Physical and occupational therapies in palliative care
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INTRODUCTION

With the current overall survival rate at 50%, cancer is now
considered a chronic disease, joining the ranks of other major
chronic conditions (cardiovascular disease, lung disease, and
dementia) that account for end of life.! Treatment of any of these
life-threatening diseases, especially in those who are elderly,
results in a variety of medical problems, complex functional
changes, and a significantly compromised quality of life.>-
People with cancer and other serious illnesses require compre-
hensive care designed to relieve symptoms of pain, fatigue, and
weakness during all phases of their disease including pretreat-
ment, treatment, posttreatment, recurrence, and end-of-life
phases. Providing that level of comprehensive care requires
a team of health professionals who can address both curative
care and palliative care issues regardless of where the patient
is on the life-death continuum. However, the World Health
Organization (WHQ) has recognized that it is unrealistic to
expect that emerging palliative care needs can be met simply
by training a workforce of specialists in palliative care. WHO
suggests that expanding the knowledge and skills of health
professionals in general is the answer to addressing the increase
in health-care needs as individuals begin to live longer.¢ The
key to increasing the numbers of health professionals who can
improve patient function and quality of life among seriously
ill patients and their families is to enhance the awareness and
skills of physical therapists and occupational therapists so that
they will feel confident in working with palliative patients and
their families.

Approaches to cancer patient rehabilitation that take both
psychosocial aspects and physical aspects into consideration
are important, based on the reported need of “adequately
understanding the strong connections between the patients’
physical, psychological, and social aspects.”” Thus, the involve-
ment of representatives of a variety of occupations, includ-
ing psychologists, clinical psychologists, and nurses, and not
just rehabilitation specialists such as physical therapists or
occupational therapists, is important for the rehabilitation of
cancer patients; thus, multidisciplinary team care is required.
However, not many reports on the rehabilitation of cancer

patients have appeared since comprehensive research reports
on the need for rehabilitation were first published by Lehmann
et al®in 1978 and by Harvey et al.” in 1982. One reason for
this lack of research is that as rehabilitation was originally
performed mainly for the purpose of improving and raising
the level of activities of daily living (ADLs), there has been
little demand from either health-care providers or patients for
proactive intervention in cancer care with regard to rehabili-
tation, which has had the strong image of being intended to
improve ADL and return patients to their former lives. In recent
years, however, interest has turned to the association between
cancer rehabilitation and the increasing numbers of patients
who survive for long periods while enduring symptoms caused
by cancer or the adverse effects associated with treatment or
the association with advances in palliative care.

While physical therapy and occupational therapy are
traditionally viewed as rehabilitation interventions, providing
rehabilitation services for terminally ill patients is not a new
concept. Dietz!" has classified cancer rehabilitation according
to cancer patients’ physical and individual needs into four
categories: preventive, restorative, supportive, and palliative.
Based on these categories, the effectiveness of rehabilitation has
been reported for each stage of cancer treatment, from physical
rehabilitation during the acute stage of treatment!!""13""13.1
to the rehabilitation of physical aspects and psychological
aspects during the terminal stage,!>-1” but it remains difficult
to claim that cancer rehabilitation is generally acknowledged
to be adequate. In view of these situations, Dietz'® has pointed
out the need to focus on a concept of care that asks, “What is
the best support that can be provided to enable cancer patients
to readapt to society?” DeLisa'® has also stated that “now that
cancer patients’ survival rate has increased, attention should be
turned to maintaining cancer patients’ quality of life and pro-
longing it.” In other words, a shift to an approach that aims to
maintain the quality of life of patients at a high level and not just
improve their function and prognosis has become necessary.

The benefits of physiotherapy in palliative care were
recognized in the United Kingdom in 1978. Shank®
described the physiotherapist’s role as the relief of discomfort
and pain through the use of massage, exercise, support-
ive positioning, splinting, and chest physiotherapy and the
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Box 102.1 Role of physical/occupational
therapy in palliative care

e Help patient determine which activities and roles they can
realistically perform.

* Enable the patient to take an active part in establishing goals
and treatment priorities.

e Apply physicalfoccupational therapy interventions to minimize
symptoms and optimize functional abilities.

= Assist the patient to find meaning with their available range
of activity and occupation considering the interplay between
physical, psychological, social, and vocational domains of
function.

s Instruct patient regarding methods to maximize function
within limits of energy, safety, and capabilities.

