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One-year follow up after admission to an emergency
department for drug overdose in Japan
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Atm: The aim of the study was to investigate the
incidence of and risk factors for repetition of suicidal
behavior within a year after admission for drug over-
dose in Japan.

Methods: Patients admitted to the emergency depart-
ment of a general public hospital in Tokyo for drug
overdose of prescribed medicine and/or over-the-
counter drugs between March 2008 and TFebruary
2009 were followed up after 1 year. Demographic
characteristics, previous suicide attempts, and mental
health state were examined by self-report question-
naire and interview at recovery from the initial
attempt. Information about suicidal behavior during
the follow-up period was obtained from the outpa-
tient psychiatrists by postal questionnaire 1 year after
discharge.

Results: Of 190 patients admitted to the emergency
department, 132 patients answered the questionnaire
and had the interview. Information about the

follow-up period for 66 patients was obtained. Of the
66 patients, 28 patients attempted suicide again and
two patients committed suicide during the 1-year
follow-up period. Psychiatric diagnosis of personality
disorder and denial of suicidal intent at the time
of recovery were associated with increased risk for
another suicide atternpt. Lethality levels of suicidal
behaviors before and after admission were associated
with each other.

Conclusion: The rate of fatal and non-fatal suicide
attempt within a year after admission for self-
poisoning was substantial. Psychiatric diagnosis of
personality disorder was a risk factor for repetition of
suicide attempt. Clinicians should pay attention to
the means of previous suicide attempts even though
the patient denies suicidal intent at recovery.

Key words: drug overdose, Japan, prospective cohort
study, suicide attempt.

APAN HAS ONE of the highest suicide rates among
developed countries.! For more than 10 vears,
suicide rates in Japan have been higher than 24.9 per
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100 000 people.! Since the ‘Basic Act on Suicide Pre-
vention” was put into force in Japan in 2006, both
community and medical models of suicide preven-
tion projects have been conducted, such as publica-
tion of suicide prevention manuals and educational
program for psychiatric professionals. However, there
has been no clear effect of these projects on suicide
rate.!

Suicide attempt is the strongest risk factor for
suicide, and a global strategy of suicide prevention by
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the World Health Organization included research on
suicide attempts as an important focus.> Many previ-
ous studies, conducted mainly in Western countries,
showed a high rate of suicide after suicide attempt,*”
and several risk factors for suicide after suicide
attempt have been reported. On the other hand, in
Japan, studies on suicide attempters have been
scarce,* ' and there was no available study that fol-
lowed up suicide attempters and examined the risk
for repeat of suicide attempt. Therefore, the risk
factors for recurrence of fatal and non-fatal suicide
attempt following a suicide attempt are unknown
among the Japanese. As culture affects suicidal
behaviour,'! studies are required to investigate the
risk for repetition of suicide attempt in Japan, specifi-
cally examining risk factors for repetition of suicidal
behavior within a short period after suicide attempt,
as suicide risk after suicide attempt was found to be
highest during the first 3 years and especially in the
first 6 months.”

This study focused on patients who were admitted
to hospital for drug overdose, because a previous
study found self-poisoning to be the most prevalent
type of suicide attempt that required admission.'
The objectives of this study were to: (i) investigate
the incidence of suicidal behavior after admission
for drug overdose in Japan; and (ii) investigate risk
factors for repetition of suicidal behavior within a
year after admission for drug overdose.

METHODS

Study design

This study was a fixed-length cohort study that fol-
lowed up the patients for 1 year.

Study sample

This study followed up the samples in a cross-
sectional survey that investigated depression and dis-
sociation in patients who were admitted to the
emergency department of a public hospital in Tokyo
owing to drug overdose. The hospital was one of the
three hospitals that had emergency rooms in the
catchment area of approximately 970 000 inhabit-
ants within 96 km* Admission to the emergency
department was decided by the doctors in the emer-
gency department based on the need for physical
care. The inclusion criteria for the cross-sectional

© 2013 The Authors
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survey were all the patients who were admitted to the
emergency department for drug overdose between
March 2008 and February 2009, and who could com-
municate enough in Japanese. Drug overdose was
defined as the intentional self-administration of
more than the prescribed dose of prescribed medi-
cine and/or over-the counter drugs. It was made
explicit that involvement with the survey was on a
voluntary basis, and written informed consent for
participation in the study was obtained from partici-
pants. All the participants in the cross-sectional
survey were included in the cohort study. If there
were patients who were admitted repeatedly owing to
drug overdose in the study period, only the first
episode of self-poisoning was included in the cohort.
Data were kept anonymously and securely in elec-
tronic forms. This study was conducted with permis-
sion from the ethics committee of Tokyo Fuchu
Metropolitan Hospital (since 2010, Tokyo Metropoli-
tan Tama Medical Center).

Data collection

Eligible patients were given a self-report question-
naire and interviewed by trained psychiatrists in the
hospital after they recovered from coma and became
clearly conscious, as judged by the psychiatrists who
conducted the interviews. The interviewers examined
sociodemographic background, psychiatric history,
and current use of psychiatric services. They also
evaluated severity of suicidal intent at the time of
recovery using the response list for Question 9 in the
Beck Depression Inventory (I don't have any
thoughts of killing myself’, ‘T have thoughts of killing
myself, but I would not carry them out’, "I would
like to kill myself, and ‘T would kill myself if I
had the chance’). Psychiatric diagnosis based on
International Statistical Classification of Diseases
and Related Health Problems was given by the
interviewer.

The self-questionnaire included the Kessler Psycho-
logical Distress Scale (K10} and the Adolescent Dis-
sociation Experience Scale (ADES).">™ The K10 is a
10-item, five-point Likert scale questionnaire devel-
oped by Kessler for population surveys and is also
suggested for use in screening for mental illness.”
The score ranges from 10 to 50, and individuals with
a score over 25 are considered to have a moderate
or severe mental disorder.'® The Japanese version of
K10 showed performance equivalent to the original
version.'” The ADES is a 30-item self-report measure
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Psychiatry and Clinical Neurosciences 2013; 67: 441-450

for screening pathological dissociation.’ Armstrong
et al. developed this scale targeting adolescents by
revising the Dissociation Experience Scale (DES),
which is a similar self-reporting questionnaire target-
ing adults. However, the ADES has been employed in
several studies using an adult sample as it is easier to
use than the DES,'®" which consists of 28 analogue
scales, and it has already been confirmed that the
score of the ADES is 10 times the score of the DES.**
The validity and reliability of the Japanese version of
the ADES is already established.®® Bach item of the
ADES has an 11-point Likert scale with a score from 0
to 10, and 2 mean score of the 30 items over 4.0
points suggests pathologic dissociation.”

At discharge, those without current psychiatric
service use were referred to psychiatrists near the
patient’s home address. One year after the admission
for self-poisoning, a questionnaire was sent to each
outpatient psychiatrist to obtain information about
the incidence of completed suicide, suicide attempt,
and self-cutting during the follow-up period of 1
year. Self-cutting was defined as ‘deliberate cutting of
the surface of the body with or without suicidal
‘intent’. Definition of suicide attempt was not given in
the questionnaire, and identification of these inci-
dents was based on the psychiatrist’s written reply
to the dichotomous questionnaires, including the
method of suicide attempt (e.g. Has the patient
attempted suicide by drug overdose during the
follow-up period?). In addition, for cases of com-
pleted suicide since hospital discharge, we spoke
with the outpatient psychiatrists to confirm the
information.

Data analysis

Data were analyzed using Microsoft EXCEL, STATA
version 11.0, and spss version 17.0. Sociodemo-
graphic background, psychiatric history of the
patients, and severity of depression, dissociation, and
suicidal intent were regarded as the independent vari-
ables. The dependent variable was suicidal behaviors
within the 1-year period of follow up.

The difference in the exposures of interest between
those who were followed up and those who were
lost to follow up was examined. The y’test was
performed to compare proportions for binary or
categorical variables, and the Student’s t-test was
performed to compare means of continuous vari-
ables. Residual analysis was conducted to compare
distribution of psychiatric diagnosis between the two

Follow up of drug overdose in Japan 443

groups. The Mann-Whitney U-test was performed for
each question of the Intent Scale as the answers were
not normally distributed. Statistical significance was
evaluated using 0.05 level, 2-sided tests.

