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Australia,*! and this value was 66% for Singapore.' Sixty-five
percent of patients with cancer utilized hospice care in the
United States in 2002.1> We note that it is difficult to compare
these data directly because the definitions and ways of provid-
ing the services were different among the countries.

Another important finding of this survey was that utilization
of hospital-based palliative care teams was much more
common than utilization of specialized palliative care services,
palliative care outpatient clinics, or community palliative care.
This situation has most likely arisen because the government
policy for specialized palliative care service has been hospital
oriented in Japan. In contrast, in the UK survey,’° described
above, almost the same proportion of patients with cancer
utilized home palliative care as that which utilized a hospital-
based palliative care team. We suggest that it would be benefi-
cial to facilitate an intensive transition toward outpatient clinic
and home care in Japan to provide continuity in the specialized
palliative care service from the early stage of the disease.

This study had some limitations. First, the SUIvey was com-
ducted using a self-reporting questionnaire and, therefore,
self-reporting bias would be present. Second, we might have
overestimated the number of patients with cancer who utilized
a specialized palliative care service because we could not avoid
duplicates in this survey. Third, we might have underestimated
the number of institutions providing specialized palliative care
service and the utilization of specialized pailiative care services
among patients with cancer due to following reasons: (1) this
survey did not cover home palliative care because of the lack
of a definition or nationwide organization for this type of ser-
vice and (2) this survey might not cover all institutions that pro-
vided specialized palliative care service although we made
every effort to mail the survey questionnaire to as many insti-
tutions as possible.

In conclusion, the results of this first nationwide survey of spe-
cialized palliative care services in Japan suggest that about one-
quarter of patients with cancer utilized a specialized palliative
care service, and the types and quantity of specialized palliative
care service have increased explosively in the past decade.
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Abstract

Background: In Japan, a nationwide palliative care education program for primary palliative care (the Palliative
care Emphasis program on symptom management and Assessment for Continuous medical Education: PEACE)
was established in 2008. Effective delivery of such programs relies on adequate evaluations of program efficacy;
however, such an instrument does not exist.

Objective: This study aimed to develop and validate a measurement tool to quantify knowledge level of
physicians about broader areas of palliative care, by which the effect of an education program could be mea-
sured. '

Methods: We conducted a cross-sectional, anonymous, self-administered questionnaire survey with a group of
801 conveniently sampled physicians in October 2010. To examine the test-retest reliability of items and do-
mains, the questionnaire was rejssued two weeks after the first survey was completed. This study used psy-
chometric methods, including item response theory, intraclass correlation coefficients, and known-group
validity. .

Results: The response rate was 54% (n=434). We included 33 items across the following 9 domains: (1) phi-
losophy of palliative care, (2) cancer pain, (3) side effects of opioids, (4) dyspnea, (5) nausea and vomiting, (6)
psychological distress, (7) delirium, (8) communication regarding palliative care, and (9) community-based
palliative care. For these items, the intraclass correlation was 0.84 and the Kuder-Richardson Formula 20 (KR-20)
test of internal consistency was 0.87. There was a significant difference in the scores between palliative care
specialists and other physicians.

Conclusions: We successfully validated a newly developed palliative care knowledge questionnaire to evaluate
PEACE effectiveness (PEACE-Q). The PEACE-Q could be useful for evaluating both palliative care knowledge
among physicians and education programs in primary palliative care.

Education for Physicians in End-of-life Care (EPEC™) Pro-

Introduction
ject® aimed to increase physician knowledge about palliative

ALLYATIVE MEDICINE has become an essential part of
cancer care in the past 30 years." To achieve high-quality
palliative care, education for physicians is crucial, but most
physicians worldwide including in Japan agree that current
undergraduate and postgraduate programs do not provide
sufficient education on palliative care.
Recently, several countries established nationwide pallia-
tive care education programs.>* In the United States, the

care, with 62% of the participants attaining improved
knowledge. In Japan, the Palliative care Emphasis program on
symptom management and Assessment for Continuous
medical Bducation (PEACE) was established in 2008,>° with
more than 1000 PEACE education opportunities and more
than 20,000 participating physicians reported throughout Ja-
pan from 2008 to 2010.° To sustain the efficacy and signifi-
cance of such programs, timely adjustment based on adequate
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and ongoing evaluations of the program is essential. Such
evaluations should assess participant achievement and the
effectiveness of the program among participants.

To date, the palliative care knowledge test (PCKT) was
developed to measure the levels of knowledge about pallia-
tive care.” The PCKT consists of five domains: philosophy,
pain, dyspnea, psychiatric symptoms, and gastrointestinal
symptoms. However, the PCKT was originally designed to
quantify knowledge about palliative care among general
health care professionals, especially nurses; and conse-
quently, the reliability and validity of PCKT was not formally
investigated in physicians. In addition, existing measurement
tools to measure the knowledge of physicians in palliative
care literature focus on pain management, and no instruments
have been established to measure knowledge level of physi-
cians about broader areas of palliative care.>™*°

The primary aim of this study was to develop and validate
a measurement tool to quantify knowledge level of physicians
about broader areas of palliative care, by which the effect of
education programs could be measured.

Methods

We conducted a confidential and anonymous question-
naire survey among physicians, consisting of two phases: (1)
instrument development and (2) psychometric analysis and
selection of the 33 items for the final instrument. The ethical
and scientific validity of this study was approved by the in-
stitutional review board of Saku Central Hospital. Consent to
participate was indicated by the completion and return of the
questionnaire.

Development phase

Initially, 12 palliative care specialists generated a total of 83
items for an item pool based on all modules of the PEACE
program. Each such module includes nine domains and thus
we designed our measurement instrument to include all these
domains: (1) concept and philosophy of palliative care, (2)
cancer pain, (3) side effects of opioids, (4) dyspnea, (5) nausea
and vomiting, (6) psychological distress, (7) delirium, (8)
communication, and (9) community-based palliative care.

To confirm the content validity, we adopted a modified
Delphi method*! with another group of 10 physicians (9

-palliative care specialists and 1 psychiatrist). The experts
evaluated the appropriateness of each item according to nine
grades from 1 (inappropriate) to 9 (appropriate). If a partici-
pant rated the grade as less than 6, we asked him or her the
reason. Items rated by eight or more members at 7 or more
were selected; the remaining items were modified according
to the members” opinions and then reevaluated. Following
two such content-setting rounds we generated a provisional
version of the instrument, the 79-item PEACE-Q (palliative
care knowledge questionnaire for PEACE). Each question
requires potential responses of right, wrong, and unsure.

Validation phase

The survey was carried out in October 2010 on 735 physi- -

cians from 15 conveniently sampled hospitals. The inclusion

criterion was registered physicians whose specialty was not-

palliative medicine. In addition, to explore the known-group
validity, 66 palliative care specialists were recruited. For this

YAMAMOTO ET AL.

study, “palliative care specialist” was defined as a responsible
physician in a certified palliative care unit belongmg to Hos-
pice Palliative Care Japan.

