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team were a major focus. They found that psychologists are
expected to communicate with other medical professionals
based on their broad knowledge of cancer treatment and utilize
their expertise in psychology to provide psychological support
to patients and family members, as well as other medical pro-
fessionals. Unfortunately, the number of psychologists who can
actually perform these functions is limited, and this is becom-
ing a challenge for psychologists in cancer care, in Japan.

Meanwhile, following specific recommendations by the
National Council for Hospice and Specialist Palliative Care
Services (2) to include a psychologist as a member of the
hospital palliative care team, psychologist involvement is
slowly increasing in Western countries (3). In many Western
countries, particularly in the UK, the role of psychologists
has developed as one of assessment, therapy and consulting,
within their relatively new post in the hospice setting (4).
Consequently, having a psychologist as part of the multidis-
ciplinary team has enhanced the psychological component of
‘palliative care within the hospice setting. This is not surpris-
ing, given that psychologists in the UK must complete aca-
demic and professional training (5). Psychologists in
countries such as Sweden, Australia, Korea and China are
certified by the national government, while psychologists
with Ph.D. degrees and intern training experience in the
USA are certified by each state (6,7). However, Japanese
psychologists are not certified by the national government,
and they receive only 2 years of post-baccalaureate educa-
tion, which is much shorter than that required in other coun-
tries. They undergo a multidisciplinary, cross-sectional
certification process first pioneered primarily in the field of
education. For this reason, psychologists working not just in
cancer treatment, but across multiple fields of medical treat-
ment, are in a precarious position. Among them are many
psychologists working in the field of mental health, where
the demands are high. Physicians have indicated problems
with awareness, expertise and educational background of
psychologists, including the lack of knowledge of medical
science and treatment (8—10).

Quite a few psychologists working in cancer care are
unsure about their own roles. Furthermore, many psycholo-
gists involved in cancer care have not fully mastered the
knowledge and skills of the field. According to Kodama
_etal. (11), ~70% of psychologists in cancer care are unsatis-
fied with limited training opportunities in/out of their hospi-
tals, and ~80% are not supervised by faculty of certified
graduate schools on clinical psychology. The education
system for cancer care psychologists remains inadequate, and
thus psychologists working in these circumstances are
thought to face numerous difficulties. In June 2012, the
Japanese Ministry of Health, Welfare and Labour empha-
sized the importance of education for psychologists in
cancer and palliative care with the basic plan to promote
cancer control programs. However, a few studies have exam-
ined psychologist troubles and hardships in the cancer care
setting, and little qualitative and systematic studies exist on
education programs for cancer care psychologists.

Given the above, we conducted a questionnaire survey of
psychologists involved in cancer care and palliative care. We
analyzed specific responses about troubles and hardships ac-
tually faced by psychologists working in cancer care, with
the aim to identify problems experienced by psychologists
involved in cancer and palliative care and consider an educa-
tion system for psychologists.

PARTICIPANTS AND METHODS
PARTICIPANTS

Subjects were cancer care psychologists at a total of 1185 fa-
cilities as of June 2009 (the time the research was con-
ducted). These included 315 cancer center hospitals and 8§34
other designated clinical teaching hospitals and university
hospitals. Because it is not possible to identify the above
psychologists specifically, we used a double-envelope
system. Briefly, we sent one copy of the questionnaire form
for facility representatives, a request for participation in the
study, and an explanation of the study to representatives of
the 1185 facilities. We also mailed five copies of the ques-
tionnaire form to psychologists involved in cancer care, a
request for participation in the study, and an explanation of
the study to psychologists.

First, we asked the institution representatives to note (on
the questionnaire form for facility representatives) the affili-
ation and number of psychologists working at the facility,
and the number and area of affiliation of psychologists to
whom the psychologist questionnaire was actually distribu-
ted. Of the total of 1185 facilities, 403 facilities responded
(response rate: 34%). Among the 403 facilities, 136
employed no psychologists, and 267 employed psychologists,
of which 326 were full-time and 164 were part-time psychol-
ogists, for a total of 490 psychologists. '

Furthermore, at these 267 facilities, 419 psychologists
thought to be involved in cancer care were actually given the
questionnaire. Psychologists who received the questionnaire
were asked to fill it out anonymously and return it. The
study was explained in writing to representatives and psy-
chologists involved in cancer care, and replies were regarded
as consent to participate. Of the 419 given the questionnaire,
401 psychologists replied (response rate: 95.7%). We ana-
lyzed the data received from these 401 psychologists (89
male, 310 female, 2 unspecified; average age 37.2 + 9.5).

This-study was approved by the ethics committee of the
Kitasato University School of Medicine. :

QUESTIONNAIRE

The questionnaire targeting psychologists involved in cancer
care was designed according to a literature review and
exchanges of opinion with psychologists with 5 or more
years of experience in cancer care, professionals with experi-
ence in psycho-oncology and researchers. The questionnaire
was divided into five main areas:



(i) Basic attributes: included questions about sex, age, edu-
cational background, years of clinical experience,
current workplace, whether or not workplace has psy-
chologists or psychiatrists, clinical psychology qualifi-
cations, annual income, etc.

(i) Knowledge and skills related to the field of cancer care:
subjects were asked to rate on a scale of 1—4, the
degree of necessity for psychologists for 28 items.

(iii) Work duties related to cancer: subjects were asked to
rate on a scale of 1—4, the degree that 22 items were
demanded in the workplace.

(iv) Working conditions related to cancer care at present
workplace: subjects were asked what percentage of
their work duties in the past year were related to cancer
care, the total number of cases, the subjects of care and
breakdown of the types of work.

(v) Problems confronting psychologists working in cancer
care: subjects were asked to write freely about troubles
or hardships they experienced while working in cancer
care.

-We analyzed troubles and hardships experienced by psychol-
ogists working in cancer care based on their responses to
questionnaire areas 1 (‘basic attributes’) and 5 (‘problems
confronting psychologists working in cancer care’).

PROCEDURES

Participants were asked to fill out the questionnaire voluntar-
ily following the written explanation. The returned question-
naire within 2 weeks was regarded as consent. :

OVERVIEW OF ANALYSIS

In order to investigate the potential differences in basic attri-
butes between those who filled out the free response section
about troubles or hardships actually experienced while
working in cancer care (hereafter, ‘free response group’) and
those who did not (hereafter, ‘no-response group’), we
divided respondents into two groups, calculated the
average + SD of age and years of clinical experience for
each group, and performed a #-test. Next, to examine
whether the existence of free responses were affected by sex
(male or female), form of employment (part- or full-time),
existence of a palliative team (yes or no) and participation in
the palliative team (yes or no), the X° test was performed for
each of these factors.