For the analysis of risk factors for suicide attempt
during the follow-up period, cases without informa-
tion for the entire follow-up period were excluded.
Univariable logistic regression was performed to
investigate the odds of suicide attempt for each expo-
sure variable. The association between the variables
that were found to increase the odds of suicide
attempt was examined using the y*-test, and multi-
variable logistic regression was performed to adjust
for possible confounders.

The association between the variables that were
found to be associated with increased risk for suicide
attempt in the univariable logistic regression and
lethality of suicidal behavior after admission for drug
overdose was examined using the y*-test. We divided
the means of suicide atterapt into two categories
based on the violence of the means. Self-poisoning,
gas, and drowning were defined as non-violent
suicide attempts, and all other suicide attempts
were defined as violent suicide attempts according to
a previous study.’’ Based on external knowledge,
violent suicide attempt was considered as the most
lethal suicidal behavior, followed by non-violent
suicide attempt and self-cutting. If a patient used
multiple means of suicide attempt, the most lethal
means was taken into consideration.

RESULTS

A total of 199 admissions of 190 patients to the
emergency department for drug overdose were
observed between March 2008 and February 2009.
Of the 190 patients, 39 patients missed recruitment
due to absence of the psychiatrists in charge of this
research, 16 patients refused to participate in the
study, two patients died due to acute intoxication
after drug overdose during hospitalization, and one
patient could not communicate well in Japanese. The
mean age and sex ratio were not significantly differ-
ent between the participants and non-participants in
the cross-sectional survey. A total of 132 patients par-
ticipated in the cross-sectional survey and completed
the interview and the self-report questionnaire. Of
the 132 patients, 66 patients were followed up for 1
year, for a follow-up rate of 50.0%. The reasons for
loss to follow up were: 41 cases of no reply, 24 cases

© 2013 The Authors

Psychiatry and Clinical Neurosciences © 2013 Japanese Society of Psychiatry and Neurology



444 S. Ando et al.

Psychiatry and Clinical Neurosciences 2013; 67: 441-450

Table 1. Comparison of the characteristics between followed up patients and patients lost to follow up

‘I think of death but do not want to comrnit suicide’
‘I want to commit suicide’
‘T am seeking a chance to commit suicide’

Followed up Patients lost to
patients follow up
(n=66) (n=66) P-value
Sociodemographic characteristics
Mean age (years) (SD) 33.3(11.5) 30.2 (12.0) 0.122
Sex (female) 48 (73.7%) 54 (81.8%) 0.213
Having cohabitant 49 (74.2%) 42 (64.6%) 0.232
Education (212 years) 59 (89.4%) 52 (78.8%) 0.096
Haviug occupation 42 (64.6%) 44 (67.7%) 0.711
Psychiatric diagnosis in ICD-10
F2 7 (10.9%) 4 (7.4%) 0.509
F3 29 (45.3%) 12 (22.2%) 0.001
F4 11 (17.2%) 23 (42.6%) <0.001
F5 1(1.6%) 2 (3.7%) 0.459
F6 13 (20.3%) 11 (20.4%) 0.992
F7 2 (3.1%) 0 (0.0%) 0.190
F8 1(1.6%) 2 (3.7%) 0.459
Psychiatric history
History of self-cutting 36 (61.0%} 28 (44.4%) 0.067
Past admission in psychiatric department 37 (58.7%) 19 (30.2%) 0.001
Ongoing psychiatric medication 62 (95.4%) 40 (61.5%) <0.001
History of suicide attempt
Self-poisoning 47 (73.4%) 41 (63.1%) 0.206
Suicide attempt using charcoal 2 (3.1%) 0 {0.0%) 0.151
Jumping 7 (10.9%) 6 {9.2%) 0.747
Hanging 7 (10.9%) 7 (10.8%) 0.975
Other suicide attempt 6 (9.4%) 5 (7.7%) 0.732
Mental health status at recovery
Mean K10 score 33.9 (8.3) 32.7 (10.2) 0.497
K102 25 53 (91.4) 46 (78.0) 0.044
Mean ADES score 3.7 (2.3) 3.1 (2.4) 0.211
ADES 2 4 20 (39.2) 18 (38.3) 0.926
Suicide intent at recovery
T do not want to commit suicide at all’ 25 (37.9%) 26 (39.49%) 0.887

32 (48.5%)
6 (9.1%)
3 (4.6%)

31 (47.0%)
6 (9.1%)
3 (4.6%)

ADES, Adolescent Dissociation Experience Scale; K10, Kessler Psychological Distress Scale.

of disengagement from the psychiatrist’s service, and
one refusal by the patient to give information.

The baseline characteristics of patients who were
followed up and of those who were lost to follow up
are shown in Table 1. In general, there were only a
few differences between the two groups. Those who
were followed up were more likely to have had the
experience of admission to the psychiatric depart-
ment, to take ongoing psychiatric medication
(P=0.001 and P <0.001, respectively), to have had

© 2013 The Authors

depression above the threshold level (P = 0.044), and
to have the psychiatric diagnosis of F3 (mood
disorders) (P=0.001), while those lost to follow
up were more likely to have the diagnosis of F4
(neurotic, stress-related and somatoform disorders)
(P <£0.001). There was no difference in suicide intent
at recovery between those followed and those lost to
follow up. _

Of the 66 patients who were followed up for 1 year,
25 patients (37.9%) performed self-cutting, 28

Psychiatry and Clinical Neurosciences © 2013 Japanese Society of Psychiatry and Neurology
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Table 2. Suicidal behaviors within 1-year follow up of
66 patients who were admitted for drug overdose
Crude rate per 1000
n person-years

Completed suicide 2 30.3
Suicide attempt

Any 28 4242

Self-poisoning 25 3788

Jumping 5 75.8

Hanging 3 45.5

Gas 0 0.0

Other suicide attempt 0 0.0

Self-cutting 25 37838

patients (42.4%) attempted suicide, and two patients
(3.0%) committed suicide within the I-year
follow-up period, one by drug overdose and the other
by hanging (Table 2).

From the univariable logistic regression analysis, a
history of admission to the psychiatric department
{odds ratio [OR] 3.34; 95% confidence interval [CI]
1.09-10.26), a psychiatric diagnosis of personality
disorder (OR 8.89; 95%CI 1.40-56.57), denial of
suicide intent at recovery (OR 4.36; 95%CI 1.38-
13.84), and a previous history of suicide attempt (OR
5.76; 95%CI 1.16-28.48) were associated with
attempted suicide within a year after admission due
to drug overdose {Table 3). After adjusting for pos-
sible confounders, the psychiatric diagnosis of per-
sonality disorder (OR 8.20; 95%Cl 0.99-68.01)
(P =0.051) and denial of suicide intent on recovery
(OR 4.82; 95%CI 1.27-18.34) (P = 0.021) were asso-
ciated with a suicide attemnpt within a year after
admission due to drug overdose.

Among the variables that were found to be asso-
ciated with a suicide attempt during the follow-up
period in the univariable logistic regression, only a
previous history of suicide attempt tended to be
associated with the lethality of suicidal behavior
within a year after admission (P = 0.085). Therefore,
we investigated the association between the lethality
of suicidal behavior before and after admission due
to self-poisoning. From ordinal logistic regression,
both of them were associated with each other
(P < 0.001). A history of more lethal suicidal behav-
ior was associated with more lethal suicidal behavior
within a year after admission for self-poisoning
{Table 4). While only one of the patients without a
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history of suicide attempt (1/12 patients, 8.3%)
made a suicide attempt after admission, approxi-
mately half of the patients with a history of non-
violent suicide attempt (16/35 patients, 45.7%)
made a violent suicide attempt after the admission
for self-poisoning. Approximately two-thirds of the
patients with a history of violent suicide attempt
(8/12 patients, 66.7%) made any suicide attempt
after admission, and half of them (6/12 patients,
50.0%) made a violent suicide attempt.

DISCUSSION

This is the first prospective cohort study in Japan that
has followed up patients who were admitted to an
emergency department for drug overdose, and we
observed a substantial proportion of fatal and non-
fatal recurrent suicidal behavior within a year after
discharge. Psychiatric diagnosis of personality disor-
der and denial of suicide intent at recovery were
associated with increased risk for suicide attempt
after discharge. Lethality of previous suicide attempt
before the index admission was associated with
lethality of suicidal behavior after discharge.