Procedures

The questionnaire with an accompanying cover leiter was
distributed to. physicians by mail. Completed questionnaires
were collected in a box specifically provided in each participat-
ing hospital. The survey for test-retest examination was con-
ducted on the subjects who had consented to participate during
the first survey in three institutions with two-week interval ad-
ministrations, For the 79-item PEACE-Q), we then analyzed and
compared physician backgrounds—i.e., age, gender, specialty,
institutions, years of clinical experience, the number of termi-
nally ill cancer patients seen in the past year, the number of
cancer deaths per year, the number of patients they prescribed
opioids to in the past year, and whether they participated in a
PEACE program. No reminder or reward was used.

Statistical analysis and item selection

For analyses, “unsure’ responses were regarded as incor-
rect. First, to assess feasibility we calculated the percentage of
missing data for each question; if the missing value accounted
for more than 1% of all data, that item was regarded as in-
appropriate. Next, to assess sensitivity we calculated the
percentage of correct answers for each question; if correct
answers accounted for more than 90% of all data, that item
was regarded as inappropriate. Third, to examine the test-
retest reliability of each item, the kappa coefficients were
calculated (cutoff: kappa coefficient of 0.3). Fourth, we esti-

-mated the difficulty and discrimination based on the two-

parameter logistic Item Response Theory (IRT) model. IRT
models are used for the statistical estimation of parameters
that represent the magnitude of a latent trait attributable to
the items. An advantage of IRT is that it potentially enables a
researcher to improve the precision and reliability of an as-
sessment.’> We then determined the precision (cutoff: dis-
crimination of 0.5). Finally, to confirm the content validity, the
first 12 experts discussed the appropriateness of each item
from both statistical and clinical viewpoints: (1) items in
which sensitivity was likely to be higher and (2) items that
could be viewed as providing lessons. Through this process,
33 items were selected to comprise the PEACE-Q.

Reliability and validity

Internal consistency was determined by calculating the
Kuder-Richardson Formula 20 (KR-20) index. The test-retest
reliability was explored by calculating intraclass correlation
coefficients. To explore known-group validity, the unpaired
t-fest was used to determine a potential statistically significant
difference in the total score of the PEACE-Q (33 items) and for
each domain, between the palliative care specialists and the
other physicians.

Statistical analysis was performed using statistical software
SAS (SAS version 9.1; SAS Institute Inc., Cary, NC). The sig-
nificance level was set at P<0.05 (two-tailed).

Resulis

Among 801 physicians included in the validation study,
434 responses (54%) were obtained and analyzed. For the
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test-retest investigation, 124 physicians agreed to participate
and a total of 44 responses (35%) were obtained and analyzed.

The subject characteristics are summarized in Table 1.
Approximately 70% were male, with an average of 16 years of
clinical experience. Among them, 51% experienced more than
21 terminally ill cancer patients in the past year, while 17%
cared for less than 5 cancer patients.

Item selection

Missing values totaled more than 1% in three items (1.2%
each). However, we gave priority to content validity over
psychometric properties based on the distussion among ex-
perts; thus, these three items were included in the PEACE-Q.

The percentage of correct answers ranged from 19% to 99%
across the items, with the highest percentage of correct an-
swers (99%) for, ‘Oral care shoudd not be offered to the pa-
tierits with nausea and vomiting, because mouth stimulation
causes vomiting.” Eighteen items showed a correct response
rate of 90% or more, and these items were excluded. There
were no items with 10% or less correct response rate.

The kappa coefficient in the test-retest reliability of each
item ranged from —0.04 to 0.85, and was 0.3 or less for 14
items. However, we gave priority to content validity over
psychometric properties based on the discussion among ex-
perts, and 6 out of these 14 items were included.

The results of the item analysis and IRT are shown in Table
2. The difficulty in all items ranged from —2.76 to 0.29, with a
discrimination of 0.69 to 2.67. We determined that a subject
who correctly answered an item with high discrimination
would also have a high total score, whereas for an item with
poor discrimination, the percentage of correct answers for that
item would not relate to the total score.

Based on the item analysis, IRT, and expert discussions, we
determined 33 items for inclusion in the final version of
PEACE-Q across the following 9 domains: (1) philosophy of
palliative care, (2) cancer pain, (3) side effects of opioids, (4)
dyspnea, (5) nausea and vomiting, (6) psychological distress,
- (7) delirium, (8) communication, and (9) community-based
palliative care.

Reliability and validity

The KR-20 index of internal consistency was 0.87, and the
intraclass correlation in the test-retest examination was 0.84.
Regarding the known-group validity, there was a significant
difference in the score for each domain as well as in the total
score between palliative care specialists and other physicians
(see Figure 1).

Discussion

This study validated an instrument to measure the levels of
knowledge about palliative care among physicians. This
measurement tool enables us to evaluate the ongoing effec-
tiveness of the PEACE program. The instrument showed
good internal consistency, test-retest reliability, and known-
group validity.

PEACE-Q would be useful for measuring the level of pal-
liative care knowledge that all physicians engaged in cancer
treatment should have. Furthermore, it could be used to
measure the efficacy of undergraduate education programs
about palliative care.

1425

Previous measurement tools for quantifying the effect of
palliative care education programs for physicians showed
insufficient evaluation of reliability and validity,"*"® and
none other than the PCKT addresses a broad knowledge of
palliative care.” However, the psychometric properties of the
PCKT were formally evaluated only among nurses. The
PEACE-Q is a specific measure for physicians in both patient
care and symptom management.

This study has several limitations. The tool was developed
only for physicians who attend a PEACE-based seminar. In
addition, several questions (2, 3, 31, 32, 33) are specifically
about the Japanese medical system, and thus are not suitable
for physicians in other countries; this limits the instrument
transferability. '

TaBLE 1. CHARACTERISTICS OF PARTICIPANTS (N=434)

n %"
Age, mean*5D 42+11
Gender
Male 306 70
Female 95 22
Specialty
Internal Medicine 121 28
Surgery 75 17
Resident 50 12
Gynecology 12 2.8
Urology 12 2.8
Anesthesiology 12 2.8
Other 106 24
Institution
University 37 8.5
Hospital over 400 beds 235 54
Hospital under 200 beds 47 11
Clinic 30 6.9
Other : 43 9.9
Years of clinical experiences, 16+10
mean+SD
Number of terminally ill cancer patients in the past year
None 20 4.6
1-5 54 12
6-10 37 85
11-15 33 7.6
1620 18 42
21~ 219 51
"Number of patients prescribed opioids in the past year
None 49 11
1-5 75 17
6-10 68 16
11-15 40 9.2
16-20 23 5.3
21- ’ 125 29
Number of cancer deaths per year
None 47 11
1-5 112 26
6-10 64 15
11-15 53 12
1620 8 - 4.2
21-- 89 21
Whether they participated in a PEACE program
Yes 92 21
No 301 69

The percentages do not add up to 100% due to missing values.
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TABLE 2. ITEM ANALYSTS AND ITEM RESPONSE THEORY ANALYSES OF THE PEACE-Q (N=434)

IRT
Correct F-coefficient

Questions : answer (%) (n=44) Difficulty  Discrimination '

Philosophy of palliative care :

1 Palliative care is synonymous with terminal care. F 88 0.69 -2.76 0.77

2 In Japan, 50% or less of the general population believe T 78 047 —1.54 - 097
that, if they have cancer, they want to feel secure
about receiving cancer treatment and living without
severe pain. .

