 1 1
RIS (51T 3) 1 0
EMIATVEVREL (KIF3) 0 4
(EAHE I TEL)RALMBO/IS 22U (K 3) 0 4
B o LIRVVHIIR Y v — X OIRBIC (KT B) 0 2
RBBEAEL BCEbEVWEREIL (E3) 0 2
FY=DH5PIZETS) 0 1
FRAL TP L LRI (K 3) 0 1
HLE - X2y 704 PIET3H0 |t LSBT 7ICEBBIE T 18 28
(n=19, 30) AR TIEDER 2y IO THLETSH B 0 2
HomEbiclTasn CHERLUL AV ] 33
(n=9, 33)
JU=ZADFEIETEIHD AP, REORIBHIAE L 11 24
{n=34, 63) CEBETOBRAOBREHOB LY DETSH S 8 18
* AR 2RI EY o 7 8
BB ORB L HOB L DETH S 5 9
R THREILETH S 3 4
YAFLOBHELICET 40 RS TF-LOMEFERFTILEN DB 3 7
(n=18, 36) RS CHEME - EMPMA B 3 3
RBERAEIIAEL 3 2
kBRI AFLPDETH D i 4
cHRE - RBOMIEFFERTCH B 3 - 1
CRZATAEEY—-LOBBREFDETH S 2 2
cFa~TEE EMHOREY S S 2 1
cBEHIINMRRIERETEIVENFH 3 1 1
- BR BB OMBORVY 55 0 15

126 HESMS 7 IOITI 4



£ B

KFEIZFHALRTETH B0, Mg 7 70 75 L)%
Thon-HSOERBUMEEEOCERTIE(L2HIEEH
ETBHIENTED, AHEOERL, ERERECERRIWSE
TIRHLMPUDBRESNTWARVWERZEI Z Licky, 7
Va7 bOBHRLZEIVENICERTZHDOF—FE2EXD
LOTHD.

ABEORK S BEELERI, HIEHGOBNr 7 7u /5 A
TEREBHUEEECRBDRERENA LN, F—LEKE
BEEWCET AL THA L ENREBENLIETHE. Zh
I, Gold Standard Framework 21X U & 4 3 &E TOHRET
7 7usT LAOFEEE bIEFEIR I —ELTWAET g
T EHIBICERT D] LELDL, BRIV br— L ICE
EEBWWET0 ST LAERETBIHEANSH B, Gold Standard
Framework ThER =2 b — X3 BERICMNEBSIT O
TWAB XS, THigfmr 7 /a7 4) KEFROLAD
2L, FELTT YT A0BhRE LTREIN DO, THEA
TOEFEBUEEEMOaIazr—YavyORE Tho
LEZDLNLSD. T, OPTIM e ¥ =2 b0 | #Illi TiFbh
FHEBOMEDHKRENL bRREND Y™, MIERE W%
LBy TEIFT—0FREL LTSMENLET LN
7= b o, MESPHEom Eokdk &3, THIROERBULRE
HEORRDJ/ L 2D] Z&Tho72" By 7HETITD
NEBMEOTHEC BT, HIROERREEEICL > THRA
THholl b, HFEERaV bo—LOFELIY L LA,
BN CERICZIT B BEICHAT A0 s
TEHEEEmMS) e THEELOBRBICOVWTHME] 2T
hol" Shi, MEOBRF 2R L LBMS 7 F— 4
EEXDT7O ) —F 70 s T A0FMETYH, BRSNS
T OMEBRERICchbY T, R coE#ToOMS 25
BT D ERBT R TWAY, b b, e 5t
BLLEBRMyF 770/ 7 52T BARETRBEICEN
Thidle bR L3, MREATORY hT—F U I Th
B, Ry NT—F V20T LI RANAFTENAVLRE S
ENHD I ENMIRBRIND

IOBRMPREEFETRO ORI EE LT, BRI TEE
B XD Il D AT A X 1) D NS EMN R
ELTRBIN: ChbECKBTORTHEL L —FKLT
BUSY KB OERNS T 0SS ATH, KRS TR
& FREOEE - HFLELTWAREBFMCERAM LI
2B, ERI Y o= L OERTRE LT B R EOHRMER S
ha&EXLND.

[BEBOEAN] KUK, BAC L TERHB T L,
HDBHWL, BE - RECHTIEERERECHTHEE LY
LHWEWCRBENDZ & b, BITHERE—FHLTVBE,
HIIRT T 7 7’0 75 LTI, B x ORE SRR T 5 A
LRy, M OEREUEEE~DE L EOHEEFRIMARLE
EERDBENANBBEEEC B EBENBEZ NSNS, L
1Mo T, BEBF~OYRIIEEN TR, N TOEE
WIELDENELRELEZLND BEOT Y ML LD
ERUETI T ST LA0RELENETIOTHIEL BE
LRVTORAT RIS AOREL FOBRENLIVEE LN
ZERTRRENDT,

Palliative Care Research

KW TET LN BE, chETRLEFLA TS Y
DONREVHRED MWD 7oz s FAEALE DL LD BRE
ELTHERAL R, LIRSS, & 2T, 4 RkBED
PR — F DD OERE, BALSORTS 7, ERRHRT
ED LI EHIE DL DO, BEEMBAR EHOMN A, Mk
THOFERY, BOR LR, RABEDERY 7 ikENE-
TWFRT, IKRIZ) BEEENBLDOL LTELNTVS. i
TOBIT 7 OREEFITHES K E , FEM TERRNE X
BRABZLIIRVWEEZLNA LD, BEETAENEETH
D, M T L ICRER R O B SRR A BE L TV VR
TARKARTHDZ EMNIMNLB,

AHEORRL LT, EMERENDEHEROMF TH A
W, BRI OFR L GO TITH LB B, £, ZHET
137 — 2 BB, FEEEE & HURERE OB OBRET
D EITOAEP o7, LVENREL2E37-DI00T, B0
BOC LD HBESEOTFETRTOILERD S,

PEkb, thigi@fnsr 7 7o /5 ACE L DERM - BHM
NHBRT 5B L AL, F— AERLEE, By 7T0EH
LA TORLE, EFEREOERTHL LELLNE.
IREET - BEMOETORA, BHOLNY, BE - FiE -
ROBBICHOVWTUL, KROSNFEIELELTHoT. BE
LT, BHAZE B AZcETA LD, ELE - R
27D TIETILO, BORmEIZBT L0, U Yy—2
OFRRIZETEL0, VAT AORE LIBT3 L0 5
N HEERRE LEBEMS 7 7o 75 AT, "#aeh?
ERBEUEEENR RO T A AHEMENE L THUS T oE
BEARETATn IS L) #EBLTEIRETHELELD
nas.

BE FRE, EESHREMRRHEDE B3I RMABA
REBMEEE TERs 7 7077 ML BHIBM AR
DB AT .

Xk

DILORER, | —F, &HE—, . IX. SHURCBIT 584
MHEREREOREBORY AR 1L s 7+ 555
BEORVBR BAKRAYR « By 7HEERME Tk
RAERABMI7HE] MEZEL R RACAERsTAH
22011, 2011; 51-4.

2) HEWE, THEN, AERAZ. X BARNKRERER O Hu
BIr7xy bU—2: 1, KRBT A EERRMy 70
HHE BERAE R - BT THERRAME TRAE 248
fr7THE REEZES K. RALRBMY 7T AZE 2011
2011; 77-80.

N MFEER. X PARBEREZOMIBER s 7Ry b T —
7:2. MUAERY 28R sr 7 oMEE—8Tr 7H
WEFN. BRRALR - &7 7THRERME (2t
AWM 7 AE) REZTER B SRV ERr7AE
2011.2011; 81-7.