We performed qualitative content analysis of free
responses about troubles or hardships actually experienced
while working in cancer care by referencing methods used
by Mayring (12). First, two of the five analysts each
extracted the key expressions and content from the responses
of 192 psychologists. Next, names (code names) were
attached to expressions and content, and similar contents
were coded. Based on this, similar codes were aggregated
and categorized, and category names were given. Finally,
two analysts and one researcher in psychology and two
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psychologists checked and discussed the codes and categor-
ies repeatedly until an agreement was reached, and content
validity was examined. :

RESULTS
BASIC ATTRIBUTES IN PARTICIPANTS

On the question of troubles or hardships actually experienced
while working in cancer care, there were 107 people in the
no-response group (28 male, 77 female, average age + SD:
39.4 + 9.5) and 294 people in the response group (61 male,

- 233 female, average age + SD: 36.3 + 9.4). Average number

of years of clinical experience + SD was 13.1 + 10.1 in the
no-response group and 10.2 + 8.8 in the free response group.
An average number of years of medical experience + SD
were 11.2 + 9.6 in the no-response group and 9.1 + 8.5 in
the free response group. An average number of years in
cancer care + SD was 3.4 + 4.3 in the no-response group
and 3.1 £ 3.3 in the free response group. The -test found no
difference between the two groups with regard to these attri-
butes. The x* test was performed for sex as well between
free response (no-response group and free response group)
and sex (male, female), but no bias in incidence was found.
The x* test performed for free response (no-response group
and free response group) and form of employment (part-time,
full-time) found that there were 75 full-time psychologists
and 30 part-time psychologists in the no-response group, and
213 full-time psychologists and 74 part-time psychologists in
the free response group, but no bias between them in the inci-
dence. In the no-response group, 76 psychologists had a pal-
liative team and 27 did not. In the free response group, 265
psychologists had a palliative team and 25 did not. The x* test
results to examine the presence of responses (no-response
group, free response group) and presence of a palliative team
(no team group, team group) revealed a bias in the incidence.
In the free response group, the incidence of workplaces with
palliative care teams was high at roughly 90%, while the
no-response group showed a low incidence of workplaces
with palliative care teams, at slightly >70% (P < 0.05).
Similarly, for participation in the palliative care team, the
no-response group had 46 people who had not participated in
a palliative care team, while 57 had. On the other hand, in the
free response group, 77 people had not participated in a pal-
liative care team, while 211 had. The x* test performed for
responses (no-response group, free response group) and pal-
liative team participation (no participation group, participa-
tion group) revealed a bias in the incidence. While
participation in a palliative care team was >70% in the free
response group, that in the no-response group palliative care
team was <50% (P < 0.05).

TROUBLES AND HARDSHIPS

The following five categories were obtained in qualitative
analysis of the free responses: ‘Hospital system’,
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Table 1. Hospital system

Subcategory Examination

Problems related to the
hospital organization

The hospital organization is not large
enough, lack of manpower

Poor hospital management
Lack of recognition of team medicine
No full-time psychiatrist

No appropriate department to which
psychologists can belong

Psychologist working
arrangements -

Psychologists cannot work properly due to
the part-time status

Work limitations because only one
psychologist works there

Preoccupation with work duties other than
cancer care

Lack of economic independence

‘Psychologist role and specialization’, ‘Collaboration with
other medical professionals’, ‘Specialized support provided
by psychologists’ and ‘Stress faced by psychologists’.

In the ‘Hospital system’ category, the following two sub-
categories were extracted: (i) hospital or organization pro-
blems and (ii) problems with working arrangements
(Table 1).

In the second category ‘Psychologist role and specializa-
tion’, three subcategories were extracted: (i) ambiguity of the
role expected of psychologists, (ii) problems arising because
psychologists are not nationally licensed and (iii) lack of
clarity regarding psychologist specialization (Table 2).

In the third category ‘Collaboration with other medical
professionals’, four subcategories were extracted: (i) pro-
blems with the method of requesting psychologist cooper-
ation, (ii) problems related to the palliative care team, (iii)
problems of consultation and liaison work within the hos-
pital and (iv) problems of communication between medical
staffs (Table 3). ;

In the fourth category ‘Specialized support provided by
psychologists’, five subcategories were extracted: (i) diffi-
culty of interaction with patients and their families, (ii) inad-
equate provision of psychological support in cancer care,
(iii) problems related to death care, (iv) lack of medical
knowledge and (v) lack of psychiatric knowledge (Table 4).

In the last category ‘Stress faced by psychologists’, four
subcategories were extracted: (i) psychologist isolation and
anxiety, (ii) psychologist internal conflicts, (iii) psychologist
burnout and helplessness and (iv) psyehologist self-
improvement (Table 5).

DISCUSSION

We extracted the following five categories from qualitative
analysis of the difficulties faced by psychologists: ‘Hospital

- psychologists are not nationally

Table 2. Psychologist role and specialization

Subcategory Examination

Ambiguity of the role expected
of psychologists

Other medical professionals do not
understand the psychologist’s
specialty

Other medical professionals have
different expectations for the roles
played by psychologists

Other medical professionals expect
psychologists to play the same role of
psychiatrists

Other medical professionals have
excessive expectations of
psychologists

Work performed by psychologists is
limited because it is not covered by

Problems arising because

licensed the medical insurance system
Inconsistent treatment of
psychologists

Lack of clarity regarding Other medical professionals do not

psychologist specialization understand psychologist specialization

in cancer treatment

Psychologists do not know how to
make other medical professionals
understand their specialization

Psychologist’s work overlaps with
nurses’ work duties in some cases

Difficulty of having psychologist’s
activities and results evaluated by
other medical professionals

system’,  ‘Psychologist role and specialization’,
‘Collaboration with other medical professionals’,
‘Specialized support provided by psychologists’ and ‘Stress
faced by psychologists’. We will discuss each of these cat-
egories and examine an educational program for psycholo-
gists aimed at addressing these issues.