3 The total consumption of opioids for pain is less in T 85 0.42 —148 1.49
Japan than in the UK, Canada, and Germany.

Cancer pain _

4 When cancer pain is severe, one of the third-step drugs T 53 048 -0.15 141
of WHO's Pain Relief Ladder is used as an initial
analgesic. ‘

5  When opioids are initially prescribed, all non-opioid T 87 0.49 -1.26 2.37
analgesics should be discontinued.

6 Morphine is used safely in a patient with renal failure.  F 57 0.31 -0.32 1.20

7 The rescue dose of opioid is 5% of the total daily dose. F 64 0.74 -045 2.22

8 Because the tolerance does not occur for opioid- F 83 0.43 -1.25 1.78
induced nausea, an antiemetic should be prescribed
for all patients.

9 Total dose of daily opioids increases by 10% if painis F 55 0.85 -0.18 2.14
unpalliated.

10  Opioid rotation or switching should be considered T 87 0.68 -1.20 2.67
when it is difficult to increase the dose of opioids :
due to adverse effects.

11  About 10% of the patients with controlled baseline F 49 0.58 0.00 2.57
pain have breakthrough pain.

12 Invasive dental procedures should be avoided during T 60 0.40 —-0.68 0.69
bisphosphonate treatment.

Side effects of opioids

13 Opioid-induced nausea and/or vomiting occur in 80%  F 50 0.36 ~0.04 1.11
or more of patients taking opioids.

14 It is necessary to use a laxative together with oral T 89 0.09 -2.12 1.13

opioids, because most patients who take opioids
experience constipation. '

15  Opioids cause addiction in 0.2% or less of cancer T 67 - 0.61 -0.59 173
patients under careful monitoring. ‘

Dyspnea

16  If a patient has dyspnea, the PaO; of the patient is F 76 0.39 -1.18 1.23
under 60 Torr.

17  Morphine is effective for dyspnea. T 67 0.58 -0.59 1.79

18  If room temperature is maintained higher (hot), a F 41 0.47 0.29 1.52

patient with dyspnea often experiences relief.

Nausea and vomiting . :
19  The neurotransmitters in the vomiting center are T 71 0.59 -1.05 1.03

dopamine, histamine, acetylcholine, and serotonin.
20  When the primary cause of nausea is hypercalcemia, T 66 0.57 ~0.53 1.99

the administration of bisphosphonate is a useful
treatment for alleviating nausea.

21  Prochlorperazine sometimes causes akathisia. T 67 0.73 -0.55 2.03
Psychological distress i :
22" When a patient has a high level of psychological T 80 " 056 -1.87 0.84

distress, clinicians are recommended to examine
whether the patient has suicidal ideation.

23  When the patient has suicidal ideation, psychiatric T 85 0.27 -1.95 1.04
consultation is recommended.
24  An amxolytic is one of the useful medications for T 86 0.34 —245 0.82

patients with psychological distress.

(continued)
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TaBLE 2. (CONTINUED)

IRT
Correct k-coefficient

Questions answer (%) (n=44) Difficulty  Discrimination

Delirium

25  Delirium occurs due to drugs or physical etiologies. T 70 0.22 —~1.28 0.73

26  Benzodiazepines should be used first for delirium. E 52 0.26 ~0.11 1.48

27 It is better to make the room pitch black for a patient  F 71 0.46 -1.05 1.03
with delirium, so that he or she can sleep well.

Communication .

28  An open-ended question means that it cannot be T 82 0.08 ~1.57 1.15
answered with a simple “yes’ or no,” and requires an
unrestricted answer based on the subject’s own
feelings. ‘

29  When physicians convey bad news, they should ask T 88 0.25 —-1.80 1.37
the patient’s concern and understanding about the
disease.

30 It is better to repeatedly use the word ‘cancer’ when F 75 0.77 ~1.58 0.78
telling the patient about his or her malignancy.

Community-based palliative care

31  Thereis a consultation support center in all designated T 56 0.38 -0.27 1.23
cancer centers. )

32 All terminally ill cancer patients 40 years of age can T 53 0.62 -0.17 1.16
access long-term care insurance.

33  All designated clinics with home hospice function have T 73 0.37 ~1.89 0.55

a 24-hour 7-day system.

In conclusion, this study used psychometric methods
to validate an instrument for evaluating palliative care
knowledge among physicians who attend a PEACE-based
seminar, which was developed as a nationwide education
program in palliative care. This evaluation instrument was
constructed to cover nine domains: philosophy of palliative

care, cancer pain, side effects of opioids, dyspnea, nausea
and vomiting, psychological distress, delirium, communi-
cation, and community-based palliative care. The PEACE-
Q could be useful for evaluating both knowledge among
physicians and education programs in primary palliative

care.

35

O Other physicians
H Palliative care specialist

FIG. 1. PEACE, Palliative care emphasis program on symptom management and assessment for continuous medical

education.
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Abstract

To clarify physicians’ practices and attitudes regarding advance care planning (ACP) in palliative care units (PCUs) in Japan,
we conducted a self-completed questionnaire survey of 203 certificated PCUs in 2010. Ninety-nine physicians participated in the
survey. Although most Japanese palliative care physicians recognized the importance of ACP, many failed to implement aspects of
patient-directed ACP that they acknowledged to be important, such as recommending completion of advance directives (ADs),
designation of health care proxies, and implementing existing ADs. The physicians’ general preference for family-centered deci-
sion making and their feelings of difficulty and low confidence regarding ACP most likely underlie these results. The discrepancy
between physicians’ practices and their recognition of the importance of ACP suggests an opportunity to improve end-of-life care.
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introduction

Advance care planning (ACP) has been described as a process
“whereby a patient, in consultation with health care providers,.
family members, and important others, makes decisions about
his or her future health care, shonld he or she become incapable
of participating in medical treatment decisions.”’ The ACP
improves end-of-life care and patient and family satisfaction
and reduces stress, anxiety, and depression in surviving rela-
tives.” Advance directives (ADs) are directions recorded by
competent individuals to allow them to influence treatment
decisions through ACP in the event of serious illness and sub-
sequent loss of competence. Several previous studies focused
on the completion of ADs and factors impacting on physicians’
attitudes toward ADs, that is, cultural factors, autonomy, the
patient’s family, legal worries, the professional’s fear of
increased euthanasia, and individual subjective concerns.? In
these studies, the characteristics of physicians with a positive
attitude toward ADs were experience with the use of ADs in
practice,” higher age,® an earlier year of graduation from the
medical school,® working in a solo practice,” female gender,’
and working as a resident physician.® In contrast, the character-
istics of physicians who have a negative attitude toward ADs
were reported to be an early year of graduation from the med-
ical school* and being a foreign medical graduate.5 The ACP is

supported by legislation in Australia, the United Kingdom, and
the United States.> The ACP is spreading in Asia and has been
governed by a national act in Taiwan since 2000.”

