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upper tertile representing high levels of concern), but not shock,
was an independent risk factor for anxiety (according to the
Hospital Anxiety and Depression Scale) {34]. A study by van den
Broek et al. in 308 ICD patients revealed that type D (according to
the 14-item Type D Personality Scale) patients scored higher on
the 16-item Anxiety Sensitivity Index than did non-type D
patients, and that type D personality and anxiety sensitivity, but
not shock, were independent predictors of anxiety [31]. Pedersen
et al. also showed that type D personality is associated with
increased anxiety in ICD patients [33,35]. Therefore, anxiety in
1CD patients does not appear to be simply related to the experi-
ence of shocks. Personality traits associated with anxiety sensitiv-
ity and ICD-related concerns, as well as the shocks experienced,
play important roles in the levels of anxiety in ICD patients.

Time-dependent changes in the level of anxiety and proportion
of patients with anxiety after ICD implantation are unclear. Among
patients treated with [CD for the secondary prevention of sudden
cardiac death, Kamphuis et al. suggested that the proportion of
patients with anxiety did not change from implantation to 12
months after discharge [36]. However, the level of anxiety may
decrease with time after implantation, especially in ICD patients
who do not experience shock [31].

Some studies have evaluated the role of emotional stress in the
occurrence of ventricular arrhythimias in ICD patients [15,37-39].
Lampert et al. reported that anxiety was not significantly associated
with ventricular arrhythmia requiring shock therapy but that anger
was an independent predictor {38]. A study by van den Broek et al.
showed that the combination of anxiety and type D personality, but
not anxiety alone, predicted the occurrence of ventricular archythmia
requiring ICD therapies in the first year after implantation [39]. The
biological mechanisms underlying this finding are not understood;
however, it appears that intensive emotional stress may increase the
sympathetic tone, leading to the occurrence of arrhythmia.

4. Posttraumatic stress disorder

Life-threatening cardiovascular disease is recognized as a cause of
acute distress and posttraumatic stress disorder (PTSD). PTSD occurs
in people who have been exposed to an extreme stressor or a
traumatic life-threatening event and experience fear, helplessness, or
horror. Three distinct types of symptoms, namely, re-experiencing of
the event, avoiding reminders of the event, and hyperarousal, must
be present for 21 month for a diagnosis of PTSD [40].

The prevalence of PTSD in the general population is estimated to
be 7.8% [41], whereas it is 30% and 15% in patients who have survived
cardiac arrest [42,43] and those who have myocardial infarction,
respectively [44,45]. Recently, trauma-induced reactions such as
PTSD have received attention in ICD patients because shock therapy
may have a traumatic impact on patients and may act as a
continuous reminder of the presence of a potentially fatal disease
|46-49]. The prevalence of PTSD in ICD patients has been reported to
be approximately 20%, although neither the definition of PTSD nor
the clinical characteristics of patients were uniform across the studies
[50-54]. A recent study by Rahmawati et al. reported the prevalence
(23.5%) of a PTSD score of 220 using the Impact of Event Scale-
Revised (IES-R) in Japanese patients with an ICD; this result is
comparable to previously reported results {24]. Kapa et al. found
that 21% of 223 ICD patients met the criteria for PTSD with an IES-R
score 224 at initial assessment (within 2 months after implantation),
which decreased significantly to 12% after 6 months. The prevalence
remained relatively stable at 13% at 1 year after implantation {51},
However, von Kinel documented an increase in IES-R score from
baseline to follow-up and found that nearly one-fifth of patients had
newly developed PTSD 2-5.5 years after implantation in a cohort of
107 consecutive patients with an ICD [52].

The mechanism underlying the development of PTSD and the
effect of PTSD on clinical outcomes in ICD patients are not well
documented. it is not clear whether cardiac status such as life-
threatening arrhythmia provokes PTSD or whether ICD shocks can
trigger and maintain PTSD. Habibovi¢ et al. suggested that 1CD shocks
themselves were not significantly associated with PTSD. For the 30
(7.6%) of 395 ICD patients in their study who met PTSD criteria, type
D personality and baseline anxiety were significant predictors of
posttraumatic stress at 18 months after implantation, independent of
shocks and other clinical or demographic covariates [54]. However,
Kapa et al. revealed that although no significant differences were
observed in [ES-R among the patients who experienced ICD shocks,
5 patients who experienced electrical storms had significantly higher
baseline PTSD scores [S1]. von Kanel et al. also showed that
experiencing 25 ICD shocks was a predictor of PTSD |52}, Moreover,
Ladwig et al. reported that the relative mortality risk was 3.45
(adjusted for age, sex, diabetes, left ventricular ejection fraction,
beta-blocker use, depression, and anxiety) in ICD patients with PTSD
(high [ES-R score) compared with those without PTSD [50]. To date,
personality traits such as type D, comorbidities (e.g. underlying
cardiac disease, life-threatening arrhythmia, and anxiety), and fre-
quent ICD shocks or electrical storms have been found to be key
contributors to PTSD. In addition, persistent PTSD may be a predictor
of prognosis in ICD patients.

The primary tool in the pharmacological management of PTSD
is the use of selective serotonin reuptake inhibitors {55,56], but
positive response rates are generally limited. In addition, non-
pharmacological treatment such as CBT has been shown to be
effective for PTSD [57].

5. Psychological distress in partners of ICD patients

Recently, attention has been focused on psychological distress
in the partners of ICD patients. Studies have reported that the
distress level in partners of ICD patients was as high as that in the
patients themselves [58]. In most partners, this distress level
seems to decrease in the first year after implantation of an ICD
[58]. The predictive factors of psychological distress in partners of
ICD patients considered in the literature are age, secondary
indication for ICD implantation, and personality traits such as
type D, although the causal relationships are unclear [33,59].
Moreover, the influence of ICD shocks on the distress in partners
of ICD patients is also complex and ranges from some to no impact
on distress levels. However, it is not possible to draw conclusions
on these issues because of the small number of studies examining
psychological distress in partners of patients with an ICD.

6. Conclusions

Psychological distress is not uncommon among patients receiv-
ing long-term ICD therapy. The prevalence of distress in ICD
patients is increasing because the guidelines for implantation are
expanding to include the primary prevention of sudden cardiac
death in high-risk patients. However, ICD-induced psychological
distress may impair lifestyle or QOL in patients. Therefore, in ICD
patients, the management of psychological distress is as necessary
as the prevention of sudden cardiac death. Cardiologists and
clinical electrophysiologists should screen for psychological dis-
tress in ICD patients and consult psychiatrists when appropriate.

Conflicts of interests

None declared.

T. Shiga et al. / journal of Arrhythmia 29 (2013) 310-313 313

References

[1} Goldberger Z, Lampert R, fmplantable cardioverter-defibriflators. Expanding
indications and technologics. JAMA 2006:295:809-18.

[2} Sears SE, Todaro JF, Urizar G, et al. Assessing the psychosocial impact of the

ICD: a national survey of implantable cardioverter defibrillator health eare

1\'41\1|(Icr5 Paci g Clin Iler)mp!\vslol )000‘13‘ 5.

(4} Thomas SA, Im‘dnmnn E, Kao CW, et al. Quality of life and psychological
status of patients with implantable cardioverter defibrillators. An J Crit Care
2006;15:389-98,

(5} Jacq F, Foulldrin G, Savourd A, et al. A comparison of anxicty, dopwwmn and
quality of life between device shock and nonshack groups in implantable
cardioverter defibrillator recipienis. Gen Hosp Psychiatry 20095 73,

[6] Rozanski A, Blumenthal JA, Kaplan | lmpact of psychological factor:
pathoegenesis of cardiovascular disease and implication for therapy. Circulation
1999:99:2192-2

7] jiang W, I\lc‘m\\dm J. Christopher £, et al. Relationship of depression to
increase sk of mortality and rehospitalization in patients with congestive
heart failure, Arch Intern Med 2001:161:1849-

8] Vaccarine V, Kasl S, B Loetal E and risk of
functional decline and death in paticnts with heart mll\u(’ } Am Coll Cardiol
2001:38:199-205,

[9] Carney RM, Blumenthat jA, Catelier D, er al. Depression as a risk factor for
mortality after acute myocardial infarction. Am |} Cardiol 2003:92:1277-81.

[10] Whooley MA. Depression and cardiovascular discase: healing the broken-
hearted. JAMA 20006;295:2874-

[11} Luukinen 1, Laippala P, Huikuri 1V, Depressive symptoms and the risk of
sudden cardiac death among the elder] ¢ Heart | 2003;; 0

[12] Whang W, Kubzansky 11, Kawachi I. et al. Depression and v
cardiac death and coronary heart discase in women: results from the Nurses’
Health Study. | Am Coll Cardiol 2004

[13] Bilge AK, Ozben B, Demircan S, et al. Depression and anxicty status of patients
with implantable cardioverter defibrillator and precipitating factors. Pacing
Clin Electrophysiol 2006:29:619-26,

[14] Friedmann §, Thomas SA, Inguito P, et al. Quality of life and psychological
status of patients with implantable cardioverter defibrillators. | Interv Card
Elecrrophysiol 2006;17:65-72,

{15] Whang W, Alhert CM, Sears SF, et al.  for the TOVA Study Investigators.
Depression as a predictor for appropriate shocks among patients with
implantable cardioverter-defibrillators: results from the Triggers of Ventricu-
lar Arrhythmias (TOVA) study. | Am Colt Cardiol 2005:45:1090-5,

[16] Hegel MT, Griegel LE. Black €, et al. Anxiety and depression in patients
receiving implanted cardioverter-defibrillators: a longitudinal investigation,
Int ] Psychiatry Med 1997;27:57-G8.