¢ Enhance quality of life at the end of life for the patient and
their family.

maintenance/improvement in function through the use of
assistive devices, exercise, and retraining. She concluded that
the retention of an element of independence could provide
the patient with valuable hope and reduced anxiety. About
the same time, occupational therapists advocated that good
end-of-life care should include not only the management of
symptoms but also assistance to make the best of every day.
In 1983, Tigges and Sherman®! described the role of occupa-
tional therapists in fostering hospice patients’ independence in
occupational roles of self-care, work, and leisure as important
interventions in coping with feelings of isolation and the loss of
independence (Box 102.1).

WHEN TO MAKE REFERRALS

In developed nations, people are living longer and the types of
diseases that they are dying from include chronic diseases often
associated with musculoskeletal disorders and disabilities.
Heart disease, stroke, pulmonary failure, and cancer are recog-
nized as the main causes of death, but comorbid conditions such
as arthritis, dementia, and osteoporosis are also contributing to
increased levels of disability and the need for additional care.>?
In a study published in the journal of the American Medical
Association, clinicians examined the patterns of functional
decline at end of life for four types of illness trajectories (cancer
death, organ failure death, sudden death, and frailty) and con-
cluded that “end of life care must also serve those who become
increasingly frail even without a life-threatening illness.”"
Additionally, research from WHO indicates that palliative care
interventions such as good pain relief, communication, infor-
mation, and coordinated care from skilled professionals are
effective for reducing symptoms and suffering and that these
experiences do not differ widely according to disease or across
countries.?> The decision regarding when to begin physical and

occupational therapies for palliative care patients is often based
on the need to manage symptoms early during the course of the

- disease or to improve the quality of life of the patient.

Early referrals for symptom management

The use of palliative care interventions is applicable early during
the course of an illness (and not just at the end-of-life stage) to
manage distressing clinical complications. Physicians may not
consider the benefit of physical and occupational therapies early
during the course of cancer or cardiovascular or respiratory
diseases; however, preventive interventions offered by these
rehabilitation specialists may prevent pain and functional loss
during the end-of-life phase of these diseases. Gerber noted
that referrals to rehabilitation professionals for cancer patients
usually target either specific impairments at an anatomical
level (i.e., a loss of range of motion [ROM] or lymphedema)
or problems with mobility. However, she recommends ear-
lier referrals to prevent predictable problems associated with
medical treatment, such as skin care and exercise to manage
connective tissue side effects from radiation.>

Recent studies have demonstrated that the benefits
of exercise include improvement in mood,"" physical
capacity,?®”" fatigue,?™" and quality of life.”""" Exercise can
prevent the loss of strength and functional abilities often
associated with a lack of activity or disuse in the cancer
population.?®”" Even with bone marrow transplant popula-
tions, Demeo?””" has shown that exercises can be done safely
immediately following high-dose chemotherapy and can effec-
tively reduce fatigue, maintain physical performance, and
improve hemoglobin levels.

Improvement of quality of life

Quality of life has different meanings for different persons.
For measurements of quality of life to be considered valid,
the definition of quality of life must be determined based
on what the individual identifies it to be at a given point in
time.* Calman? proposed a model for assessing quality of life
in which quality of life is defined as the difference (at a par-
ticular period in time) between the hopes and expectations of
the individual and their present experience. The gap between
hopes and realities may be narrowed by improving patients’
function through treatment or by reducing their expectations
through a better understanding of the limitations imposed
by their disease. Using this model, improving quality of life
for palliative care patients is a dynamic process that must
continually address the ongoing changes in the gap between
hope and reality as their disease progresses. Physical therapists
and occupational therapists, by the nature of their therapeutic
and educational interventions, can and often do assist seriously
ill patients to manage this gap between hope and reality.
Nolen and Mock? noted that, in addition to the importance
of having control over traditional ADL (bathing, dressing, and
eating), having functional control over health-care decision
making and fulfillment or role expectations are equally
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Box 102.2 When physical or occupational
therapy is appropriate for palliative patients

¢ Any patient with a serious illness can benefit from therapy
services.

« Physicalfoccupational therapy can provide specialized
treatment of pain, discomfort, and functional loss at any stage
of iliness.

« Referral is encouraged early in the patient’s care to prevent
predicable morbidities but can be received at any time,
including during and after curative treatment.

« Therapy services can be provided in hospitals, nursing homes,
community settings, the patient's home, and the hospice/
palliative care unit.

important to patients at the end of life. Occupational therapists
can tailor treatments and goals to allow patients to continue
to carry out meaningful activities and to fulfill self-identified
important life roles. Yoshioka®¥” demonstrated the importance
of patient control over health-care decisions in his study of
301 cancer patients who received rehabilitation therapy during
their last 6 months of life. Although the mobility and self-
care scores improved with therapy in all the participants, the
patients and families who received the greatest benefit were
those who more actively participated in their rehabilitation
and helped to direct their care.