H AL B X PARKREREROMEERNIr TRy b U—
7:3. BEWICBT 2EERMS 7 L HIRERES. Bk
FRAVR - BT 7THERAMA A2 EMr7AH
| BEEEL B S ACXEMS T BE 2011, 2011, 88-
94

WENS 7 7RIS 6 127



Palliative Care Research

5) Shaw KL, Clifford C, Thomas K, et al. Review: Improving end-
of-life care: a critical review of the gold standards framework in
primary care. Palliat Med 2011; 24: 317-29.

6) Kelley ML. Developing rural communities’ capacity for pallia-
tive care: a conceptual model. J Palliat Care  2007; 23: 143-53.

7)Masso M, Owen A. Linkage, coordination and integration:
evidence from rural palliative care. Aust J Rural Health 2009;
17:263-7.

8) Nikbakht-Van de Sande CV, van der Rijt CC, Visser AP, et al.
Function of local networks in palliative care: a Dutch view. J
Palliat Med  2005; 8: 808-16.

9) Yamagishi A, Morita T, Miyashita M, et al. Palliative care in
Japan: current status and a nationwide challenge to improve
palliative care by the Cancer Control Act and the Outreach Pal-
liative Care Trial of Integrated Regional Model (OPTIM) study.
Am J Hosp Palliat Care  2008; 25: 412-8.

1) FEHES BRI TEROEDOMBE T V=2 b
(OPTIM-study) PRl & S % OB BARAE R « &
THEREMA IFAU2@Nsr7a#) REEZES R,
RAY AEF0S 7 BE 2011, 2011; 24-36.

11) Krippendorff K. Content Analysis: An Introduction to Its
Methodology. Sage Publications, Beverly Hills, 1980. (= L {&
i, HEHELR, B RA R A v - UHToBE—TRE
S ~OREFE TR, WEERE, 1989)

12) 88 5, KT, BRL LT, M HiglcBid AikEL 7

128 WEBHMS 7 TOI S 4

N—TFF 4 A Dy varEBELEEMELIF—0F
At X127 Y=y 2009;30:1553-63.

13) RS, 3T, BLE Y 7, . Mo 2Ry
TRBOEE—BIS THREBIC BT 2 HUS 0 BN % Xt
K& LETHEOREME. FEOBEER  2011; 34: 110-5.

14) FH T, BAEL, BRI LF, M Efr 7F—Alc X
BREF~DT7 7N —F7u s AOFME . Bl
FEHE 20105 37: 863-70.

15) Jordhey MS, Fayers P, Saltnes T, et al. A palliative-care interven-
tion and death at home: a cluster randomised trial. Laﬁcet
2000; 356: 888-93.

16) Temel JS, Greer JA, Muzikansky A, et al. Early palliative care
for patients with metastatic non-small-cell lung cancer. N Engl J
Med 2010; 363: 733-42.

17) Rabow MW, Dibble SL, Pantilat SZ, et al. The comprehensive
care team: a controlled trial of outpatient palliative medicine
consultation. Arch Intern Med  2004; 164: 83-91.

18) IR, ZREEN, THRPE, M. HIROBAERT 70
BRRE L iR OB H—OPTIM-Study i X B - 258
FEIC X AFHE. B & LEERE 2011: 38; 1889-95.

19) HRTE, EThS, RBEZ, i ETHARE LiltED
BABREBIITIHTIEZ 21 LOBRLENS
DRI, Palliat Care Res  2011; 6: 237-45.

EFEoRET&FIHERRL




Palliative Care Research

Changes experienced by physicians and nurses after a
region-based palliative care intervention trial:
the OPTIM-study

Tatsuya Morlta Yoshiko Nozue?, Yoko Hanada®, Mltsunom Miyashita®
Satoshi Suzuki”, Hiroya Kmoshltas) Yutaka Shlrahlge and Kenji Eguchi”

1) Department of Palliative and Supportive Care, Seirei Mikatahara General Hospital, 2) Hamamatsu
Cancer Support Center, Seirci Mikatahara General Hospital, 3) Division of Palliative Nursing, Health
Sciences, Tohoku University Graduate School of Meidicne, 4) Department of Surgery, Tsuruoka
Municipal Shonai Hospital, 5) Department of Palliative Medicine and Psycho-Oncology, National Cancer
Center Hospital, East, 6) Shirahige Clinic, 7) Division of Medical Oncology, Teikyo Umversnty School of
Medicine

The primary aim of this study was to collect the views of physicians and nurses In the regions where community-
based palllative care intervention trial, the OPTIM-study, was performed. A content analysis of free comments of
the questionnalre survey was conducted. Questionnaires were malled to 1,763 physiclans and 3,156 nurses after
the Intervention, and 706 and 2,236 responses were obtained, respectively. A content analysis identified 327
free comments from physicians and 737 from nurses. As favorable effects, the categories [Multidisciplinary teams
and community networks were established] {Home-based care Is widespread] [Medical knowledge and skills are
acquired just as those Involved in palliative care] emerged. The main effects of the community palliative care program
included the establishment of multidisciplinary teams and community networks, development of home-based care, and
increasing knowledge, skills, and awareness about palliative care.

Palllat Care Res 2012; 7(1): 121-35

Key words: paliiative care, community, home-based care, network
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Table 1

munity networks were established)

Favorable effects of community intervention on physicians and nurses (1)—[Multidisciplinary teams and com-

Sub-categories
(Number of subjects:
physician, nurse)

Physician

Nurse

[Smooth communication]
{n=30, 46)

“Establishment of the palliative care unit
facilitated smooth communication”, “As the
palliative care unit was established, | knew
who to consult”, “l had a chance to talk
directly to people involved in palliative care in
the workshop, which encouraged me to talk
to anyone In later practice”, "l become able to
call or e-mail health care workers involved in
palliative care”

“I become able to contact and consult other
health care providers about patients”, “I don’t
hesitate to ask and discuss even a small
matter”, “Now, | know how to contact to
primary physician or health care workers in
charge of patients”

[Increased opportunities
to talk directly and share

information among col-
leagues]
n=11, 21)

“Multidisciplinary case conferences before
patients’ discharge provided me with a place
for discussion and sharing information among
colleagues”, “| have more chances to hear
about patients transferred to home-based
care”

“} have more chances to discuss directly

with people involved in palliative care at
multidisciplinary case conferences”, “Frequent
information-sharing became possible after
exchanging our e~mail addresses”

[l know the name, face,
roles, and views of people
associated with cancer
care in the community]
(n=8, 27)

“! know how people involved in care would
percelve matters and think”, “Despite busi-
ness-like communication, | can smoothly
work with people involved In a patlent's care,
because | know their personality”, "Since

| had a chance to meet other health care
workers at varlous meetings, | could establish
real ‘face-to-face relationships’ with them"

“Because | know how other health care
workers think and their level of understanding,
| can smoothly communicate with them”,
“Meetings run more smoothly, because |
understand the situation and views of other
health care workers”

[Palliative care network
has been expanded]
(n=7, 16)

“More alternative care approaches are
developed’, “Mutual cooperation is achleved
with local clinics”

“Horizontal relationships facilitated smooth
cooperation”, *| could understand that there
are many people eagerly engaged In palliative
care”

[! started to consider a
team-based approach}
(n=4, 11)

“A multidisciplinary team approach helps me
declde treatment plans”

“A nurse who is In charge of supporting home
~based care helps me a lot”, “Integrated
nursing care can be provided while discuss-
ing with palliative care nurses and nurses
who coordinate discharge planning”

[Trusted relationships and
a feeling of fellowship are
developed]

(n=1, 11)

“} got to know many people | can share ideas
with”