[17} Kamphuis HCM, de lecuw [R], Derksen R, et al tmplantable cardioverter
defibrillator recipien: uality of life in vrecipients with and without 1CD shock
delivery. Eutopace zm);. R1-9,

[18] Thomas SA, Friedmann E, Gottlie S5, et al. on behalf of the Sudden Cardiac
Death in Heart Failure [ Investigatars. Changes in psychosocial distress in
outpatients with heart failure with i
Heart Lung 2009:38:109-20.

[19] Suzuki T, Shiga T, Kuwahara K, et al. Prevalence and persisience of depression
in patients with implantable cardioverter defibrillator: a 2-year longitudinal
study. Pacing Clin Electrophysiol 2010:33:1455-61.

[20] Herrmann €, von zur Mithen F, Schaumann A, et al, St
of psychological well-being and quality-of-life in patients with nnp]anmhlc
defibrilators. Pacing Clin Electrophysiol 1997:20:95-103,

[21] Brotman D], Golden SH. Wittstein 1S, The cardiovascular toll of stress. Lancet
2007:370:1089-100,

[22] Doris A, Ebmeier K, Shajahan 1. Depressive iliness, Lancet 1999;354:1369

[23] Kessler RC, Berglund P, Demler O, et al. The epidemiology of major depressive
disorder: results fmm the National Comorbidity Survey Replication (NCSR).
JAMA 2003;289:3095-105,

{24] Rahmawati A, Chishaki A, Sawatari H, et al. Gender disparities in quality of life
and psychological disturbance in patients with implantable cardioverter-
defibrillar ¢ ) 201377 1158-¢

125} Tsuchihashi-Makaya M, Kato N, 'Inqux A, et al. Anxiety and poor social
support are independently associated with adverse outcomes i patients with
mild heart faiture. Cire | 200! 2807

{26} Friedmann E. Son H, Thom. .ot al. on behaif of the Sudden Cardiac
Death in Heart Failure Trial (SCD-HeFT) Investigators. Poor social support is
associated with increases in depression but pot anxiety over 2 vears in
heart failure outpatients. | Cardiovase Nurs 2013 Jan 14 {Epub ahead of
print].

[27] Kohn €S, Petrucci R, Baessier C, et al. The effect of psychologrical intervention
on patients” long-term adjustment to the ICD: a prospective study. Pacing Clin
Electrophysiol 2000;23:450-6,

{28] Chevalier P, Cotrraux J, Mollard £, et al, Prevention of implantable defibrillator
shocks by cognitive behavioral therapy: a pilot trial. Am Heart § 2006:151
(191 )el-6.

[29] Scars SF, Todarc
implantable ¢
1999;22:481-9,

cardioverter defibrillators,

¥, Lewis TS, et al. Examining the psychosocial impact of
overter defibriltators: 4 literature review. Clin Cardiol

130] Carroll DL, Hamilton G. Quality of life in implanted cardioverter defibrillator
recipients: the impact of a device shock. Heart Lung 2005;34:169-78.

131] van den Broek KC, Myklicek I, van der Voort PH, et al. Shocks, onality, and
anxiety in patients with an implantable defibritlator, Pacing Clin Electrophy-
siof 2008;31:850-7,

[32] Chevaliey I', Vesrier P, Kirkorian G, et al. Improved appraisat of the guality of
life in patients with awomatic implantable cardioverter defibrillator: a
psychometric study. Psychother Psychosom 1996:65:49-56.

[33] Pedersen SS, van Domburg RT, Theuns DA, ei al. Type D personality is
associated with increased anxiety and depressive symptoms in patients with
an implantable cardioverter defibrillator and their partners. Psychosom Med
2004:66:714-9.

[34] Pedersen SS, van Domburg RT, DAM]. Theuns, et al. Concerns about the
implantable cardioverter defibrillat determinant of anxiety and depres-
sive symptoms independent of experienced shocks. Am Heart J 2005;149;
664-9.

| Pedersen S8, Theuns DA, Erdman RA, et al.  Clustering of device-refated
concerns and Type D personality predicts increased distress in 1CD patients
independent of shocks. Pacing Clin Electrophysiol 2008;31:20-7.

136] Kamphuis HC, De Leeuw JR, Derksen R, et al. A 12-month quality of life
assessment of cardiac arrest survivors treated with or without an implantable
cardioverter defibrillator, Europace 2002;4:417-25,

[37] Buig MM, Lampert R, Joska T, et al. Psychological traits and emotion-triggering
of ICD shack-terminated archythmias, Psychosom Med 2004;66:89:

138} Lampert R, Joska T, Purg MM, et al. Emotional and physical precipitants of
ventricular arhythmia, Circulation 2002;106:1800-05.

[39] van den Brock KC, Myklicek |, van der Voort PH, et al. Risk of ventricular
arthythimia after implantable (lchhnllam\ treatment in anxious Type D
patients. § Am Coll Cardiol 2009:54::

[40] Yehuda R. Post-traumatic stress d old«’r, N Engl J Med 2002;346:108-1

[41] Kessler RC, Sonnega A, Bromet E. et al. Posttraumatic stress disorder in the
National Comorbidity Survey. Arch Gen Psychiatry 1995 1048-60.

[42] Ladwig KH, Schoefinius A, Dammann G, et al. Long-acting psycliotraumatic
properties of a cardiac arrest experience. Am | Psychiatry 1999;156:912-

[43] Gamper G, Willeit M, Sterz F, et al. Life alter death: posttraumatic s
disorder in survivors of cardiac arrest ~ prevalence, associated factors. and Lhe
influence of sedation and analg .(‘ri( Care Med 2004;32:378-83,

[44] Whitehead DL, Perkins-Porras L. Strike PC, et al. Post-traumatic stress
disorder in patients with cardiac disease: predicting valnerability from
emotional responses during admission for acute coronary syndromes. Heart
2006 228

[45} Gander ML, van Kanel R, Myocardial infarction and post-traumatic stress
disorder: frequency, outcome, and atherosclerotic mechanisms. Eur | Cardio-
vase Prev Rehabil 2006:13:165-72,

[46] Hamner M, Hunt N, Gee }, et al. PTSD and automatic implantable cardioverter
defibrillators. Psychosomatics 1999;40:82--5.

[47] Neel M. Posttrawmatic stress symptomatology in patients wirh automatic
implantable cardioverter defibrillators: nature and intervention. int | Emerg
Ment Health 2000;2:259-63,

[48] Sears SF, Matchett M, Conti |8, Effective management of ICD patient psycho-
50C; ues and patient critical events, J Cardiovase Electrophysiol 2009;20:
1287-304.

[49]} Scars SF, Hauf D, Kirian K, et al. Posttraumatic stress and the implantable
cardioverter-defibrillator patient: what the electrophysiologist needs to know.
Cire Arrhythm trophysiol 2011:4:242-50.

(50} Ladwig KI, Baumert |, Marten-Mittag B, et al. Posttraumatic stress symptoms
and pledzcwd mortality in patients  with implantable  cardioverter-
defibrillators results from the prospective Jiving with an  implanted
cardioverter-defibrillator study. Arch Gen Psychiatry 2008;65:1324-30.

[51] Kapa S, Rotondi-Trevisan D, Mariano Z, et al. Psychopathology in patients with

1ICDs over time: results of a prospective study. Pacing Clin Electrophysiol

&

13!

[52] von Imml R, Baumert |, Kolb C, et al. Chroni¢ posttraumatic stress and its
predictors in patients living with an implantable cardioverter defibrillator,
§ Affect Disord 2010:131:344-52.

[53] Versteeg H, Theuns DA, Erdman RA, et al. Posttraumatic stress in implantable
cardioverter defibrillator patients: the vole of preimplantation distress and
shocks. Int ] Cardiol 2011;146:438-9,

{54) Habibovic M, van den Brock KC, Alings M, et al. Posttraumatic stress 18
months following cardioverter defibrillator implantation: shocks, anxiety, and
personality, Health Psychol 2012:31:186-93.

{55] Chorchs F, Nutt DI, Hood S, et al, Serotonin and sensitivity to trauma-related
exposure in selective serotonin reuptake inhibitors: recovered posttraumatic
stress disorder. Biol Psychiatry 2009

{56] Stein DI, Ipser J, McAnda N. Pharmacotherapy of posttraumatic stress
disorder; a review of meta-analyses and treatment guidelines. CNS Spectr
2009, 141 Suppl 1):25-31.

{57) Mendes DD, Mello MF, Ventura P et al. - A systematic veview on the
ettectiveness of cognitive behavioral therapy for posttraumatic stress disorder.
nt ] Psychiatry Med 2008:38:241-59,

{58} van den Brock ke, Habibovi¢ M, Pedersen SS. !'mml()na! distress in partners of
patients with an 1 a systematic review and
recommendations for future research. Pacing Clin Elec lm[)l\yslui 201033:1442-5(

[591 Pedersen $S, van den Berg M, Erdman RA, et al. Increased anxiety in partner:
of paticats with a cardioverter-defibritlator: the ole of indication for ICD
therapy, shocks, and personality. Pacing Clin Electrophysiol 2009:32:184-92.