The improvement in quality of life through physical and
occupational therapy interventions has been shown to be
beneficial at every stage, even during the last days of life (Box
102.2).3 1n a study of 56 cancer patients in Switzerland, the
benefits of physical therapy were noted right up to the last
24 hours before death;>* 79% of the patients received benefi-
cial respiratory management techniques during the 24 hours
preceding their death, and 55% received beneficial interven-
tions aimed at improving self-care during the 8 days preced-
ing their death.

GUIDE FOR PHYSICAL/OCCUPATIONAL THERAPY
IN PALLIATIVE CARE

Therapeutic goals

Goals should be realistic and should take into consideration
numerous interrelated factors such as age, stage/type of dis-
ease, social/economic factors, and cognitive abilities. The pro-
cess of setting appropriate goals is as important as the goals
themselves. Although all patients should collaborate in the
development of their rehabilitation goals, such collaboration
is especially helpful to patients in a palliative care setting,
as the process provides a therapeutic outcome of allowing
the patient continued control in directing his or her care.
Therapists in palliative care settings can encourage patients

to explore what is truly important to them at that point in
their life. Collaborative goal setting can also provide an ideal
opportunity to assist patients in reframing unrealistic goals
in a manner that will match their current medical condition,
if necessary.

Therapists' specialized skills

Physical and occupational therapists involved in the care
of patients with progressive, debilitating illness or age-
associated decline must demonstrate not only well-developed
clinical skills but also the ability to communicate effectively,
facilitate team interactions, and innovate extemporaneously.
They must be sensitive to the emotional needs of the patient
and family, as well as the needs of their fellow team members.
In more ways than in any other rehabilitation treatment
situation, the wants and needs of this patient population
should drive the treatment plan. The palliative care thera-
pist must be able to establish a treatment plan focused on
comfort and quality of life, rather than on the recovery of
normal function.

In the health-care culture, where there is often a general
discomfort surrounding the topic of death, physical and
occupational therapists traditionally focus on rehabilitation
for living. However, in a palliative care setting, therapists
must be able to manage their own fears and feelings about
serious illness and death to provide effective support to the
patients and their families who are facing these issues.®®
Trump?®” advises that to be effective in a palliative care set-
ting, therapists may need to address and sometimes share in
patients” and families’ intense emotions. Furthermore, when
death does occur, the therapist must have appropriate meth-
ods for bringing about professional and personal closure to
prevent emotional burnout. Foles et al.*® outline a series of
professional and personal activities that promote emotional
well-being for the therapist, including the attending of a wake,
funeral, or memorial service that allows the therapist to say
goodbye to the patient and family. Professional reflection on
the outcomes of the therapy provided and reliance on one’s
own personal/spiritual beliefs and values are essential skills for
therapists working in palliative care (Box 102.3).

Box 102.3 Special skills required for
therapists working in palliative care

e Effective communication skills: Active listening, empathy,
and intuition

e Problem-solving skills and creative approaches to individual
needs

¢ Ability to form compassionate bonds with emotionatl
detachment

¢ Ability to accept death as a reality but never take away hope
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Assessment of functions

An objective assessment of function, which is routinely
performed for all patients, allows the implementation of
rehabilitation measures to slow, prevent, or remediate
performance problems. Physiciansand nurses typically evaluate
function in patients with cancer using the Karnovsky, Eastern
Cooperative Oncology Group (ECOG), or similar rating scales.
These scales are not always true indicators of a person’s actual
physical abilities, as the ratings are usually based on cursory
observations of the patient in an artificial environment (a clinic
visit) in which they are “stimulated... by the environment,
anxiety and expectations.” In a small study of patients with
non-small cell lung cancer at the Jewish General Hospital in
Montreal, Dalzell et al. compared the ECOG performance
status (PS) ratings with a global functional score composed of
three objective measures of performance. They found that “PS
evaluation persistently underestimated the degree of functional
disability, as measured by the objective measures.™"" Cashy
and Cella" compared the results of PS assessments for lung
cancer patients performed by the physician versus the patient’s
self-assessment of their function and found that physicians,
in general, rated the patients as performing better than the
patients rated themselves.