In Japan, the term ACP is not popular with general citizens
or health care professionals; however, ADs have received
much discussion, especially in the case of living wills when
life-sustaining treatment was administered to patients who
were unlikely to recover. Previous studies have revealed that
Japanese physicians have a positive attitude toward ADs in
general.®® However, because ADs are not mandatory docu-
ments in Japan, health care professionals do not often have the
opportunity to see patients who have completed ADs in the
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physician’s own clinical practice, even in palliative care units
(PCUs) or hospices. A previous study in Japan indicated that
the rate of completion of ADs was only 9%.° '

These previous studies™® were small, and because they were
published in 1998, they do not reflect more recent changes in
practices and attitudes. No one has conducted a large size, mul-
ticenter, and systematic survey of practices and attitudes
regarding ACP among palliative care physicians in Japan.

We therefore conducted a nationwide survey in Japan to
examine the current status of ADs in PCUs and to determine
palliative care physicians’ practices and attitudes regarding
ACP. We have already reported the survey results showing that
the rate of completion of ADs is 18% to 48% in PCUs.'® Here,
we report the results of Japanese palliative care physicians’
practices and attitudes regarding ACP, and the characteristics
of physicians who have positive or negative practices concern-
. ing ACP.

Methods

Participants

Participants were responsible physicians from all 203 certifi-
cated PCUs that are members of Hospice Palliative Care Japan,
which is the most respected and largest palliative care associa-
tion in Japan and was established in 1991. The survey covered
93.5% of the total of 217 certified PCUs in 2010 in Japan.

Design

‘We conducted a nationwide cross-sectional survey from Decem-

ber 2010 to February 2011 by mailing a cover letter and ques- -

tionnaire about ACP to a responsible physician in each of the

203 certified PCUs. The cover letter stated that the survey was

anonymous and provided instructions for answering the self-
completed questionnaires. Participating physicians answered
their questionnaire and returned it in the envelope provided. The
institutional review board of the Graduate School of Compre-
hensive Human Sciences, University of Tsukuba, approved the
survey protocol.

Questionnaire

The questionnaire examined each participating physician’s
practices before and after a patient’s admission to a PCU and
their attitude toward ACP. Because most of the palliative care
physicians were in charge of patients only after admission to
PCUs, in the current study we have only reported question
items conceming the physicians’ practices after the patient’s
admission: examples are “Do you encourage sharing of the
goals of treatment and care between the patient and family?”
“Do you order do not resuscitate (DNR) if you determine that
the patient wishes for no cardiopulmonary resuscitation (CPR)
in the event of the patient’s cardiopulmonary arrest?” and “Do
you order DNR if the patient’s family wish for no CPR in the
event of the patient’s cardiopulmonary arrest?” (Figure 1).
We required the physicians to answer the questions regarding

their ;iractices using a S5-point Likert-type scale: “always,”
“very frequently,” “sometimes,” “rarely,” or “never”.

The question items concerning each physician’s attitudes
toward ACP were separated into 2 parts (Figures 2 and 3). The
first part examined the physicians’ recognition of the impor-
tance of ACP and included question items such as “Ts it impor-
tant to confirm the patient’s understanding of their disease
conditions?” “Is it important to ask the patient about existing
ADs?” and “Is it important to ask if the patient desires the use
of transfusion in case they lose.their decision-making capac-
ity?”” We required physicians to answer the questions using
a S5-point Likert-type scale: “very important,” “i

37 <¢

important,”
“neither important nor unimportant,” “not so important,” or
“not important at all.” The second part concerned the physi-
cians’ attitudes and difficulties toward ACP and ADs, such
as “ACP is an effective way for patients to influence their med-
ical treatment should they lose competence”; “In a cata-
strophic situation, I would have greater confidence in my
treatment decisions if guided by an AD”; and “I have difficulty
asking the patient, not their family, about the patient’s desires-
concerning end-of-life care in ACP.” We required the physi-
cians to answer the questions using a 5-point Likert-type
scale: “strongly agree,” “agree,” “undecided,” “disagree,”
or “strongly disagree.” ‘

The questionnaire also examined each physician’s demo-
graphic data including age, sex, clinical experience, length of
time engaged in palliative care, and the type of medical facility.
in which they work. The types of medical facilities were desig-
nated cancer hospital, other hospital, clinic, and others.

The questionnaire was developed by 2 of the study’s authors
(YK and YA). The first part of the questionnaire, which con-
cemed the physicians’ practices before and after a patient’s
admission to a PCU and the physicians’ recognition of the
importance of ACP, was original items developed based on a
literature review.*%!! The second part of the questionnaire
about the physicians’ attitudes and difficulties toward ACP and
ADs was developed with reference to a previous study.* We
translated all items about the physicians’ attitudes toward ACP
and ADs in the previous study” into Japanese, with the excep-
tion of 2 items pertaining to law, which we deleted because AD
and ACP are not supported by law in Japan, and we thought the
question would be inappropriate to ask. In addition, we chan-
ged the description of AD in the translation of the previous
study* to ACP to avoid confusion regarding the definitions.
Throughout this study, AD was defined as directions recorded
by competent individuals to allow them to influence treatment-
decisions in the event of serious illness and subsequent loss of
competence, and ACP was defined as the process of making
decisions about patient’s future health care by a patient in con-
sultation with health care providers, family members, and
important others, should he or she become incapable of partici-
pating in medical treatment decisions. We added another
3 items to the translated questionnaire to assess the physicians’
difficulty in practicing ACP: “I have difficulty telling the
patient directly about their disease conditions in ACP”; “Ihave
difficulty assessing the patient’s decision-making capacity in
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Figure 1. Physicians’ practices regarding ACP in the PCUs (N = 99).

ACP”; and “I have difficulty asking the patient, not their fam-
ily, about the patient’s desires concerning end-of-life care in
ACP.” The content and face validity of the survey instrument
were confirmed by a convenience sample of 10 palliative care
specialists. Reliability was checked by Cronbach o coefficient.
The full questionnaire used for the study is given in Appendix A.