— V91 —

[&U®IC

oo, DIEA XY N EOREIIB W Tl
SELEFHRERTCH A MG S hTwnE
To BRTOPREEL LD Y FRAN, FHA
I == VT Y= TMLE A R b oM
s hoobh T,

AT N ==V FY—VESHH Y T, EE
oRELO S (AHA) o3t 5 PHQO 2 M

B B GoeaTIERker IRBHTH I

EESERCBVT, SDFEILETFEBLLETFTHS !

3DICNAT BT & CRESBEEDFRDINET 2 TEF VAN |

BRRICBNMDREL S —AER T O LNER |

WS DODAT Y= VAR LIy s htnE
To PHQIZ X A HMOWME LS LL, &
EHEOBETCED LI o b vk &R
BHL<HDET,

ARE TR NS%RE )OO AF Y2V
FOERECOWT, FONH:E HEEREME T
LTELZZWERCET,

W DR EPIICORITII - WSS, 7
FEEBICB Y 29501, MIEA RV P ED
PR BWCHNE LATHRELRTFThH Z & A8
FRENTWET M2, Wk S oS TR L

FRERHE L RREREPE L, Ry
VARBETY.. FAEER, OREICBNTS,
REFLEFARE VoAV P EHIDED
WA ST wES Y,

CZDEIBELDTEFVADOHERPD
AHA 132008 4E I Science Advisory & W 3 B¢
TWIRBEBCBI 92027 ) —= v 7wl
RTHRBEVFELEY Jo0R7Y—=vy
v— & LTSS L7z PHQ (Patient Health
Questionnaire) # JH vy, PHQ2 B.X 'PHQO »
QEREA YV —= v ITRREE 52%, BRI 1% O
RBECHI LB wT, D4 < b oM
sfabEaE 141 THBE LTV ET Y,

PHQY ih 32 9 MpShkoTHEY, SDS (Zung
SelfRatmg Depression Scale) 4, HiL{7 ¥
— P& UCHATIET, BRBERTOEH DR
ﬁénﬁ‘mwr?u%mﬂfmﬁ7/& M
AT, ARBZFICBILAZ ) -V %2f7o
Ty (EED.
F MR CTIEARRMCT Y- PR L
Tw5h7), I DOOBEECH L CEBRS L »
RBEMETI) S & LE Lz RBRET

EBIRBEBICHITIBS5DDRAIU—-=2YT

BAZ ) ==y AP NERBOTHREK
FFBLVIEHENEZEFT VARBZVHOD,
50 HAEAML L FHRERT Th 570w,
PLLDBTIDODALZ ) ==V 724w, )
B REWET A LT BHFO QOL Wb WY
BrEZBRET,

oL, BATEPHQ OMHREEDS { &L,
— ORI TEORPER LOWEIWA LB D
BRRTT . RETRE, HHELFERNKRERHIREIC
BUTHY AT SERBARREITHT S
DDAZY == VT ICOWTHB L, BRI
ERATHE LB, SHOUDFICET SRR
IR TORMA BT WADFANY A
LizwEBwnEd,

REAFERERRICST S

S5DDAIV—==T

HEBICX DB ERT S5 — B0 E U
GEBEEEE) %<, PHQO X7 10 AU L TH,
HEMENEAT B, LI HBICRBRAESH 5 L
BERIIDTT,

W AR ERHRE L 360 Pl nTid
PHQ9 A 2 745> 10 2% W7o T HEAIEHY 15% T
Lizo & UTREER, F—EFICH LTHRICT
WEPHQIRIEIT L2 Th, H30%EATT
A0 HBECHEE VYRR T LIz Wiz 21,



— 991 —

~§§%%ﬁ&ﬁﬁﬁ%mx/9w&/
=

~JI0LCHUF, TABHE~

TR FERAPRRTOAZ )20 Ff

AHA TEEALTVLS PHG-2 (0 6 KUEIR)

1) YHICHULTEEACHERDEL, FEEHLHEN

2) RODSEBIAD, BODICHD, FcldiBRNERESICHD

(1) =wizld (@) LTI “FUV TR (BE 90%, FEE 69%)

[Mf’cﬁlﬂ C CEDLBLY

2N 0, WB ) R FORE 28 BEALE

3 RBLEIRE (B 83%, 1ERE 92%)

T0%DBFICBOTRaTORERALNIZ &
W Ed,

BT, BRETHEM L2 PHQ 2 vz
DVTIHRELET, Z2XPBRAZ Y-V TR
WRERSZ LY, FORRKICOWTEREMA
T BuvEd,

SEEBETS Oy T AAR b —7 AIEER

w32£m?ﬁ%Eﬂx’ ﬁfﬁ%b<u&PHQ2

DBWTEBARE 2D F Lize BIMEOREHA
Y, FIRC L BMPEREETETTVE L,
BB RBAR Y, #EERE, Rl Tw
FFo NR—RAA—AMEEF 4 FFL VLI T2
ITHY, ARBES—ARX—HHPRGASR LR D,
P BBRELE L,

REFNE, ABEMKIICPHQ2ZAZ Y—=v
LizbohEM2oWEdiT“ 3LALEH" T
Hy, BEEEHUELELL @ EED . Bl
EHMEBPAICPHQI ZMITLL A, M1,

2B IMEEDAT ITACHLETLA.
BB CTH o 22700, BB 1 » ABRICHETH
WERATLZESA, BREEBELTHE L,
APE B TR T REWH L LT, 201143
A ORI KR E TR Rk X
n, AESE, WRTEELZEOERNEH 2T
ETF, ABAZ V-V 7 E 2012486 BTl
FFLELL. BHE»DI B0 E3lRhw
7, ABMONGLERE T BRI ) OFR
RHEDHY, ARBEERERE TR L RLTE
L ORPRDPNE Lo

Aftas CIERBLOME & BB S g L7zds, &
e S URHACABRE Y L. BN
HUE, AR, WRLTwET, EREE
i, wFT Tl

PETREFR & LTIy 7 — 7 VR, 54 v
MREL, RV —VERBEREETELTCYE
L7 ABERE, PHQORZ VU —= vV 7 Tik 194
LEETH o iz, TRELITEADED) 2
MRETVE Lz, @ik & WL h, 24EMK
WFORE R THIL, BEOARES » AW
ISR X D ERETNTH R ED
TEY—FEHY F Lz, HROWMLE, )oK
G, CEEEELD, BPENR ERA SR,
SEAKTHZ & %0 HEORRITH L TRE
FROBFT LA, BEATLERARIEADNL
FRATLI, A7V ==V Z LTI E ) H o
WO YD # 2 SN2z, Skl o
ZADHEME] CHARTH L) T & BRFITRE
L7z hHEDHoizwd, COHHEN2A
#, YRV VRICI vV NTARI L ERD
F L7

EMFICEBE, IOMELERSENEDOD
B & ) —IRHRZIE (2459 272 »Bk
ShF L2, W) oRFoORBIZLIZLL, &

PG o b= Y HRY AABEEHRE (SSRI: V=
4va7 b+ ®) PREBEEY Lk,

Z OFEPITRE,  ABERT O IR R RS &
ALz EoPFELTELLONE L
A, BEOFE T OFRME 2 FHDRITL
TV D & T MEREFTORMAERT L,
AR St (NMS) OB chbkic TReA
BRELTWET,

Z DEEPITHE, BB 2 BBO PHQO ¥ ) —
SV ERTR2EEATTRELEELTEY, “A
B " AT & B — 38 0O PR B e S B D ik T
BawEHELTwEY,

SEPIA T, ABRMICfFoAZ Y- vy
DIFFIEANT Lo L LIBBREY BRI D
Y, NEOBOERPTIIPHQ A2 a7 REHL
TWel e, HEWRLEDERLTRITE
MM B EVEETHLERbIET. PHQ
B I 2" DAZ Y=oV TV =V TEHY ET
A, WEREE (GRS ciiyokibol
Vo 2O RE RN S E -, BIBERE I~
IR 0BERTH Y, BHHE &S o
P LT 3720, LY RENELE AL
LHBHETT,

RER B

BT, BHORFICHTELELDD
L, AT 2309 oRHUROW R L, —
IR H9 700 BB SERS C U B D0 e WRTBR B 47
FELE Uiz WRBREMOMECARLE L
A5, PR BRI B C b N SEA L v
E

®
SR 2EMEIRRTHZLWCEY, O




— 99T —

BB oMo 2" L A2 Y —= v s T
WS TD, FIROUE R BH O F I
Kb THETLr—2 L, @z
ERPPFE LTV AIREROr —A0H 5 L
WwWHZEERLE LR

2, ThSor—2E LT, BEOAE
2 EOEEHRHOKRE WIHFB TR~ RIS o
DEELH L EBEMESNTVETY, ok
I RIWETR, £ O%E —RicwEys

HSHObIC

PHQOWBE LK DAZ V==V F Y — D
THHMBA MBI R L, BEH DT
DABEPFTIMTTE S Y - TF, AHA
I, PHQ-9 ORiic PHQ-2 # MifT L, Brikaicsd
LTPHQI ZHATTH2AF v TAZ Y —= ¥

CEDHENETH Y, NYHAN - VEOREH T
B OISR S, P ORBARE D B
T o YMiRAIT - 2WATD, W) oFRET
530%DEMDY B, WRLAEDEHDZHE
BH60%THY, THvolr—AHIon
HRTRELPROAr— NV ESERL, Hlik
REMFEAQT VLT —Y a VERETR& L
ERET,

FO7a—F % —FRHERLTOET V@
BAEHARTE, AN COAZ Y —= VT VR
FARCEZTSRUEREHTORVOPEET
T BB, HAFHCBWTPHQD LI %
V=V EMEHLTH#HE T, BMRAOKEO

(#az)

1REL r .
! .