The suicide rate within a year after admission due
to drug overdose was substantial in this first prospec-
tive cohort study in Japan which followed up patients
admitting to an emergency department due to drug
overdose. The observed suicide rate within a year
after self-poisoning was relatively high in this study
(2/66 in a vyear) compared with the previous
studies.” There may be several explanations for this.
First, the patients included in the cohort were those
who made a suicide attempt serious enough to
require admission. Second, the patients followed up
might have had more severe mental illness than those
who were lost to follow up, as the patients who were
followed up were more likely to have a history of
self-cutting, a history of admission to the psychiatric
department, and depression at recovery. The majority
of those who repeated suicide attempt during the
follow-up period took a non-violent method rather
than a violent method, and the trend was similar to
the population-based trend of suicide attempt in
Japan.®

While neither depression nor dissociation at recov-
ery were associated with suicide attempt after dis-
charge, psychiatric diagnosis of personality disorder
and denial of suicide intent at recovery were associ-
ated with increased risk for suicide attempt after

© 2013 The Authors
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Table 3. Odds ratios of attempted suicide within 1 year after an emergency department admission for drug overdose
Totaln n (%) Crude OR (95%CI) P-value Adjusted OR {95%CI) P-value
Sociodemographic characteristics
Age group
<20 6 1(16.7)  (Reference} -
20-29 20 6(30.0) 2.14(0.20-22.48) 0.525
30-39 23 15(65.2)  9.38 (0.93-94.65)  0.058
40-49 12 3(25.0) 1.67(0.13-20.58) 0.690
50-59 2 1(50.0) 5.00 (0.15-166.6) 0.368
260 2 0(0.0) -
Sex
Male 17 5(29.4) (Reference) 0.304
Female 48 21(43.8) 1.87 (0.57-6.13)
Having cohabitant
Yes 49 19 (38.8)  (Reference) 0.725
No 16 7(43.8)  1.22 (0.39-3.85)
Education (years)
212 58 24 (414) 1.76 (0.32-9.87)  0.518
<12 7 2(28.6) {Reference)
Having occupation
Yes 42 14 (33.3)  (Reference} 0.197
No 22 11 (50.0)  2.00 (0.69-5.74)
Psychiatric history
Ongoing psychiatric medication
Yes 61 26 (42.6) - -
No 3 0(0.0) -
History of admission in psychiatric department
Yes 37 19 (51.4)  3.34 (1.09-10.26)  0.035  2.18 (0.53-9.03)" 0.280
No 25 6(24.0)  (Reference) (Reference)
Psychiatric diagnosis in ICD-10
B2 7 2(28.6) 1.07{0.13-8.79)  0.952  1.47(0.14-15.71) 0.749
F3 28 10 (35.7) 148 ({0.31-6.88) 0.616  3.79 (0.52-27.60) 0.189
F4 11 3(27.3) (Reference) - (Reference) -
r5 1 0(0.0) - - - -
F6 13 10 (76.9) 8.89 (1.40-56.57) 0.021 8.20 (0.99-68.01)" 0.051
F7 2 1(50.0) 2.67 {0.12-57.62) 0532 - -
8 1 0(0.0) - - - -
Mental health status at recovery
K10 score
225 53 20 (37.7)  (Reference) 0.179
25 4 3(75.0) 4.95 (0.48-50.9)
ADES score
24.0 20 10 (50.0)  2.00 (0.63-6.38)  0.241
<4.0 30 10 (33.3) (Reference)
Suicide intent at recovery
‘T do not want to comumit suicide 25 14 (56.0) 4.36(1.38-13.84) 0.012  4.82(1.27-18.34)° 0.021
at all’
1 think of death but do not 31 7 (22.6)  (Reference) {Reference)
want to commit suicide’
‘I want to commit suicide’ 6 2(333) 1.71(0.26-11.40) 0.577  2.51(0.26-24.01)* 0.425
‘T am seeking a chance to 3 3(100.0) - - -
commit suicide’

© 2013 The Authors
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Table 3. (Continued)
Total n n (%) Crude OR (95%CI) P-value Adjusted OR (95%CI) P-value

History of self-cutting

Yes 36 14 (38.9) 0.92 (0.31-2.71) 0.879

No 22 9 (40.9) (Reference)
History of suicide atternpt

Yes 49 24 (49.0) 5.76 (1.16-28.48) 0.032 4.02 (0.69-22.23)1 0.120

No 14 2 (14.3) (Reference) (Reference)
Jumping

Ves 7 5(71.4) 4.17 (0.74-23 .4) 0.105

No 56 21(37.5) (Reference)
Hanging

Yes 7 4(57.1) 2.06 (0.42-10.10) 0.373

No 56 22 (39.3) {Reference)
Gas

Yes 2 0 (0.0) - -

No 61 26 (42.6) -
Other suicide attempt

Yes 6 2(33.3) 1.45 (0.25-8.60) 0.679

No 57 24 (42.1) {Reference)
"Adjusted for psychiatric diagnosis and history of suicide attempt. *Adjusted for history of admission in psychiatric
departinent and suicide intent at recovery. *Adjusted for psychiatric diagnosis. *Adjusted for history of admission in
psychiatric department.
ADES, Adolescent Dissociation Experience Scale; Cl, confidence interval; K10, Kessler Psychological Distress Scale;
OR, odds ratio.

discharge. Contrary to expectations, depression at expectations, dissociation at recovery was not associ-
recovery was not associated with increased risk of ated with suicide attempt within a year after discharge
reattempt of suicide during the follow-up period. although dissociation was seen as associated with
Risk factors for attempted suicide might be different suicidality in a previous study.? There may be several
from those for completed suicide. Also, contrary to explanations for this. First, while the previous study

Table 4. Lethality of suicidal behavior before the index admission for drug overdose and after discharge

Suicidal behavior within a year after discharge n (%)

Violent suicide ~ Non-violent No suicidal
attempt suicide attempt  Self-cutting  behavior Total
History of suicide attempt before the
index admission
Violent suicide attempt 6(50.0) 2(16.7) 2(16.7) 2(16.7) 12 (100.0)
Non-violent suicide attempt 2(5.7) 14 (40.0) 6(17.1) 13 (37.1) 35 (100.0)
Self-cutting 0 (0.0) 1{14.3) 2 (28.6) 4(57.1) 7 (100.0)
No suicidal behavior 0 (0.0) 1(8.3) 0 (0.0) 11 (91.7) 12 (100.0)
Total 8 18 10 30 66

History of suicide attempt before the index admission was associated with suicidal behavior within a year after discharge
(P <0.001 in ordinal logistic regression).

© 2013 The Authors
Psychiatry and Clinical Neurosciences © 2013 Japanese Society of Psychiatry and Neurology
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utilized an outpatient clinic, we utilized the patients
who were admitted to the emergency department due
to drug overdose. The average level of dissociation in
the participants of this study might be relatively high,
and thus having dissociation might not predict reat-
tempt. Second, the number of subjects might be too
few to produce the statistical power to detect differ-
ences between groups based on those exposures.
Unexpectedly, those who denied suicidal ideation at
recovery were more likely to attempt suicide than
those who mentioned suicidal ideation but denied
suicidal behavior. There are at least two possible
explanations for this. First, those who had affective
instability denied suicidal ideation at recovery even
though they had it when they attempted suicide.
Affective instability was found to be a risk factor for
suicide® Second, those who denied their suicidal
ideation might have a relatively high level of suicidal
ideation and wanted to reject further help or to avoid
admission to the psychiatric department, and there-
fore might not speak about their suicidal intent even
though they had it. A negative relation between a
higher level of suicidal ideation and help-seeking
intentions was shown in the previous study.”
However, there was no significant difference of dis-
tributions of the patients who denied their suicidal
ideation at recovery between the follow-up patients
and those lost to follow up, which might be due to
the small number of samples. Future study should
utilize more samples and investigate help-seeking
intention of the patients. Third, denial of suicidal
ideation might reflect a ‘cathartic effect’ of suicide
attempt (decreased suicidality following a suicide
attempt).?