“The awareness | had for people ‘working in
other facilities’ was changed to ‘colleagues in
the same region’”, “I achieved an increased
awareness of cooperation”
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Table 2 Favorable effects of community intervention on physicians and nurses (2) —[Home-based care is widespread]

Sub-categories
(Number of subjects:
physician, nurse)

Physician

Nurse

[Home-based care has
become well-known as a
common freatment option]

(n=4, 30)

“Health care providers, patients, and family
members started to understand that home-
based care is not a unique option”

“More patients started to receive home-~based
care until the last moment of their lives®,

“A growing number of patients waiting for
hospice care die at home”

[A care network has been

developed)]
{n=11, 22)

“A doctor who refused to make home visits in
the first year agreed from the second year”,
“More pharmacies support home-based care”

“Since more clinics and home-based care
providers have started to provide palliative
care services, more patients are encouraged
to begin home~based care”, “After the project
started, home-based care providers did not
refuse the management of patients requiring
palliative care”

[Smooth transition to home
~based care]
(n=8, 24)

“A patlent who required transfer to home-
based care could be discharged on that day”

“Smooth transition is possible without taking
any formal action. Every nurse tries not to
waste patients’ time”, “Hospital discharge
arrangements between hospital and com-
munity care services can be made faster
than before”, “Long-term care insurance
has started to be applied much earlier than
before”

[Discharge planning confer-
ences for patients making
a transition to home-based
care]

(n=2, 16)

“Multidisciplinary case conferences have
started to be held”

“Multidisciplinary case conferences give

me comfort because | can understand the
personality of people involved in palliative
care”, ‘Discharge planning conferences
help me know who to contact when | have a
problem regarding patients”

[Emergency transfer of
patients recelving home
~-based care became
smooth]

(n=1,0)

Regional palliative care program 131



Palliative Care Research

Table 3 Favorable effects of community intervention on physicians and nurses (3)— [Medical knowledge and skills are
acquired just as those involved In palliative care] |l felt confident and a sense of accomplishment]

Sub-categories
(Number of subjects:
physician, nurse)

Physician

Nurse

[Palliative care knowledge
and skills are increased]
(n=14, 43)

“Misconceptions regarding narcotic drugs
among physicians decreased”, “Medical
knowledge is increased”, “Palliative care
knowledge has become necessary for all
physicians”

“Along with the spread of palliative care, even
people engaged in welfare facilities started

to accumulate knowledge on narcotic drugs”,
“As | learned how to assess pain of patients, |
can now ask physicians to increase the dose
of medication with confidence”, “| started

use pain-rating scales”, “| obtained practical
Ideas at a multidisciplinary workshop, which
was very helpful”

[! started to consider
palliative or home-based
care from the early stages
of treatment]

(n=9, 30)

“| started to have a positive attitude toward
palliative care”, “| started to think about the
possibility of home-based care from the early
stages of treatment”

“| pay attention to a patient’s pain when
providing care”, “Since narcotic drugs were
not used before the end-stage in conven-
tional treatment, | saw many patients dle in
pain. Pain management has greatly improved”

{Increasing support from
palliative care specialists]
(n=14, 25)

“I recelved some useful advice on pain man-
agement from palliative care specialists”, “The
palliative care team has greatly contributed to
the improvement of pain management”

“I can now ask about a patient's care
anytime, since palliative care specialists have
Increased”, “We are supported by the pallia-
tive care team, and this glves me a sense of
security in care”, “Community involvement
disseminated technical knowledge to local
care facilities”
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Table 4 Favorable and unfavorable effects of community Intervention on physiclans and nurses

Categorias Sub-categories
(Number of subjects:
physician, nurse)

Physician

Nurse

[Home care perspectives of

hospital physiclans and nurses}

[Home care perspectives
have been adopted by
hospital physicians and
nurses]

(n=9, 26)

“I understood what types of physician work in
the community and how to communicate with
them®, “! consider not only the living area,
but also conditions and characteristics of the
patient when choosing a local physician”, “I
became able to talk in a convincing manner”

“| provide hospital care in consideration of
the home environment of patients”, “Home
care perspectives, such as the height of a
toilet seat and handrail location, allowed
me to provide rehabilitation for patients in
a setting close to each patient's real home
environment”

[Home care perspectives

“Not many hospital physicians are interested

“] often feel perplexed that many hospital

need to be adopted by in home care, How to increase thelr interests | nurses do not understand home-based
hospital physicians and would be a future problem” nursing”

nurses]

(n=1,10)

[Expansion of activities] ‘
[Limited expansions) “Some local physicians and nurses avoid “There is a signlficant difference in awareness
(n=15, 30) requests to provide home care”, “There are of home care even among hospitals in the

local physicians who strive to provide home
care. However, some physicians do not
work diligently and send patients back to
the hospital by ambulance if their condition
deteriorates”, “Physicians who belong to

a different university affiliate are usually
disregarded”, “There are conceptual gaps
among hospital physiclans®, "Most hospital
referrals are concentrated to a slngle chinic”

same region”, “There is a gap in the level of
concern among wards in a hospital®, “Since a
nurse in charge of patients has to be involved
in thelr home care, | cannot participate in
care even if | wish to”

[I dor't feel any change]
{(n=14, 13)

“I have hot seen any change In the
acceptance status of terminal cancer patients
at nursing facilities over the past three years”,
“I personally feel no change in local medical
service”

[Less involvement/The
intervention period was too
short to feel the effects]

(n=8, 16)

“The intervention period was too short to
feel the effects”, “My clinical practice did not
change, because | rarely see cancer patients
receiving home care”

{1 did not receive a project
announcement]
(n=8, 13)

“The project announcement was not made to
general physicians®, “Our hospital participated
in the project, but | personally have not heard
about this”, *I' ve never received a project
.brochure‘

involved in the care of cancer patients”, “Since
few patlents recelived palliative care on our
ward, | have not had a chance to utllize the
useful information given to us”

“I've never heard of local support teams
and lecture meetings”, “Active promotion
is needed to disseminate information to all
nurses”

[The project involved the
entire community]
(n=6, 10)

“Community palliative care has been
developed”

“People working in welfare facilities started toi
have medical knowledge”
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[Recognition of patients, families, and the general puplic)

[The recognition of home-
based care has changed in
health care professionals,
but not in patients and
their families)

(n=18, 21}

“Even though physicians consider that
cancer treatment and palliative care can be
performed at the same time, most patients
think that palliative care means end-of-life
care”, “Home-based care started to be well
-recognized for physicians, but it needs to
be further publicized for patients and their
families”, “Patients’ families often prefer to
keep the patient hospitalized for safety”

“Most families beligve that it is difficult

to take care of cancer patients at home”,
“Palliative care for cancer patients became
popular among health care providers, but not
among the general public”

[The awareness of patients,
families, and the general
public has gradually
changed]

{n=3, 7)

“Palliative care has been gradually
understood by patients and families”

“Some cancer patients ask me about
palliative care”®, “More families talk about
palliative care”

[I am aware of a sense of
security in patients and
their families]

(n=5, 4)

“Patients and their families are satisfied with
treatment, because it has allowed them to
realize their wishes”, “The number of patients
who look depressed and hopeless decreased
over the past few years”, “| am aware of

a greater sense of security and peace Iin
patients and thelr families”

“Many patients were discharged and
transferred to home-based care, and all of
them are satisfied with it", "More patients
choeose to die at home, and | often receive
appreciation from patients and families”

[Patients and families do
not wish to recelve home-
based care)

(n=3, 6)

“There are many patients who were
recommended and started home-based care
without careful conslderation”, “Since the
advantages of home-based care are stressed
too strongly, it makes me concerned that
some patients may be discharged without
enough preparation”