TESHNEEL

) AHA RO A Y~ 70 —F v —

AT EIATTABREhEETEIY
LEZONT T, R L—EOHETAIT 10
HAY EOEASFEET B0, 0RTOA Y b
T 7 COHEMENORAOR LY, PHQ-2 D4

1) Rugulies R: Depression as a pred for coronary heart disease. a
review and meta‘analysis. Am oJ Prev Med, 23: 51-61, 2002.
2) F Smith N: Reflections on d ion as a cardiac risk factor.

Psychosomatic Med, 67(suppl 1): $19-25, 2005,
3) Rutledge T: Depression in heart failure a meta-analytic review of
| i ion effects, and associations with clinical
o Am Coll Cardiol; 48: 1527-1537, 2008.

4) Lichtman JH ef al.: Depression and coronary heart disease. Circulation,
118: 1768-1775, 2008.

5) Elderon L et al.: A and tic value of American Heart
Association: recommended depression: screening in patients with
coronary heart disease: data from the Heart and Soul Study. Cire
Cardiovasc Qual Outcomes, 4: 533-540, 2011,

6) McM: Detals ing for d fon in patients with coronary
heart disease (data from the Heart-and Soul Study): Am o Cardiol, 96:
1076-1081, 2005.

WhRE, ERRCRELZERNLETT, 5%
i, BHERTEY - OIS o T AN
WAEHLZEPHEITNLEEZONTT,

DOk @ aTE oL

L ORRTERAY SRAT B :
D 1998 5 HUBASURSNAN, P WRLTENASEREAT, 2002
D B4R RESTURHRITRAT, 2004 F 40 EusRiIMRER
D els— BT, 2008 8 VM, BANHSSIEE, DAmRRe
D ORWME B :



RREZFERAKERETD
Zbu—:yﬁmiﬁ

FOCHIRENA B s
FAARE v¥E 0&L EBE Ly oLl
DRSS

PR #Eh5 OX0

woho W%f@—ﬁﬁ%.m%#bm&%%,KHHvao@m&u%m~

SR CH B VBTV ET "D F7 DO <Y b E QI BT

L P RENTTHD S EAE SR TOET Y Y WL S O

LB R MR & L KBRS <. IR YT AR TY. £z,

FIROAEIBVT L) DWE ERFHAR L Voo RV b EORES G ST
rELR”

IDEIBELDIEF L AOHERAH, T AU AL E (AHA) i3 2008 412 Science

Advisary &V T CHBIEHERICBI 2 300 A2 )~ v 7 &R BB L0

DDA Y=Y 7 Y=k LTRSS PHQ # v, PHQ2 5 X UF PHQY (p90

”H)@zlmZ7u~:/ CBTT, BRIE 52%. H5BLEE O1% ORI TR L 22 8IS B

UM £ 7 P OHSERIEE 141 Tho L LTwET " KAy ) —= ¥ 7 A

RO T HEPRBTHE V) EHEN R EF Y AEdH 0 AN, 52 EEIHNL

M#mequowx7u~ BTG A K iR

ZHNERE BbhvEd.

RO KR T DML E D

G, BT Af%ﬁuzwfmhmmfmém%

"B DDAL Y =Sy ZICOWTIB L, BRI ERA TS E

DIEBEE T O LILRFAI B O ) HLAD T35 Y &

— 91T —

ek ERET.

HEART nursing 2013 vol.26 no.6 (637) 93

1. TNETOHRN
£9, YR CORTMROMNE R T EEF. ST 200642 X 0 SDS (self
depression scale) &\ 20 o> K7 o=k ABRBRESAGRIEGL, BT
IDODAT ) —Z Y T RTINS H Y 5. COME, SDS AT >60 (L
)mw7omwmak%;0 HOMWTEAHICEOBROLMES NV P2E I L%
201 4T L E L

2. PHQ-9 ~D%BIT

LrL, SDSiE20 &) HMETH Y, BESAOEEFCHT 2R T Y7 — b
OEYE - BESRICHEZIE L0, BEHTEHARAS V- 7y — W EREL
F L7 PHQOIXHF 49T, SDS ﬁ\ 7 v — b LTHAWRETH D, HA
FERUCOMMA S HRES Ny — VT, MG TRAT o — M2 v, ARBHF S ALK
BUHBA7 ) -2 FEffoT0EY (EZZI D, $7, ST ARy v r— 1%
Lo TWizizo, Bl ion UCToBEESR 1 A HICHEREzT ) e LELL
RERE B CREBIC I TSR Sh s — B0 LR @EIERE) %<, PHQI 2
7 10 BT CIEPMREANORIFE W) ISICRIRAED D B & # X /20T

3 STAIRIG - BIRRIRE (Form X)

e M COARBES ANDR Y U~

94 (638) HEART nursing 2013 vol.26 no.6




pERaERERREEL L 9O
Y = —y R |
DEBBESTADOSDORIU—=UT N\

3. B8 BUE, DAETEAUBTORI V=2 F Y AF AL LTRVES TR ERERT
LR ABREE S AR KEE L7z 360 #) Tl PHQ-9 = 10 % i 73 plidfy 15% T L 72 WRWOPERTT. AL LT SHREHCBWTPHQ O & ) By — IV B4 LI
F/o, BRRBE—EMNOH U THEASICT PHQO R AT L7z & &5, 9 30% HAEE A ‘ o T, EMRANOEFEOHMEIT) & A FTMERENL EFTRIVEEZ OR
IT7HI0 RMATHEECLA, HICW A, T0%OBHEIAIBWTAI T OEHEIFRS Y. AL, —@OBEETAIT 10 AU EOEANFEET S0, 10 HTOA Y b
Nz eilhn gy, . T COREMBEAOBADORZ YUY, PHQ2 O WH A Y, EEKTIEE RMALBER L T

ANEL . BEETH Y — VOIS THERWMBS D 5 L P45 BIIEEND &

~NAE TORE | ERHNET

BEIM - BETW

1) Lesperance, F. et al. Depression in patients with cardiac disease:a practical review. J Pshycosom
Res. 48, 2000, 379-91.
Whooley, MA. Depression and cardiovascular disease : healing the broken-hearted. JAMA. 295,
2006, 2874-81.
Rugulies, R. Depression as a predictor for coronary heart disease. a review and meta-analysis. Am
J Prev Med. 23, 2002, 51-61.
Frasure-Smith, N. Reflections on depression as a cardiac risk factor. Psychosomatic Med. 67
(suppl 1), 2005, S19-25.
Rutledge, T. etal. Depression in heart failure a meta-analytic review of prevalence, intervention
effects, and associations with clinical outcomes. J Am Coll Cardiol. 48 (8), 2006, 1527-37.
Lichtman, JH. etal. Depression and coronary heart disease :recommendations for screening, refer-
ral, and treatment:a science advisory from the American Heart Association prevention committee of
the council on cardiovascular nursing, council on clinical cardiology, council on epidemiology and
prevention, and interdisciplinary council on quality of care and outcomes research : endorsed by the
American Psychiatric Association. Circulation. 118, 2008, 1768-75.
Elderon, L. et al. Accuracy and prognostic value of American Heart Association : recommended
depression screening in patients with coronary heart disease : data from the Heart and Soul Study.
. : ¢ Circulation Cardiovascular Quality and Outcomes. 4, 2011, 533-40.
PHQOWEE L DAL ) — HAHT O [ & b ﬁl’l‘,’!"}"&‘{ & OB Suzuki, T. etal. Depression and outcomes in hospitalized Japanese patients with cardiovascular

WAL LTHATES Y LT3, AHA O3E32CI1E, PHQO O PHQ-2 ZHifT L disease A prospective single center observational study. Circ J. 75 (10), 2011, 2465-73.
b - . AB f . € < PHQ- .
BP0 L C PHQO % M7 95 2 step sereening @7 0 —F v~ F & o TV ET 7.

HEART nursing 2013 vol.26 no.6 (639) 95 96 (640) HEART nursing 2013 vol.26 no.6




— 691 —

MR LFERAS: RN
885K 3 B

N P P PP e e P P PN SIS

TR TIL, IR O B 8 A D 16 ~ 23% 12#19 DIRIEAS
EHT AL bR CwET, BT, ARPOMRERBEREE SACE
BIRAERT 2L 25 # 22% OFICHEERED Lol offiftd 5 =
Lashih L.