We found that the lethality of the previous suicide
attempt was associated with the lethality of suicidal
behavior after discharge. This result is consistent with
a previous study, which showed that the worst sui-
cidal ideation in life was associated with an increased
risk of suicide.” Also, it is possible that patients with
an aggressive personality tend to repeat a violent
method in attempting suicide.”

There are several limitations to this study. Because
the participants were recruited from only one hospi-
tal in Tokyo, it is unlikely that the results of this study
can be generalized to the whole of Japan. As there
were 55 patients who were potentially eligible but
not included in the cross-sectional survey, there
might be a possibility of selection bias despite some
similarities in demographic characteristics between
participants and non-participants in the survey.

© 2013 The Authoré

Psychiatry and Clinical Neurosciences 2013; 67: 441-450

Among 190 patients admitted due to overdose,
only 66 patients {35%) were followed up. As the
follow-up rate was low, the suicide rate might be
either overestimated or underestimated. The rate
might be underestimated because a study following
up self-poisoning reported that the least cooperative
patients tended to repeat their acts of self-
poisoning*® On the other hand, the suicide rate
might be overestimated because more seriously ill
patients might keep going to psychiatrists and be
followed up. We did not obtain the information on
how many reattempts have been conducted by each
patient during the follow-up period. Because the
sample was relatively small, the statistical power may
be low. In addition, considering the low follow-up
rate, the findings from this study should be inter-
preted with caution. Further, because we did not
obtain information about what kinds of interven-
tions (i.e. psychotherapy, case management, only
medication)} have been conducted for each patient
during the follow-up period, we could not evaluate
the effects of those interventions.

Even taking these limitations into consideration,
the suicide rate within a year after admission for
self-poisoning was substantial. This means that clini-
cians in Japan should carefully evaluate the suicide
risk of patients who are admitted for drug overdose.
As psychiatric diagnosis of personality disorder and
denial of suicide intent at recovery were associated
with increased risk for suicide attempt after discharge,
these factors may be more reliable than mental health
status at recovery when predicting future suicide
attempt. As this study showed that a history of lethal
suicidal behavior was associated with lethal suicidal
behavior after discharge, clinicians should be espe-
cially careful about patients with a history of suicide
attempts using lethal methods even though they
remain engaged in psychiatric services. This may also
mean that medication is not enough to prevent rep-
etition of aviolent suicide attempt, and that social and
psychological supports, such as case management and
intensive contact, are required to prevent the suicide of
patients with a history of suicide attempt.>%

A similar study with more participants and a more
efficient follow-up method is required to obtain
more precise information about the incidence and
risk factors for suicide within a short period after
self-poisoning. Also, the effectiveness of social and
psychological support for suicide attempters by
drug overdose, in addition to psychiatric medication,
should be investigated.

Psychiatry and Clinical Neurosciences © 2013 Japanese Society of Psychiatry and Neurology
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Conclusions

The rate of fatal and non-fatal suicide attempt within
a year after admission for self-poisoning was substan-
tial. Psychiatric diagnosis of personality disorder and
denial of suicide intent at recovery were associated
with increased risk for repetition of suicide attempt
after discharge. Clinicians should pay attention to the
means of previous suicide attempts because lethality
of previous suicide attempt before the index admis-
sion was associated with lethality of suicidal behavior
after discharge.

ACKNOWLEDGMENTS

This study was supported by a grant for hospital
research at Tokyo Metropolitan Fuchu Hospital in
2008 and 2009. We would like to thank the psychia-
trists at Tokyo Fuchu Metropolitan Hospital for
their cooperation and assistance in conducting this
research. All of the authors declare that there is no
conflict of interest.

REFERENCES

1. Japan Cabinet Office. Annual report on suicide prevention
measure in 2017; 2011,

2. World Health Organization. protocol of SUPRE-MISS;

2002.

. Hawton K, Zahl D, Weatherall R Suicide following
deliberate self-harm: Long-term follow-up of patients who
presented to a general hospital. Br. J. Psychiatry 2003;
182: 537-542.

4. Nordstrom P, Samuelsson M, Asberg M. Survival analysis
of suicide risk after attempted suicide. Acta Psychiatr.
Scand. 1995; 91: 336-340.

. Hawton K, Fagg J. Suicide, and other causes of death,
following attempted suicide. Br, J. Psychiatry 1988; 152:
359-366.

6. Suominen K, Isometsa E, Suckas ], Haukka J, Achte K,
Lonngqvist J. Completed suicide after a suicide attempt: A
37-year follow-up study. Am. J. Psychiatry 2004; 161; 562~
563.

7. Owens D, Wood C, Greenwood D, Hughes T, Dennis M.
Mortality and suicide after non-fatal self-poisoning:
16-year outcome study. Br. J. Psychiatry 2005; 187: 470-
475.

8. Nakagawa M, Kawanishi C, Yamada T et al. Characteristics
of suicide attempters with family history of suicide
attempt: A retrospective chart review. BMC Psychiatry
2009; 9: 32,

9. Nakagawa M, Yamada T, Yamada S, Natori M, Hirayasu Y,
Kawanishi C. Follow-up study of suicide attempters who

[

1531

10.

11.

12.

13.

14.

16.

17.

18.

19.

20.

21.

22.

23.

Follow up of drug overdose in Japan 449

were given crisis intervention during hospital stay: Pilot
study. Psychiatry Clin. Neurosci. 2009; 63: 122-123.
Yamada T, Kawanishi C, Hasegawa H et al. Psychiatiic
assessment of suicide atternpters in Japan: A pilot study at
a critical emergency unit in an urban area. BMC Psychiarry
2007; 7: 64.

Vijayakumar L, Rajkumar S. Are risk factors for suicide
universal? A case-control study in India. Acta Psychiatr.
Scand. 1999; 99: 407-411.

Runeson B, Tidemalm D, Dahlin M, Lichtenstein P,
Langstrom N. Method of attempted suicide as predictor of
subsequent successful suicide: National long term cohort
study. BMJ 2010; 341: ¢3222.

Purukawa TA, Kessler RC, Slade T, Andrews G. The per-
formance of the K6 and K10 screening scales for psycho-
logical distress in the Australian National Survey of
Mental Health and Well-Being. Psychol. Med. 2003; 33:
357-362.

Armstrong JG, Putnam FW, Carlson EB, Libero DZ, Smith
SR. Development and validation of a measure of adoles-
cent dissociation: The Adolescent Dissociative Experiences
Scale. J. Nerv. Ment. Dis. 1997; 185: 491-497.

. Kessler RC, Andrews G, Colpe IJ eral. Short screening

scales to monitor population prevalences and trends in
non-specific psychological distress. Psychol. Med. 2002; 32:
959-976.

Rural and Regional Health and Aged Care Services
Division. Victorian Population Health Survey 2001. Vic-
torian Government Department of Human services;
2002.

Furukawa TA, Kawakami N, Saitoh M et al. The perfor-
mance of the Japanese version of the K6 and K10 in the
World Mental Health Survey Japan. Int. J. Methods
Psychiatr. Res. 2008; 17: 152-158.

Matsumoto T, Imarnura F. Association between childhood
attention-deficit--hyperactivity symptoms and adulthood
dissociation in male inmates: Preliminary report. Psychia-
try Clin. Neurosci. 2007; 61: 444-446.

Matsumoto T, Azekawa T, Yamaguchi A, Asami T, [seki E.
Habitual self-mutilation in Japan. Psychiatry Clin. Neurosci.
2004; 58: 191-198.

Uinesue M. Dissociative experience scale. In: Nakatani ¥
(Series ed.} Psychiatry Review. Vol. 22. life Science
Corperation, Tokyo, 1997; 98-100.

Durnais A, Lesage AD, Lalovic A et al. Is violent method of
suicide a behavioral marker of lifetime aggression? Am. J.
Psychiatry 2005; 162: 1375-1378.

Owens D, Horrocks J, House A. Fatal and non-fatal rep-
etition of self-harm. Systematic veview. Br. J. Psychiatry
2002; 181: 193-199.

Foote B, Smolin Y, Neft DI, Lipschiwz D. Dissociative dis-
orders and suicidality in psychiatric outpatients. J. Nerv.
Ment. Dis. 2008; 196: 29-36.

