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Abstract

Objective: Few cancer physicians routinely provide bereavement follow-up in clinical practice. The
purpose of this study was to identify the prevalence of impaired mental health among the bereaved
spouses over several years and explore the indicators for early detection of high-risk spouses during
end-of life (EOL) care.

Methods: A cross-sectional mail survey was conducted for the bereaved spouses of patients who had
died at the National Cancer Center Hospital of Japan. Bereaved spouses with potential psychiatric
disorders were identified by the cut-off score of the 28-item General Health Questionnaire. Associated
factors of potential psychiatric disorders were explored by logistic regression analysis.

Results: A total of 821 spouses experiencing bereavement from 7 months to 7 years returned the-
questionnaires. Overall mean prevalence of potential psychiatric disorders was 44% (360/821).
Bereaved spouses ‘under 55 years’ (71%) or ‘2 years after bereavement’ (59%) revealed a signifi-
cantly higher prevalence (p < 0.01). Associated factors during EOL care were several characteristics
such as ‘spouses’ history of psychiatric disorder (odds ratio (OR)=3.19), ‘patients’ with stomach
cancer (OR =1.87), and “patients’ using psychiatric consultation services (OR = 1.52) as well as spouses’
dissatisfaction with EOL care such as ‘physicians’ treatment of physical symptoms’ (OR =3.44) and
‘time spent communicating with patients’ (OR =1.55).

Conclusions: Nearly half the bereaved spouses showed potential psychiatric disorders even 7 years
after bereavement. Patients’ psychological distress, spouses’ history of psychiatric disorder, and
dissatisfaction with EOL care were indicators of high-risk spouses.

Copyright © 2012 John Wiley & Sons, Ltd.
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Introduction Several longitudinal studies have reported that impaired

mental health among the bereaved clearly diminishes over

Conjugal bereavement was the strongest risk factor for
depression among elderly community subjects in a meta-
analysis of 20 studies (odds ratio (OR)=3.3) [1] and be-
reaved spouses showed a significant increase in the risk of
depression compared with married people in large cohort
studies (1.5-fold, 3.6-fold) [2,3]. In oncology settings,
spouses experienced the highest levels of distress among
family members at the time of patient death [4] and bereave-
ment brought an increased risk of major depressive disorder
[5,6]. Cancer is a leading cause of death worldwide and
accounted for 7.6 million deaths (around 13% of all deaths)
in 2008 [7]; however, few cancer physicians routinely
provide bereavement follow-up in clinical practice [8].

Copyright © 2012 John Wiley & Sons, Ltd.

time. The prevalence of major depressive disorder among
caregivers of cancer patients was identified by clinical
interview: 28% at the time of hospice enrollment, 12%
at 6 months after death, and 7% at 1 year after death
[5,6]. Depression, anxiety, and grief measured by self-
administered questionnaire decreased during the first year
after bereavement [9-11] and then remained unchanged
over the next year [11]. On the other hand, cross-sectional
studies reported that negative effects such as anger, sadness,
self-blame, and guilt did not decrease among those who
had been bereaved for more than 4 years [12,13] and
25% of the bereaved parents had not worked through
their grief even 4-9 years after the loss [14]. However,
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these persistent symptoms could not predict the prevalence
of potential psychiatric disorders among the bereaved.

Impaired mental health among the bereaved who have lost
a relative to cancer is associated with several characteristics
of the patients and the bereaved. As for clinical characteris-
tics of cancer patients, ‘short duration of hospice enrollment’
[5,6], ‘intensive end-of-life (EOL) care’ [15], and ‘ICU
death’ [16] were associated with impaired mental health
among the bereaved. In addition, bereaved characteristics
of ‘under 65 years’ [9], ‘female’ [5,17,18], ‘spouse’ [5],
‘prior physical symptoms’ [5], ‘prior depression’ [5,9,17],
and ‘anticipatory grief’ [16] were also reported. However,
these associated factors are not useful as indicators for early
detection of high-risk spouses during EOL care in clinical
practice at a hospital even though 90% of cancer patients
in Japan die in a hospital [19].

In the present study, the primary purpose was to identify
the prevalence of impaired mental health that can be used to
predict the prevalence of potential psychiatric disorders
among the bereaved who have lost their spouse to cancer.
The secondary purpose was to investigate associated factors
of the prevalence so that we could suggest the indicators for
early detection of high-risk spouses during EOL care.

Methods

Study sample

We conducted a cross-sectional mail survey for the
bereaved spouses whose partner had died at the National
Cancer Center Hospital East (NCCHE). This study was

4343 cancer patients who died at NCCHE
from January 2001 to June 2008
eligible for inclusion in the study

M. Asai et al.

approved by the Institutional Review Board and Ethics
Committee of the National Cancer Center of Japan in
January 2009.