First, the ‘Hospital system’ category includes subcategor-
ies encompassing difficulties associated with ‘problems
related to the hospital organization’ (e.g. lack of manpower
and a full-time psychiatrist position), and ‘psychologist
working arrangements’ (e.g. psychologists cannot work prop-
erly due to the part-time status). In the ‘Psychologist role
and specialization’ category, subcategories include the ‘am-
biguity of the role expected of psychologists’, as other
medical professionals do not understand or have different
expectations for the roles played by psychologists; ‘problems
arising because psychologist are not nationally licensed’,
leading to the inconsistent manner in which psychologists
are treated and ‘the lack of clarity regarding psychologist
specialization’ because other medical professionals do not
understand psychologist specialization in cancer treatment,
or psychologists do not know how to make other medical

- professionals understand their specialization. In examining

the causes of these problems, the lack of certification by the



Table 3. Collaboration with other medical professionals
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Table 4. Specialized support provided by psychologists

Subcategory Examination

Subcategory Examination

Problems with the method of Few requests for psychologists
requesting psychologist

cooperation Other medical professionals turn to

psychologists only after the patient’s
physical symptoms and psychological
condition worsen

Insufficient communication within the
palliative care team

Problems related to the palliative
care team

The palliative care team is not active
enough

Inability to function as a psychologist
within the palliative care team

Inability to cooperate smoothly with
nurses

A lack of adequate communication
with professionals of other medical
professionals

Problems of consultation and
liaison work within the hospital

Trouble relating to other ward staff

Professionals of other job types do not
fully understand the psychologist’s
position and role

1 cannot smoothly provide information
to patients due to inadequate skills of
the psychologist

Insufficient relations to psychiatrist

Lack of communication between
medical practitioners other than
psychologist

Communication problems between
other medical professionals

national government has previously been identified as a con-
tributing factor, alongside other weaknesses in the psych-
ology education system (13). Due to the lack of state
certification, psychologists participating in medical treatment
are not fully covered by the medical insurance remuneration
system (14). Consequently, psychologists working in the
medical field are often left in a precarious position. It is
likely that this lack of national certification also adds to the
difficulty of other medical professionals understanding the
area in which psychologists specialize. In fact, psychologists
in countries such as Sweden, Australia, Korea and China are
certified by the national government, while psychologists
with Ph.D. degrees and intern training experience in the
USA are certified by each state (6,7). Although these issues
cannot be resolved immediately in Japan, we propose that a
gradual resolution can be reached by clarifying the role psy-
chologists play in medical treatment, particularly in cancer
treatment. Furthermore, it was found that psychologists do
not adequately understand their own area of specialization.
In the present study, the average number of years ( £ SD) of
clinical experience and medical experience in the free re-
sponse group was 10.2 (+8.8) and 9.1 (£ 8.5), respectively,
but the average number of years in cancer care was shorter,

with 3.1 (£ 3.3). Holland (15) reported that psychologists,

Difficulty of interaction with
patients and their families

Difficulty of handling patient/family
aggression and dissatisfaction

Struggles with resistance by patient/
family toward interviews

Difficulty interacting with patients
suffering from severe physical pain

Difficulties in deciding how and when to
provide this care

Inadequate provision of
psychological support in cancer

care Difficulties in setting the objectives and

goals of psychological intervention

Little knowledge about psychological
changes in cancer patients

Problems related to death care Mental shock towards patient death,

inadequate death care

Do not know how to enter information
on medical charts

Lack of medical knowledge

Do not understand medical terminology
Do not understand cancer treatment

Lack of psychiatric knowledge  Insufficient knowledge about drug

therapy

Insufficient knowledge about psychiatric
symptoms

I cannot perform assessment of
psychiatric symptoms

traditionally trained to play a central role in the treatment of
physically healthy individuals with psychological problems,
faced the lack of a well-defined role in cancer care due to
the absence of psychologically oriented peers, and a sense
that ‘one is an outsider working in someone else’s specialty’.
We think that psychologists who have less experience in
cancer care confront similar situations in Japan. The 2012
Basic Plan for Cancer Control Measures states that psy-
chooncologists and psychologists in cancer care should sys-
tematically receive education to provide psychological
support for cancer patients and their families; however, no
education system for psychologists in cancer care has yet
been established in Japan. Furthermore, few studies have
investigated the role of psychologists in hospices in Japan.
Thus, the role and specialization of psychologist in cancer
care is still unclear in Japan. In these scenarios, psycholo-
gists cannot expect other medical professionals to fully
understand their field. This point also relates to the category
of ‘Psychologist’s role and specialization’ and ‘Specialized
support provided by psychologists’, suggesting that specia-
lized support provided by psychologists should be more
firmly defined.

The ‘Collaboration with other medical professionals’ cat-
egory includes four subcategories. The first subcategory con-
cerns the ‘problems with the method of requesting psychologist
cooperation’. These problems arise because other medical
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Table 5. Stress faced by psychologists

Subcategory Examination

Psychologist’s isolation and
anxiety

An absence of people with whom the
psychologist can consult at the workplace

Discharging tasks alone put great strain on
psychologists

Insufficient support from professionals of
other medical professionals

Lack of complete confidence in duties
performed as psychologist, no evidence for
psychological treatment

Psychologist’s internal
conflicts

I cannot follow-up on patients who change
hospitals or are discharged

Struggle with aggression or dissatisfaction
from patients

I am unable to meet the demands of other
medical professionals

Psychologist burnout and 1 feel powerless and unrecognized by other

helplessness medical professionals
I feel powerless due to the inability to do
anything for suffering patients
Psychologist Demand for study and training groups to be

self-improvement held in rural areas

Demand for lectures tailored to participant’s
level (i.e. beginner or advanced)

Demand to explore case studies in the cancer
field |

Demand for a supervisor in cancer care and a
place for psychologists to share information

Demand for more reference materials about
the role of psychologists in cancer care

professionals turn to psychologists only after the patient’s
physical symptoms and psychological condition worsen. The
second subcategory includes ‘problems related to the palliative
care team’ (e.g. problems due to insufficient communication
within the palliative care team), and the third, the ‘problems of
consultation and liaison work within the hospital’, which result
from a lack of adequate communication with other medical
professionals. The fourth category encompasses the ‘problems
of communication between other medical professionals’, in-
cluding the lack of communication between non-psychologist
medical professionals. When considering communication pro-
blems in the medical treatment, the first issue is that psycholo-
gists must know a common language if communication is to be
possible (16). Furthermore, psychologists’ lack of medical
knowledge has previously been identified by many physicians
as contributing to problems in communication (9,10). An
understanding of the content of other medical professionals’
conversations and what they record in medical charts is neces-
sary for communication between medical professionals in the
medical field. In other words, psychologists should understand
the specialization of other medical professionals, just as other
medical professionals should understand the specialization of

psychologists. Efforts to communicate with one another will
lead to active and appropriate referrals to psychologists. Belar
et al. (17) proposed that psychologists in the USA need to
collaborate with other medical professionals in hospitals and
must be knowledgeable regarding formal and informal medical
cultures, norms, mores and practices in health-care settings.
Similarly, we feel it necessary for psychologists in cancer care
to gain the support of other medical professionals in order to
acquire these skills and knowledge. To this end, psychologists
should attend and actively participate in case conferences with
other medical professionals. Other medical professionals
should support their joining. There are also adverse effects that
occur when psychologists insist on staying within the unique
framework of psychology. For example, other medical profes-
sionals on palliative care teams have reported a problem in
information sharing among psychologists working in cancer
treatment, as they tend to keep information and cases to them-
selves (1). This may foster an image of psychologists as a
secretive or solitary worker. ’