Statistics

We summarized the demographic data by descriptive statistics.
Either the chi-square test or Fisher exact test was used in uni-
variable analyses comparing physicians with positive practices
regarding ACP to those with negative practices. In this study, a
physician with negative practices regarding ACP was defined
as one who responded “sometimes,”
each of the following 3 questions, which were deemed the most
fundamental after much discussion among the researchers: “Do
you recommend that patients to complete an AD in the event
they lose their decision-making capacity?” “Do you ask the
patient to designate a health care proxy in the event they lose
decision-making capacity?” and “Do you order DNR if you
determine that the patient wishes for no CPR in the event of car-
diopulmonary arrest?” Physicians who did not meet this defini-
tion for negative practices were classed as having positive

rarely,” or “never” to

ACP indicates advance care planning; PCUs, palliative care units.

practices regarding ACP. P values less than .05 were considered {
statistically significant. Analysis was conducted using SPSS sta-
tistics 21 (IBM, Tokyo, Japan). = :

Results

Of the 203 certified PCUs, 99 (49%) returned responses to
the survey. In total, we collected data from 99 responsible
physicians.

Demographic Data

The characteristics of the respondents are Jisted in Table 1. The
respondents were predominantly male, and their median age
was 49.0 years (interquartile range [IQR], 12.0 years). The
median length of time of the physicians’ clinical experience
and palliative care experience was 24.0 years (IQR, 14.0 years)
and 7.0 years (IQR, 8.0 years), respectively. Approximately
one-fourth of the physicians were engaged in a designated can-
cer hospital.

Reliability of the Questionnaire

Cronbach o coefficient for the parts of the questionnaire about
the physicians’ practices, their recognition of the importance of
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Figure 2. Physicians’ recognition of the importance of ACP (N = 99).

ACP, their attitudes toward ACP and ADs (questions translated
from Davidson et al*), and their attitudes toward ACP and ADs
(original questions devised for this study) were 0.884, 0.881,
0.344, and 0.756, respectively.

Physicians’ Practices Regarding ACP in the PCUs

Figure 1 shows the results for the physicians’ practices regard-
ing ACP in the PCUs.

The percentages of physicians who “always” or “very
often” confirm the family’s understanding of the patient’s dis-
ease conditions, the goals of treatment and care with the
patient’s family, the patient’s understanding of their disease
conditions, and the goals of treatment and care with the patient
were 99.0%, 95.9%, 93.9%, and 87.9%, respectively.

The percentages of physicians who “always” or “very
often” ask the patient about existing ADs, the patient to desig-
nate a health care proxy in case they lose their decision-making
capacity, and recommend that the patient completes an ADs in
the event they lose their decision-making capacity were 46.9%,
40.4%, and 30.3% respectively.

The percentage of physicians who “always” or “very
often” order DNR after asking the patient’s family was

ACP indicates advance care planning.

70.7%. The percentage of physicians who always or very often
order DNR if they know that the patient wishes for no CPR in
the event of cardiopulmonary arrest was 33.3%.

Physicians’ Recognition of Importance of ACP

Figure 2 shows the results for the physicians’ recognition of the
importance of ACP. A physician was deemed to recognize the
importance of a certain aspect of ACP if they responded “very
important” or “important” in the survey.

The percentages of physicians who recognized the impor-
tance of confirming the family’s understanding of the patient’s
disease conditions, confirming the goals of treatment and care
with the patient’s family, confirming the patient’s understand-
-ing of their disease conditions, and confirming the goals of
treatment and care with the patient were 99 0%, 99.0%,
99.0%, and 98.0%, respectively.

The percentages of physicians who recogmzed the impor-
tance of asking the patient about existing ADs, recommending
that the patient complete an AD in the event they lose their
decision-making capacity, and asking the patient to designate
a health care proxy in case they lose their decision-making
capacity were 68.7%, 62.6%, and 56.5% respectively.
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Figure 3. Physicians’ attitude toward ACP and ADs (N = 99). ACP indicates advance care planning; AD, advance directive.

Table . Characteristics of palliative care physicians. Table 1. (continued)
N =299 N=99
Variable n (%) Variable n (%)
Gender Type of medical facility .
Female 12 (12.1) Cancer hospital 25 (25.3)
Male 87 (87.8) Other hospital 72 (72.7)
Age, years Clinic 0 (0.0)
20-29 . 1 (1.0) Others 1 (1.0)
30-39 13 (13.1) Unknown I (1.0)
40-49 38 (39.4)
50-59 , . 36 (36.4)
60-69 10 (10.1)
70-79 1 (1.0) ‘ )
C“:*{‘g[ experience, years 3 39) Physicians’ Attitudes Toward ACP and ADs
10-19 31 31.3) Figure 3 shows the results for physicians’ attitudes toward ACP
20-29 36 (37.4) and ADs. '
igjg 2? (%80'3) The percentages of physicians who answered “strongly
gl . (10) agree” or “agree” to the following statements: “ACP is an
Palliative care experience, years . ; . i )
<4 . 30 (30.3) effective way for patients to influence their medical treatment
5-9 37 (37.4) should they lose competence™; “It is important for patients to
10-14 21 (21.2) be able to influence their medical treatment should they lose
15-19 10 (10.1) competence”’; and “Patients would worry less about unwanted
20-24 ‘ 1 (1.0) treatment after making an AD” were 86.9%, 86.8%, and
(continued) 84.8%, respectively.
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Figure 4. Self-assessment of skill and confidence with respect to ACP and AD among physicians with positive practices regarding ACP
compared to physicians with negative practices. ACP indicates advance care planning; AD, advance directive.

The percentages of physicians who answered “strongly
agree” or “agree” that they have difficulties assessing the
patient’s decision-making capacity in ACP, asking the patient,
not their family, about the patient’s desires concerning end-of-
life care in ACP, and telling the patient directly about their dis-
ease conditions in ACP ‘were 40.4%, 33.3%, and 28.3%,
respectively.

Characteristics of Palliative Care Physicians Who Have
Positive or Negative Practices Regarding ACP

Of the 99 physicians, 48 had negative practices regarding ACP
and 48 had positive practices regarding ACP; 3 physicians were
eliminated from the comparison of physicians with positive or
negative practices because of missing data. No demographic
data were significantly different between physicians who had
positive practices regarding ACP and those who had negative
practices.

Figure 4 shows the results of the self- assessment of skill and
confidence with respect to ACP and AD among physicians with
positive practices regarding ACP compared to physicians with
negative practices. Physicians who had negative practices
experienced significantly more difficulties in assessing the
patient’s decision-~making capacity (P = .005) and asking the
patient about their wishes for end-of-life care (P = .026). In

addition, the physicians who had negative practices showed
significantly lower confidence in treatment decisions guided
by an AD in a catastrophic situation (P = .020).