First, in January 2009, we found it necessary to identify
family members to whom we intended to mail study
participation invitations; this was because of a lack of
accurate data about marital status in the hospital patient
database. Eligibility criteria were (i) patient’s 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 covered 98% of
the patients who died at NCCHE; (ii) patient’s data
available in the hospital’s patient database operating
since January 2001; and (iii) patient’s death occurring
at least 6 months earlier. Exclusion criteria and flow
of the study sample are explained in Figure 1.

We matched the demographic characteristics of the
deceased cancer patients drawn from the hospital patient
database with those of the bereaved spouses based on
the completed questionnaires. Respondents’ characteristics
(n=2821) 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 with the non-responders (n=2081) among the
2902 candidate participants; the difference in values of
the deceased patients’ characteristics such as age, duration
of last hospital admission, place of death, history of usage
of psychiatric consultation services, and cancer site was
not significant.

903 were excluded

L

16 patients declined to sign a consent form at the
initial visit to the hospital to use their private
information

4 patient’s families lodged a complaint with
NCCHE regarding the patient’s death

619 patients’ primary doctors had since transferred
from NCCHE

264 patients’ death was due to a reason other than
cancer or the primary clinician could not build up
a trustful relationship with the patient’s family

Invitation letters mailed to 3440 family members of
decreased patients

538 were undeliverable because of address change

2902 candidate participants

1324 failed to return the letter

A

676 declined to participate

Questionnaires mailed to 902 consenting spouses of
decreased patients

56 failed to return the letter
22 were excluded due to missing data

3 withdrew

821 spouses of deceased patients analyzed

Figure 1. Flow of study sample

Copyright © 2012 John Wiley & Sons, Ltd.
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Measures
Deceased patients’ characteristics

We examined the overall computerized patient database of
NCCHE to identify cancer patients’ characteristics. Time
since cancer diagnosis to death was declared in the question-
naires completed by the bereaved. History of usage of
psychiatric consultation services was identified by using the
consultation database developed by the Psychiatric Services
Division of the NCCHE. This computerized database [20]
includes demographic variables and psychiatric disorders of
patients who were referred to the Psychiatric Services
Division.

Bereaved spouses’ characteristics

The questionnaires completed by the bereaved spouses in-
cluded physical and psychological information such as
physical illness under treatment and history of psychiatric
disorder prior to their partner’s death as well as demo-
graphic variables.

Dissatisfaction with EOL care

The bereaved spouses retrospectively reported their dissat-
isfaction with EOL caregiving (five items) and physician’s
EOL care (four items) during the month prior to the
patient’s death using a five-point Likert-type scale (0: very
satisfied, 1: fairly satisfied, 2: neutral 3: fairly dissatisfied, 4:
very dissatisfied). We rescored each item as 0 (absence of
dissatisfaction, 0-2) or 1 (presence of dissatisfaction, 3—4)
in this study.

Impaired mental health

The General Health Questionnaire (GHQ), using a four-point
Likert-type scale (possible range, 0-3; higher scores indicate
impaired mental health), has been widely used to detect persons
with nonspecific psychiatric disorders [21]. We used the vali-
dated Japanese 28-item version (GHQ28 [22]). Persons with
potential psychiatric disorders were identified by the cut-off
score of the GHQ scoring method (0-0-1-1; possible range,
0-28; cut-off score, 5/6). This cut-off score showed the
best sensitivity and specificity when compared with the
ratings of the clinical interview [23,24] and this approach
has shown its applicability to the Japanese version [22].

Statistical analysis

Impaired mental health was compared using analysis of
variance with the Bonferroni multiple comparison method
or t-test. Potential psychiatric disorders were compared by
using the chi-square test with residual analysis. Variables
showing p-values < 0.05 in the univariate analysis were
entered as independent variables in a multivariate logistic
regression analysis with backward elimination to identify
associated factors of potential psychiatric disorders.

P-values < 0.05 were considered significant and all
p-values were two-tailed. All statistical analyses were
carried out using SpsS ver.12.0J for Windows (SPSS Japan
Institute Inc., Tokyo, Japan).

Results

Characteristics of deceased patients/bereaved spouses

Table 1 summarizes the characteristics of the 821 partici-
pants experiencing bereavement from 7 months to 7 years.