RCTERIIR B AR L D DO I RV BEMA D b, 15 D%
WHEER & LT, OMEET O T R 3 SR ORI S 2B S 1,
TEMIREMRTO D DRMOFERY A 712 28 T I DWMOF OE
MR M OSAEY A 71X 25 RS 5 LV i die ShTwEd,

TREE AT oM R ST 5 & IREHRE OBV E 2B T
EAESRTWET, ok 2 DHEEETIR. S0k ORBEIL X
HIECHAT23 M, S o MMELARET 18 . AEEPLLET 3315, &
TR S A 7SAWFHCIE 24 B 5 L WHEERE ShTud T

T, WERERE RIS W OLEIIIRE B CREANEI A 7 > O
F 2 E R IR B IR A T = F N T T L — Y a v Ok,
F 7l A A ST PRI SRR B R — R R =y — T B ORI X D W)
IR OFRA IR SN, LA = AN Do

66

7o LT IOMOEMHE T H I L TO QOL OFMER: - S ITTEHR AR
BLEBWTHAEL TR TETWET, L0700, JHERERZHR
KHWT, I DOHORMAER - RIGRE (SMEL OMHEE) ~ORY
HATBEOBHO LD LTELLRTVET,

B ICD R IC5 1 BH5 DIkiE

ICD iz AARIRSIRIE 2MHLTwaBE XA, Bolle
TADWRPARFENHTL D EvbTnEd, AT -F- 37—
X VazT (ke A=A b HuF RS S0k B E ICD MMM
F D 24 ~ 87% D IBH B AN DI REREEA A S, 13 ~ 38% A3
R LM N2 A TR, FHERTE ICD 2wiAThis b
ERAICET ARG h2VE LB, ICD @Y 3 v 7 A% wAZR,
15 BRI SN E SR TWET,

BT o LRF T, ICD M EE O 32% HM 5 DREEH L,
FOWHO 2EMOPEMMALETD ., 8 75% OBE S AT, 11904
BLTwAIEbh) E L

ICD #HAAZEHE S TlEy BEAETRTOEE S ABRDRAL
T LCHRLTE, ICD OY 3 v 7 eIl MR < FBRICH
WHERERLI LR TEEY . Lo L, ICD BIRDARATHE 1 ERHC
ORI g v 7 EARE S L Wb TwWE T, MBIy a vy E
WARESLZ LI LT, WOEITY ey 7RI Ahbh bk
WEWHBRMA S ST ERW, BHLIIER AL, F2PTSD ISE
SERE Loy 7=y a v SERIISRE L DT 5 & B RS vy
T—HBU LI EWTERWREEOML S, DML RENE S
By —ANE AR E T, BbBIETIO/ D AR LB S ADS,
Ya v EC T AR LOSH D, BESEERREC o2
S — AR LS e BB T,

Z D=0 TIE, ICD 2R A TR AN DT FERE L /2B,

67



— LT —

BAATHRE R LT R = DT 5 Y AT AN ES TOBEH LS HY
FTA BATRERIETRSATORVERETVES,

T2 W E ICD DY 2y 7458, DF D EUEERERO BB
R G ROMAREAD D, I OHOBESATIE, BHRERL.0
ZHORT 2 SREIRICD 220, RIEMAREKIIROMIUC LS ICD
Vap ZEHAEA S L vbRTWE T F0O0, DR EME
BT AHELHH T Eh 5 BE S A O AR ER %
T¥s

BHERESERTO S DR~ ORDIBH o

WHSRBOEROBEFATHL L, BESADS OHOEEWESE
RFBEDOALY) == ¥ FHERLFHTbR TV 2 VL ORIk T
Fo AZVN—o v FBREREELII L LTH, 28T —RBRELT
W HFFETERVEICHLOPNTT. T dIORERELL
LLTh. MR O oWT Y H4 R EHNE S Tu VWO T}
BWTL X I

IOMOEAEFRT BAOIIE, B L, B SRE S g
WIEET A EDEWAHHIWA A S v 7 PNEELREZES o 2k
DEF, AZ v 73, EERIPSBEEIATHREL, TRz THE
FERPLE] 28 vo R RERHITT 528548, BREDES,
ElRZowTHiEREFLR>THLTwET,

F iz B A O 2 RIRT A 7001208, BiiR o 73—
E LT D B LR E @%X&z?%% A%m&\ﬁwmf
WAR— LT B LD OPHAARBIETT . FlSR Y v 7 A
BADAZY) ==Y FREERITV, IDOMOECOHLMFT SACHL
T BRIFAR~O2 v s =2 a v EEDTHWEEWIDYEH S
NREBLEEEZCOTFT, FHMER 7 BB W ER2R2T
WALRNTOATY) ==V FBEDOEBNOR YA, SHBOKER

~

&8

MR 2) $5 F—aBHRE LCoRBERARICL, LT

'b\<f‘ﬁ%f$§?3“2v'\§7’_}: ’Eb‘i@”o

H%Eﬁ?@ﬂk;ﬁﬁ%ﬂﬂf@ﬁbﬂ% !

%ﬁﬁ%@ﬂi %ﬁ%mﬂrmwﬁéhk%Lava% ﬁwm
TEE LT, #ARBBEEAIE PHQ2 DA ) ==y ¥R v, 20
HAELOYES ORISR LEEESAICPHQO DA Z Y -2 3L
TWET,

IOFERERETEBAWRICH . ABBESAORIZIE, W52
AL OOREREFIZ TWAETLEL VT T FOHE, S
DMOBIEAH S EAD %L B FLAOT, REOBLEIRD
Fo D720 ABEPO PHQO OFHAT 10 SLLE (P& olEs
AL TIE, I DRBOBHEOENLH A0, BEH1 2 BHO
SRT2HEEDPHQIDAY V=2V VR EML T T, ZOHE.
BTHOBESARI0 AP TIREHLTED, 3HOMES AT 10 K
BAEMEREE WIS 0 F L SHOPEEOBRE SAICH LTI
IOWBOFECNH DI ED G, FERE LTTX M TOMFMZ 1T
WET BEESHEEAR R EOFHI LTV, I 2 DFFRR M WAL
PHEET B HA T mmﬂﬁﬁﬁk AfEThI®iERELTVE

“'3-‘0
WS HOMDEHCUBRT &
D011 4EAC L S5 BEAERHITIC I ) At R A 2 Lo 350, R

ﬁm‘ﬁ%b%&%w&%%@mi%ﬁkyﬁtLﬂW&m%m%fFﬁ
K] T HHEBREDE Lz ZRICE L 2T, SHRYHERO
EFEBCH. I OMERNMIBROLOIL, A7) —= v IV RER T

V. IR EMEAORAI O 4 I Vb ED T D oRmEREEIC
T B HE P AR LB E R B OTIREWTL £ 3

69



— LT —

3 OHEDECDBHHBEIAF LD LI I LTI 2T
Vs lo G Ivibh b hnE Wi MR R AIER I B TS, F
RICH LT, T 2B ONEL DA T ERTEELELT
wET, BERRTH SRR OERE O R T FoR
AR GHRTORES L CGERICA D T Z20Ba ko
)=y 7 L OB EOTMRELRHTEAOTERVTL LI D%
PR LW oS4 L SRS BB L B, MR ohT
OISR HREI COMERE 7 L2179 2 & bEEfio—>722 L Bn
I3, BIHONTHILE) RIS H—-MZEh T 2 L BT,

70



— 2T —

Patient Education and Counseling 93 (2013) 350-353

ELSEVIER

Short Communication

Characteristics associated with empathic behavior in Japanese

oncologists

CrossMark

Kyoko Kondo ", Maiko Fujimori®<, Yuki Shirai ¢, Yu Yamada *, Asao Ogawa?,

Nobuyuki Hizawa®, Yosuke Uchitomi &*

2 Psycho-Oncology Division, Research Center for Innovative Oncology, National Cancer Center Hospital East, Kashiwa, Japan
* Department of Pulmonary Medicine, Institute of Clinical Medicine, University of Tsukuba, Tsukuba, Japan

©Psychiatry Division, National Cancer Center Hospital, Chuo-ku, Japan
4Tokyo Healthcare University Graduate School, Megro-ku, Japan

©The Graduate School of Medicine, The Department of Adult Nursing/Palliative Care Nursing, The University of Tokyo, Bunkyo-ku, japan

fDepartment of Psycho-Oncology, Saitama Cancer Center, Kitaadachi-gun, Japan

2 Department of Neuropsychiatry, Okayama University Graduate School of Medicine, Dentistry and Pharmaceutical Sciences, Kita-ku, japan

ARTICLE INFO ABSTRACT

Article history:
Received 30 October 2012
Received in revised form 22 June 2013

Accepted 28 June 2013 oncologists

Objective: Oncologists must have empathy when breaking bad news to patients who have incurable
advanced cancer, and the level of empathy often depends on various individual characteristics. This
study aimed to clarify the relationship between these characteristics and empathic behavior in Japanese

Methods: We videotaped consultations in which oncologists conveyed news of incurable advanced

Keywords: cancer to simulated patients. Oncologists’ empathetic behaviors were coded, and regression analysis was
i:‘mp?;?:]ica[ion performed to determine the existence of any relationships with factors such as age, sex, and specialism.
Bad news. Results: Sixty oncologists participated. In a multivariate model, only age was related to the empathy
Cancer score (r=0.406, p = 0.033); younger oncologists scored higher than did older oncologists.

Interpersonal relationship

Conclusions: We found that empathic behaviors were more frequent in younger oncologists.

Practice implications: This information could be useful in determining the best approach for
implementing future empathy and communication training programs for experienced oncologists in
Japanese medical institutions.

© 2013 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

Patients with incurable advanced cancer suffer intense
emotional anguish, particularly when first receiving the bad news
of their disease. However, physicians’ empathy—defined in
medical settings as “a predominantly cognitive attribute that
involves an understanding of experiences, concerns and perspec-
tives of the patient™ [1}—is reportedly related to relatively high
patient satisfaction and relatively low distress, especially when
bad news is being delivered [2-4].