Among the items concerning the physicians’ attitude toward
ACP and ADs, significantly more physicians with positive
practices gave a favorable response to “ACP would reduce
family discord over decisions to withhold treatment” (P =
.036) compared to physicians with negative responses. Items
pertaining to the recognition of the importance of ACP items
that were significantly different between physicians with posi-
tive practices and those with negative practices are shown in
Figure 5.

Discussion

Here, we report the results of a multicenter and systematic sur-
vey of palliative care physicians’ practices and attitudes regard-
ing ACP in Japan. In addition, we reveal the characteristics of
physicians who have positive practices regarding ACP and
compare them to those who have negative practices regarding
ACP. We revealed the following 2 important findings.

First, the results showed that there were discrepancies
between the physicians® practices and their recognition of the
importance of ACP (Figures 1 and 2). The largest discrepancies
were found in ordering DNR after asking the patient (75.8% of
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Figure 5. Comparison between the physicians who had positive or negative practices regarding ACP in terms of their recognition of the

importance of ACP items. ACP indicates advance care planning.

physicians recognized its importance but only 33.3% practiced
it) and in recommending that the patient complete an AD
(62.6% of the physicians recognized its importance but only
30.3% practiced it). By contrast, there was relatively less dif-
ference in asking the patient to designate a health care proxy
(56.5% of physicians recognized its importance but 40.4%
practiced it), and the relationship was reversed for ordering
DNR after asking the patient’s family (56.6% of physicians
recognized its importance but 70.7% practiced it). We consider
that these findings might reflect a cultural preference for family-
centered decision making near the end of life. These findings
were expected in view of the results of Sanjo et al'> who reported
that unawareness of death is one of the major contributors to
good death in Japan and that there is a significant correlation
between unawareness of death and fraditional Japanese style
of death. Other previous studies also indicated cultural differ-
ences in end-of-life care preferences between Western countries
and Japan.>*** More specifically, Japanese patients may be
more likely to feel free from the burden of difficult decision
making by trusting their family® to use nonverbal communica-
tion™® and to cope with their distress by denying their terminal
condition.'*!> However, it is important that we develop
improved communication skills focusing on the daily concemns

" and short-term goals required for a patient’s good death, because

many Japanese palliative care physicians appear to have a
dilemma between the patient’s nght to self~determination and
unawareness of death.

Second, although 86.9% (86 of 99) of the physicians
answered that ACP is an effective way for patients to influence
their medical freatment should they lose competence (Figure 3),
approximately 50% (48 of 99) of the Japanese palliative care
physicians have negative practices regarding ACP, that is, they
don’t recommend that patients complete an AD in the event
they lose their decision-making capacity, ask the patient to des-
ignate a health care proxy in case they lose their decision-
making capacity, or order DNR if they determine that the
patient wishes for no CPR in the event of cardiopulmonary
arrest. Furthermore, physicians who had negative practices
regarding ACP had more difficulties in assessing the patient’s
decision-making capacity and in asking the patient about their
desires concerning end-of-life care, and they had low confi-
dence in treatment decisions guided by ADs in catastrophic
situations (Figure 4). Difficulties in assessing the patient’s
decision-making capacity and in conducting end-of-life com-
munication, and low confidence in having their clinical prac-
tices guided by ACP, may be the reasons for the gap between
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the Japanese palliative care physicians’ practices and their atti-
tude regarding ACP. From our results, education focusing on
patient-centered ACP, especially in regard to communication
and assessment of decision-making capacity, may be an effec-
tive way to disseminate ACP practices in Japan.

The study has several limitations. First, the response rate of
49% was slightly lower than that achieved in previous studies
(56%-71.8%),%"%11 and response bias would exist. Second,
we proposed an original definition for physicians who have
positive or negative practices regarding ACP, because a gold
standard definition has not been established. We reviewed this
definition many times and gave higher importance to basic
practices regarding ACP. Third, the reliability of the translated
part of the questionnaire about physicians’ attitudes toward
ACP and ADs was low. We consider that this problem may
be derived from the difficulty to answer for the physicians in
understanding the original concept and the English-Japanese

Appendix A

translation. Fourth, because this survey was a cross-sectional
survey, the results do not prove a causal relationship.

In conclusion, among Japanese palliative care physicians,
noteworthy discrepancies were found between the ACP prac-
tices and attitudes toward ACP. These findings may reflect the
Japanese cultural preference for family-centered as opposed to
patient-centered ACP. Approximately 50% of the physicians
had negative practices regarding ACP, and these physicians
experienced more difficulty and lower confidence regarding
ACP than those who had positive practices. To disseminate
ACP practices in Japan, education focusing on pafient-
centered ACP, especially end-of-life communication and
assessment of decision-making capacity, may be effective. Fur-
ther study is required to determine whether training in ACP
principles and practices positively affects perceptions of ACP
and increases the performance of patient-centered ACP among
Japanese palliative care physicians.

The Survey for Advance Care Planning in Hospices and Palliative Care Units

I. First, Please Answer the Following Questions About Yourself.

l. Age [ ( )‘ age J
2. Gender l 1) man i 2) woman J
3. Clinical experience : [ ( ) years j
4. Palliative care experience® { ( ) years I

xPalliative care experience is defined as working in a palliative care unit or palliative care team (full time service over 50%)

5. Please answer the following questions about your institute.
I: Cancer hospital 2: Other hospital (200 or more beds)
3: Other hospital (Less than 200 beds) 4: clinic
5: Others( ) ‘

IL Please Answer the Following Questions About Your Practices Before a Patient’s Admission to Your Hospice or Palliative Care Unit. Please

Select the Most Appropriate Number (1 to 5).

Always | Very often| Sometimes | Rarely | Never

Confirm the patient’s understanding of their disease conditions | 2 3 4 5
Confirm the patient’s family’s understanding of the patient’s disease conditions | 2 3 4 5
Confirm the goals of treatment and care with the patient ] 2 3 4 5
Confirm the goals of treatment and care with the patient’s family I 2 . 3 4 5
Confirm the place of treatment or rest desired by the patient | 2 3 4 5
Ask the patient about existing advance directives ! 2 3 4 5
Recommend that the patients complete an advance directive in the event they lose | 2 3 4 5
their decision-making capacity

Ask the patient to designate a health care proxy in case they lose their decision- | 2 3 4 5
making capacity ‘
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III. Please Answer the Following Questions About Your Practices After a Patient’s Admission in Your Hospice or Pdlliative Care Unit. Please
Select the Most Appropriate Number (1 to 5).

