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ARTICLE INTFO ABSTRACT

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
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hods: We vid: ped consultations in which oncologists conveyed news of incurable advanced

Keywords: cancer to simulated patients. Oncologists’ empathetic behaviors were coded, and regression analysis was
Empathy 3 performed to d ine the of any relationships with factors such as age, sex, and specialism.
g::;a lr:;:s:canon 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 conmmunication 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
stuclies analyzed empathy using self-reported questionnaires or
audio-recorded conversations, with researchers investigating oncol-
ogists’ reactions to patients' verbal distress cues. However, self-
repart questionnaires lack objectivity; furthermore, empathy has
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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.
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Table 1
Empathy score of oncologists during bad news consultations (N=60).

Range Median s Correlation to the total
9 items total® 6-35 205 7.8
Empathy score item® ’ B
ing patients to ask i 0-4 4
Asking about your worries and concerns 0-4 0 :ﬁ ggi;
Saying words ta prepare you mentally 0-4 3 1 .9 0.634
Remaining silent to consider your feelings 0-4 1 1:7 0‘689
Accepting your expression of emotion 0-4 3 17 0.702
Saying words that soothed your feelings 0-4 3 17 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 0’373
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 S-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 micddle-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

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

3. Resalts
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 =~60).
N £3

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 s0 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 AL7%
Gastroenterology 12 20.0%
Respiratory 6 10.0%
Breast ancology 5 8.3%
Hematology 1 1.7%
Radiation oncology 1 1.7%
Radiology 1 17%

Physicians' experience (vears)
Range 4-31
Mean 10
SD 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 8 Standardized 8 3 p value
Age? -0.335 ~0.289 -0.289 0.033
Sex; male/female 2325 0112 0.862 0392
Specialism; internal medicine/the other -2,158 ~0.138 ~0.995 0324

Multiple R=0.461, multiple R*=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 oncelogists
(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'
emparthic bebavior {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
Jjudgments {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)
(18,17}, 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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Abstract

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

end-of life (EOL) care.

Methods: A cross-sectional mail survey was conducted for the bereaved spouses of patients who had
died at the National Cancer Center Hospital of Japan. Bereaved sp with potential psy ic
disordexs were identified by the cut-off score of the 28-item General Hea]th Qumtlomalre 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 px of p 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 ‘sp > history of psy ic disorder (odds ratio (OR)=3.19), ‘patients’ with storach
cancer (OR = 1.87), and *patients’ using psychiatric consultation services (OR =1.52) as well as spouses’
dissatisfaction with EOL care such as ‘physicians’ treatment of physical symptoms’ (OR =3.44) and
‘time spent icating with > (OR=1.55).

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

Introduction

Several longitudinal studies have reported that impaired
mental health among the bereaved clearly diminishes over

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

Copyright © 2012 john Wiley & Sons, Ltd.

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

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

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

Methods

Study sample

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

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

M. Asai et al.

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

First, in January 2009, we found it necessary to identify
family members to whom we intended to mail study
Pparticipation invitations; this was because of a lack of
accurate data about marital status in the hospital panent
database. Eligibility criteria were (i) patient’s primary
clinician belonging to the eight divisions cooperating
with this study (Hematology, Pancreatic, Head and Neck,
Gastric Surgery, Gastrointestinal, Thoracic Surgery, Thoracic
Oncology, and Palliative Care), which covered 98% of
the patients who died at NCCHE; (ii) patient’s data
available in the hospital’s patient database operating
since January 2001; and (iii) patient’s death occurring
at least 6 months earlier. Exclusion criteria and flow
of the study sample are explained in Figure 1.

‘We matched the demographic characteristics of the
deceased cancer patients drawn from the hospital patient
database with those of the bereaved spouses based on
the completed questionnaires. Respondents’ characteristics
(n=821) showed a lower proportion of males (30%,
n=242 vs. 36%, n=753, p <0.01) and a shorter duration
of bereavement (3.01.9 vs. 32420 years, p <0.01)
compared with the non-responders (2=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 paticut’s families lodged a complaint with
NCCHE regarding the patient’s death

619 patients primary doctors had since transferred
from NCCHE

264 patients’ death was due 10 a reason other than
canceror the primary clinician could not build up
a trustful relationship with the patient’s fomily

Invitation letters mailed to 3440 family members of|

decreased paticnts
I

)