Matusno (18) has proposed the following five explanations
for why psychologists cannot function effectively in the field
of medical treatment, particularly in team-based medicine:
(i) their lack of clinical experience in hospitals; (ii) their
lack of basic medical education; (iii) their lack of being
viewed as providers of therapy in the context of medical
treatment; (iv) their lack of experience in team-based treat-
ment and (v) their lack of knowledge on psychological tech-
niques necessary in hospitals. The subcategories of problems
listed under ‘Collaboration with other medical professionals’
are also linked to the points raised by Matusno (18). For
these reasons, psychologists must acquire at least a minimal
level of medical knowledge and understanding of cancer
treatment. Furthermore, they require training through specific
case studies in order to facilitate collaboration with other
medical professionals. '

In the ‘Specialized support provided by psychologists’ cat-
egory, subcategories included the following: ‘difficulty of
interaction with patients and their families’, which relates to
how psychologists deal with emotions of aggression and dis-
satisfaction in patients and family members, as well as how
they interact with patients suffering from severe physical
pain; ‘inadequate provision of psychological support in
cancer care’ (e.g. difficulties in setting the objectives and
goals of psychological intervention, deciding how and when
to provide this care); ‘problems related to death care’; ‘the
lack of medical knowledge’ and ‘the lack of psychiatric
knowledge’. The last two subcategories are related to the
previously cited problems in collaboration with other
medical professionals, but these issues are also fundamental
in the specialized support that psychologists provide.
Acquiring basic knowledge on medicine, cancer treatment
and psychiatry is a necessary precondition for psychologists
working in cancer treatment and is the major foundation of
education programs for psychologists in cancer medicine (1).

On the other hand, the ‘difficulty of interaction with
patients and family’, ‘inadequate provision of psychological



support in cancer care’ and ‘problems related to death care’
are specific to the psychological support provided in cancer
treatment. Furthermore, psychologists involved in cancer
treatment feel that, because it is difficult to establish a frame-
work for psychological interviews, there are major difficul-
ties in establishing a psychological support method that
flexibly responds to individual situations. In reality, there is
very little training for psychologists specific to cancer treat-
ment, and this field is rarely studied in graduate school (19).
Recently, however, patients and family members have been
using the Internet and books to acquire fairly detailed knowl-
edge about their disease and treatment. The mental state of
cancer patients changes as a result of physical condition,
therapeutic course and treatment side effects. For these
reasons, psychologists involved in cancer treatment
must acquire knowledge about cancer treatment that they can
then apply when providing psychological support (1).
Furthermore, by acquiring psychiatric knowledge, the psych-
ologist can begin to provide specialized psychological
support. If psychologists are not able to flexibly provide
patients and family members with psychological support
while taking into consideration their physical state, the
extent to which they have been informed about their illness,
the state of their therapy, their personal character, their
family composition, etc., it will be difficult to improve the
cancer specialization field within psychology (20).
According to Payne and Haynes (5), psychologists in pallia-
tive care are applied scientists, who are trained to work with
individuals, couples and families, and provide a consultative
service to healthcare staff, as well as bring a unique perspec-
tive to the assessment and treatment of patients. In the UK,
all psychologists complete both academic and professional
training, drawing on the knowledge of a wide range of psy-
chological theories to explain and understand the cognitive,
emotional and behavioral aspects of responses to illness-
related issues. Some theories include specific psychological
intervention, such as adjuvant psychological therapy for
cancer patients (21). Psychologists with Ph.D. degrees in the
USA experience intern training (6). In Japan, however,
psychologists are trained in a university graduate school
through poor educational curriculums in cancer care, etc.,
and are thus not fully prepared. In this regard, we think that
concrete training through case studies in aspects of psycho-
logical support specifically tailored to cancer treatment
would provide the foundation of educational programs for
psychologists in cancer treatment in Japan. In other words,
psychologists in Japan should acquire appropriate skills to
provide psychological intervention suitable for cancer
patient, as well as to offer accurate assessment of the mental
state of cancer patients. To this end, the construction of an
educational program geared toward improving psychologists’
level of experience on a case-by-case basis will be necessary
(e.g. clinical experience in medical treatment or in cancer
treatment). :

The last category, ‘Stress faced by psychologists’, includes

the following four subcategories: ‘psychologist’s isolation
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and anxiety’ for not having people to consult with at the
workplace or receiving insufficient support from other
medical professionals; ‘psychologist’s internal conflicts’
(e.g. psychologists cannot be involved in the care of many
patients, or are unable to meet the demands of other medical
professionals); ‘psychologist burnout and helplessness’ (e.g.
the powerless feeling of psychologists unrecognized by other
professionals) and ‘psychologist self-improvement’ (e.g. the
desire to explore case studies in the cancer field, desire for
an increase in the number of study and training groups or for
a place to share information among psychologists). The ‘psy-
chologist’s isolation and anxiety’ and ‘psychologist burnout
and helplessness’ subcategories are connected to the ‘lack of
clarity about the role psychologists are expected to play’ and
‘lack of clarity regarding the psychologist’s specialization’
mentioned above. We think that these issues emerge because
psychologists’ area of specialization in medical treatment is
often unclear, leading to a lack of understanding from other
medical professionals. Rieger et al. (22) suggested that a co-
hesive team approach entailing mutual respect and support
between other medical professionals would mitigate the diffi-
culties experienced by psychologists. In Japan, some psy-
chologists feel isolation and anxiety, and do not have other
psychologists to consult with at workplace; therefore, it is es-
sential that other medical professionals communicate active-
ly and try to understand the specialization of psychologists,
or try to support them. On the other hand, professional net-
working among psychologists in cancer care is less mature
than in other medical fields with highly advanced technology
(11), and 40% of psychologists in cancer care do not have
seniors and associates in the field to consult with. Finally,
we found that psychologists feel a need to engage in self-
improvement activities, as reflected in the desire to receive
more opportunities for learning and training, supervision
and/or peer review on the regular basis. Although recognized
standards for education and training in clinical health psych-
ology exist for those new to the field, the needs of psycholo-
gists already in the field who wish to develop more expertise
in selected areas of practice have not been sufficiently
addressed in the USA (17,23). In Japan, however, recognized
standards do not exist even for those at the entry level of
practice. Belar et al. (17) proposed that psychologists in
heath psychology including cancer care should self-assess
their readiness to provide psychological professional services
before working in health psychology (17). Along these lines,
the National Cancer Institute and American Cancer Society
websites provide information for self-assessing the readiness
to deliver services to women with breast cancer. While a
realistic option for a basic education program in Japan may
involve creating an environment in which psychologists
can study via E-learning based on their individual needs, the
development of sorely needed systematic, sequential and
comprehensive education programs is also essential.