Copyright © 2012 John Wiley & Sons, Ltd.
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Table [. Characteristics of deceased patients and bereaved
spouses (n=2821)

Mean + SD
(median, range) n (%)

Deceased patients' characteristics
Age, years 64+£9.0 (65, 32-88)
Time since cancer diagnosis to death, months 27 £29 (16, 1-187)
Duration of last hospital admission, days 27 +£29 (17, 1-208)

Bereaved spouses' characteristics

Age, years 66 9.0 (66, 32-89)
Time since bereavement, years 30419 (30,06-72)
Gender
Male 242 30
Female 579 70

SD, standard deviation.

In this study, 579 bereaved (70%) were female, 441 patients
(54%) died in the Palliative Care Unit, and 629 bereaved
(77%) were involved in EOL caregiving ‘everyday’.

Prevalence of impaired mental health and potential
psychiatric disorders

As shown in Table 2, we estimated the population of
bereaved spouses to be 2649 by multiplying the total
number of 4343 deceased patients by 0.61, which is the
approximate ratio of Japanese cancer patients who have
a spouse at the time of death among overall cancer deaths
in Japan in 2007 (206,389/336,139)[19]. As a result, the
overall sampling rate (estimated) was 31% (821/2,649),
and the prevalence of potential psychiatric disorders was
44% (360/821, 95% CIl=40.6-47.4).

- With impaired mental health, three-way interaction (age x
gender x time) was not significant (F' (18, 689)=1.56,
p=0.07). Two-way interaction (age x gender: F (3,
689)=2.75, p=0.04) was significant: males ‘under 55 years’
showed significantly greater prevalence than males ‘55—
64 years’ or ‘over 75 years’ (F (3, 214)=3.66, p=0.01,
A0 > Al, A3, p<0.05) and females ‘under 55 years’ or
‘55-64 years’ showed significantly greater prevalence than
females ‘65-74 years” (F (3, 533)=4.65, p<0.01, A0,
Al > A2, p <0.05). The main effect of time was significant
(F (6, 689)=2.71, p=0.01): the bereaved who had lost their
spouse ‘2 years ago’ revealed significantly greater prevalence
than those who had lost their spouse ‘4 years ago’ with
multiple comparison (F (2, 738)=3.31, p <0.01, T2 > T4,
p <0.05).

The prevalence of the bereaved varied with age and
time: ‘under 55 years’ (71%) revealed significantly higher
prevalence than those ‘65—74 years’ (42%) (X2 (3)=23.17,
p<0.01, AO> A2, p<0.01) and the bereaved who had
lost their spouse ‘2 years ago’ (59%) revealed significantly
higher prevalence than those who had lost their spouse
‘4 years ago’ (37%) (;{2 (6)=17.81, p<0.01, T2 > T4,
p <0.01). No significant difference was observed between
genders (x* (1)=1.08, p=0.34).

Factors associated with potential psychiatric disorders

In the univariate analysis, 14 variables were significantly
associated with potential psychiatric disorders (p < 0.05,
Table 3). Table 4 shows the results of a multivariate logistic
regression analysis: ‘patients using psychiatric consultation

Psycho-Oncology 22: 995—1001 (2013)
DOI: 10.1002/pon
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Table 2. Prevalence of impaired mental health and potential psychiatric disorders among bereaved spouses of cancer patients

Deceased Population®

Sample rate

Impaired mental health  Potential psychiatric disorders

patients  (estimated) Sample (estimated) (GHQ28, 0-28) (GHQ28>6)
Year Group N N n % (nIN’) Mean (SD) n % (n’In) 95% CI
Total 4343 2649 821 31 7.17 (6.79) 360 44 40.6-47.4
Age
—54 A0 75 (9.95) 659 53 71 60.4-81.0
55-64 Al 232 7.65 (6.77) 118 51 445-57.3
65-74 A2 339 637 (6.68) 141 42 364-469
75— A3 109 6.62 (6.77) 46 4?2 329-515
Gender
Male 1494 91l 220 24 6.93 (6.65) 98 45 379-51.1
Female 2849 1738 538 31 7.27 (6.86) 262 49 445-529
Time since bereavement
<l T0 258 157 55 35 867 (741) 30 55 41.3-67.7
<2 Tl 668 407 133 33 7.79 (7.38) 66 50 41.1-58.1
<3 T2 611 373 134 36 8.60 (6.92) 79 59 50.7-67.3
<4 T3 616 376 11 30 6.00 (6.29) 44 40 30.5-48.7
<5 T4 643 392 96 24 5.48 (6.05) 35 37 269-46.1
<6 T5 671 409 108 26 6.74 (6.56) 45 42 324-51.0
26 T6 876 534 108 20 697 (6.55) 55 51 41.5-60.3

Some percentages do not add up to 100% because of missing data.
SD, standard deviation; Cl, confidence interval.