A better indicator of the patient’s actual functional abilities
is objective tests of observed performance, in which the
time or distance is measured. Functional performance tests,
such as a 6 min walk, 50 ft fastest speed, and timed sit to
stand, have been compared among groups (i.e., cancer, HIV,
AIDS, and lower back pain). Although all groups showed
an overall decreased performance from normal, the cancer
patient group was the lowest performing group.*?” Lee et al.**"
evaluated the self-reported fatigue measures and objective
functional performances of individuals with lymphoma and
recommended that physical performance measures be used
in addition to self-reported measures when evaluating the
outcomes of rehabilitation.

Physical therapy in actual practice

Giving priority to patients’ wishes has become the basis for
physical therapy interventions in palliative care, but their
content ranges widely, from approaches intended to provide
patients with a sense of achievement with regard to feelings of
loss of physical strength on bicycle ergometers to supportive
interventions by room visits (Box 102.4).%

1. ROM exercises
The ROM exercises used in palliative care prioritize
ROMs required for the performance of ADL, rather than
the expansion of ROMs. Basically, ROM exercises are
performed 5 to 10 times so as to understand the patient’s
normal ROMs (which will differ according to the joint) and
not to induce pain. Patients are asked to cooperate with
each movement, and care is taken to increase kinesthesia
by having the movements accompany voluntary
movements produced by muscle contraction. Because of

Box 102.4 Physical therapy
interventions in palliative care

* Functional mobility training

* Therapeutic exercises

* Dyspnea management

* Pasitioning for skin care, comfort, and function

* lymphedema control

* Orthotics

* Therapeutic modalities (heat, cold, massage, electrical)

*» Caregiver instruction and training

[N

the risk of inducing pathological fractures of long tubular
bones when passive ROM exercises impose an external
twisting force, guidance is provided so as not to produce
any internal rotation or external rotation.

. Muscle strength maintenance exercises

Muscle fatigue develops very rapidly in patients with
disuse syndromes, and for all practical purposes,
sometimes patients cannot even perform five repetitions.
The resistance or active assistance must be adjusted, while
flexion and extension exercises of the lower limbs are being
performed so that the patients may experience a sense

of achievement. Patients are asked to perform straight

leg raises (SLRs, raising the lower limb with the knee in
extension) as a means of evaluating the muscle strength of
the lower limbs. If a patient can perform SLR without pain
or without the action becoming unstable, then thereisa
strong possibility that the patient will be able to walk.

. Approach to antigravity muscle groups

Muscle groups that act in opposition to the force of
gravity are called antigravity muscle groups, and the
term antigravity muscle groups mainly refers to muscle
groups of the trunk, the quadriceps femoris muscle, and
the triceps surae muscle. Based on the results of research
conducted on elderly persons during long-term bed rest
and, in recent years, on the weightlessness of astronauts,
muscle atrophy is said to progress considerably in the
absence of the stimulation of these muscle groups. Thus,
training these muscle groups is important, and abdominal
muscle exercises, patella setting as quadriceps femoris
training, and plantar flexion exercises at the ankle joint,
which can be performed even in the supine position, are
recommended.

. Support for getting out of bed

After learning the wishes of patients who tend to stay in
bed because of their easy fatigability or lassitude, exercises
from the standpoint of providing motivation to get out of
bed are also conducted in the rehabilitation room. Even

if there is only a brief time for conducting the exercises

in the rehabilitation room, patients must be involved in
getting out of their bed because this activity is associated
with a change in their environment and the accompanying
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transfer or sitting. The distance traveled during walking
practice should be decided according to how tired the
patient feels. Information sharing with the hospital unit
should be established, and the time the patient spends out
of bed and the amount of daily activity in the hospital unit
should be gradually increased. When patients have been
spending the whole day in bed, on the other hand, muscle
atrophy has often already progressed, their nutritional
and respiratory status is likely to poor, and they may tend
to feel drowsy. Because of adverse effects such as nausea,
pain, or fatigability, each rehabilitation session can often
be performed only for a short time. In such situations,
passive ROM exercises and active assistive exercises should
be performed; in parallel, the bed should be progressively
raised until the patient is eventually able to sit on the

edge of the bed and to stand up. If the patient becomes
able to maintain a sitting position, an attempt may be
made to transfer the patient to a reclining wheelchair

with assistance, and going for walks around the hospital
also becomes possible. Performing physical therapy for
patients with generalized wasting is aimed at the recovery
of the functions of parts that can be improved and at
improving the ADL; at the same time, an understanding of
the risks involved is also necessary. When muscle atrophy
has progressed, it is important to be careful that physical
therapy does not result in lower limb fractures, which tend
to occur because of muscle atrophy that has progressed
and the absence of weight-bearing activities, or result in

a lingering feeling of fatigue, orthostatic hypotension,
resistance to exercise, and loss of self-confidence.