Always | Very often| Sometimes | Rarely | Never
Confirm the patient’s understanding of their disease conditions | 2 3 4 5
Confirm the patient’s family’s understanding of the patient’s disease conditions | 2 3 4 . 5
Confirm the goals of treatment and care with the patient I 2 3 4 5
Confirm the goals of treatment and care with the patient’s family I 2 3 4 5
Encourage sharing of the goals of treatment and care between the patient and family | 2 3 4 5
Confirm the place of treatment or rest desired by the patient | 2 3 4 5
Ask the patient about existing advance directives | 2 3 4 5
Recommend that the patient complete an advance directive in the event they lose ! 2 3 4 5
their decision-making capacity :
Ask the patient to designate a health care proxy in case they lose their | 2 3 4 5
decision-making capacity '
Order do not resuscitate if determine that the patient wishes for no cardiopulmonary | 2 3 4 5
resuscitation in the event of the patient’s cardiopulmonary arrest
Order do not resuscitate if determine that the patient’s family wish for no N 2 3 4 5
cardiopulmonary resuscitation in the event of the patient’s cardiopulmonary arrest

IV. Please Answer the Following Questions About Your Recognition of the Importance of Advance Care Planning. Please Select the. Most
Appropriate Number (1 to 5).

Neither
important | Not

~ Very or Notso | important

important | Important | unimportant | important at all
Confirm the patient’s understanding of the patient’s disease conditions ! 2 3 4 5
Confirm the patient’s family’s understanding of the patient’s disease | 2 3 4 5
conditions
Confirm the goals of treatment and care with the patient | 2 3 4 5
Confirm the goals of treatment and care with the patient’s family | 2 3 4 5
Encourage sharing of the goals of treatment and care between the patient | 2 3 4 5
and family
Confirm the place of treatment or rest desired by the patient | 2 3 4 5
Ask the patient about existing advance directives I 2 i 3 4 5
Recommend that the patient complete an advance directive in the event I 2 3 4 5

they lose their decision-making capacity

Order do not resuscitate if determine that the patient wishes for na 1 2 3 4 5
cardiopulmonary resuscitation in the event of the patient’s
cardiopulmonary arrest

Order do not resuscitate if determine that the patient’s family wish for no 1 2 3 4 5
cardiopulmonary resuscitation in the event of the patient’s -
cardiopulmonary arrest
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Neither _
important ) Not
Very or Notso | important

important | Important | unimportant | -important at all

Ask the patient if they desire the use of mechanical ventilation in case they | 2 3 4 5
lose of their decision-making capacity

Ask the patient if they desire the use of antibiotics in case they lose their ] 2 3 4 5
decision-making capacity

Ask the patient if they desire the use of tube feeding in case they lose their | 2 3 4 5
decision-making capacity

Ask the patient if they desife the use of transfusion in case they lose their [ 2 3 4 5
decision-making capacity

Ask the patient to designate a health care proxy in case they lose their ! 2 3 4 5
decision-making capacity

V. Please Answer the Following Questions About Your Attitude Toward Advance Care Planning and Advance directives. Please Select the Most
Appropriate Number (] to 5).

Strongly . Strongly
agree | Agree| Undecided | Disagree| disagree

Advance care planning is an effective way for patients to influence their medical’ | 2 3 4 5
treatment should they lose competence
Practice of advance care planning would produce a more adversarial relationship | 2 3 4 5
between physician and patient
Advance care planning would reduce family discord over decisions to withhold | 2 3 4 5
treatment .
| am concerned that advance care planning will lead to acceptance of euthanasia | 2 3 4 5
Widespread use of advance care planning could help contain medical expenditures | 2 3 4 5
Itis important for patients to be able to influence their medical treatment should they | 2 3 4 5
lose competence
VWidespread acceptance of advance directives will lead to less aggressive treatment | 2 3 ) 4 5
even of patients who do not have an advance directive .
Patients would worry less about unwanted treatment after making advance directives | 2 3 4 5
Prolonging life is more important than honoring a patient’s request to withhold | 2 3 4 5
heroic treatment
A potential problem with advance directives is that patients could change their minds | 2 3 4 5
about heroic treatment after becoming terminally ill :
The training and experience of physicians gives them greater authority than patients | 2 3 4 5
in decisions about withholding heroic treatment
In a catastrophic situation, | would have greéter confidence in my treatment decisions } 2 3 4 5
if guided by an advance directive
| have difficulty telling the patient directly about their disease conditions in advance | 2 3 4 5
care planning
I have difficulty assessing the patient’s decision-making capacity in advance care l 2 3 4 5
planning
| have difficulty asking the patient, not their famil;', about the patient’s desire | 2 3 4 5

concerning end-of-life care in advance care planning

-180-



Nakazawa et al

Acknowledgments

We would like to express our gratitude to Ryo Yamamoto, MD, Reina
Ozeki, MD, Yasuo Shima, MD, Yukari Kuroiwa, MD, PhD, Tetsumi
Sato, MD, PhD, Megumi Kishino, RN, MN, Takayuki Hisanaga, MD,
Tatsuya Morita, MD, Hiroka Nagaoka, MD, and Reiko Baba, RN for
examining the questionnaire’s content and face validity.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding

The authors disclosed receipt of the following financial support for the
research, authorship, and/or publication of this article: This survey was
supported by the Health and Labor Sciences Research Grant for Clinical
Cancer Research from the Ministry of Health, Labor and Welfare,
Japan.

References

1. Singer PA, Robertson G, Roy DJ. Bioethics for clinicians: 6. -

advance care planning. CMAJ. 1996;155(12):1689-1692.

2. Detering KM, Hancock AD, Reade MC, Silvester W. The impact
of advance care planning on end of life care in elderly patients:
randomised controlled trial. BMJ. 2010;340:c1345.

3. Coleman AM. Physician attitudes toward advanced directives: a
literature review of variables impacting on physicians attitude
toward advance directives [published online November 2,
2012]. Am J Hosp Palliat Care. 2012.

4. Davidson KW, Hackler C, Caradine DR, McCord RS. Physi-
cians’ attitudes on advance directives. J4MA. 1989;262(17):

| 2415-2419.

5. Hughes DL, Singer PA. Family physicians’ attitudes toward
advance directives. CMAJ. 1992;146(11):1937-1944.

6. Sittisombut S, Maxwell C, Love EJ, Sitthi-Amorn C. Physicians’
attitudes and practices regarding advanced end-of-life care planning

10.

11

12.

13.

14.

15.

-181-

for terminally ill patients at Chiang Mai university hospital, Thai-
land. Nurs Health Sci. 2009;11(1):23-28.

. Hu WY, Huang CH, Chiu TY, Hung SH, Peng JK, Chen CY. Fac-

tors that influence the participation of healthcare professionals in
advance care planning for patients with terminal cancer: a nation-
wide survey in Taiwan. Soc Sci Med. 2010;70(11):1701-1704.

. Asai A, Miura Y, Tanabe N, Kurihara M, Fukuhara S. Advance

directives and other medical decisions concerning the end of life
in cancer patients in Japan. Eur J Cancer. 1998;34(10):1582-1586.