“There are many patients who are discharged ‘
before appropriate care coordination. Some
patients died shortly after discharge, because
their families were not ready to take care of
them”, “It is often questionable who (patient,
family, health care providers) actually decided
to shift to home-based care”

"[A gap In thinking between
patients and thelr famiiies]
(n=1, 4)

“It is difficult when there Is a gap in thinking )

between patients and their familles”

“Some families refuse to aécept the patient,
even if he/she wishes to return home"
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Table 5 Future tasks based on the experience of physicians and nurses

Physician Nurse
The program needs 1o be - It is important to continue 13 32
continued and disseminated - It is important to disseminate to:
(n=33, 84) hospital physicians and nurses 4 27
outpatients 6 5
non-cancer patients or children receiving palliative care 4 2
treatment of small cancer tumors or dyspnea 3 1
school instructors 1 2
rural areas facing decreasing access to healthcare 1 1
service
healthcare facilities 1 0
patients who have not been told of their disease 0 4
reduce sleepiness and pain 0 4
understand community resources 0 2
patients with rapid progression 0 2
bereavement follow-ups 0 1
death, grief, and bereavement conference 0 1
BOsyness/Cafe provided by - Too busy to engage In palliative care 18 28
health care workers - Health care workers involved In palliative care need to be 0 2
(n=19, 30) supported
Quality improvement - Care quality needs to be improved 9 33
(n=9, 33)
Lack of care resources - Lack of care resources, Too great a care burden on family 11 24
(n=34, 63) - members
- The number of clinics providing home care and care 8 18
quality need to be increased
- Insufficlent human resources 7 8
- The number of visiting nurses and care quality need to be 5 9
Increased
- A palliative care ward should be established 3 4
A re-examination of the system | - Palliative care strategles should be reconsidered 3 7
(n=18, 36) - Too many narcotic drugs make the work complicated and 3 3
cause a stock volume increase
- Too high an economic burden 3 2
- The community network should be simplified 1 4
- Shortage of nurses during the night and weekend 3 1
- The care manual should be updated and revised 2 2
- Distribution problems regarding medical supply 2 1
- Nursing care insurance should cover young patients 1 1
- Differences in roles and authority between physicians and 0 15
nurses
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Abstract

Purpose The purposes of this study were (1) to characterize
psychological states and coping strategies after bereavement
among spouses of cancer patients in Japan and (2) to explore
the factors associated with psychological states in oncology
settings.

Methods Tn March 2009, questionnaires to assess spouses’
psychological states, coping strategies, and mental health
states (GHQ-28) were sent after patients died at the National
Cancer Center of Japan. To address the first purpose, explor-
atory factor analysis, gender comparison, and calculation of

M. Asai* M. Fujimori - Y. Uchitomi

Psycho-Oncology Division, Research Center for Innovative
Oncology, National Cancer Center Hospital East,

Kashiwa, Chiba, Japan

M. Asai* Y. Matsui

Graduate School of Comprehensive Human Sciences,
University of Tsukuba,

Tsukuba, Ibaraki, Japan

N. Akizuki
Psycho-Oncology Division,
Chiba Cancer Center,
Chiba, Japan

K. Itoh * M. Ikeda - R. Hayashi * T. Kinoshita + A. Ohtsu -
K. Nagai - H. Kinoshita

National Cancer Center Hospital East,

Kashiwa, Chiba, Japan

M. Asai ()

Graduate School of Clinical Psychology,
Teikyo Heisei University,

2-51-4 Higashi-Tkebukuro, Toshima,
Tokyo 170-8445, Japan

e-mail: m.asai@thu.ac.jp

correlation with age, time since bereavement, and mental
health states were conducted. Hierarchical regression analysis
was conducted to address the second purpose.

Results A total of 821 spouses experiencing bereavement for
7 months to 7 years participated in the study. Psychological
states revealed three factor structures: “Anxiety/Depression/
Anger”, “Yearning”, and “Acceptance/Future-Oriented Feel-
ings”. Coping strategies also revealed three factor structures:
“Distraction”, “Continuing Bonds”, and “Social Sharing/Re-
construction”. Coping strategies represented 18 % to 34 % of
cach factor associated with psychological states, whereas the
characteristics of bereaved spouses and deceased patients rep-
resented 6 % and less than 6 %, respectively. More “Distraction
and Social Sharing/Reconstruction” and less “Continuing
Bonds” were significantly associated coping strategies for
achieving “Acceptance/Future-Oriented Feelings” (p<0.01).
Conclusions Both psychological states and coping strategies
after bereavement revealed three factor structures. Coping
strategies was the primary, bereaved spouses’ characteristics
was the secondary, and deceased patients’ characteristics was
the tertiary factor associated with psychological states. Enhanc-
ing “Distraction” and “Social Sharing/Reconstruction”, and
reducing “Continuing Bonds” might be promising strategies
for achieving positive psychological states of the bereaved.

Keywords Psychological states - Coping strategies -
Bereavement - Spouses - Cancer - Japan

Introduction

Cancer is the leading cause of death in Japan, with an annual
rate of approximately340,000 people, 90 % of whom die in
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a hospital [1]. As a result, more than 200,000 people a year
(about two thirds of deceased patients) lose their spouses
[1]. In oncology settings, spouses experience the greatest
distress at the time of patient death [2] and bereavement
brings an increased risk of major depressive disorder {3, 4].
Therefore, comprehension and assessment of psychological
states during spousal bereavement are necessary for hospital
staff to provide psychological care in clinical practice.

A bereaved person experiences various psychological
states following the death of a loved one. Several components
of negative psychological states among the bereaved have
been identified as anxiety, yeaming (unfulfilled desire to
reunite with the deceased), anger, and depression [5-11].
Prigerson and her colleagues demonstrated that intense and
prolonged yeaming could be a distinctive symptom of gnef
disorder [8, 12—14]. Aside from these negative psychological
states, recent studies suggest the presence of positive psycho-
logical states. For example, Bonanno and his colleagues
reported that approximately half the bereaved had resilience
to loss and adapted well over the course of bereavement [15]}.
In addition, “acceptance” was experienced most frequently
during the 2 years after bereavement among several grief
indicators [16)]. In Japan, yearning has already been described
in ancient poems such as “Man-yo-shu”; however, its distinc-
tiveness has not been fully demonstrated by quantitative study.
Moreover, yeaming is not necessarily an expression of sepa-
ration anxiety because in the Japanese view of life and death,
the soul of the deceased is believed to live in eternity and
provide encouragement for the bereaved [17].