. General conditioning exercises

If patients are capable of walking in the hospital unit,

they are instructed in leg stretching exercises that can

be performed in a standing position. The leg stretching
exercises do not involve particularly difficult movements
and consist of “Achilles tendon stretching,” “adductor
muscle stretching,” and “ankle flexibility exercises” while
holding onto parallel bars or a hand rail. When the patient
is attached to numerous tubes, such as intravenous tubes
and monitors, a 4-movement squat-stand exercise that
can be done on the spot is performed. In movement 1 of
the 4-movement squat-stand exercise, patients squat by
slowly flexing their knees from a standing position; in
movement 2, patients extend their knees and return to a
standing position; in movement 3, patients lift their heels
and stand on tiptoe; and in movement 4, patients lower
their heels and return to a standing position. This exercise
is performed from 5 to 10 times in a rhythmic manner.
Because the load increases with the depth of the squat and
the number of repetitions can be raised or lowered, the
load can be adjusted to the patient’s physical strength. This
exercise is alsa very effective with regard to the antigravity
muscle groups mentioned earlier.

. Use of simple training devices

When the lower limb muscles are weak (manual muscle
test [MMT], 2-3) and active exercises are unsuitable,
devices that facilitate sliding and that are usually used for

transfer activities, such as slide boards and transfer slides,
can be used. These activities make active exercises possible
by reducing the frictional drag caused by gravity. Doing so
is linked to the successful experience of being able to move
by oneself, and it also provides motivation to continue
exercises as so to maintain muscle strength. Using a walker
with a load brake to support getting out of bed is also
effective for patients with lower limb paresis as a result

of spinal metastasis or muscle weakness in their lower
limbs because of disuse syndrome. Walkers are used to
fulfill the hope that patients in palliative care units express
when they say “I want to walk to the toilet,” and they are
also used with the aim of lessening the burden on nurses
involved in providing assistance.

Occupational therapy in actual practice

For patients and families facing problems related to life-
threatening illnesses, occupational therapy sets the desired
life or work activities as the goal/method, providing spiritual
and psychological support as well as support for physical
functions. In palliative care, it is important to determine
the needs, hopes, and demands of patients and, taking
energy allocation into account, to prioritize the approaches.
Although this strategy is appropriate when the patient is able
to specify his or her needs, hopes, and demands specifically,
there may also be many times when it is difficult to confirm
their needs because of the physical condition or mental
state of the patients themselves. Moreover, there are also
times when the patients and their families have no informa-
tion regarding the possibility of conducting occupational
therapy.?>4¢ Thus, in addition to the needs that have been
elicited, latent needs that are expected to be more important
to the patient or family are often hidden. To uncover such
latent needs, it is important to also build trusting relation-
ships, to confirm the social background and work history of
the patient, and to provide the required information so that
occupational therapists may provide support (Box 102.5).

Box 102.5 Occupational therapy
interventions in palliative care

* Engagement in meaningful activities that reflect valued roles
+ ADL training/adapted technigues
« Energy conservation techniques/fatigue management

e Assessment/training in use of assistive devices and
modification of environment

¢ Group activities (emotional and social benefits)
¢ Orthotics
* Positioning for skin care, comfort, and function

¢ Caregiver instruction and training
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1. Reducing physical suffering

a. Alleviating lassitude as a result of immobility
When impaired circulation as a result of immobility
causes suffering, such as fatigue or stiffness, it is
sometimes possible to alleviate fatigue, stiffness, or
pain temporarily by massage, stretching, or ROM
exercise, promoting circulation in the muscles around
the scapula. Moreover, when respiratory discomfort
develops, pain and stiffness often occur because patients
must spend more time sitting, and their antigravity
muscles, such as the cervical-upper spinal erector
spinae muscles, become constantly hypertonic. Heat
may be used (with contraindications, such as avoiding
the application of heat directly over tumors, kept in
mind), and support to promote blood circulation can be
performed in ap attempt to relax the muscles.

b. Protecting upper limbs that are difficult to move
When an upper limb is heavy and difficult to move
freely because of brachial plexus paralysis or some
other form of paralysis of the upper limb or because of
lymphedema or some other type of edema of the upper

limb, an attempt should be made to maintain the upper

limb in the correct position through the use of an arm
sling so as to protect it from hazards, such as wound
during housework, and to prevent secondary suffering.