Oncologists’ characteristics—such as age, sex, and specialism—
may be associated with their empathic behavior. Previous
studies analyzed empathy using self-reported questionnaires or
audio-recorded conversations, with researchers investigating oncol-
ogists' reactions to patients’ verbal distress cues. However, seif-
report questionnaires lack objectivity; furthermore, empathy has

* Corresponding author at: Department of Neuropsychiatry, Okayama University
Graduate School of Medicine, Dentistry and Pharmaceutical Sciences, 2-5-1
Shikata-cho, Kita-ku, Okayama 700-8558, Japan. Tel.: +81 86 235 7242;
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E-mail address: uchitomi@md.okayama-w.ac.jp (Y. Uchitomi).

0738-3991/$ ~ see front matter © 2013 Elsevier Ireland Ltd. All rights reserved.
http:/fdx.doiorg/10.1016/j.pec.2013.06.023

non-verbal aspects. Indeed, cancer patients’ behavior is richly
varied, making it difficult to identify empathy through oncologists’
reactions to verbal expressions. Therefore, video-recorded con-
versations between oncologists and simulated patients (SPs)
reacting to oncologists' behavior in a standardized way would
allow us to make comparisons between consultations, leading to
more useful information.

To examine how oncologists' characteristics influence their
empathic behavior when breaking bad news, we analyzed video-
recorded conversations between oncologists and SPs.

2. Methods

This study was approved by the Ethics Committee of the
National Cancer Center of Japan.

2.1. Participants
2.1.1. Oncologists

Sixty oncologists from the National Cancer Center Hospital in
Tokyo and the National Cancer Center Hospital East participated.

K. Kondo et al./ Patient Education and Counseling 93 (2013) 350-353

Table 1
Empathy score of oncologists during bad news consultations (N=60).
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Range Median SD Correlation to the total
9 items total" 6-35 205 7.8 -
Empathy score item”
Encouraging patients to ask questions 0-4 4 1.6 0.657
Asking about your worries and concerns 0-4 0 14 0.748
Saying words to prepare you mentally 0-4 3 19 0.634
Remaining silent to consider your feelings 0-4 1 17 0.689
Accepting your expression of emotion 0-4 3 17 0.702
Saying words that soothed your feelings 0-4 3 1.7 0.755
Telling the news in a hopeful way 0-4 4 1.0 0.265
Telling what you can hope for 0-4 4 1.1 0373
Assuming responsibility for your care until the end 0-4 2 1.6 0.536

* Sum of 9 items of empathy score (range; 0-36).
b Responses were based on a 5-point scale (0=not at all, 4=extremely).
Correlations greater than 0.7 are in bold.

Investigators (M.F. & Y.Y.) met with each interested oncologist and
fully described the study to them. Oncologists who volunteered to
participate signed a consent form and gave information on 4
characteristics: age, sex, specialism, and years in practice.

2.1.2. Simulated patients (SPs)

Trained adult SPs participated in the study. Two male and four
female adult SPs, all of whom had received at least 3 years of
training as simulated cancer patients, participated in this study.
The scenario was of middle-aged or elderly patients with advanced
cancer, who had undergone numerous diagnostic procedures such
as biopsy, having a consultation with their oncologists when being
informed of their diagnosis. We videotaped each consultation.
None of the SPs had encountered the oncologists previously.

2.2. Survey measures

Empathy score: To score empathy, we used the behavior rating
scale, which was based on our previous survey on Japanese cancer
patients’ communication style preferences when receiving bad
news [5-7]. The behavior rating scale included 32 items in 4
subscales, with each item rated on a 5-point scale (0 = not at all to
4 = extremely). The scale assesses the quality and quantity of each
empathic behavior, encompassing verbal and non-verbal commu-
nication (e.g., atmosphere, tone of voice, expressions, and glances
throughout the interview). All items were chosen through
discussion with research experts in the field and experienced
oncologists and psycho-oncologists. Of the subscales, we chose to
use “Reassurance and Emotional support,” which consists of 9
items, with a total empathy score ranging from 0 to 36 (Table 1).
This subscale correlates with the Interpersonal Reactivity Index, a
self-reported questionnaire used for assessing empathy (r = 0.676,
p < 0.05). Two independent coders received over 3 months of
training in using the scale manual and videotaped 17 interviews as
a preparatory experiment, which accounted for approximately 30%
of the analyzed data. Inter-rater and intra-rater reliability for these
preliminary interviews were high for the behavior rating scale
{(x = 0.826 and 0.800, respectively).

2.3. Statistical analyses

Univariate analysis between empathy scores and character-
istics was performed using Spearman’s rank correlation coeffi-
cients and the Mann-Whitney U test, where appropriate; all
characteristics (age, sex, specialism, and years in practice;
p < 0.05) were retained. The correlation between age and years
of practice was strong (r = 0.924, p < 0.001); thus, we only included
age as an independent variable in the multiple regression model to
control for multicollinearity. Multiple regression analysis was then
performed with empathy score as the dependent variable and the

characteristics as independent variables. All p values are two-
tailed. Analyses were conducted using SPSS version 15.0] (PASW
Collaboration and Deployment Services).

3. Results

3.1. Participant characteristics

Sixty Japanese oncologists (50 men; mean age =36 years)
participated in this study (Table 2). Most were surgeons (57%),
whereas others specialisms included internal medicine (42%) and

radiology (3%).

3.2. Empathy score

Across all consultations, the median empathy score was 20

(Table 1).
Table 2
Characteristics of oncologists (N=G60).
N %
Age (years)
Range 28-65
Mean 36
SD 6.7
<35 29 48.0%
36-45 22 37.0%
46< 9 15.0%
Sex
Male 50 83.0%
Female 10 17.0%
Specialism
Surgery 34 56.7%
Gastroenterology 18 30.0%
Otorynolaryngology 6 10.0%
Urology 3 5.0%
Gynecology 3 5.0%
Breast oncology 3 5.0%
Respiratory 1 1.7%
Internal medicine 25 41.7%
Gastroenterology 12 20.0%
Respiratory 6 10.0%
Breast oncology 5 8.3%
Hematology 1 1.7%
Radiation oncology 1 1.7%
Radiology 1 1.7%
Physicians’ experience (years)
Range 4-31
Mean 10
Sb 6.4
<10 30 50.0%
11-20 21 35.0%
21-30 8 13.3%
>31 1 17%
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Table 3

Multiple regression analysis of factors associated with empathy score (N=60).
Factor Coefficient B Standardized 8 t p value
Age* -0.335 ~0.289 -0.289 0.033
Sex; male/female 2325 0.112 0.862 0.392
Spectalism; internal medicine/the other -2.159 -0.138 -0.995 0.324

Multiple R=0.461, multiple R2=0.165, adjusted multiple R*=0.120.
2 Continuous variable.

3.3. Relationships between characteristics and empathy

In the multivariate model, only age was related to the empathy
score: younger oncologists scored higher than older oncologists
(Table 3).

4. Discussion and conclusion
4.1. Discussion

This is the first reported study on the relationship between
oncologists’ characteristics and the verbal and non-verbal em-
pathic behavior of oncologists, performed by videotaping oncol-
ogists delivering bad news to a SP.

In Western countries, characteristics such as age, sex, and
specialism have been found to be associated with oncologists’
empathic behavior [8)]. In a multivariate model in this study, age
was the only factor related to the empathy score: younger
oncologists scored higher than older ones. This was in agreement
with a previous study and could be because younger oncologists
are less likely to have experienced emotional burnout from cancer
care [9].

Additionally, younger oncologists may score higher because of
changes in educational methods and content. In Japanese medical
settings, “empathy” is often confused with “sympathy”—feelings
of pity or sorrow for patients’ suffering | 10]—and senior Japanese
physicians are more likely to have been discouraged from
empathizing by mentors, because intense emotional involvement
with patients could lead to difficulties in making clinical
judgments [11] or cause physician burnout | 12]. Physician-patient
communication skills were commonly taught in medical schools
and residencies in the early 1990s in Western countries: however,
such practices did not begin in Japan until the early 2000s.

None of the oncologists in this study had taken a communica-
tion skills course; education via these courses might be the key to
unlocking more empathetic behavior and improving patient-
physician communication. Some researchers believe that empathy
is a personality trait that can decline over time with medical
education and medical care [13], and Fujimori et al. have reported
that oncologists, who participate in communication skills course,
behave more empathic than the oncologists who have not
participated in [14]. Therefore, further investigation should be
conducted to determine the best timing for communication skills
courses during the medical career.

In multivariate analysis, sex and specialism were not signifi-
cantly associated with empathic behavior.

Regarding specialism, Hojat et al. reported that average
empathy ratings were significantly higher among physicians in
“people-oriented™ specialties (primary care, psychiatry, etc.) than
among those in “technology-oriented” specialties (surgery, surgi-
cal subspecialties, etc.) [15.16].