*Population was estimated by multiplying the number of deceased patients (N) by 0.61, which is the approximate ratio of Japanese cancer patients who have a spouse at the time of

death among overall cancer deaths in Japan in 2007.

services’ (OR =1.52), ‘patients with stomach cancer’ (OR =
1.87), and ‘bereaved with a history of psychiatric disorder’
(OR=3.19) were significantly associated factors among
the characteristics of patients/bereaved prior to the patient’s
death. Additionally, ‘time spent communicating with patients’
(OR =1.55) and ‘physician’s treatment of physical symptoms’
(OR =3.44) were significantly associated factors among the
bereaved spouses’ dissatisfaction with EOL care during the
final month.

Discussion

In this study, we identified a considerably high prevalence
of potential psychiatric disorders among the bereaved
(44% of total respondents). Patients’ psychological distress,
bereaved spouses’ history of psychiatric disorder, and
dissatisfaction with EOL care were indicators for early
detection of high-risk spouses prior to the patient’s death.
Our results indicated that, even 7 years after losing their
spouse, a significant number of the bereaved have poten-
tial psychiatric disorders (37-59%). This is a higher prev-
alence than that of consecutive patients in general practice
in Britain (35%) [25] and is three-fold higher than that of a
healthy sample in Japan (14%) [22]. We discuss this high
prevalence from two aspects of the results. First, more
than half the spouses within less than 3 years since
bereavement showed potential psychiatric disorders. This
high prevalence might be inflated by normal grief, a
common psychological reaction among the bereaved.
Our results support those of the previous studies in which
prevalence decreased during the first year after bereave-
ment [9-11]. However, our results do not support previ-
ous results where prevalence remained unchanged over
the second year [11]. This discrepancy might partly be
because of spouses participating in the Japanese Buddhist
rite of sankaiki where bereaved families gather together on
the second anniversary of the death and reminisce about
the deceased. This mourning ceremony might increase

Copyright © 2012 John Wiley & Sons, Ltd.

the psychological distress of the bereaved by triggering
negative psychological states such as yearning, an unful-
filled desire to reunite with the deceased. Second, around
40% of the respondents whose bereavement was 3—7 years
earlier showed potential psychiatric disorders. Even though
their psychological distress might have eased somewhat
after the mourning ceremony in the second year, the
prevalence of both impaired mental health and potential
psychiatric disorders was considerably high among the
spouses after bereavement. This result could be because
of subsequent physical problems of the bereaved because
‘physical illness under treatment’ was significantly asso-
ciated with morbidity. However, this persistent preva-
lence might suggest prolonged bereavement distress
because dissatisfaction with EOL (their caregiving and
the physician’s care) was strongly associated with poten-
tial psychiatric disorders in this study.

Among the characteristics of patients/bereaved, ‘bereaved
spouse’s history of psychiatric disorders prior to the
patient’s death’ was the most highly correlated factor
(OR =3.19) and replicated previous studies on the indica-
tors of vulnerability to bereavement stress [5,9,17]. Patients
with stomach cancer in this study might have a higher rate
of psychological symptoms because the highest rate of
mixed anxiety/depression symptoms (20%) was seen with
stomach cancer patients among 22 cancer types in a large
cohort study [26]. Considering the positive association
between patient and caregiver psychological distress in
meta-analyses [27,28], patients’ psychological distress
factors of ‘stomach cancer’ or ‘usage of psychiatric consul-
tation service’ could raise spouses’ psychological distress
prior to the patient’s death. In addition, because psy-
chological distress of caregivers prior to the patient’s death
predicted its prevalence after bereavement in a longitudinal
multisite study [16], the initial detection of spouses with
high psychological distress prior to the patient’s death might
be the most useful strategy for preventing subsequent
impaired mental health among the bereaved.

Psycho-Oncology 22: 995—1001 (2013)
DOI: 10.1002/pon



Impaired mental health after bereavement 9299

Table 3. Factors associated with potential psychiatric disorders among bereaved spouses of cancer patients: univariate analysis