¢. Positioning in a comfortable posture
Sometimes pain occurs as a resuit of a tumor
metastasizing to the axillary lymph nodes or lymph
nodes around the collarbone, with subsequent
growth compressing the nerves, or because the tumor
has invaded a nerve. Although drug therapy is the
mainstay of pain treatment, since the degree of pain
likely varies with the position of the shoulder joint or
the scapula, methods such as appropriate positioning
so that the shoulder joint is unlikely to be subjected to
excessive traction should be considered.

d. Alleviation of suffering and restricted movements as a
result of edema during the terminal period
In patients in the terminal phase of their illness,
venous and lymphatic displacement, hypoproteinemia,
or paralytic edema tends to develop as a result of
advanced cancer. It is also often difficult to improve
the edema itself, and because the body movements
are limited by the edema and ROMs are limited, these
limitations often become causes of patient suffering.
It is important to minimize movement limitations by

preventing fibrosis around joints and performing ROM

exercises to maintain the ROM of major joints.
Preventing contractures

ROM exercises and positioning to ensure the ROM
mainly of the large joints, including the shoulder joint

&

and the hip joint, are important so that contractures do

not impede medical care and nursing care.
2. Maintenance and improvement of ADL and instrumental
activities of daily living (IADLs)
Even when it is impossible to prevent declines in body
functions, sometimes a patient’s independence level can

be increased by making adjustments to ADL movement

methods, making the most of their remaining functions,

or introducing long-term care equipment and self-

help devices. Movements that the patients can control

themselves can be devised. It is also important to devise

ways that require minimal amounts of energy and to make
adjustments with regard to energy allocation, such as
saving energy for other things that the patient wants to do.

Some examples are listed in the following.

a. Modifying the ADL movements of patients in a
generalized wasting state
The overall physical strength of many patients with
advanced cancer is depleted, and their ability to continue
activities declines as a result of the impact of fatigue or
diminished appetite, arising from the deterioration of
their respiratory status, anorexia—cachexia syndrome,
etc. It has been reported that the comparative “capability
ADL” of patients who exhibit these symptoms but do
not have motor paralysis or osteoarticular diseases is
maintained until about 2 weeks before death, and that
the “capability ADL” suddenly becomes difficult around
5 days before death. Movement methods that minimize
energy (shortening movement lines, transfer methods
that eliminate standing up movements) should be
considered in such situations.

b. Making adjustments to ADL movements according to the
degree of bed rest in patients with metastatic bone tumors
(bone metastasis) and bone and soft tissue tumors
Bone and soft tissue metastases account for a large
proportion of cancer patients’ metastases, and these
metastases tend to affect the ADL. Bone metastases
have a predilection for the spine, pelvis, ribs, and
the proximal portions of the femur and humerus,
and fractures tend to occur when the metastases are
osteolytic. To prevent pathological fractures, care must
be exercised during the early stage so that the sites of
the metastases are not exposed to loads or twisting in
the direction of rotation, and radiation therapy is often
instituted. Whenever a strong possibility of fracture
exists, the level of bed rest and “prohibited movements”
should be confirmed with a physician as described in
the following, and ADL and IADL should be proposed
so that such movements do not occur.

¢. Making adjustments to ADL movements for patients
with edema (lymphedema or other forms of edema)
When lymphedema or some other form of edema of the
limbs progresses and the skin becomes fibrotic and hard,
or when manifestations of hypoproteinemic edema or
anasarca develop as the cancer progresses, inadequate
flexing of the joints occurs as a secondary manifestation;
consequently, the ROMs become limited, and body
movements become difficult because of the increased
weight of the hands and feet as a result of the edema.
When an upper limb is edematous, the movements
involved in changing clothes and getting washed become
difficult. When a lower limb becomes edematous, the
movements involved in changing clothes for the lower
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half of the body and washing the lower limbs become
difficult, and the movements involved in walking and
climbing or descending stairs become difficult. Providing
instructions regarding how to make adjustments to
aspects of daily living so as not to-aggravate lymphedema
is important. When multilayer lymphedema bandaging
(MLLB) is performed, adjustments to the bandaging may
be required so as to facilitate the maintenance of the ADL
and IADL and provide motivation, thereby increasing
the therapeutic effect and avoiding any reduction in the
quality of life, ADL, or IADL during treatment.
3. Reducing spiritual and psychological distress
The efficacy of occupational therapy (including
rehabilitation) in alleviating spiritual and psychological
suffering has long been reported.?”-%¥ Symptoms, including
their spiritual and psychological circumstances, should be
identified, and it is important to strictly manage risk and
introduce work activities in an individualized and flexible
manner to reduce loss experiences, even if only slightly.
In addition, when symptoms such as depression, anxiety,
or apathy are present, the work task level should be set at a
slightly lower to avoid causing fatigue as much as possible,
and patients should be carefully observed for signs of fatigue.
Tasks can be discontinued before they are completed,
attractive tasks should be selected, and consideration should
be given to the importance of patients being able to feel a
sense of achievement or having a successful experience.
Careful supervision of sharp objects, such as scissors and
cutters, is also necessary to prevent suicides.
4. Reducing social distress
Many patients feel sad as a result of no longer being able
to fulfill their roles at work or in the home in the same
way that they did before becoming ill (role loss), and
they may feel a sense of debt (sense of being a burden)
toward being a burden on those around them. Such
distress is particularly severe in generations that have
many social roles. Methods that enable patients to resume
even some of their roles can be a means of dealing with
“role loss.” When patients are members of what under
normal circumstances would be the “caregiver generation,”
they may feel a sense of being a burden, such as feeling
conscience-stricken just because they are receiving
nursing care from those around them. If the patient is
not experiencing distress, it is better to make adjustments
within the scope of the patients’ abilities in advance so
that they are able to perform their own personal activities
(ADLs) with as little assistance as possible.