Gender differences in empathy have been attributed to intrinsic
factors (e.g., evolutionary-biological gender characteristics) and
extrinsic factors (e.g., socialization and gender role expectations)
[1,8,17]. For example, women are believed to develop more
caregiving attitudes toward their offspring than men, according to

the evolutionary theory of parental investment. Furthermore,
women are more receptive to emotional signals [15]. Other
researchers reported that female physicians spend more time with
fewer patients and conduct more patient-oriented care [18).
Although we found no significant correlation between sex and
the empathy score, this might be due to a small number of women in
the sample, resulting in a lack of statistical power to detect any effect
of sex. It could be inequality in sex among Japanese doctors, the ratio
that women occupy is around 20%, but increases of late years.
This study has several limitations. First, the sample size was
small. Second, data from SPs, not real cancer patients, was used;
furthermore, the conversation was video-recorded, so oncologists
could have modified their behavior to meet the experimental
demands. However, all participants had reported that the SPs had
seemed like real patients, they did not give thought to being
recorded. Finally, all oncologists who participated in this study
belonged to the National Cancer Center Hospitals, and this may
limit generalization. Many oncologists employed by these
hospitals communicate daily with their patients, and thus, most
would score well. Nevertheless, this study is a step toward
measuring and improving oncologists’ empathy in Japan.

4.2. Conclusion

This report investigated the relationship between oncologists'
personal characteristics and their empathic behavior. In multivar-
iate analysis, age was the only factor related to the empathy score:
younger oncologists scored higher than older ones.

4.3. Practice implications

Our research could have implications for the selection and
education of oncologists. The findings indicate that communica-
tion skills training in Japan should be provided not only to younger
physicians, but perhaps more importantly also to more experi-
enced physicians.
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end-of life (EOL) care.

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

Methods: A cross-sectional mail survey was conducted for the bereaved spouses of patients who had

died at the National Cancer Center Hospital of Japan. Bereaved spouses with potential psychiatric
disorders were identified by the cut-off score of the 28-item General Health Questionnaire. Associated
factors of potential psychiatric disorders were explored by logistic regression analysis.

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

dissatisfaction with EOL care such as ‘physicians’ tr

{(OR =3.44) and

of physical sy

it

“‘time spent c with p

’ (OR = 1.55).

Conclusions: Nearly half the bereaved spouses showed potential psychiatric disorders even 7 years
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after bereavement. Patients’ psychological distress, spouses’ history of psychiatric disorder, and
dissatisfaction with EOL care were indicators of high-risk spouses.
Copyright © 2012 Jehn Wiley & Sons, Ltd.

Introduction

Conjugal bereavement was the strongest risk factor for
depression among elderly community subjects in a meta-
analysis of 20 studies (odds ratio (OR)=3.3) [1] and be-
reaved spouses showed a significant increase in the risk of
depression compared with married people in large cohort
studies (1.5-fold, 3.6-fold) {2.3]. In oncology settings,
spouses experienced the highest levels of distress among
family members at the time of patient death [4] and bereave-
ment brought an increased risk of major depressive disorder
[5.6]. Cancer is a leading cause of death worldwide and
accounted for 7.6 million deaths (around 13% of all deaths)
in 2008 [7]; however, few cancer physicians routinely
provide bereavement follow-up in clinical practice [8].

Copyright © 2012 John Wiley & Sons, Ltd.

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

Impaired mental heaith among the bereaved who have lost
a refative to cancer is associated with several characteristics
of the patients and the bereaved. As for clinical characteris-
tics of cancer patients, ‘short duration of hospice enrollment’
[5,6], ‘intensive end-of-life (EOL) care’ [15], and ‘ICU
death” [16] were associated with impaired mental health
among the bereaved. In addition. bereaved characteristics
of ‘under 65 years” [9], ‘female’ [5,17.18], ‘spouse’ [5],
‘prior physical symptoms’ [5], “prior depression’ [5,9.17],
and ‘anticipatory grief” [16] were also reported. However,
these associated factors are not useful as indicators for early
detection of high-risk spouses during EOL care in clinical
practice at a hospital even though 90% of cancer patients
in Japan die in a hospital [19].

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

Methods

Study sample

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

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

M. Asai et al.

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

First, in January 2009, we found it necessary to identify

family members to whom we intended to mail study
participation invitations; this was because of a lack of
accurate data about marital status in the hospital patient
database. Eligibility criteria were (i) patient’s primary
clinician belonging to the eight divisions cooperating
with this study (Hematology, Pancreatic, Head and Neck,
Gastric Surgery, Gastrointestinal, Thoracic Surgery, Thoracic
Oncology, and Palliative Care), which covered 98% of
the patients who died at NCCHE; (ii) patient’s data
available in the hospital’s patient database operating
since January 2001; and (iii) patient’s death occurring
at least 6 months earlier. Exclusion criteria and flow
of the study sample are explained in Figure I.

We matched the demographic characteristics of the
deceased cancer patients drawn from the hospital patient
database with those of the bereaved spouses based on
the completed questionnaires. Respondents™ characteristics
(n=821) showed a lower proportion of males (30%.
n=242 vs. 36%, n=753, p < 0.01) and a shorter duration
of bereavement (3.0 1.9 vs. 3.24£2.0 years, p<0.01)
compared with the non-responders (n=2081) among the
2902 candidate participants; the difference in values of
the deceased patients” characteristics such as age, duration
of last hospital admission, place of death, history of usage
of psychiatric consultation services. and cancer site was
not significant.

903 were excluded
16 patients declined to sign a consent form at the
initial visit to the hospital to use their private
information
4 patient’s families lodged a complaint with
NCCHE regarding the patient’s death

619 paticnts” primary doctors had since transferred
from NCCHE

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

Invitation letters mailed to 3440 family members of
decreased patients

>

538 were undeliverable because of address change

' 2902 candidate participants |

1324 failed 1o return the letter

676 declined (o participate

Questionnaires mailed to 902 consenting spouses of
decreased patients.

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

3 withdrew

| 821 spouses of deceased patients analyzed 1

Figure 1. Flow of study sample

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

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

Bereaved spouses’ characteristics

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

Dissatisfaction with EOL care

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

Impaired mental health

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

Statistical analysis

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

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

Results
Characteristics of deceased patients/bereaved spouses

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

Copyright © 2012 John Wiley & Sons, Ltd.
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Table 1. Characteristics of deceased patients and bereaved
spouses (n=821)

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

Deceased patients’ characteristics
Age, years 64:1:9.0 (65, 32-88)
Time since cancer diagnosis to death, months 27429 (16, 1-187)
Duration of fast hospital admission, days 27:£29 (17, 1-208)
Bereaved spouses’ characteristics
Age, years 66:£90 (66, 32-89)

Time since bereavement, years 3019 (30,06-72)

Gender
Male 242 30
Female 579 70

SD, standard deviation.

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

Prevalence of impaired mental health and potential
psychiatric disorders

As shown in Table 2, we estimated the population of
bereaved spouses to be 2649 by multiplying the total
number of 4343 deceased patients by 0.61, which is the
approximate ratio of Japanese cancer patients who have
a spouse at the time of death among overall cancer deaths
in Japan in 2007 (206,389/336.139)[19]. As a result, the
overall sampling rate (estimated) was 31% (821/2,649),
and the prevalence of potential psychiatric disorders was
44% (360/821, 95% CI=40.6-47.4).

With impaired mental health, three-way interaction (age x
gender x time) was not significant (F (18, 689)=1.56,
p=0.07). Two-way interaction (age X gender: F (3,
689)=2.75, p=0.04) was significant: males ‘under 55 years’
showed significantly greater prevalence than males ‘55—
64 years’ or ‘over 75 years’ (F (3, 214)=3.66, p=0.01,
A0> Al, A3, p<0.03) and females ‘under 55 years’ or
55-64 years' showed significantly greater prevalence than
females ‘65-74 years’ (F (3, 533)=4.65, p<0.01, A0,
Al > A2, p < 0.05). The main effect of time was significant
(F (6, 689)=2.71, p=0.01): the bereaved who had lost their
spouse ‘2 years ago’ revealed significantly greater prevalence
than those who had lost their spouse ‘4 years ago’ with
multiple comparison (F (2, 738)=3.31, p < 0.01, T2 > T4,
Pp<0.05).

The prevalence of the bereaved varied with age and
time: “under 55 years' (71%) revealed significantly higher
prevalence than those “65-74 years’ (42%) (12 (3)=23.17,
p<0.01, A0O> A2, p<0.01) and the bereaved who had
lost their spouse ‘2 years ago’ (59%) revealed significantly
higher prevalence than those who had lost their spouse
‘4 years ago’ (37%) (xz (6)=17.81, p<0.01, T2>T4,
p < 0.01). No significant difference was observed between
genders (% (1)=1.08, p=0.34).

Factors associated with potential psychiatric disorders

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

Psycho-Oncology 22: 9951001 (2013)
DOL: 10.1002/pon
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Table 2. Prevalence of impaired mental health and potential psychiatric disorders among bereaved spouses of cancer patients

Deceased Population™

Sample rate Impaired mental health  Potential psychiatric disorders

patients  (estimated) Sample (estimated) (GHQ28, 0-28) (GHQ2826)
Year Group N N n % (nIN") Mean (SD) a % (n'In) 95% CI
Total 4343 2649 821 3t 747 (679) 360 44 406-474
Age
54 A0 75 (2.95) 659 53 71 604-81.0
55-64 Al 232 765 (677) Hg 51 3
65-74 A2 339 637 (6.68) 141 42
75 A3 109 662 (6.77) 46 42
Gender
Male: 1494 21 220 24 693 (6.65) 98 45
Female 2849 1738 538 31 727 (6.86) 262 49
Time since bereavement
<l 0 258 157 55 35 8.67 (741) 30 55 413-67.7
<2 TI 668 407 133 33 779 (7.38) 66 50 411581
<3 T2 611 373 134 36 860 (692) 79 59 507-67.3
< 3 616 376 1 30 600 (6.29) 44 40 305-487
<5 T4 613 392 96 24 548 {6.05) 35 37 269-46.1
<6 T5 671 409 108 26 674 (6.56) 45 42 324510
26 6 876 534 108 20 697 (655) 55 51 41.5-603

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

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

death among overall cancer deaths in Japan in 2007.