Coping strategies, defined as “cognitive/behavioral efforts
to manage the internal/external demands of stressful situa-
tions” [ 18], have an effect on psychological states and can also
be enhanced through intervention [19, 20]. In Western studies,
“avoidance” [21, 22], “continuing bonds™ [11, 23], “sense-
making” [24, 25], and “emotional disclosure” [26] were
reported as coping strategies of the bereaved. However, the
factor structures characterizing the coping strategies utilized
by bereaved individuals remain to be identified even though
several studies have found coping strategies to be one of the
most influential factors of psychological states among the
bereaved. The most influential theory among these Western
studies is the “stress and coping theory” [18, 19]. In addition,
there is still no consensus regarding which coping strategies
will contribute to positive/negative psychological states be-
cause bereavement-related religious/cultural factors in each
country such as mourning customs would have specific asso-
ciations with psychological states. In Japan, coping strategies
such as visiting the cemetery or making regular offerings at the
family altar are widely accepted as ancient mourning customs
[27] and might be associated with the psychological states
among the bereaved. Furthermore, the degree of association
between coping strategies and psychological states among the
bereaved has not been explored in oncology settings.
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In the present quantitative study, we used an original
questionnaire comprising items generated from our previous
semi-structured interviews about psychological states and
coping strategies after bereavement among spouses of can-
cer patients in Japan [28]. The primary purpose was to
characterize psychological states and coping strategies after
bereavement among spouses of cancer patients in Japan by
identifying their factor structures and associations with gen-
der, age, time since bereavement, and mental health states to
comprehend their characteristics and make a valid clinical
assessment of the bereaved. The secondary purpose was to
explore the factors associated with psychological states in
oncology settings, and to comprehend the degree and pat-
tern of association between coping strategies and psycho-
logical states. Based on the Western theoretical framework
of “stress and coping theory” [18, 19], we hypothesized that
coping strategies, bereaved spouses’ characteristics, and
deceased patients’ characteristics would respectively be the
primary, secondary, and tertiary factors associated with psy-
chological states. We also hypothesized that the impact of
coping strategies would replicate the results of previous
bereavement studies among Chinese in other Asian popula-
tions: “avoidance” had no effect and “continuing bonds”
had a reduced effect on psychological states [22, 23].

Methods
Participants and procedure

We conducted a cross-sectional study using a mail survey
between February and April 2009 for bereaved spouses
whose partners had died at the National Cancer Center
Hospital East (NCCHE). This study was approved by the
Institutional Review Board and Ethics Committee of the
National Cancer Center of Japan in January 2009.

Two authors (M.A., N.A.) identified potentially eligible
participants by using the hospital’s patient database, which
states the primary clinician and date of patient’s death. Eligi-
bility criteria were (1) a primary clinician belonging to the eight
divisions cooperating with this study (Hematology, Pancreatic,
Head and Neck, Gastric Surgery, Gastrointestinal, Thoracic
Surgery, Thoracic Oncology, and Palliative Care), which cov-
ered 98 % of the patients who died at NCCHE; (2) patient data
available in the hospital’s patient database operating since
January 2001; and (3) patient died at least 6 months earlier.
Exclusion criteria were (1) patient had declined to sign a
consent form at the initial visit to the hospital to use their
private information; (2) patient’s family had lodged a complaint
with NCCHE regarding the patient’s death; (3) the division
heads could not permit study participation because the patients’
primary doctors had since transferred from NCCHE; or (4)
patient’s death was due to a reason other than cancer or the
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primary clinician could not build up a trustful relationship with
the patient’s family. In February 2009, we mailed invitation
letters requesting that the patients’ spouses, as candidate par-
ticipants, sign and return a written informed consent form if
they lived there. Tn March 2009, we mailed questionnaires to
the spouses who had agreed to participate. Finally, we matched
the demographic characteristics of deceased cancer patients
drawn from our patient database with those of bereaved
spouses based on the completed questionnaires.

Of the 4,343 eligible patients who had died during the
period from January 2001 to June 2008, 903 (21 %) were
excluded under the above four criteria (n=16, 4, 619, 264,
respectively). Of the 3,440 invitation letters mailed to the
family members, 538 were undeliverable. Among the 2,902
candidate participants, 1,324 failed to return the letter and 676
declined to participate. Hence, 902 consenting spouses were
mailed questionnaires. Of those, 56 failed to retumn their
questionnaire, three withdrew, and 22 were excluded due to
missing data. A total of 821 participants were analyzed.

The estimated number of patients with a spouse at the time
of death was 2,895 (among 4,343 eligible patients) consider-
ing that two thirds of cancer patients in Japan have a spouse at
the time of death [1]. Therefore, the estimated response rate
was 28 % (821/2,895). Respondents’ characteristics (N=821)
showed a lower proportion of males (30 %, n=242 vs. 36 %,
n=753, p<0.01) and a shorter duration of bereavement (3.0+
1.9 vs. 3.2£2.0 years, p<0.01) compared to the non-
responders (n=2,081); the difference in values of the other
characteristics was not significant.

Questionnaires
Deceased patients’ characteristics

We examined the overall computerized patient database of
NCCHE to identify cancer patients’ characteristics such as
age at the time of death, duration of the last hospital admis-
sion, place of death, and cancer site. Time since cancer
diagnosis to death was declared in the questionnaires com-
pleted by the bereaved. History of usage of psychiatric
consultation services was identified by using the consulta-
tion database developed by the Psychiatric Services Divi-
sion of the NCCHE {29], including demographic variables
and psychiatric disorders of patients who were referred to
the Psychiatric Services Division.

Bereaved spouses’ characteristics

The questionnaire included a section about bereaved
spouses’ characteristics including physical illness under
treatment, involvement in patient end-of-life care during
the last month, bereavement experience, and history of any
psychiatric disorder prior to the patient’s death.

Psychological states after bereavement

This section of the questionnaire consisted of 44 items, 42 of
which were developed from components of positive/nega-
tive psychological states obtained in our previous qualitative
study in Japan [28] and two items from our own clinical
experience. Each item called for a response to the question:
“How often have you experienced the following emotions or
thoughts associated with bereavement in the past few
weeks?” using a five-point Likert-type scale (O=never, 1=
rarely, 2=sometimes, 3=often, 4=always). We expected this
new one would cover both positive and negative psycho-
logical states, which are poorly measured by the existing
validated inventory.

General health questionnaire 28-item version (GHQ-28) [30]

This questionnaire covered the mental health states of the
bereaved in the previous few weeks using a four-point
Likert-type scale (possible range, 0 to 3; higher scores
indicate poor mental health states). We used the validated
Japanese version of GHQ-28 [31].

Coping strategies after bereavement

This section of the questionnaire consisted of 38 items, 33 of
which were developed from components of bereavement-
specific/general coping strategies obtained in our previous
qualitative study in Japan [28] and five from our own
clinical experience. Each item called for a response to the
question: “How often have you utilized the following cop-
ing strategies in stressful situations related to your bereave-
ment from the time of spousal death to date?” using a five-
point Likert-type scale (0 = never, 1 = rarely, 2 = sometimes,
3 = often, 4 = always). This question covered an extended
period of time because we assumed that the most recent
psychological states of the bereaved would be more affected
by cumulative past coping strategies than by recent coping
strategies even if recall bias existed when reporting past
coping strategies retrospectively. We expected this new
one would cover both bereavement-specific and general
coping strategies, which are poorly measured by the existing
validated inventory.

Coping inventory of stressful situations (CISS) [32]

This questionnaire on the frequency of engagement in coping
strategies in stressful situations consisted of 48 items measur-
ing three coping factors (task-oriented, emotion-oriented,
avoidance-oriented) using a five-point Likert-type scale (pos-
sible range, 1 to 5; higher scores indicate greater frequency).
We used the validated Japanese version of CISS [33].
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Statistical analysis

Exploratory factor analysis using the maximum-likelihood
method (we chose this method because it is robust to mod-
erate departures from normality in generating appropriate
factor solutions [34]) with promax rotation was conducted
to identify factor structures. A scree plot was used to deter-
mine the number of factors. In the case of cross-loading, the
item was categorized in the factor with which it had the
highest factor loading. For the factor analysis, we did not
eliminate any items with low factor loading because the
purpose of this quantitative study was not to develop meas-
ures but to characterize psychological states and toping
strategies after bereavement using an original questionnaire
comprising items generated from overall components
obtained in our previous semi-structured interviews among
spouses of cancer patients in Japan [28]. Cronbach’s alpha
coefficient for each factor was calculated to evaluate internal
consistency [35]. To examine the convergent-discriminant
validity of the factor structure, Pearson’s correlation coeffi-
cient with validated scales (GHQ-28, CISS) was used. To
compare gender differences and to identify correlations with
the characteristics and mental health of the bereaved, we
used Student’s ¢ test and Pearson’s correlation coefficient.
Hierarchical regression analysis was used to identify factors
associated with psychological states after bereavement. A
three-step model was used for this analysis: step 1, deceased
patients’ characteristics (16 variables); step 2, bereaved
spouses’ characteristics (13 variables); and step 3, coping
strategies after bereavement (three variables).