There are some limitations to this study worth noting.
First, we identified categories that represent troubles and
bardships experienced by psychologist working in cancer
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care, but did not go further to examine what psychologists
find challenging, or to what extent. In the future, we plan to
perform quantitative analysis of the degree of challenges
faced by psychologists based on the results of this study.
Secondly, although we describe the employment status of
psychologists and their participation in a palliative care
team, no investigation was performed in the present study to
address these points. Thus, the future study should focus on
these points, as well as other factors such as psychologist
personality, experience and mental state.
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INTRODUCTION

This brief review summarizes the current status of
palliative care in Japan, focusing on the structure
and process development.

GENERAL HEALTH SYSTEM

The medical system in Japan is characterized by free
access, fully covered by national insurance, and lack
of general practitioner (GP) system [1-3]. Patients
can freely access all medical institutions, including
university hospitals and cancer centers. Japan
achieved universal health coverage in 1961, and
all Japanese are insured. Every patient pays 30%
of all medical cost, except for elderly people and

1751-4258 © 2013 Wolters Kluwer Health | Lippincott Williams & Wilkins

children, and when the monthly co-payment
exceeds a threshold amount (ranging 80000-
110000 yen per month according to their income),

#Palliative Care Team and Seirei Hospice, Department of Palliative and
Supportive Care, Seirei Mikatahara General Hospital, Hamamatsu and
BFaculty of Medicine, Center for Medical Social Service, Center for
Palliative and Supportive Care, University of Tsukuba, Tsukuba, Ibaraki,
Japan

Correspondence to Tatsuya Morita, MD, Palliative Care Team and Seirei
Hospice, Department of Palliative and Supportive Care, Seirei Mikata-
hara General Hospital, 3453 Mikatahara, Kita, Hamamatsu, 433-8558,
Japan. E-mail: tmorita@sis.seirei.or.jp

Curr Opin Support Palliat Care 20183, 7:207-215
DOI:10.1097/SPC.0b013e3283612241

www.supportiveandpalliativecare.com



Models of delivering palliative and end-of-life care

_KEY POIN ‘

~ decade, and the Ccmcer Control Act has ployed a very‘
1mportant role e ' -

° Polllohve care units and pcﬂlahve care feams are two
~ main spec;ohzed pcdhohve care services. ~

o improve home care servnce, , the. governmenf is trymgl
~to develop more efficient home care services through
. modlfymg, Idwsfhechhcare systems, cmd mulhple

the co-payment is decreased to 1%. Physicians work-
ing at clinics are basically specialists (not trained
GP); typically, specialists such as surgeons and car-
diologists work in hospitals for 10 or more years, and
then they establish a clinic and see patients with
common diseases in addition to patients with dis-
eases they specialize in.

HISTORY OF PALLIATIVE MEDICINE

The beginning of systematic palliative care in
modern medicine in Japan was developed at the

Yodogawa Christian Hospital, Osaka, in 1973. This

was organized care for terminally ill cancer patients,
led by Dr Kashiwagi, one of the pioneer hospice
physicians in Japan. In the late 1970s to 1980s,
the hospice movement was introduced and,
initially, Christian hospitals developed the hospice
care program. The first palliative care unit or inpa-
tient hospice, the Seirei Hospice, was established in
1981 in Shizuoka. Almost palliative care units in
Japan belong to a general hospital and are called as
palliative care units or inpatient hospice. For
approximately 10 years, the number of palliative
care units gradually increased and, in 1990, pallia-
tive care units became covered by national insur-
ance. To exchange information with healthcare
professionals working in palliative care units, the
Japanese Hospice Palliative Care Association was
established in the following year, and representa-
tives from almost all palliative care units partici-
pated in the association. In the 1990s, palliative
care was gradually disseminated to general hospital
wards, outpatient services, and the community.
Home care nursing services (1992), hospital

208 WWW. supporti{zeandpalliativecare.com

palliative care teams (2002), clinics with a home
hospice function (2006), and day care hospices
(2006) became covered by national insurance. In
2007, the Cancer Control Act was legalized with a
special focus on improving palliative care, chemo-
therapy, and radiation therapy. Under the national
policy led by the Cancer Control Act, many projects
started, including the Palliative care Emphasis pro-
gram on symptom management and Assessment for
Continuous medical Education (PEACE) program to
ensure all physicians had an opportunity to receive a
2-day palliative care education. The Orange Balloon
Project was developed to provide information to the
general public about palliative care, and the Outreach
Palliative care Trial of Integrated Regional Model
(OPTIM) study was conducted in order to measure
the effects of a regional palliative care program on a
variety of outcomes. Palliative care is rapidly pro-
gressing in Japan, especially in the oncology field
since the Cancer Control Act, and the evaluation
and modification of these programs are ongoing.

CANCER CONTROL POLICY AND
PALLIATIVE CARE

The Cancer Control Act has played a very important
role in developing palliative medicine in oncology.
The Cancer Control Act promotes a national net-
work of hospitals treating cancer patients, consist-
ing of a national cancer center, 47 prefectural cancer
hospitals, and 397 designated cancer hospitals.
All designated cancer hospitals should fulfill the
requirement of structural and process evaluation
for palliative care. A series of nationwide surveys
has “clarified the structural and process aspects of
palliative care in a designated cancer hospital net-
work, which has led to a marked improvement in
care (Fig. 1).