24. Neeleman J, Wessely S, Wadsworth M. Predictors of

suicide, accidental death, and premature natural death in

© 2013 The Authors

Psychiatry and Clinical Neurosciences © 2013 Japanese Society of Psychiatry and Neurology



450 S. Ando etal.

25.

26.

27.

a general-population birth cohort. Lancet 1998; 351:
93-97.

Deane FP, Wilson (], Ciamrochi J. Suicidal ideation and
help-negation: Not just hopelessness or prior help. J. Clin.
Psychol. 2001; 57: 901-914.

Sarfati Y, Bouchaud B, Hardy-Baylé MC. Cathartic effect of
suicide attempts not limited to depression: A short-term
prospective study after deliberate self-poisoning. Crisis
2003; 24: 73-78.

Beck AT, Brown GK, Steer RA, Dahlsgaard KK, Grisham JR.
Suicide ideation at its worst point: A predictor of eventual

© 2013 The Authors
Psychiatry and Clinical Neurosciences © 2013 Japanese Society of Psychiatry and Neurology

Psychiatry and Clinical Neurosciences 2013; 67: 441-450

28.

29.

suicide in psychiatric outpatients. Suicide Life Threat.
Behav. 1999; 29: 1-9.

Gardner R, Hanka R, Roberts 8], Allon-Smith JM, Kings
AA, Nicholson R. Psychological and sodal evaluation in
cases of deliberate self-poisoning seen in an accident
department. BMJ 1982; 284: 491-493.

Fleischmann A, Bertolote JM, Wasserman D et al. Effec-
tiveness of brief intervention and contact for suicide
attempters: A randomized controlled trial in  five
countries. Bull. World Health Organ. 2008; 86: 703~
709.




Palliative and Supportive Care (2013), 12, 1-8. v
© Cambridge University Press, 2013 1478-9515/13 $20.00
doi:10.1017/8147895151300031X

PAX 13-031

Development and preliminary evaluation of
communication skills training program for
oncologists based on patient preferences for
communicating bad news

MAIKO FUJIMORI, pup,"? YUKI SHIRAT, pupn,® MARIKO ASAI, pup,*

NOBUYA AKIZUKI, up, prD,”> NORIYUKI KATSUMATA, Mp, puD,°

KAORU KUBOTA, Mp, rup,” anp YOSUKE UCHITOMI, mp, puD®

Psycho-Oncology Division, Research Center for Innovative Oncology, National Cancer Center Hospital East, Kashiwa,
Chiba, Japan

2Psycho-Oncology Division, National Cancer Center Hospital, Chuoh-ku, Tokyo, Japan

*Department of Adult Nursing and Palliative Care Nursing, University of Tokyo, Bunkyo-ku, Tokyo, Japan
iGraduate School of Clinical Psychology, Teikyo Heisei University, Toshima-ku, Tokyo, J apan

"Department of Psyche-oncology, Chiba Cancer Center, Chuo-ku, Chiba, Japan

®Department of Medical Oncology, Nippon Medical School, Musashikosugi Hospital, Nakahara-ku, Kawasaki,
Kanagawa, Japan

"Medical Oncology Division, Nippon Medical School Hospital, Bunkyo-ku, Tokyo, Japan

SDepartment of Neuropsychiatry, Okayama University Graduate School of Medicine, Dentistry and Pharmaceutical
Sciences, Kita-ku, Okayama, Japan

(Recervep December 16, 2012; Acceptep January 13, 2013)

ABSTRACT

Objective: The purposes of this study were to develop a communication skills training (CST)
workshop program based on patient preferences, and to evaluate preliminary feasibility of the
CST program on the objective performances of physicians and the subjective ratings of their
confidence about the communication with patients at the pre- and post-CST.

Methods: The CST program was developed, based on the previous surveys on patient
preferences (setting up the supporting environment of the interview, making consideration for
how to deliver bad news, discussing about additional information, and provision of reassurance
and emotional support) and addressing the patient’s emotion with empathic responses, and
stressing the oncologists’ emotional support. The program was participants’ centered approach,
consisted a didactic lecture, role plays with simulated patients, discussions and an ice-breaking;
a total of 2-days. To evaluate feasibility of the newly developed CST program, oncologists who
participated it were assessed their communication performances (behaviors and utterances)
during simulated consultation at the pre- and post-CST. Participants also rated their confidence
communicating with patients at the pre-, post-, and 3-months after CST, burnout at pre and 3
months after CST, and the helpfulness of the program at post-CST.

Results: Sixteen oncologists attended a newly developed CST. A comparisen of pre-post
measures showed improvement of oncologists’ communication performances, especially skills of
emotional support and consideration for how to deliver information. Their confidence in
communicating bad news was rated higher score at post-CST than at pre-CST and was persisted
at 3-months after the CST. Emotional exhaustion scores decreased at 3-months after CST. In
addition, oncologists rated high satisfaction with all components of the program.

Address correspondence and reprint requests to: Yosuke Uchi-
tomi, Department of Neuropsychiatry, Okayama University
Graduate School of Medicine, Dentistry and Pharmaceutical
Sciences, 2-5-1 Shikata-cho, Kita-ku, Okayama 700-8558, Japan.
E-mail: uchitomi@ckayama-u.acjp
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Significance of results: This pilot study suggests that the newly developed CST program based
on patient preferences seemed feasible and potentially effective on improving oncologists’
communication behaviors what patients prefer and confidence in communicating with patients.

KEYWORDS: Communication skills training, Patients’, preference, Bad news, Patient-

physician relationship

INTRODUCTION

The communication skills of physicians delivering
bad news about cancer, such as an advanced cancer
diagnosis, can affect the degree of a patient’s distress
(Uchitomi et al., 2001; Schofield et al., 2003; Morita
et al., 2004). However, many physicians do not have
a standard strategy for delivering bad news to
patients (Baile et al., 2000} and find it difficult to
communicate bad news with cancer patients and
their relatives (Fujimori et al., 2003).

Therefore, communication skills training (CST)
has been designed to enhance physicians’ communi-
cation skills when delivering bad news and has
been shown to improve both the objective perform-
ance of physician and subjective ratings of their con-
fidence about communicating with patients (Baile
et al., 1999; Fallowfield et al., 2002; Jenkins & Fal-
lowfield, 2002; Back et al., 2007; Lenzi et al., 2010).
However these CST programs do not necessarily
have a strong theoretical basis (Girgis et al., 1999;
Cegala & Lenzmeier, 2002) and reflect patient prefer-
ences (Butow et al., 1998; Parker et al., 2001). Conse-
quently, the provision of CST cannot always improve
patients’ distress and satisfaction with care (Shilling
et al., 2003; Fellows et al., 2004). Meanwhile, patient
preferred communication features have been linked
with lower psychological distress and higher satisfac-
tion levels (Schofield et al., 2003). Therefore, inter-
ventions in enhancing physicians’ communication
skills that are based on the patients’ preferences
are needed (Cegala et al., 2002; Schofield et al., 2003).

According to our previous reports about patient
preferences for physicians’ styles of communicating
bad news, cancer patients have preferred that phys-
icians communicate bad news while taking into ac-
count setting up the supportive environment of the
interview, giving consideration on how to communi-
cate the bad news, providing various information
which patients would like to know, and providing re-
assurance and emotional support to patients and
their relatives (Fujimori et al., 2005; 2007; 2009).
We also suggested the most difficult communication
issues for physicians in clinical oneology were break-
ing bad news (for example, a diagnosis of advanced
cancer, recurrence, and stopping anti-cancer treat-
ment), providing emotional support, and dealing
with patients’ emotional responses (Fujimori et al,,
2003).

The purposes of this study were to develop a CST
workshop program for oncologists to improve patient
preferred communication skills when breaking bad
news based on the previous studies and to evaluate
preliminary feasibility the CST program on the objec-
tive performances of physicians and the subjective
ratings of their confidence about the communication
with patients at the pre- and post- CST.