Values of p<0.05 were considered significant and all p
values were two-tailed. SPSS for Windows (ver.12.0J; SPSS
Japan Institute Inc., Tokyo, Japan) was used for all statistical
analyses.

Results
Characteristics of deceased patients and bereaved spouses

Table 1 shows the characteristics of the 821 participants
experiencing bereavement for 7 months to 7 years. In this
study, 579 bereaved (70 %) were female, 441 patients
(54 %) died in the palliative care unit, and 629 bereaved
(77 %) were involved in end-of-life caregiving “every day”.

Characteristics of psychological states after bereavement

The scree plot of 44 items showing three factor structures
was the most comprehensible solution (Fig. 1). Factor 1
(Anxiety/Depression/Anger) accounted for 31.58 %, factor
2 (Yearning) accounted for 7.88 %, and factor 3 (Accep-
tance/Future-Oriented Feelings) accounted for 3.92 % of the
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Table 1 Characteristics of deceased patients and bereaved spouses
(N=821)

Mean + SD n (%)
(median, range)
Deceased patients’ characteristics
Age, years 64:+9.0 (65, 32-88)
Time since cancer 27+29 (16, 1-187)
diagnosis to death, months
Duration of last 27x29 (17, 1-208)
hospital admission,
days
Place of death
General wards 380 (46)
Palliative care unit 441 (54)
History of usage of psychiatric consultation service
Presence 161 (20)
Absence 660 (80)
Cancer site
Lung 257 (31)
Pancrcas 98 {12)
Stomach 70 (9)
Colon 68 (8)
Head and neck 62 (8)
Esophagus 50 (6)
Breast 47 (6)
Liver 39 (5)
Biliary tract 36 (4)
Lymphoma 11 (1)
Others 83 (10)
Bereaved spouses’ characteristics
Age, years 66+9.0 (66, 32-89)
Gender
Male 242 (30)
Female 579 (70)
Time since 3.0+1.9(3.0,0.6-72)
bereavement,
years
Living status
Living alone 391 (48)
Living with someone 430 (52)
Marital status
Remarried 8(I)
Widowed 804 (98)
Employment status
Employed (full time, part time) 232 (28)
Unemployed (housewife, retired) 518 (63)
Education
£9 years 133 (16)
210 years 688 (84)
Religiousness® 24+£1.1 (2.0, 1.0-5.0)
History of any psychiatric disorder
Presence 60 (7)
Absence 756 (92)
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Table 1 (continued)

Mean + SD n (%)
(median, range)
Physical illness under treatment
Presence 464 (57)
Absence 325 (40)
Bereavement experience other than spousal loss
Before the death of spouse 514 (63)
After the death of spouse 216 (26)
Involvement in patient end-of-life care
Less than 1 day/week 18 (2)
1-3 days/week 54 (7)
4-6 days/week 98 (12)
Everyday 629 (77)

Some percentages do not add up to 100% because of missing data
SD standard deviation

* Possible range, 1 to 5. Higher scores indicate greater religiousness

total variance (Table 2). All factors showed good intemnal
consistency (>0.70). “Anxiety/Depression/Anger” and
“Yearning” showed convergence in GHQ scores (»=0.76
and 0.44, p<0.01, respectively). “Acceptance/Future-Ori-
ented Feelings” showed discrimination in GHQ scores
(r=-0.40, p<0.01).

Gender difference was not significant (p=0.16, 0.93, and
0.92, respectively) although females showed a higher mean
score across factors. Males showed a significantly higher
score in two items of “Yearning™: “Regretting that my care
for the deceased was insufficient (No. 12)”" and “Feeling
guilty about my recovery (No. 13)”. Younger bereaved
partners showed significantly higher scores for “Anxiety/
Depression/Anger” (p<0.01) and lower scores for “Accep-
tance/Future-Oriented Feelings” (»<0.01). Those for whom
a longer time had passed since bereavement showed signif-
icantly lower scores for “Anxiety/Depression/Anger” (p<
0.01) and “Yearning” (p<0.01) and significantly higher
scores for “Acceptance/Future-Oriented Feelings” (p<0.01).

Five items in “Yearning” were only weakly correlated
with GHQ scores and not significant: “Appreciating the
deceased’s support (No. 14)”, “Being eager to live up to
the wishes of the deceased (No. 9)”, “Being eager to pray
that the soul of the deceased will rest in peace (No. 17)7,
“Appreciating help from people around me (No. 44)”, and
“Being cager to forgive the deceased for what he/she had
done (No. 16)”.

Characteristics of coping strategies after bereavement

The scree plot of 38 items showing three factor structures
was the most comprehensible solution (Fig. 2). Factor 1’
(Distraction) accounted for 13.36 %, factor 2’ (Continuing
Bonds) accounted for 8.47 %, and factor 3’ (Social Sharing/

18+
1477
13
12

1

Eigenvalue

el Bt -~

B
-G Byl G e et
o B3y

T L2 S A T A T M S A T Mt RSO S A S R A St S A I S S TR RS A T A S A S S NG T M S
123485678 31011121318961617 181920212223 2425062728293031 32333435 363733394041 424344

Factor Number

Fig. 1 Scree plot of psychological states after bereavement obtained by exploratory factor analysis
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Reconstruction) accounted for 4.30 % of the total variance
(Table 3). All factors showed good internal consistency (o>
0.70). “Distraction” showed convergence in task-oriented
and avoidance-oriented (r=0.43, 0.25, p<0.01, respective-
ly) and it also showed discrimination in emotion-oriented
(r=-0.33, p<0.01). “Continuing Bonds” showed conver-
gence in emotion-oriented and avoidance-oriented (r=0.26,
0.22, p<0.01, respectively). “Social Sharing/Reconstruc-
tion” showed convergence in avoidance-oriented, task-
oriented, and emotion-oriented (#=0.49, 0.40, and 0.24,
p<0.01, respectively).

Females showed a significantly higher score on each
factor mean (p<0.01). Males showed a significantly
higher score in one item of “Distraction”: “Not seeking
any support and trying to do everything by myself (No.
13)”. Younger bereaved showed significantly lower
scores for “Distraction” and “Social Sharing/Reconstruction”
(p<0.01). Those for whom a longer time had passed
since bereavement showed significantly higher scores for
“Distraction” (p<0.01).

“Distraction” was negatively correlated with GHQ scores
(p<0.01) and “Continuing Bonds™ was positively correlated
(p<0.01). Three items in “Continuing Bonds” were nega-
tively correlated but not significantly: “Talking about the
deceased (No. 2)”, “Living up to the wishes of the deceased
(No. 7)", and “Visiting the cemetery or making regular
offerings at the family altar (No. 5)”.