Potential psychiatric disorders

Total Presence Absence Analysis
Variables no (%) n (%) n (*) X p
Deceased patients' characteristics
Age (< 65 years) 386  (47.0) 198 (51.3) 188 (48.7) 456 0.04
Time since cancer diagnosis to death (< | year) 285 (34.7) 144 (50.5) 141 (49.5) 1.69 020
Duration of last hospital admission (< | week) 182 (22.2) 93 GLD 89 (48.9) 125 0.27
Place of death (Palliative care unit) 402 (490) 190 (47.3) 212 (527) 002 094
History of usage of psychiatric consultation service 152 (185) 87 (572) 65 (42.8) 724 <00l
Cancer site (51.3) (487)
Lung 24| (294 3 (469) 128 (53.1) 005 0.88
Pancreas 88  (107) 39 (44.3) 49 (55.7) 040 057
Stormach 60 (7.3) 38 (63.3) 22 (36.7) 656 002
Colon 63 (7.7) 24 (38.1) 39 (61.9) 242 0.15
Head and neck 60 (7.3) 25 (41.7) 35 (58.3) 089 042
Esophagus 45 (5.5) 26 (57.8) 19 (422) 203 0.17
Breast 4l (5.0) 20 (48.8) 21 (51.2) 0.03 0.87
Liver 38 (4.6) 17 (44.7) 2| (55.3) 0.12 074
Biliary tract 33 (4.0) 19 (57.6) 14 (424) 141 029
Lymphoma 9 (.n 4 (44.4) 5 (55.6) 003 1.00
Bereaved spouses’ characteristics
Age (< 65 years) 307 (374) 171 (55.7) 136 (44.3) 1394 <001
Gender (Male) 220 (268) 98 (44.5) 122 (55.5) 1.08 034
Time since bereavement (< 3 years) 322 (392) 175 (54.3) 147 (45.7) 1055 <00l
Living status (Living alone) 363 (442) 171 (47.1) 192 (52.9) 0.04 0.88
Ernployment status (Employed) 216 (263) 106 (49.1) 110 (509) 0.30 0.63
Education (<9 years) 121 (14.7) 51 42.1) 70 (57.9) 1.65 0.23
Physical iliness under treatment 424 (516) 227 (535) 197 (46.5) 14.10 <001
History of any psychiatric disorder prior to patients’ death 60 (7.3) 43 71.7) 7 (28.3) 15.37 <001
Bereavement experience after the death of spouse 196  (239) 91 (46.4) 105 (53.6) 0.12 0.74
Religiousness 311 (379) 157 (50.5) 154 (49.5) 1.89 0.18
Involvement in end-of-life caregiving (Everyday) 579 (705) 285 (49.2) 294 (50.8) 294 0.09
Dissatisfaction with end-of-life caregiving
Knowledge of physical symptoms and management 235 (28.6) 130 (55.3) 105 (44.7) 9.01 <001
Professional supports for physical symptoms and management 177 (21.6) 104 (58.8) 73 412) 12.31 <00l
Knowledge of psychological symptoms and management 228 (27.8) 19 (52.2) 109 (47.8) 320 0.08
Professional supports for psychological symptoms and management 208 (25.3) 122 (587) 86 (41.3) 1499 <001
Time spent communicating with patients 169 (20.6) 99 (58.6) 70 (41.4) 1093 <001
Dissatisfaction with physicians' end-of-life care
Treatment of physical symptoms 67 (82) 49 73.1) 18 (26.9) 19.44 <001
Treatment of psychological symptoms 119 (145) 71 (59.7) 48 (40.3) 8.66 <001
Time spent communicating with patients 191 (23.3) 104 (54.5) 87 (45.5) 521 <00l
Time spent communicating with patients’ families 232 (28.3) 123 (53.0) 109 (47.0) 4.17 0.05

Fisher’s exact test was performed when the sample number was less than 10. All variables were coded as: 0 =absence, | = presence.

Table 4. Factors associated with potential psychiatric disorders among bereaved spouses of cancer patients: multivariate logistic regression
analysis

Variables Beta SE OR 95% CI p
Deceased patients' characteristics
History of usage of psychiatric consultation service 042 020 1.52 102-226 0.04
Stomach cancer 0.63 030 1.87 1.04-338 0.04
Bereaved spouses’ characteristics
Age (< 65 years) 072 0.17 2.06 1.47-2.88 <00l
Time since bereavement (< 3 years) 0.46 0.16 1.58 1.15=2.17 <00l
Physical illness under treatment 0.82 0.17 226 1.62-3.16 <001
History of any psychiatric disorder prior to the patient's death .16 033 3.19 1.68—6.06 <00l
Dissatisfaction with end-of-life caregiving
Knowledge of physical symptoms and management 032 0.18 1.38 097—-196 007
Time spent communicating with patients 044 0.20 1.55 1.05-2.30 003
Dissatisfaction with physicians’ end-of-fife care
Treatment of physical symptoms 1.24 03! 344 1.89—-6.26 <00l

Beta values indicate standardized regression coefficients on the final model after backward elimination. All variables were coded as: 0 =absence, | =presence.
SE, standard error; OR, odds ratio; Cl, confidence interval.
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