PALLIATIVE CARE UNITS (INPATIENT
HOSPICES)

Palliative care units (inpatient hospices) have been
the mainstream of specialized palliative care services
in Japan. The number of palliative care units is now
215 and they are involved in 8.4% of all cancer
deaths (Fig. 2). Typical palliative care units belong
to general hospitals and have an average of 20
inpatient beds to provide end-of-life care for cancer
patients (Table 1). They should fulfill the criteria for
certification: space, private rooms, availability of
attending physicians, and rooms and equipment
for families. They are designed to accommodate
terminally ill patients so they can stay for several
weeks or months in a home-like environment in
their last period of life. Recently, however, the
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Palliative care team available

’Palliative care team regular round

Leaflefs on pallikative care available for patients
Full-time palliative care nurse available
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Palliative care manuals available for physicians

Full-time palliative care physician available

2007
& 2008

& 2009

100 (%)

FIGURE 1. Improvement in palliative care in 500 cancer hospitals.

increased availability of home care services and
increased use of anticancer treatment have resulted
in a shorter duration of use of palliative care units.
Most palliative care units provide outpatient
services and half provide home care services as a
decision of the belonging hospitals. One important
achievement of the palliative care unit network is
the Japan HOspice and Palliative Care Evaluation
(J-HOPE) survey [4-6]. Through the nationwide
palliative care unit network, a family bereavement
survey involving more than 8000 participants was
performed, and the results were fed back to all
institutions every 3 years [4-6]. Clinical studies
to obtain insights in the challenging areas were
successfully completed.

HOSPITAL PALLIATIVE CARE TEAMS AND

OUTPATIENT PALLIATIVE CARE SERVICES
In contrast to palliative care units where active
cancer treatment is not usually performed, hospital
palliative care teams and outpatient palliative care
services provide specialized palliative care for any
patient irrespective of their treatment status. Two
nationwide surveys are available, and both indi-
cated there are about 500 hospital palliative care
teams in Japan [7]. The Cancer Control Act obliges
all designated cancer hospitals to establish hospital
palliative care teams and to obtain payment from
national insurance. The hospital palliative care team
should meet the following criteria: at least one full-
time physician, at least one full-time nurse, and a
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FIGURE 2. Development of palliative care units and inpatient hospices.
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Data are from the report of Hospice Palliative Care Japan, 2009.

psychiatrist should be available. Many hospital
palliative care teams have a full-time nurse, and half
have a full-time physician (Table 2). The activity of
palliative care teams shows a large variation among
institutions with a median number of patients from
0 to over 1000 per year. On average, a hospital
palliative care team sees about 100 patients per year,
and reasons for referrals are pain in 70% of patients
and other physical symptoms and psychological
problems in 30-40% of patients. ‘

HOME CARE SERVICES

Specialized home care services are one of the most

undeveloped areas in Japan. Because of the lack of a
GP system, there are three types of provider of home
care services for terminally ill patients: physicians
working at clinics, specialized home care clinics
(focusing on home care rather than outpatient care),
and home care divisions of hospitals. The number of
community palliative care teams is small, with only
- 74 nationwide and they are usually working as part
of hospital palliative care teams. Specialized pallia-
tive care nurses who can prescribe essential medi-
cations and perform death certification are still
unavailable in Japan, such as McMillan nurses in
the UK and the hospice care program in the USA.
Very recently, the government has been trying to
develop more efficient home care services through
modifying laws, healthcare systems, and multiple

210 www.supportiveandpalliativecare.com

educational and cooperative projects. One of
them is establishing ‘clinics with a home hospice
function’, in which high payment is assured if a
physician provides a 24-h 7-day home care. Unfortu-
nately, although the number of clinics with a home
hospice function has rapidly increased over the last
5 years, the effect is limited and thus the home death
rate of cancer patients has not markedly increased

(Fig. 3).

ORGANIZATION OF REGIONAL

PALLIATIVE CARE RESOURCES

Similar to home care services, there is also a wide
variation in the organization of palliative care
resources in the region. This is mainly because of
free access and no GP system. In typical cases,
patients receive anticancer treatment in cancer
centers, university hospitals, or acute general hos-
pitals. As the disease progresses, cancer and univer-
sity hospitals typically refer patients to community
hospitals (usually small and palliative care special-
ists unavailable), and some patients additionally
receive general medical management from clinic
physicians. In their terminal stage, a patient average
of approximately 10% die at home, another 10% die
in palliative care units or inpatient hospices, and the
remaining a majority of patients die in hospitals.
To measure the effect of a regional palliative care
program and understand how to improve palliative
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Hospital palliative care teams

Outpatient service

National survey (2010)

JSPM registry (2010)° National survey (2010)

Number of patients {/year)

Median (ranges) 70

89 (0, 1532) 9

50-99

151 (28%)

Pain

67%

Psychological problems

33%

Family care

9.3%

22%

38%

JSPM, Japanese Society of Palliative Medicine.

“For all 22 101 consultations. Data are available from 192 palliative care teams. Some data do not add up 100% because of missing data.

care at a regional level, the OPTIM study was com-
pleted [8™,9]. The main results are promising that
comprehensive regional palliative care program has
improved length of stay at home, patient-perceived
and family-perceived quality of care and quality of
life, and physician-reported and nurse-reported
difficulties [8",9]. A process analyses identified
improving networking among multiple healthcare
professionals as a core element of successful pallia-
tive care program in the region.

SPECIALTY AND NATIONAL
ASSOCIATIONS

There are certification systems for palliative care
physicians, nurses, and pharmacists (Fig. 4). The

1751-4258 © 2013 Wolters Kluwer Health | Lippincott Williams & Wilkins

numbers of each specialist have all increased during
this S-year period. For certification, physicians
should have at least 2-year clinical activity in the
palliative care specialized services, and accomplish-
ment of academic and education activity.
Regarding the nationwide organization, Hospice
Palliative Care Japan was originally an association of
palliative care units and inpatient hospices, and
almost all certified palliative care units participated.
In addition, the Japanese Society of Palliative Medi-
cine is the most noteworthy academic association for
palliative care, to which more than 4000 physicians
are members. Regarding home care services, there
are again various associations with different back-
grounds and policies. ‘
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UNDERGRADUATE, POSTGRADUATE, AND
CONTINUING MEDICAL EDUCATION

A 2009 nationwide survey demonstrated that
many medical universities provide undergraduate

education (Table 3), although bedside teaching

and palliative care specialists are not frequently
involved. This is because many medical universities

still have no faculties specialized in palliative
medicine.

Postgraduate and continuing medical edu-
cation is performed via the special nationwide
efforts of the PEACE project (Fig. 5). This 2-day
interactive education program adopts a trainer—
trainee strategy using original manuals, and the

~¢-- Palliative care specialists
-g~ Palliative care nurses

=#~ Cancer pain nurses
~>¢-~ Palliative care phamacists -

(Persons)
1500
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FIGURE 4. Certified specidlties in palliative care.
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total number of physicians who have participated
in the PEACE program is over 30000. A total of
1298 and 544 physicians have completed a trainer
course for palliative medicine and psycho-oncol-
ogy, respectively.