Factors associated with psychological states after
bereavement

Coping strategies represented 18 % to 34 % of the total
variance of each factor associated with psychological
states, whereas the characteristics of deceased patients/
bereaved spouses represented 6 % or less (Table 4).
For “Anxiety/Depression/Anger”, significantly associ-
ated factors were less “Distraction” (p<0.01) and more
“Continuing Bonds” (p<0.01). For “Yearning”, signifi-
cantly associated factors were shorter duration of be-
reavement (p<0.01), higher education (=10 years)
(»<0.05), less involvement in patient end-of-life care
(p <0.05), less “Distraction” (p<0.01), more “Continuing
Bonds” (p<0.01), and more “Social Sharing/Reconstruc-
tion” (p<0.01). For “Acceptance/Future-Oriented Feel-
ings”, significantly associated factors were longer time
from cancer diagnosis to patient death (»<0.05), liver as
the cancer site (p<0.01), absence of physical illness
under treatment (»<0.05), more “Distraction” (p<0.01),
less “Continuing Bonds” (p<0.01), and more “Social
Sharing/Reconstruction” (p<0.01).
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Discussion

Psychological states after bereavement revealed three
factor structures. “Anxiety/Depression/Anger” was the
major factor that focused on negative psychological
states and accounted for 31.58 % of the total variance.
The second factor was “Yearning”, which was identified
as an entity factor distinct from bereavement-related
depression and anxiety as previously reported [8,
12-14], and it also focused on negative psychological
states. The tertiary factor was “Acceptance/Future-Ori-
ented Feelings” focused on positive psychological states.
As for factor characteristics, the following results of this
study replicate those of previous studies: frequency in
experiencing negative psychological states was higher in
female [3], younger [3, 36], and recently bereaved
spouses [9, 36, 37]. As an original finding of this
quantitative study, “Yearning” included maladaptive
and not so maladaptive items even though it was a
factor of negative psychological states. Not so maladap-
tive items were thoughts directed toward the deceased
such as appreciation, idealization, praying, and forgive-
ness. This result could be influenced by the Japanese
view of life and death: the soul of the deceased is
believed to live in eternity and provide encouragement
to the bereaved [17]. Considering this, we should avoid
a hasty conclusion that “Yearning” in Japanese is a
negative psychological state that should be alleviated.
In addition, we should clinically assess each component
in “Yeamning” individually because it indicates not only
separation anxiety but also dependence on a comforting
illusion.

Coping strategies after bereavement revealed three
factor structures. “Distraction” was the major factor that
focused on adaptive coping strategies and accounted for
13.36 % of the total variance. The first factor, “Distrac-
tion”, focused on distraction coping by doing tasks and
avoiding emotional coping, and the second factor, “Con-
tinuing Bonds”, partly covered both emotional and
avoidance coping; these are presumably replications of
“Avoidance” [21, 22] and “Continuing Bonds” [11, 23]
in previous studies. “Yearning” could be considered as a
consequence of “continuing bonds”, so it was a predict-
able result that we obtained both of these as separate
factors. However, the tertiary factor, “Social Sharing/
Reconstruction”, focused on avoidance coping by doing
tasks with a certain degree of emotional coping and was
interpreted as a mixture of “sense-making” [24, 25] and
“emotional disclosure” [26]. All three factors of coping
strategies were significantly more frequent among
females, replicating previous findings on gender
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Table 2 Characteristics of psychological states after bercavement

Correlations

No. Item Factor loading Scorc® (0—4) Gender comparisons
Male Female Age of the Time since GHQ28 (0-84)
(n=242) (1=579) bercaved bereavement
(years) (vears)
Factor 1 Factor2  Factor3 M (SD) t p r P r P r P
Factor 1: Anxiety/Depression/Anger (c=0.95) 131 (0.85) -1.39 0.16 -0.10  <0.01%* ~0.13  <0.01**  0.76 <0.01**
20 Being cmotionally numb 0.90 -0.10 0.12 098  (1.09) -1.05 0.29 —0.05 0.20 -0.10 0.01* 0.55 <0.01**
22 Feeling hypersensitive 0.90 —0.05 0.10 {25 (1200 —-3.47 <0.01**  M<F —0.05 0.19 —0.10  <0.01**  0.63 <0.01%*
21 Worrying about my 0.84 0.04 0.07 133 (17 -137 0.17 -0.06 0.09 -0.13  <0.01**  0.62 <0.01+*
psychological state
31 Fecling tired casily 0.81 -0.12 0.01 1.53  (1.22)  -2.84 <0.01**  M<F —0.06 0.08 —0.10  <0.01**  0.66 <0.01**
32 Having a lack of intcrest 0.79 ~0.08 -0.01 122 (L18) 044 0.66 -0.08 0.02* —0.12  <0.01%*  0.57 <0.01%*
or pleasure
26 Feeling what I have to do 0.79 ~0.11 -0.05 1.37 (L17) -0.75 0.45 -0.13 <), 0] %* —0.08 0.02% 0.60 <0.01**
is a burden
25 Being more irritable than 0.76 -0.07 0.04 0.82  (1.00) 0.89 0.37 —0.07 0.04* -0.02 0.61 0.56 <0.01**
cver before
30 Being too lazy to start 0.76 0.02 -0.06 1.28 (1.23) -0.84 0.40 -0.05 0.14 =0.15 <0.01** 0.62 <0.01**
something
19 Can’t be relaxed at any time 0.73 ~0.07 0.11 154 (1.1S) =223 0.03* M<F =007 0.07 -0.10  <0.01** 047 <0.01%*
18 Being emotionally unstable 0.72 0.05 ~0.04 129 (1200 -L1I3 0.26 ~0.05 0.15 -0.14  <0.01**  0.65 <0.01%*
23 Worrying about the 0.65 0.02 0.05 133 1.2y -1.89 0.06 —0.06 0.09 -0.09 0.02% 0.49 <0.01**
proximity of death
43 Being rcluctant to go out or 0.63 —0.03 ~0.07 0.83  (1.03) =212 0.04* M<F -0.06 0.09 —-0.10  <0.01** 054 <0.01%*
meet the people around me
41 Feeling uncomfortable with 0.53 ~0.04 0.05 0.87  (094) -2.04 0.04* M<F =013 <001 -0.06 0.10 0.38 <OOPH*
the remarks or attitude of
others toward me
24 Having a scnse of unfaimess 0.49 0.18 0.07 1.0t (.2h 1.95 0.05 -0.09 0.01* -0.02 0.55 0.39 <0.01**
for what happened to me
27 Feceling lonely 0.48 0.24 -0.13 1.78 (131 1.53 0.13 ~0.05 0.16 ~0.12  «0.01**  0.54 <0.01%*
29 Feeling empty 0.47 0.38 —-0.12 1.95 (1.36) 0.69 0.49 -0.06 0.10 ~0.15 <(.01** 0.58 <0.01**
1 Worrying about my future 0.39 0.35 ~0.14 205 (1200 -1.23 0.22 —0.11 <0.01%*  ~0.11 <0.01*%*  0.51 <0.01**
without the deceased
Factor 2: Yearning («=0.89) 2.08 (075 -0.08 0.93 -0.08 0.31 =018  <0.01**  0.44 <0.01%*
14 Appreciating the deceased’s —0.26 0.74 0.15 349 (0.85) 0.99 (.33 —-0.02 0.52 —0.06 0.11 0.02 0.66
support
8 Being preoccupied with 0.04 0.73 -0.08 207 (123 218 0.03* M<F ~0.02 0.53 =019 <0.01**  0.37 <0.01%*
thoughts about the
deceased
9 Being cager to live up o -0.14 0.70 0.20 2.16 (1.25) -2.14 0.03* M<F 0.01 0.93 =0.10 <0.0]** 0.07 0.05

the wishes of the deceased
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Table 2 (continued)

No. Item Factor loading Score? (0-4) Gender comparisons Correlations
Male Female Age of the Time since GHQ28 (0-84)
(1=242) (n=579) bereaved bereavement
(years) (years)
Factor I Factor 2 Factor3 M (SD) t P r P r p r 14