METHODS

CST Program Development

The CST program was designed to aim that oncolo-
gists learn to patients’ perceive preferences and
needs for communication of each patient, based on
our previous surveys on the preferences of Japanese
cancer patients regarding the disclosure of bad news
(Fujimori et al., 2005; 2007; 2009). The conceptual
communication skills model was consisted of four di-
mensions, referred to as SHARE: S, setting up the
supporting environment of the interview; H, make
consideration for how to deliver the bad news; A, dis-
cuss about varicus additional information which
patients would like to know; and RE, provision reas-
surance and addressing the patient’s emotion with
empathic responses. Especially, the program stressed
RE, because it is the most important patient prefer-
ence (Fujimori et al., 2007; Fujimoeri & Uchitomi,
2009) and also one of the most difficult communi-
cation skills for physicians (Fujimori et al., 2003).
The conceptual model had been confirmed content
validity by two psychiatrists, a psychologist and
two oncologists who were experienced attending staff
in clinical oncology with knowledge about communi-
cation between patients and oncologists.

The program is participants’ centered approach
and consisted of a 1-hour computer-aided didactic
lecture with text and video, 8-hours role plays with
simulated patients, discussions and an ice-breaking;
a total of 2-days, based on previous studies (Fujimori
et al., 2003; Fellows et al., 2004) and discussion about
feasibility by two psychiatrists and a psychologist
who were experienced attending staff in clinical
oncology with knowledge about communication
between patients and oncologists. The program pro-
vides the suitable communication in the three situ-
ations of breaking bad news to patients: diagnosis
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of advanced cancer, recurrence, and stopping an anti-
cancer treatment. These situations were found diffi-
cult to deal with in practice by physicians (Fujimori
et al., 2003). To role-play, many scenarios were drawn
up tailored to each participants’ specialties. The par-
ticipants were divided into groups of four each with
two facilitators.

The facilitators were psychiatrists, psychologists,
and oncologists, all of whom had had clinical experi-
ence in oncology for 3 or more years and had partici-
pated in specialized 30-hours training workshops on
facilitating workshops on communication skills in
oncology. The simulated patients, who had had ex-
perience in medical school for 8 or more years, were
also participated 30-hours training workshops. To
strengthen in improving physicians’ empathic re-
sponses, facilitators lead a discussion and role plays
on the potential needs and emotion of the patient
and communication which patients prefer phys-
icians’ empathic responses during a lecture and dis-
cuss the SPs express during role plays.

Evaluation of the CST Program
Participants

Oncologists in Japan attended the CST program at
National Cancer Center Hospital East. All partici-
pants were expected by their hospital directors and
local district medical directors to promote palliative
care in their hospitals and surrounding avea. After
giving written informed consent, the oncologists par-
ticipated in the study.

Measurement

The Objective Performance of Communication
Skills. Before and after participating in the work-
shop, oncologists’ performances, such as behaviors
and utterances, were recorded using a video-camera
during a consultation with simulated patients, while
they were asked to tell a patient an inoperable ad-
vanced cancer. Their consultation video files were
assessed in random order by two blind-raters inde-
pendently, who trained more than 60-hours in order
to standardize the interpretation and application of
the assessment based on the manuals, using two as-
sessment tools. First, we prepared the 32 items for
the impressions of participants’ performances during
simulated consultation, which were based on the
patient preferences: setting up the supporting
environment of the interview, consideration for how
to deliver the bad news, discussing additional infor-
mation, and providing reassurance and addressing
the patient’s emotion with empathic responses (Fuji-
mori et al., 2007). The average Spearman correlation
coefficients of each intra-coder were 0.79 and 0.76.
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The average Spearman correlation coefficient of
inter-coder was 0.78, except for five items which
showed the correlation coefficients were less than
0. Thus, we only evaluated 27 items.

The Roter interaction analysis system (RIAS)
(Roter et al., 1995) was also used for analyzing the ob-
jective utterances of communication skills. The RIAS
has 42 mutually exclusive items for physicians and
patients’ utterances. In the RIAS, the unit of analysis
is the “utterance,” defined as the smallest discrimin-
able speech segment. Every utterance is assigned to
one of the mutually exclusive items that were aligned
with our training, and then researchers condense
them into fewer theoretically meaningful clusters de-
pending on the purpose of their studies. The Japa-
nese version of RIAS was used to evaluation of
consultations in Japanese oncology setting by Ishi-
kawa et al. (2002). In this study, we focused on the
23 items and added three items; silence, warning
sign, and ask for perception about bad news, of the
following behaviors for physicians; setting up the
interview, medical and the other information given,
active listening, and reassurance and empathic re-
sponses. The average Spearman correlation coeffi-
cients of each intra-coder were 0.86 and 0.82. The
average Spearman correlation coefficient of inter-
coder was (.83, except for one item which showed
the correlation coefficients were less than 0. Thus,
we only analyzed 25 items.

CJonfidence in Communication with Patients.
Confidence in communication with patients was as-
sessed with a questionnaire consisting of 21 items
by Baile et al. (1997). It measures the self-efficacy
of communication skills in breaking bad news. All
items were rated on a 10-point Likert secale from 1
to 10, ranging from “not at all” to “extremely.” The
previous studies had adopted this questionnaire to
evaluate CST programs (Fujimori et al., 2003; Baile
et al., 1997).

Burnout. The Maslach Burnout Inventory (MBI)
is a well validated, self~administered, and a standar-
dized instrument for evaluating burnout (Maslach &
Jackson, 1986). The Japanese version of MBI was
validated by Higashiguti et al. (1998). It consists of
22 items and three subscales: depersonalization
(five items), personal accomplishment (eight items),
and emetional-exhaustion (nine items). Bach item
was measured on a seven-point Likert scale ranging
from 0 to 6 according to frequency with which feel-
ing/attitudes are experienced.

Evaluation of the Workshop. Nine components of
the workshop (lecture on communication skills, giv-
ing feedback to others, getting feedback from others,
using role play, facilitators’ general approach,
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facilitators’ suggestion, simulated patients, scen-
arios, and relevance of the workshop to their own
clinical practice) were evaluated. Each item was
measured on a 11-point Likert scale from 0 to 10, ran-
ging from “not at all” to “usefulness” (Fujimori et al.,
2003).

Procedure

Before the workshop, participants were informed
about this study and gave consent in writing for par-
ticipant of this study. After that, they were required
to participate in a simulated consultation in which
they were asked to give the diagnosis of inoperable
advanced cancer to a simulated-patient and to com-
plete a pre-training survey regarding demographic
characteristics, confidence in communication with
patients, and MBI Demographic characteristics in-
cluded age, sex, marital status, specialty, clinical ex-
perience, and clinical experience in oncology. After
workshop, participants were required to participate
in a simulated consultation similar to the first, fill
in the questionnaires consisted of confidence in
communication, and evaluate the workshop. Three-
months after the workshop, all participants were
asked to answer a set of questionnaires that consisted
of confidence and MBI.

Analysis

The scores of participants’ possessed skill at pre-CST
were compared using paired -test with the scores at
post-CST. We also estimated the confidence of partici-
pants and compared the rating score at pre-CST with
post-CST and 3-months after CST using repeated
measures analysis of variances (ANOVAs). When
ANOVAs showed a significant difference, post hoc
tests were performed. Each factor score of MBI was
compared at pre-CST with 3-months after CST using
t-test. The statistical analysis was used the SPSS
19.0 software.

Table 1. Participant characteristics (N = 16)
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Participant Characteristics

Sixteen oncologists participated in the workshop.
Their characteristics were shown in Table 1.

Performance of Communicating Bad News

In each pair of bad news consultations, the score of
13 out of 27 categories of SHARE significantly in-
creased, related to mainly “make consideration for
how to deliver the bad news” and “provision reassur-
ance and addressing the patients’ emotion with em-
pathic responses” (Table 2). In each participant, the
mean of 9.7 skills were had higher score at the post-
CST. In RIAS, the utterances assigned 11 of 25 cat-
egories significantly increased, related to “setting up
interview,” “reassurance and empathic responses,”
“medical and the other information giving,” “reassur-
ance and empathic responses,” and “how to deliver the
bad news” (Table 2). The utterances of each partici-
pant increased in the mean of 10.5 skills at post-CST.

Confidence for Communicating Bad News

All items of the confidence related to communication
with patient of participants were significantly higher
scores at post-CST than at pre-CST and maintained
at the high level in 3-months after CST (Table 3).