. Voltz R, Akabayashi A, Reese C, Ohi G, Sass HM. End-of-life

decisions and advance directives in palliative care: a cross-
cultural survey of patients and health-care professionals. J Pain
Symptom Manage. 1998;16(3):153-162.

Kizawa Y, Tsuneto S, Hamano J, Nagaoka H, Maeno T, Shima Y.
Advance directives and do-not-resuscitate orders among patients
with terminal cancer in palliative care units in Japan: a nationwide
survey [published online October 11, 2012]. Am J Hosp Palliat
Care. 2012.

Hilden HM, Louhiala P, Palo J. End of life decisions: attitudes of
Finnish physicians. J Med Ethics. 2004;30(4):362-365.

Sanjo M, Miyashita M, Morita T, et al. Preferences regarding
end-of-life cancer care and associations with good-death con-
cepts: a population-based survey in Japan. dnn Oncol. 2007;
18(9):1539-1547.

Davis AJ, Konishi E, Mitoh T. The telling and knowing of dying:
philosophical bases for hospice care in Japan. Inf Nurs Rev. 2002;
49(4):226-233.

Akechi T, Akazawa T, Komori Y, et al. Dignity therapy: prelim-
inary cross-cultural findings regarding implementation among
Japanese advanced cancer patients. Palliar Med. 2012;26(5):
768-769.

Nilchaikovit T, Hill IM, Holland JC. The effects of culture on ill-
ness behavior and medical care. Asian and American differences.
Gen Hosp Psychiatry. 1993;15(1):41-50. '



Vol. m No. m m 2013 Journal of Pain and Symptom Management

1

Original Article

The Activity of Palliative Care Team
Pharmacists in Designated Cancer Hospitals:
A Nationwide Survey in Japan

Yuya Ise, PhD, Tatsuya Morita, MD, Shirou Katayama, PhD, and

Yoshiyuki Kizawa, MD, PhD, FJSIM

Department of Pharmaceutical Services (Y.1., S.K.), Nippon Medical School Hospital, Tokyo;
Department of Palliative and Supportive Care, Palliative Care Team and Seirei Hospice (T.M.), Seirer

Mikatahara General Hospital, Hamamatsu; and Department of Palliative Medicine (Y.K.), Kobe
University Graduate School of Medicine, Kobe, Japan

Abstract

Context. The role of pharmacists in palliative care has become more important
now that they are able to provide medication review, patient education, and advice
to physicians about a patient’s pharmacotherapy. However, there is little known
about pharmacists’ activity on palliative care teams. :

Objectives. The present study aimed to examine the clinical, educational, and
research activities of pharmacists on palliative care teams and pharmacist-
perceived contributions to a palliative care team or why they could not contribute.

Methods. We sent 397 questionnaires to designated cancer hospitals, and 304
responses were analyzed (response rate 77%).

Results. Of the pharmacists surveyed, 79% and 94% reported attending ward
rounds and conferences, respectively. Half of the pharmacists provided
information/suggestions to the team about pharmacology, pharmaceutical
production, managing adverse effects, drug interactions, and/or rotation of
drugs. In addition, 80% of the pharmacists organized a multidisciplinary
conference on palliative care education. Furthermore, 60% of the pharmacists
reported on palliative care research to a scientific society. Seventy percent of the
pharmacists reported some level of contribution to a palliative care team, whereas
16% reported that they did not contribute, with the main perceived reasons for no
contribution listed as insufficient time (90%) and/or staff (68%).

Conclusion. In Japan, pharmacists exercise a moderate level of clinical activity
on palliative care teams. Many pharmacists believe that they contribute to such
a team and generally place more emphasis on their educational and research roles
compared with clinical work. J Pain Symptom Manage 2013;m:m—m. © 2013 U.S.
Cancer Pain Relief Commitiee. Published by Elsevier Inc. All rights reserved.
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Introduction

Pharmacists can now provide medication re-
view, patient education, and suggestions to
physicians about patient pharmacotherapy. ™
These altered responsibilities have made the
role of pharmacists in palliative care even
more important. However, few nationwide in-
vestigations have examined pharmacists’ activ-
ities on a palliative care team.

In preliminary surveys from Australia and
Canada, approximately 70% of hospital
pharmacists provided specific advice on phar-
macotherapy, drug administration, ' patient
treatment, adverse effects of therapies, and
drug incompatibilities as part of a palliative
care team;’ however, this study involved only
a small sample size. In Sweden, pharmacists’
expertise was used on palliative care teams to
contribute valuable advice regarding drug-
related problems and stock management, al-
though only one institution was involved and
thus the results could not be generalized.?
Therefore, it remains worthwhile to investigate
pharmacists’ roles on palliative care teams na-
tionwide, including their clinical, educational,
and research activities.

In Japan, the Ministry of Health, Labour,
and Welfare® has strongly supported the dis-
semination of specialized palliative care as
part of the National Cancer Program. Conse-
quently, palliative care consultation services
have been covered by National Medical Insur-
ance since 2002, and designated cancer hospi-
tals (currently numbering 397) were required
to establish palliative care teams.® In addition,
standards for hospital-based palliative care
teams were recently developed, including the
involvement of pharmacists in the team’s
care provision.7 Nevertheless, few nationwide
investigations have focused on the pharma-
cist’s role on a palliative care team.

Thus, the aims of the present study were to
examine the clinical, educational, and re-
search activities of pharmacists on a palliative
care team and pharmacist-perceived contribu-
tions to a palliative care team and why
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pharmacists believed that they could not con-
tribute to such a team.

Methods

This studyused an anonymous, questionnaire-
based, postal survey, which was approved by the
Ethical Review Board of the Nippon Medical
School Hospital. We identified all 397 desig-
nated cancer hospitals across the country, and
questionnaires were mailed to all these centers
from November 2012 to January 2013. No re-
minders were sent, and no compensation was
offered.

Questionnaire

Owing to the lack of validated instruments,
the questionnaire used in the present study
was developed after a systematic literature re-
view and discussions among the authors.™?
The face validity of the questionnaire was con-
firmed in a pilot study involving 10 palliative
care team pharmacists (convenience sample).
The survey included queries about clinical ac-
tivity on a palliative care team, educational
and research activities about palliative care,
pharmacist-perceived contributions to a pallia-
tive care team or the reasons why pharmacists
believed that they could not contribute, and
personal background information.

Clinical Activity of Pharmacists on a Palliative Care
Team. We asked pharmacists to comment on
their clinical experience on a palliative care
team, for example, direct counseling to pa-
tients, provision of information/suggestions
to palliative care team staff, and the team’s
primary physician, nurse, and pharmacist.
Clinical activity was rated on a five-point
Likert-type scale as not at all, rarely (one day
per month), sometimes (one day per week),
often (three to five days per week), or always

(every day).

Educational and Research Activities of Pharmacists
About Palliative Care. 'We asked pharmacists to