FUNDING AND POLICY SUPPORT

In principle, all activities are funded by the national
insurance and national project. Some private fund-
ing has provided small grants for research or trial
activities. Each palliative care service usually has
volunteers to provide broader services for patients
and families.

ACCESS TO PALLIATIVE CARE ACROSS
THE COUNTRY

Figure 6 details the number of palliative care units/
inpatient hospices and clinics with home hospice
functions in regions throughout Japan. Recently,

1751-4258 © 2013 Wolters Kluwer Health | Lippincott Williams & Wilkins

the disparities among regions, that is, among pre-
fectures and among towns/cities within a prefecture,
are becoming wider in Japan, not only in palliative
care, but also in general areas. Resolving the discrep-
ancies among the regions in one country is regarded
as one of the high-priority issues.

CONCLUSION

Palliative care in Japan is being rapidly dissemi-
nated, especially since the Cancer Control Act.
Multiple structure and process evaluation, bereaved
family surveys in palliative care units, and patient
and family evaluation in the regional palliative care
program indicate many improvements observed in
this period. \

The next challenges include developing a struc-
ture for palliative care in the community or regional
palliative care programs, establishing a method
to measure and improve the quality of palliative
care at a national level, developing evidence-based

www.supportiveandpalliativecare.com 213



Models of delivering palliative and end-of-life care

(Persons) 30013 '(Perskons)
Number of physicians 300000 . 3000
who joined <
the PEACE program
25000 2500
o Z
< c
3
20 000 |~ - 2000 g
/ 5
5
15000 1500 5
11254 1298 2
Vi 1110 =2
. g <
10 000 e 1000 %
/ 697 3
; [72]
5000 350 500
489 544
327
0 193 0
2008 2009 2010 2011 (year)
= Number of physicians who joined the PEACE program
-~ Numer of trainer physicians in palliative medicine
-&- Numer of trainer physicians in psycho-oncology

FIGURE 5. Continuing education in palliative medicine.

Average
(3.5 beds
/10°)

FIGURE 6. Availability of palliative care units and inpatient hospices among prefectures.

214 www.supportiveandpalliativecare.com

Volume 7 o Number 2 e June 2013



Palliative care in Japan Morita and Kizawa

medicine and policy making, and palliative care for
the noncancerous population.
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Abstract

Aims: This study aimed to clarify the accuracy of the Palliative Prognostic Index (PPI) for advanced cancer patients in home care
settings. Method: The study included 65 advanced cancer patients who received home visiting services between April 2007 and
June 2009, and who died at home or in the hospital. Using the medical records from initial home visits, we retrospectively
calculated PPl scores along with sensitivity and specificity. Results: For 3- and 6-week survival, prognostic prediction
demonstrated respective sensitivities of 55% and 63%, and specificities of 79% and 77%. Conclusion: The sensitivity of the
PPl for advanced cancer patients in home care settings was lower than reported for those in palliative care units.
Development of prognostic tools suitable for home care settings is needed.

Keywords

patient with advanced cancer, home care setting, prognostic prediction, palliative prognostic index, retrospective study, palliative

care, home visiting service

Introduction

Prognostic prediction is necessary for patients with advanced
cancer, especially those in the home care setting, in order to deter-
mine the treatment goals, the content and location of provided
care, and indications for hospital referral.! An appropriate prog-
nostic prediction tool is therefore essential not only for patients
and their families but also for the health care professionals who
support their decision making.? Previous studies have examined
several prognostic prediction tools for patients with cancer,
for example, the Palliative Prognostic Index (PPI),® Palliative
Performance Scale (PPS),? Cancer Prognostic Scale,’ Palliative
Prognostic Scale,* Japan Palliative Oncology Study—Prognostic
Index,” and Prognosis in Palliative Care Study model,® and
each was properly validated. These tools are intended for use
in assessing inpatient and ambulatory patients, and the appropri-
-ateness of their application to patients with advanced cancer in
the home care setting is uncertain. Only Stone et al prospectively
studied the usefulness of the PPIin 194 patients with cancer, in a
variety of settings: 73.7% of patients were hospitalized, 25.8%
were in the home care setting, and 0.5% were in hospice.”

The PPI was defined based on performance status assess-
ment using the PPS, oral intake, and the presence or absence
of dyspnea, edema, and delirium (Table 1). The PPI does not
require blood tests or radiological evaluation and would there-
fore be very useful for patients with cancer in the home care

setting as compared to other validated prognostic prediction
tools. Each PPI component is assigned an individual score, and
these are added to derive the overall score. The final PPI score
classifies patients into 1 of 3 groups: those with survival pre-
dicted to be shorter than 3 weeks (PPI >6), shorter than 6
weeks (PPI >4), or more than 6 weeks (PPI <4).

The PPI was developed and successfully validated for
patients with cancer in palliative care units by Morita et al,
in Japan,® but the usefulness of the PPI for patients with
advanced cancer in the home care setting has not been estab-
lished. The aims of this study were thus to clarify the sensitivity
and specificity of the PPI for this particular population.

Methods

Our study population included all patients with advanced can-
cer who received home visiting services regularly from Yamato

""Yamato Clinic, Sakuragawa, Ibaraki, Japan
2 University of Tsukuba, Tsukuba, Ibaraki, Japan
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Table I. Palliative Prognostic Index.?

Table 2. Patient Background Information (n = 65).