538 were i ‘because of address change

’ 2902 candidate participants l

1324 failed to return the letter

676 declined to participate

‘Questionnaires mailed to 902 consenting spouses of
decreased paticuts

56 failed to retura the letter

22 were excluded due 1o missing data

3 withdrew

l 821 spouses of deceased patients analyzed [

Figure 1. Flow of study sample

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

We examined the overall computerized patient database of
NCCHE to identify cancer patients’ characteristics. Time
since cancer diagnosis to death was declared in the question-
naires completed by the bereaved. Mistory 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 refetred 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 BOL caregiving (five items) and physician’s
BEOL care (four items) during the month prior to the
patient’s death using a five-point Likert-type scale (0: very
satisfied, 1: fairly satisfied, 2: neutral 3: fairly dissatisfied, 4:
very dissatisfied). We rescored each item as O (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 rangé, 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
varjance with the Bonferroni multiple comparison method
or itest. Potential psychiatric disorders were compared by
using the chi-square test with residual analysis. Variables
showing p-values < 0.05 in the univariate analysis were
entered as independent variables in a multivariate logistic
regression analysis with backward elimination to identify
associated factors of potential psychiatric disorders.

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

Results
Characteristics of deceased patients/bereaved spouses
Table 1 summarizes the characteristics of the 821 partici-

pants experiencing bereavement from 7 months to 7 years.

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

MeankSD
(median, range}) n (%)

Deceased patients’ characteristics
Age, years 6422 9.0 (65. 32-88)
Time since cancer diagnosis to death, months 2729 (16, 1~187)
Duration of Jast hospital admission, days 27429 (17, 1-208)
Bereaved spouses’ characteristics

Age, years 66 9.0 (66, 32-89)
Time since bereavement, years 30:£19 (30,05-72)
Gender
Male 242 30
Female 579 70

$D. smndard 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% Cl=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 (agex gender: F (3,
689)=2.75, p=0.04) was significant: males ‘under 55 years’
showed significantly greater prevalence than. males ‘55~
64 years’ or ‘over 75 years’ (F (3, 214)=3.66, p=0.01,
A0> Al, A3, p<0.05) and females ‘under 55 years’ or
‘55-64 years® showed significantly greater prevalence than
females ‘65-74 years’ (F (3, 533)=4.65, p<0.01, A0,
Al> A2, p<0.05). The main effect of time was significant
(F (6, 689)=2.71, p=0.01): the bereaved who had lost their
spouse ‘2 years ago’ revealed significantly greater prevalence
than those who had lost their spouse ‘4 years ago’ with
multiple comparison (F (2, 738)=3.31, p< 001, T2> T4,
p<0.05).

The prevalence of the bereaved varied with age and
time: ‘under 55 years’ (71%) revealed significantly higher
prevalence than those ‘6574 years’ (42%) (;g2 (3)=23.17,
p<0.01, A0> 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%) (x2 (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: 995-1001 (2013)
PN DO 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 i Sample ) {GHQ28, 0~28) (GHQ2826)
Year Group N N a % (N Mean (SD) o % (n'ln) 95% Ct
Tota! 4343 2649 821 3 747 (673 3860 44 F08~474
Age
-54 AQ 75 {995) 659 53 71 804-810
5564 Al 232 765 {877 118 51 445573
85-74 A2 339 637 (668) 41 42 36458
75~ A3 09 S62 (677) 48 42 329-518
Gender
Male 1494 N 220 24 693 {6.65) 98 45 375-501
Female 2849 738 538 31 727 (6588) 22 43 445525
Time since bereavement
<i el 58 157 35 I 8487 (741) 30 55 41.3-677
<2 Tt 648 407 133 33 779 738 86 50 414581
<3 T2 sl 373 134 35 860 (692} 79 59 507-67.3
- <4 RE] 616 378 Hi 30 H00 (8.29) 44 40 305-487
<5 T4 643 392 96 24 548 (608) 33 37 29461
<6 75 871 409 108 26 674 (8.56) 45 42 324510
z6 T8 876 534 108 20 897 (655} 55 31 455603

Some percentages do not add up to 100% because of missing dam.
SO, smndard deviation; Ci, confdence interval.

*Populadon was estimated by multplying the number of deceased patiencs (N) by 0.61, which is the approximate race of Japanese cancer patients who have 3 spouse ac the tme 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 BOL 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 EQOL 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 patieats in general practice
in Britain (35%) [25] and is three-fold higher than that of &
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 & Sar’)\\,smkt\d

the psychological distress of the bereaved by wiggering
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. Bven though
their psychological distress might have eased somewhat
after the mouming ceremony in the second vyear, the
prevalence of both impaired mental health and potential
psychiatric disorders was considerably high among the
spouses after bereavement. This result could be because
of subsequent physical problems of the bereaved because
‘physical illness under treatment’ waes significantly asso-
ciated with morbidity. However, this persistent preva-
lence might suggest prolonged bereavement distress
because dissatisfaction with EOL (their caregiving and
the physician’s care) was strongly associated with poten-
tial psychiatric disorders in this study.