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

Discussion

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

Copyright © 2012 john Wiley & Sons, Ltd.

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

Among the characteristics of patients/bereaved, ‘bereaved
spouse’s history of psychiatric disorders prior to the
patient’s death’ was the most highly cormelated factor
(OR =3.19) and replicated previous studies on the indica-
tors of vulnerability to bereavement stress [5,9.17]. Patients
with stomach cancer in this study might have a higher rate
of psychological symptoms because the highest rate of
mixed anxiety/depression symptoms (20%) was seen with
stomach cancer patients among 22 cancer types in a large
cohort study [26]. Considering the positive association
between patient and caregiver psychological distress in
meta-analyses [27,28], patients’ psychological distress
factors of ‘stomach cancer’ or ‘usage of psychiatric consul-
tation service’ could raise spouses’ psychological distress
prior to the patient’s death. In addition, because psy-
chological distress of caregivers prior to the patient’s death
predicted its prevalence after bereavement in a longitudinal
multisite study [16], the initial detection of spouses with
high psychological distress prior to the patient’s death might
be the most useful strategy for preventing subsequent
impaired mental health among the bereaved.

Psycho-Oncology 22: 9951001 (2013)
DOE 10.1002/pon
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Table 3. Factors associated with potential psychiatric disorders among bereaved spouses of cancer patients: univariate analysis
Potential psychiatric disorders
Total Presence Absence Analysis
Variables n (%) n (%) n (%) 2 p
Deceased patients’ characteristics
Age (< 65 yoars) 386 (47.0) 198 188 (48.7) 456 004
Time since cancer diagnosis to death (< | year) 285 (34.7) 144 141 {495) 1.69 020
Duration of last hospital admission (< | week) 182 (222) 93 89 “489) 125 027
Place of death (Palliative care unit) 402 (490) 190 212 (527 002 094
Fistory of usage of psychiatric consultation service 152 (185) 87 &5 (42.8) 724 <001
Cancer site (187)
Lung 241 (94 13 128 (531) 005 088
Pancreas 88 (107 39 49 (557) 040 057
Stomach 60 73 38 22 (367) 656 0.02
Colon 63 77 24 39 (61.9) 242 015
Head and neck. 60 (7.3) 25 35 (583) 0389 042
Esophagus 45 (55 2 19 (422) 203 017
Breast 41 (50 20 21 (512) 003 087
Liver B’ (46 i 24 553) 012 o
Biliary tract B0 19 14 (424 141 029
Lymphoma 9 (.h 4 5 (55.6) 003 100
Bereaved spouses’ characteristics
Age (< 65 years) 07 (374 171 (55.7) 136 (443) 1394 <001
Gender (Male) 220 (268) 28 (44.5) 122 (555) 108 0.34
Tirme since bereavernent (<t 3 years) 3w (292 175 (543) 147 (457) 1055 <001
Living status (Living alone) 363 (44.2) 171 “7.1y 192 (52.9) 004 0.88
Ernployment status (Employed) 26 (263) 106 “9.1) 110 (509) 030 063
Education (£9 years) 121 47y 51 ¢i2.1y 70 (57.9) 1.65 023
Physical diness under treatment 424 (51.6) 227 (535) 197 (46.5) 14.10 <001
History of any psychiatric disorder prior to patients’ death 60 73 43 @17 17 (283) 1537 <001
Bereavement experience after the death of spouse 196 (239) 91 “64) 105 (536) 012 074
Religiousness 3 (379) 157 (505) 154 (49.5) 1.89 018
Involverent in end-of-lfe caregving (Everyday) 579 (705) 285 “19.2) 294 (508) 294 009
Dissatisfaction with end-of-hfe caregiving
Knowledge of physical symptams and management 235 {286) 130 (55.3) 105 (4.7) 201
Professional supports for physical symptoms and management 7 Q18 104 (588) 73 (12) 1231
Knowledge of psychological symptoms and management 08 (278 119 (522) 109 478) 320
Professional supparts for psychological symptoms and management 208 (253) 122 {587) 86 413) 1499
Time spent communicating with patients 169 (206) 99 (58.6) 70 (14 1093 <00!
Dissatisfaction with physicians’ end-of-life care
Treatment of physical symptoms 67 82) 49 731y 8 (269) 1944 <001
Treatment of psychological symptoms 119 (145) 7 (59.7) 48 (403) 866 <001
Time spent communicating with patients 191 (233) 104 (54.5) 87 (45.5) s2t <2001
Time spent communicating with patients’ families 32 (283) 123 (530) 109 470) 417 0.05

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

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

analysis
Variables Beta SE OR 95% Cl P
Deceased patients’ characteristics
History of usage of psychiatric consultation service 042 020 152 102226 004
Stomach cancer 063 030 187 1.04-338 0.04
Bereaved spouses’ charactenstics
Age (< 65 years) 072 017 206 <001
Time since bereavement (< 3 years) 046 0l6 158 <00t
Physical illness under treatment 082 017 226 <00t
History of any psychiatric disorder prior to the patient’s death 116 033 319 1.68-606 <001
Dissatisfaction with end-of-life caregiving
Knowledge of physical symptoms and managernent 0.32 Q18 138 097196 007
Time spent communicating with patients 044 020 1.55 1.05-230 003
Dissatisfaction with physicians’ end-of-life care
Treatment of physical symptoms 124 031 34 189626 <00!

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

Copyright © 2012 john Wiley & Sons, Ltd.
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For the dissatisfaction with EOL care, ‘dissatisfaction
with physician’s treatment of physical symptoms™ was
the most highly associated with potential psychiatric
disorders (OR =3.44). Unrelieved pain of female cancer
patients during their last months of life showed a positive
association with psychological morbidity such as sleep
disorders in the widowers 4-3 years after bereavement
[29]. Additionally, EOL care discussions are associated
with less aggressive medical care, such as ventilation
and resuscitation and less major depressive disorders in
bereaved caregivers [15}. Therefore, satisfactory discus-
sions about physical treatment in EOL care are helpful
not only for the patients but also for the caregivers’ psy-
chological adjustment. Another factor, ‘dissatisfaction
with time spent communicating with patients” was signif-
icantly associated (OR = 1.55). A recent systematic review
of communication with terminally ill patients and their
families [30] indicated a lack of quantitative study. Com-
munication skills training for healtheare professionals to
improve discussions between patients and caregivers
about EOL issues fostering realistic forms of hope is an
essential future task for preventive intervention of spousal
morbidity after bereavement [30).

We derived several implications for practice and re-
search. In practice, we could obtain the following several
indicators for early detection of high-risk spouses prior to
the patient’s death: ‘patients using psychiatric consultation
service’, ‘patients with stomach cancer’, ‘bercaved with a
history of psychiatric disorder’, ‘dissatisfaction with time
spent communicating with patients’, and ‘dissatisfaction
with physician’s treatment of physical symptoms’. Along
with the early detection of spouses with these risk factors,
nurse-assisted {31] or pharmacist-assisted [32] psychiatric
referral programs using the ‘Distress and Impact Ther-
mometer’ might be useful for directly evaluating psycho-
logical distress among spouses in EOL practice. In
research, we could obtain the following possible strategies
for preventive intervention of spousal morbidity after
bereavement: assistance for improving ‘discussions with
physicians about physical treatment in EOL care” and ‘dis-
cussions between patients and caregivers about EOL
issues’ would be effective. Development of communica-
tion skills training for healthcare professionals to improve
these discussions must be considered in future research.

For the study limitations, first, the lack of an exact
response rate was a critical methodological limitation.
Nevertheless, we believe our estimated sample rate
(31%) was adequate because the population of bereaved
spouses included those who had died after the patient’s
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death. Second, two sample biases might exist. One was
caused by the data collection site, a single cancer center
in Japan. However, we do not believe that this institutional
bias had a serious effect on the representation of Japanese
bereaved spouses of cancer patients because 90% of
cancer patients in Japan die in a hospital [19]. In addition,
the bereaved with high impaired mental health might have
been more motivated to take part in the study. This might
have resulted in an inflated number of potential psychiat-
ric disorders. Third, this was a cross-sectional study, and
we could not discuss the time course of the prevalence
or any causality between impaired mental health and asso-
ciated factors. In addition, it remains possible that there
was a recall bias in answering the question about dissatis-
faction with EOL care because it was such a long period
for a retrospective report by the bereaved who had lost
their partner several years earlier. Fourth, other important
factors were not investigated in this study, such as the
bereaved spouse’s ‘style of attachment to the deceased’,
‘function level among family members’, ‘perception of
the dying process and whether this was traumatic’, and
‘available social support’. Finally, we have no objective
data on EOL care; individuals whose spouses died 7 years
ago would likely have had a very different experience in
the oncology care setting compared with those whose
spouses died more recently.

Conclusions

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