5 Can’t help crying when [ 0.13 0.64 —0.09 1.80  (1.35) 387 <0.01**  M<F 009 <001** 020 <0.01** 043 <0.01%*
think of the deccased

il Being cager to keep the 0.03 0.62 -0.04 212 (125 -0.04 0.97 -0.02 0.64 -0.10  <0.01** 0.29  <0.01**
deceased’s possessions
just as they are

4 Fecling a sense of the 0.10 0.61 0.07 1.84 (1.29) 245 0.01**  M<F 0.01 0.69 ~0.15  <0.01%* 026  <0.01%*
presence of the deceased
in daily life

17 Being eager to pray that -0.09 0.57 0.25 3.50  (0.86) 0.25 0.81 0.03 0.45 —~0.05 0.16 0.06 0.08
the soul of the deceased
will rest in peace

3 Feeling disbelief regarding 0.13 0.55 -0.08 1.78 (1.35) ~1.24 0.21 -0.08 0.02% —0.26 <0.01%* 0.33 <0.01%*
the death of my spouse

12 Regretting my care for the 0.02 0.53 -0.12 2.25 (1.39) 2.37 0.02% M>F -0.10 <0.01** —0.01 0.80 0.31 <0.01**
deccascd was insufficient

2 Being painful to recall 0.25 0.53 ~0.06 1.84  (1.24) -042 0.67 —-0.02 0.60 ~0.19  <0.01** 0.45  <0.01**
memories of the deceased

10 Longing for help from the 0.28 0.51 —0.06 1.88  (1.33) 254 0.01* M<F -015  <0.01* —0.11 <Q.Q 1% 047  <Q.01%*
deceased

28 Being sad 0.36 0.48 -0.09 2.01 (1.34) 0.14 0.89 -0.06 0.11 —0.14 <0.01%* 0.52 <(.01**

42 Fecling cnvious of married 0.21 0.41 -0.04 207 (1.34) 1.45 0.15 -0.12  <0.01**  -0.04 0.32 038  <0.01%*
couples

13 Fecling guilty about my 0.24 0.38 0.01 1.07  (1.19) 2.45 0.02* M>F 001 0.75 —0.08 0.02* 034 <0.01**
recovery

6 Believing that no one will 0.01 0.34 ~0.04 1.84  (1.68) 0.25 0.80 -024  <Q.01**  -0.16  <0.01** 0.15  <0.01%*
ever take his/her place

44 Appreciating help from —0.01 0.32 0.31 266 (112 -1.03 0.31 -0.01 0.91 —0.05 0.19 —=0.03 0.38
people around me

7 Searching for the image of 0.15 0.31 0.11 0.90 (1.16) 1.42 0.16 0.02 0.63 0.02 0.68 0.15 <0.01%*
the deceased in others

16 Being eager to forgive the 0.11 0.26 0.25 244 (141 0.85 0.40 -0.02 0.62 -0.03 0.42 0.10 0.10
deccased for what he/she
had done

Factor 3: Acceptance/Future-Oriented Feelings (a=0.79) 193 (0.70) -0.10 0.92 0.10  <0.01**  0.12 <0.01%*  —0.40  <0.01**

40 Can afford to consider 0.04 0.02 0.82 195  (1.02) 0.4 0.81 0.07 0.04* 0.12 <0.01**  -037  <0.01**
the future

39 Being ready to face any 0.01 0.12 0.78 1.90  (1.09) 0.96 0.34 0.10  <0.01**  0.08 0.03* -0.38  <0.01**
difficultics

36 =0.12 0.04 0.66 162  (LI18) -119 0.23 013 <0.01% 013 <0.01% 044  <Q.01**
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Table 2 (continued)

Correlations

No. [tem Factor loading Scorc? (0-4) Gender comparisons
Male Female Age of the Time since GHQ28 (0-84)
(n=242) (©=579) bereaved bereavement
(years) (years)
Factor 1 Factor2  TFactor3 M (SD) t r ’ P y P 7 P
Being cager to find my
purpose in lifc
34 Being aware of my -0.09 0.07 0.57 209 (L1g)y =251 0.01* < 0.09  <0.01**  0.13 <001 034 <0.01**
emotional recovery
38 Wanting to make my 0.17 0.24 0.49 1.81 (1.30) 0.11 0.91 -0.01 0.73 0.02 0.52 —-0.03 0.50
berecavement expericnce
contribute to others
33 Feeling proud of what | ~0.01 0.01 0.49 1.76 (1.09) 1.41 0.16 0.22 <0.01%* 0.07 0.05 -0.31 <(.01%*
had done
Is Being able to accept death 0.01 -0.04 0.46 2.35 (1.16) ~-0.66 0.51 0.04 0.30 0.10 <Q.,01%** -0.22 <Q.01**
35 Feeling released from 0.36 -0.33 0.43 098 (1.12)  -0.56 0.57 0.05 0.15 0.02 0.59 —0.08 0.03*
spousal carc
37 Wishing to put the deccased at ~ —0.03 0.42 0.43 286  (1.21) 0.41 0.68 -0.06 0.10 0.07 0.06 -0.10 0.01*
rest by bringing up children/
grandchildren proudly
Percentage of 31.58 7.88 3.92
total variance
Cumulative 31.58 39.46 43.38
percentage of
total variance
Correlation - 0.66 ~0.47
matrix with
factor 1
Factor 2 - - —0.24

An exploratory factor analysis using the maximum-likelihood method with promax rotation was employed. Factor loadings

were used. Factor means are in boldface

M mean, SD standard deviation

Possible range, 0 to 4. Higher scores indicate greater frequency

£p<0.05, **p<0.01

>().40 are in boldface. Student’s ¢ test and Pearson’s correlation coeflicient
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Fig. 2 Scree plot of coping strategies after bereavement obtained by exploratory factor analysis

difference in coping [32]. However, “Not seeking any
support and trying to do everything by myself” was the
only significantly frequent item in males. This result
replicated that of a previous study where widowers used
their own resources and widows accessed social resour-
ces [38]. As an original finding of this quantitative
study, all three factors include adaptive and maladaptive
items. This result might contribute to understanding the
inconsistency across studies about what constitutes
adaptive coping [39]. When assessing whether coping
strategies utilized by the bereaved are adaptive or not,
we should consider factor characteristics and item char-
acteristics separately. Especially, “Continuing Bonds”
includes adaptive items with reference to ancient Japa-
nese mourning customs [27] such as visiting the ceme-
tery or making regular offerings at the family altar, even
though it was a maladaptive factor. “Distraction” was
adaptive, “Continuing Bonds” was maladaptive, and
“Social Sharing/Reconstruction” was neither. These
results did not replicate previous study results where
“avoidance” had no effect [22] and “continuing bonds”
had a reduced effect on psychological consequences
[23] among Chinese bereaved. This discrepancy might
be attributed to cultural differences regarding the effect

@ Springer

of coping strategies on psychological states. However,
these hypotheses need to be verified in a future longi-
tudinal study.

Considering that coping strategies were the primary
associated factor, beyond the characteristics of bereaved
spouses/deceased patients, representing 18-34 % of the
total variance of each factor in psychological states, we
could identify a strategy for encouraging coping strate-
gies that contribute to positive psychological states in
the bereaved: enhancing both “Distraction” and “Social
Sharing/Reconstruction” and reducing “Continuing
Bonds” might be effective. “Distraction” might be the
most adaptive in Japan, but this result did not replicate
a previous study in Australia which reported the effec-
tiveness of sharing of emotions with family members of
cancer patients [40]. As a result, it is necessary to
develop an original Japanese program of psychological
support for the bereaved who have lost their spouses to
cancer.

For the study limitations, first, there was a sample
bias. Although we believe that our sample provided
proper coverage of the patients’ cancer site and place
of death, and the spouses’ duration of bereavement, the
sample population may not fully represent Japanese