Score n (%)
Palliative Performance Scale Gender
10%—20% 4 Male 41 (63.0)
30%—-50% 25 Female 24 (37.0)
60% 0 Mean age (years)® 73.5 (35-96)
Oral intake Mean survival duration (days)® 55.0 (1—-344)
Severely reduced 2.5 Age distribution
Moderately reduced | 35—-49 2 (3.1
Normal 0 50-59 7 (10.8)
Edema 60—69 1 (16.9)
Present ’ I 70-79 25 (384)
Absent 0 8089 14 (21.5)
Dyspnea at rest 90 and above 6 (9.2)
Present , 35 Primary cancer site
Absent 0 Stomach/esophagus 12 (18.4)
Delirium Lung 11 (16.9)
Present 4 Colon/rectum/anus 11 (16.9)
Absent 0 Paricreas 7 (10.8)
Prostate 4 (6.2)
? Overall Palliative Prognostic Index (PPI) score was calculated by adding each Kidney/bladder 4(6.2)
component score. Liver 3 (4.6)
Breast 3 (46)
Clinic between April 2007 and June 2009 and who diedathome or ~ Biliary system 3 (46)
in the hospital. Yamato Clinic provides ambulatory care and gnll:nown i (z'g)
home-visiting services for community residents with 3 doctors Survitvaelr;ura tion (62)
specialized in family medicine and palliative care. We assessed 0< week<| 1 (16.9) '
the components of the PPI during the first home visit, as is our 1< week<2 8 (12.3)
usual practice. In June 2010, one researcher (J.H.) then used med- 2< week <3 3 (4.6)
ical records from patients’ first home visits to determine actual 3< week <4 7 (10.8)
survival time as well as each component of the PPI: PPS score, ~ 4< week <5 230
oral intake, and the presence or absence of dyspnea, edema, and 25 x:::: :; ; S’Ozg)
delirium. The PPI score was calculated for each patient, along 7< week <8 0 (0’6)
with overall sensitivity and specificity. Survival predictions were 8< week <9 3 (4.6)
defined as mentioned above: less than 3 weeks for PPI >6 and less 9< week 20 (30.7)
than 6 weeks for PPI >4. This study was conducted in conformity
with the Declaration of Helsinki and was carried out with special 162" (range).
regard for the protection of individual data.
Table 3. Distribution of PPl Scores (n = 65).
Results Score n (%)
Sixty-five patients (41 males) were included in this study. Table2 ¢ 3 (4.6)
shows patient background information in detail. The mean patient 1< PPl <2 4(6.2)
age was 73.5 years, with 25 patients (38.4%) in their 70s and 14 PPl = 2.5 6 (9.2)
patients (21.5%) in their 80s. The primary cancer site was the sto- 35 <PPI<4 23 (354)
mach/esophagus in 12 (18.4%) patients, the lung in 11 (16.9%) 4<PPI<é 8(123)
. . : 6<PPI<8 13 (20.0)
patients, and the colon/rectum/anus in 11 (16.9%) patients. The 85 < PPl < 10 3 (46)
mean survival time after the first home visit was 55 days. Survival 195 < ppj < 12 5(7.7)
time was shorter than 3 weeks in 22 patients (33.8%) and shorter  pp| > 12.5 0 (0.0)

than 6 weeks in 35 patients (53.8%; Table 2).

Twenty-one (32.3%) patients had PPI scores >6, while 29
(44.6%) had PPI scores >4 (Table 3). The distribution of per-
formance status and clinical symptoms is indicated in Table 4.
Twelve patients with PPI scores >6 survived for less than 3
weeks, while 22 patients with PPI scores >4 survived for less
than 6 weeks (Tables 5 and 6). Three-week survival was pre-
dicted with a sensitivity of 55% (95% confidence interval

Downloaded from ajh

[CI]: 33-75), a specificity of 79% (95% CL: 66-91), a positive
predictive value of 57%, and a negative predictive value of
77%. Six-week survival was predicted with a sensitivity of
63% (95% CI: 46-78), a specificity of 77% (95% CL: 61-91),
a positive predictive value of 77%, and a negative predictive
value of 64% (Table 7).
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Table 4. Patient Performance Status and Symptoms (n = 65).

n (%)

Palliative Performance Scale

10%—20% 6 (9.2)

30%—50% 51 (78.5)

60% 8 (12.3)
Oral intake

Severely reduced 11 (16.9)

Moderately reduced 36 (60)

Normal 15 (23.1)
Edema

Present 22 (33.8)

Absent 43 (66.2)
Dyspnea at rest

Present 14 (21.5)

Absent 51 (78.5)
Delirium

Present 6 (9.2)

Absent 59 (90.8)

Table 5. PPl Score and 3-Week Survival.

<3-Week survival >3-Week survival Total
PPl > 6 12 9 21
PPI<6 10 34 44
Total 22 43 ) 65
Abbreviation: PPI, Palliative Prognostic Index.
# Number of patients surviving <3 weeks with PPl scores >6.
Table 6. PPl Score and 6-Week Survival.

<6-Week survival >6-Week survival Total
PPl > 4 22° 7 29
PPl < 4 13 23 36
Total 35 30 65

Abbreviation: PP, Palliative Prognostic Index.
? Number of patients surviving <6 weeks with PPl scores >4,

Discussion

The most important finding of this study was that the sensitivity
of the PPI for patients with advanced cancer in the home care
setting was lower than for patients with advanced cancer in pal-
liative care units as previously reported.® To the best of our
knowledge, this study is the first to clarify the usefulness of the
PPI for patients with advanced cancer in the home care setting. It
demonstrated the sensitivity and specificity of the PPI as a prog-
nostic prediction tool for 3- and 6-week survival. Our findings
suggest limitations of the PPI in this population and setting.
One possible reason for the discrepancy in PPI sensitivity
between patients with advanced cancer in palliative care units
and those in the home care setting is the differential prevalence
of delirium, which is the most heavily weighted score in the PPI
scoring system. In our study, the prevalence of delirium in the
home care setting was 9.2%, whereas Morita et al® reported a

Table 7. Accuracy of the PPl for Advanced Patients With Cancer in
the Home Care Setting.

<3 Weeks (%) <6 Weeks (%)

Sensitivity 54.5 62.8
Specificity 79.0 76.6
Positive predictive value 57.1 758
Negative predictive value 77.2 63.8

Abbreviation: PPI, Palliative Prognostic Index.

prevalence of 23% in the hospice setting. This discrepancy sug-
gests 2 possibilities: (1) The prevalence of delirium in the hospice
setting may in fact be higher than that in the home care setting”'°
or (2) we might have underestimated the prevalence of delirium
because we diagnosed it only by retrospective chart review.

In addition to the results above, we found the specificity of
PPI for patients with advanced cancer in the home care setting
to be nearly 80% in our study for both 3- and 6-week survival.
These results suggest that the PPI might not be useful as a
screening tool for poor prognosis in the home care setting
because of its low sensitivity but might be vseful with PPI
scores <4, predicting survival longer than 6 weeks, and with
PPI scores <6, predicting survival longer than 3 weeks.

This study has several limitations. First, it was carried
out in one institution and the study population was small,
restricting the generalizability of our results. Second, one
researcher (J.H.) was aware of each patient’s prognosis
before performing the medical chart review, making it
impossible to confirm the absence of bias during data col-
lection. However, because the PPI score is defined based
on objective indicators, this limitation most likely had only
a relatively small effect on the study outcome. Third, since
this study was carried out retrospectively, we cannot be cer-
tain that patients’ symptoms and signs were recorded cor-
rectly at the first home visit.

In conclusion, this study showed that the PPI had a lower
sensitivity for patients with advanced cancer in the home care
setting than for those in palliative care units. Further research is
needed to develop more accurate prognostic prediction tools
for use in the home care setting.
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