Among the characteristics of patients/bereaved, ‘bereaved
spouse’s history of psychiatric disorders prior to the
patient’s death’ was the most highly comelated 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 2 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: 395—1001 (2013)
DO 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 (%) A} p
Deceased patients’ characteristics
Age (< 65 years) 386 (47.0) 198 51.3) 188 (487) 456 004
Time since cancer diagnosis to death (< | year) 285 (347) 144 (50.5) 141 (49.5) 1.69 020
Ouration of last hospital admission (< | week) 182 (22) 93 [IR)] 89 (483) 125 027
Place of death (Palliative care unit) 402 (49.0) 190 (473) 212 (527) 002 094
History of usage of psychiatric consultation service 152 (185) 87 (57.2) 65 “28) 724 <001
Cancer site 613 (48.7)
Lung 241 (294) 13 (469) 128 (63.0 005 088
Pancreas 88 (107) 39 (443) 49 (557) 040 057
Stomach 0 73) 38 (633) 2 (367) 656 002
Colon s N 24 38.0) 39 (619) 242 0I5
Head and neck 60 @.3) 25 @Ln 35 (58.3) 083 042
Esophagus 45 (5.5} 26 (57.8) 19 (422) 203 017
Breast 4 (50 20 (488) 21 (51.2) 003 087
Liver 38 (4.6) 17 (14.7) 21 (55.3) 012 074
Bifiary tract 33 (40) 19 (57.6) 4 (424) 141 029
Lymphoma 9 (L) 4 (444 s (55.6) 003 1.00
Bereaved spouses' characteristics
Age (< 65 years) 307 (374) 171 (557) 136 (443) 1394 <001
Gender (Male) 20 (268) 98 (445) 122 (555) 108 034
Time since bereavement (< 3 years) 322 (39.2) 175 (54.3) 147 (“8.7) 1055 <001
Living status (Living alonc) 363 (442) 171 @71y 192 (529) 004 088
Employment status (Employed) 216 (263) 106 (9.1} 1o (509) 030 063
Education (£9 years) 12t (147 51 2.1 70 (57.9) 1.65 023
Physical illness under treatment 24 (51.6) 227 (535) 197 {46.35) 1410 <001
History of any psychiatric disorder prior to patients’ death 60 (7.3) 43 @1.7) 17 (28.3) 1537 <00!
Bereavement experience after the death of spouse 196 @3.9) Ell (464) 105 (53.6) 012 074
Religiousness 311 37.9) 157 (505) 154 49.5) 189 0.8
Involvement in end-of-fife caregiving (Everyday) 579 (705) 285 (49.2) 294 {508) 294 009
Dissatisfaction with end-of-iife caregiving
Knowledge of physical symptoms and management 235 (28.6) 130 (55.3) 105 @47 9.01 <001
Professional supports for physical symptoms and management 177 (21.6) 104 (58.8) 73 “L2) 1231 <001
Knowledge of psychological symptoms and 28 (278) 19 (522) 109 (47.8) 320 008
Professional supports for p gical and 208 (253) 122 (s87) 86 (413) 1495 <00!
Time spent communicating with patients 169 (206) 99 (58.6) 70 (41.4) 1093 <001
Dissatisfaction with physicians end-of-life care
Treatment of physical symptoms 67 (82) 49 3.0 18 (269) 1944 <00l
Treatment of psychological symptoms 19 (145) 71 (59.7) 48 (403) 866  <00i
Time spent communicating with patients 191 (233) 104 (54.5) 87 (45.5) 521 <00t
Time spent communicating with patients' families 232 (283) 123 {530) 109 47.0) 447 005

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

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

analysis
Variables Beta SE OR 95% Cl P
Deceased patients’ characteristics
History of usage of psychiatric consultation service 042 0.20 (.52 1.02-226 004
Stomach cancer 063 030 1.87 104-3.38 004
Bereaved spouses’ characteristics
Age (<65 years) 072 017 206 147-2.88 <001
Time since bereavement (< 3 years) 046 0.6 1.58 115-2.17 <001
Physical iliness under treatment 082 047 226 1.62-3.16 <00t
History of any psychiatric disorder prior to the patient’s death 116 033 319 1.68—6.06 <001
Dissatisfaction with end-of-life caregiving
Knowiedge of physical symptoms and management 032 0.18 138 097196 007
Time spent communicating with patients 044 020 1.55 1.05-2.30 003
Dissatisfaction with physicians' end-of-life care
: e 124 031 344 1.89-6.26 <001

Treatnent of physical symptoms

1000

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). Ungelieved 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 4-5 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 healthcare professionals to
improve discussions between patients and caregivers
about BOL 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’, ‘bereaved 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-adeguate 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-
tic 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 carlier. Fourth, other important
factors were not investigated in this stdy, 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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