Burnout

Compared with pre-CST, the mean score of all sub-
scales at 3-months after CST decreased (emotional
exhaustion: 11.64 + 3.77 and 10.29 + 3.75, respect-
ively; p = 0.04, depersonalization: 18.60 + 9.41 and
14.47 + 9.48, respectively; p = 0.08, personal accom-
plishment: 33.13 4 9.65 and 28.80 + 12.66, respect-
ively; p = 0.01).

Median (range), years N %

Age 36 (29-55)

Clinical experience 10 (3.8-25.0)

Clinical experience in oncology 8(2.3-25.0)

Sex Male 11 68.8
Female 5 31.3

Specialty Digestive 7 43.8
Thoracic 4 25.0
Head & Neck 2 12.5
Urology 1 6.3
Gynecology 1 6.3
Medical oncology 1 6.3
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Table 2. Mean Score of Total Peformances for Physicians During Consultations by Assessing SHARE and
RIAS Categories

Pre-CST  Post-CST % of
physicians
who improve
Mean S.D. Mean S.D. t p the skill
SHARE categories

Setting up the supporting environment of the interview 914 2.35 10.64 1.50 1.66 ns. ® 42.9
Greeting a patient cordially 2.79 184 371 1.07 206 *P 28.6
Looking at patient’s eyes and face 350 0.94 3.86 0.53 1.16 n.s. 28.6
Taking sufficient time 2.85 135 3.07 121 0.42 ns. 28.6

Make consideration for how to deliver the bad news 13.94 8.03 22,18 6.44 345 M€ 85.7
Encouraging a patient to ask questions 243 174 243 1.60 0.00 n.s. 21.4
Not beginning bad news without preamble 1.50 155 4.00 0.00 6.01  ** 85.7
Asking how much you know about patient’s illness 1.79 1983 293 163 2.00 * 35.7
before breaking bad news
Not using technical words 2.64 144 321 097 1.85 * 42.9
Using actual images and test data 1.29 186 250 1.95 2.58 * 35.7
Writing on paper to explain 136 181 057 145 -1.32 .8, 7.1
Checking to see that patients understand 1.43 155 264 1.82 2.46 * 64.3
Checking to see whether talk is fast-paced 057 145 178 171 2.08 * 50.0
Communicating clearly the main points of bad news 093 1.33 207 1.27 3.08 ## 50.0

Discuss about additional information 14.64 3.71 1621 2.83 1.13 n.s. 42.9
Answering patient’s fully 350 116 3.71 0.83 0.59 n.s. 14.3
Explaining the status of patient’s ilness 2.93 138 3.29 0.99 0.92 n.s. 42.9
Telling the prospects of cancer cure 386 0.36 3.07 154 ~176 +1 14.3
Providing information on support services 0.00 0.00 014 0.5: 1.00 n.s. 7.1
Discussing patient’s daily activities and work in the 1.29 133 129 164 0.00 n.s. 35.7
future
Explaining a second opinion 0.00 000 114 1.88 2.28 28.6
Checking questions 3.07 144 357 0.76 1.07 n.s. 35.7

Provision reassurance and addressing the patient’s 1850 7.30 24.64 3.59 3.56  *¥ 85.7

emotion with empathic responses
Asking about patient’s worry and concern 0.86 148 2,07 1.69 2.19 * 64.3
Saying words to prepare mentally 1.57 181 329 114 3.12 57.1
Remaining silent for concern for patient feelings 136 1.82 229 149 1.87 * 57.1
Accepting patient’s expressing emotions 243 145 3.50 0.76 2.90 ¥ 71.4
Saying words that soothe patient feelings 2.79 142 321 1.25 1.31 n.s. 35.7
Telling in a way with hope 343 145 371 0.61 0.72 n.s. 14.3
Telling what patient can hope for 3.50 1.16 3.79 0.58 0.84 n.s. 21.4
Assuming responsibility for patient’s care until the 257 145 279 1.37 0.56 n.g. 35.7

end

RIAS categories

Setting up the interview 193 092 271 1.44 1.92 * 42.9
Greeting/social conversation 193 092 271 144  1.92 * 42.9

Reassurance and empathic responses 14.90 897 2293 921 2.64 71.4
Empathy 050 065 1.00 1.24 1.71 T 42.9
Show compassion for worry and concern 0.21 043 0.71 0.73 2.19 * 42.9
Reassurance 3.29 198 350 1.99 0.43 .S, 35.7
Tell partnership 1.00 000 071 073 -0384 n.s. 21.4
Show understanding 479 3.83 821 4.98 2.28 * 71.4
Show supportive response 2.00 321 493 7.12 1.89 42.9
Show concern for patient 0.71 0.89 150 1.88 1.71 T 35.7
Show respect/gratitude 0.14 053 0.00 000 -100 n.s. 0
Validation 1.07 1.07 121 1.19 0.38 n.s. 35.7
Silence 114 225 071 0.99 0.81 n.s. 214
Open-ended question about psychosocial feelings 0.14 053 043 065 1.17 n.s. 35.7

Medical and the other information giving 1043 2.38 9.22 3.66 1.43 n.s. 28.6
Information giving about medical condition 393 128 500 2.63 1.41 T 714
Information giving about therapeutic regimen 548 199 3.07 138 —3.49 ** 7.1
Information giving about psychosocial feelings 029 047 079 0.70 1.99 T 7.1
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Pre-CST Post-CST % of
physicians
Mean S.D. Mean S.D. t p who improve
the skill
Counseling and direction about medical condition/ 0.79 1.05 0.36 0.50 -—1.47 T 14.3
therapeutic regimen
How to deliver the bad news 950 454 18.79 542 3.90 92.9
Open-ended question about medical condition 050 094 164 093 5.55  ** 78.6
Open-ended guestion about lifestyle 0.00 0.00 0.29 0.47 2.28 * 28.6
Counseling and direction 3.86 156 5.00 1.88 1.63 t 57.1
Ask for opinion 0.14 0.38 057 0.85 1.71 t 28.6
Ask for permission 0.71 114 0.86 1.03 0.38 n.8. 42.9
Ask for understanding 0.14 0.36 1.07v 1.33 2.51 100
Ask for perception about bad news 0.43 051 100 0.78 2.83 100
Warning 043 065 121 0.80 329 ** 100
Comfirm comprehension/inform exactly /rephrase 3.29 205 514 232 2.68 50.0

: n.8.= not significant"
*p < .05

 #p < 01

ip <10

po T

Evaluation of the Workshop

Participants reported to form a high estimate (mean
scores; 7.88-9,18) of all CST components (Table 4).

DISCUSSION

This study developed CST program based on patient
preferences and the newly developed CST program
seemed feasible and potentially effective and might
be applied to medical education for physicians, es-
pecially in Japanese culture which are characterized
by a family-centered comxmunication style, an emotion-
ally demanding patient preference and a little more
‘paternalistic’ physician-patient relationship (Fujimori
et al., 2005; 2007, 2009).

Two assessment tools for performances, which are
the SHARE as an assessment of impressions of
participants’ performances and the RIAS as an
assessment of participants’ utterances, showed the
similar results. As we intended, our developed CST
program might be strengthened in improving phys-
icians’ empathic responses and active listening skills.
Especially, more than 70% of participants have im-
proved performances of “not beginning bad news
without preamble” and “accepting patient’s expres-
sing emotions” categories of SHARE, and “show un-
derstanding,” “open-ended gquestion about medical
condition,” “ask for understanding,” “ask for percep-
tion about bad news,” and “warning” categories of
RIAS. Taken together with these results, the newly
developed CST program might be expected for phys-
icians to be able to provide an emotional support for

patients, resulting in their reduce distress such as
depression and anxiety.

In contrast, physicians’ behaviors and utterances
related to most categories of “discussing about
additional information” of SHARE did not change
between pre- and post-CST. One possible reason
might be that participants of this study might have
already had these communication skills, because
the scores of “telling the prospects of cancer care” cat-
egory of SHARE had been already rated high scores
at pre-CST. Another possible reason might be that
this program does not have insufficient effect on “pro-
viding information of support services” of SHARE.
Most participants might not have enough knowledge
about the psychosocial support services and daily ac-
tivities. If so, it might be effective to add in the CST
program a lecture of information which most patients
had not possess.