For example, if a mother says, “I want to make delicious
meals for my growing children,” adjustments can be made
to movements that can be performed in a wheelchair, and
self-help devices can be introduced so that they are able
to prepare food when they return home. By providing
support so that food preparation methods are casually
passed on to their children, patients can also play a role
in handing down recipes to the next generation, It is also
useful to implement group therapy within the facility with
the aim of encouraging interpersonal exchanges, enabling.

a sense of belonging and a sense of connectedness to be
achieved, and enabling social roles to be reacquired based
on exchanges with other people.

CONCLUSIONS/FUTURE ISSUES

For persons who are at the end-of-life stage, independence or a lack
of disability may be defined as the ability to continue to live one’s
life with dignity, exerting control over one’s care and maintaining
functional independence in self-care activities as far as reason-
ably possible. Physical and occupational therapies can facilitate
the patient’s function at 2 minimum level of dependence regard-
less of life expectancy and can improve the quality of survival at
the end of life, enabling the patient’s life to be as comfortable and
productive as possible. Therefore, there is little doubt that quality
of life and the quality of the death experience are enhanced when
physical and occupational therapists are part of a team of health
professions supporting palliative care patients and their families.
However, some patients do not have access to rehabilitation
services, either because of their needs that are unrecognized by
frontline staff, because of a lack of allied health professionals
who are adequately trained in the care of patients with cancer, or
because of a lack of high-quality literature evidence. Therefore,
it is necessary that all health-care professionals should receive
training in rehabilitation needs assessment and that physical
or occupational therapists should acquire knowledge about
cancer and incorporate established techniques into cancer care.
Furthermore, research is needed to explore the role, compo-

nents, and outcomes of physical and occupational therapies.®"™




1030

Textbook of palliative medicine and supportive care

REFERENCES

14

15

17

18

19

20

21

22

Lynn J, Adamson DM. Living Well at the End of Life: Adapting Health
Care to Serious Chronic lliness in Old Age. Santa Monica, CA: RAND
White Paper, 2003. '

Cheville A. American Cancer Society. Cancer rehabilitation in the
new millennium: Rehabilitation of patients with advanced cancer.
Cancer 2001; 92: 1039-1048.

Boyd KJ, Murray SA, Kendall M, et al. Living with advanced heart
failure: A prospective, community based study of patients and their
careers. EurJ Heart Foil 2004; 6: 585-589.

Horne G, Payne S. Removing the boundaries: Palliative care for
patients with heart failure. Palliot Med 2004; 18: 291-296.

Gerber L. American Cancer Society. Cancer rehabilitation in the new
millennium: Cancer rehabilitation into the future. Concer 2001;
92:975-979.

World Health Organization-Europe. Palliative Care. The Solid Facts.
Geneva, Switzertand: WHO, 2004: pp. 7-32.

Ronson A, Body J. Psychosocial rehabilitation of cancer patients
after curative therapy. Support Care Cancer 2002; 10: 281-291.
Lehmann JF, Delisa JA, Waren CG, delateur BJ, Bryant PL, Nicholson
CG. Cancer rehabilitation: Assessment of need, development and
evaluation of a model of care. Arch Phys Med Rehabil 1978: 59;
410-419.

Harvey RF, Jellinek HM, Habeck RV. Cancer rehabilitation: An
analysis of 36 program approaches. JAMA 1982: 247; 2127-2131.
Dietz J. Rehabilitation of the cancer patient. Med Clin North Am
1869; 53: 607-624.

jorahim E, Al-Homaidh A. Physical activity and survival after breast
cancer diagnosis: Meta-analysis of published studies, Med Oncol
2010: {online published).