All subjective confidence ratings about communi-
cation increased significantly after CST and main-
tained 3-months after it. This result showed that
this CST program allowed participants to work on
these areas in a manner that was inspiring confi-
dence, and had an either equaling or surpassing
efficacy on participants’ confidence compared to our
previous program which showed 18 of 21 items had
improved after CST and maintained 3-months after
CST (Fujimori et al., 2003).

As the results of participants’ burnout, the
emotional-exhaustion and depersonalization showed
positive changes 3-months after CST, however the
personal accomplishment also decreased signifi-
cantly. This result did not replicate the result of cur
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Table 3. Scores of the Participants’ Self-Rating Confidence Scale for Communication with Patient

3-months
Pre-CST Post-CST after CST
Multiple
Mean S.D. Mean S.D. Mean S.D. i P comparisen

Creating comfortable setting 413 207 720 147 7.20 197 1559 2 1P<9° ¢3¢
Assessing patient’s ability to discuss bad news  4.93 2.02 7.07 139 7.27 128 1794 ** 11 <t2,t3
Detecting verbal cues 518 177 720 132 7.73 128 2195 @ ** t1 < t2, t3
Encouraging family presence 6.40 159 8.07 158 827 116 1148 ** t1 < 12,13
Assessing current knowledge 573 158 740 124 793 133 1604 ** t1 < t2,t3
Detecting patient’s anger 540 196 673 153 7.27 149 783 @ ** t1 <2, 13
Including family in discussion 653 136 787 1.88 840 1.18 1229 ** t1 < t2,t3
Detecting nonverbal cues 453 185 680 1.57 7.20 174 17.87 ** t1 <12, t3
Assessing how much the patient wants to know 4.33 1.95 6.7 144 7.00 1.81 2387 * t1 < t2,t3
Detecting anxiety 440 155 6.73 149 713 1.51 28.06 ** t1 <2, 13
Planning discussion in advance 573 158 7.73 194 807 171 1750 @ ** t1 < t2, t3
Detecting patient’s sadness 480 1.52 6.67 159 720 152 2150 ** t1 < t2, t3
Confirming patient’s understanding of cancer 500 165 7.13 146 767 145 2043 ** t1 << t2, t3

Checking to see that information was received  4.73 1.62 6:87 1.55 753 146 2605 **F t1 <12 < t3
accurately by patient

Providing information in small increments 487 1.85 647 1.78 7.53 1.36 1833 ** t1 < t2 < t3
Avoiding medical jargon 580 166 7.33 188 8.07 133 1300 ** t1 <2 <t3
Reinforeing and clarifying information 580 137 740 164 813 119 1548 ** t1 <2 <t3
Responding empathetically to patient’s feelings 5.27 167 747 146 827 110 2795 ** t1 <12 < t3
Planning a strategy for disclosing information 5.33 184 7.53 201 8.13 146 1871 ** t1 < t2, t3
Handling patient’s emotional reactions 433 172 713 155 740 130 2880 @ *F t1 < t2,t3
Managing your own response to patient distress 4.50 1.83 7.07 144 721 137 30.33 * t1 < 2, 13
a: ¥¥p < .01

b: t1 = Pre-CST

¢: t2 = Post-CST
d: t3 = 3 months after CST

previous study which showed participants’ emotion-  plishment for their job decreased 3-months after
al-exhaustion worsened 3-months after CST (Jen-  CST, it is possible that participants have intensified
kins & Fallowfield, 2002) and this CST program  their attempts to be empathic with patients and rea-
was suggested improving the physicians’ emotional-  lized that the consultations were more challenging. It
exhaustion and depersonalization, like the specu-  might have to be assessed at longer follow-up to pro-
lations in previocus studies that physicians’ burnout  vide a more satisfactory explanation of the phenom-
had decreased after CST (Baile et al., 1997; Ramirez  enon.
et al., 1995). Although this study also cannot explain The participants evaluated the CST program fully
the reason why the participants’ personal accom-  positively on all components, suggesting that they
were generally satisfied with the content, method-
ology, and facilitators of the workshop: a learner-
Table 4. Usefulness of the CST Program centered model as well or better as our previous
study (Fujimori et al., 2003). These results of this
Mean S.D. range  study showed the CST program suggested to useful
to physicians.

Dls&%; ecture on communication 788 167 5-10 Two limitations of this study should be noted.
Giving feedback to others 838 128 7-10 First, this preliminary study did not set up the con-
Getting feedback from others 8.94 112 7-10  trol group and the participants are small because
Using role play 9.00 115 7-10  the aims of this study were development and feasi-

The facilitators’ general approach 9.13 109 7-10 i : :
The facilitators’ suggestion 913 109 7-10 bility evaluation of C3T program based on patient

Simulated patient 900 110 7-10  preferences. Our next step study will perform ran-
Scenarios 831 1.30 6-10 domized control trial, as the results of this study
Relevance of the workshop to their 825 1.34 6-10  suggested a newly developed CST program was the

own clinical practice feasible and potentially effective. Second, this study

did not evaluate the impact of this CST program on
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patients’ outcomes such as patients’ distress and sat-
isfaction. Future research efforts should be evaluated
the patients’ outcomes.

In conclusion, a newly developed CST program
based on patient preferences is suggested being feas-
ible and potentially effective on communication be-
haviors of oncologists, confidence in communicating
with patients, and emotional exhaustion. A random-
ized control study to conclude the developed CST pro-
gram is effective was needed further.
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Abstract

Background: Communication skills training (CST) based on the Japanese SHARE model of family-
centered truth telling in Asian countries has heen adopted in Taiwan. However, its effectiveness in Tai-
wan has only been preliminarily verified. This study aimed to test the effect of SHARE model-centered
CST on Taiwanese healthcare providers’ truth-telling preference, to determine the effect size, and to
compare the effect of 1-day and 2-day CST programs on participants’ truth-telling preference.
Method: For this one-group, pretest-posttest study, 10 CST programs were conducted from August
2016 to November 2011 under certified facilitators and with standard patients. Participants (257
healthcare personnel from northern, central, southern, and eastern Taiwan) chose the 1-day (n =94)
or 2-day (r=163) CST program as convenient. Participants’ self-reported truth-telling preference
was measured before and immediately after CST programs, with CST pregram assessment afterward.
Results: The CST programs significantly improved healtheare personnel’s truth-telling preference
(mean pretest and posttest scores  standard deviation (SD): 263.8£27.0 vs. 281.8£22.9, p < 0.001).
The CST programs cffected a significant, large (¢=0.91) improvement in overall truth-telling
preference and significantly improved method of disclosure, emotional support, and additional
information (p < 0.001). Participation in I-day or 2-day CST programs did not significantly affect
participants’ truth-telling preference (p > 0.65) except for the setting subscale. Most participants were
satisfied with the CST programs (93.8%) and were willing to recommend them to colleagues (98.5%).
Conclusions: The SHARE model-centered CST programs significantly improved Taiwanese
healtheare personnel’s truth-telling preference. Futare studies should objectively assess participants’
trath-telling preference, for example, by cancer patients, their families, and other medical team
personnel and at longer times after CST programs.
Copyright © 2013 John Wiley & Sons, Ltd.
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Introduction

Truth telling is a common but difficult clinical task for
doctors, and it can only be gradually improved through
training. The most renowned current standardized com-
munication skills training (CST) program is the US
SPIKES model [1,2]. The SPIKES model, developed at
the US.MD Anderson Cancer Center and based on CST,
suggestions from experts, and a literature review [2], was
designed to train oncologists to break bad news about
cancer [1,2]. The model proposes a truth-telling procedure
in six steps: setting (setting up the interview), perception

Copyright © 2013 John Wiley & Sons, Ltd.

(assessing the patient’s perception), invitation (obtaining
the patient’s invitation), knowledge (giving knowledge
and information to the patient), empathy (addressing patient
emotions with empathy), and strategy and summary (sum-
marize treatment plan if patient is ready) [1]. Truth telling
is usually implemented in approximately 60 min. Since this
model was proposed in 2000, it has been widely used in
Western countries [1] such as the US and Ewrope. Further-
more, its effectiveness has been verified in the US [3-5],
the UK [6,7], Germany [8], Japan [9,10], and China [11].
However, truth telling in Western countries is influenced
by an emphasis on patient autonomy, which is significantly