McNeely ML, Campbell K, Ospina M, Rowe BH, Dabbs K, Klassen TP et al.
Exercise interventions for upper-limb dysfunction due to breast cancer
treatment. Cochrane Database Syst Rev 2010: June 16; CD0O05211.
Halle M, Schoenberg MH. Physical activity in the prevention and
treatment of colorectal carcinoma. Dtsch Arztebl Int 2009: 106;
722-727.

van Weert E, Hoekstra-Weebers JE, May AM, Korstjens |, Ros WJ, van
der Schans CP. The development of an evidence-based physical self-
management rehabilitation programme for cancer survivors. Patient
Educ Couns 2008: 71; 169-190.

Twycross RG. The challenge of palliative care. Int J Clin Oncol 2002:
7;271-278.

Cheville A. Rehabilitation of patients with advanced cancer. Cancer
2001: 92; 970-974.

Santiago-Palma J, Payne R. Palliative care and rehabilitation. Cancer
2001: 92; 1049-1052.

Dietz J. Rehabilitation of the cancer patients: Its role in the scheme
of comprehensive care. Clin Bull 1974 4; 104-107.

Delisa JA. A history of cancer rehabilitation. Cancer 2001: 92;
970-974.

Shanks R. Physiotherapy in palliative care. Physiotherapy 1982; 68:
405-407.

Tigges KN, Sherman LM. The treatment of the hospice patient: From
occupational history to occupational role. Am.J Occup Ther 1983; 37:
235-238.

Davies E, Higginson |, eds. World Health Organization -—Europe.
Better Palliative Care for Older People. Geneva, Switzerland: WHO,
2004: 6-37.

Lunney JR, Lynn J, Foley D et al. Patterns of functional decline at the
end of life. JAMA 2003; 289: 2387-2392.

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

Craft LL, Vaniterson EH, Helenowski 1B, Rademaker AW, Courneya
KS. Exercise effects on depressive symptoms in cancer survivors:
A systematic review and meta-analysis. Cancer Epidemiol Biomarkers
Prev 2012; 21: 3-19.

McMillan EM, Newhouse 1J. Exercise is an effective treatment
modality for reducing cancer-related fatigue and improving physical
capacity in cancer patients and survivars: A meta-analysis. Appl
Physiol Nutr Metab 2011; 36: 892~-903.

Payne C, Wiffen PJ, Martin S. Interventions for fatigue and weight
loss in adults with advanced progressive illness. Cochrane Database
Syst Rev 2012; 1: CD008427.,

Fong DY, Ho JW, Hui BP et al. Physical activity for cancer survivors:
Meta-analysis of randomised controlled trials. BMJ 2012; 344: €70.
doi: 10.1136/bmj.e70.

Fialka-Moser V, Crevenna R, Korpan M, Quittan M. Cancer rehabili-
tation—Particularly with aspects on physical impairments. J Rehabil
Med 2003; 35: 163-162.

Demeo FC, Stieglitz RD, Novelli-Fisher U et al. Effects of physical
activity on the fatigue and psycholagic status of cancer patients
during chemotherapy. Cancer 1999; 85: 2273-2277.

0'Boyle CA, Waldron D. Quality of life issues in palliative medicine.
J Neurof 1997; 244: 18-25.

Calman KC. Quality of life in cancer patients—An hypothesis. J Med
Ethics 1984; 10: 124-127.

Nolan MT, Mock V. A conceptual framework for end-of-life care:
A reconsideration of factors influencing the integrity of the human
person. J Prof Nurs 2004; 20: 351-360.

Yoshioka H. Rehabilitation for the terminal cancer patient. Am J Phys
Med Rehabil 1994; 73: 189-206.

Shigemoto K, Abe K, Kaneko F, Okamura H. Assessment of degree of
satisfaction of cancer patients and their families with rehabilitation
and factors associated with it—Results of a Japanese population,
Disabil Rehabil 2007: 29; 437-444.

Marcant D, Rapin CH. Role of the physiotherapist in palliative care.
1 Pain Symptom Manage 1993; 8: 68-71.

Hayes C. General medicine and surgery. in: Hopkins H, Smith H, eds.
Willard and Spackman's Occupational Therapy, 5th edn. Philadelphia,
PA: JB Lippincott Co, 1978: 437.

Trump SM. Occupational therapy and hospice: A natural fit.
OT Practice 2001; 6: 7-11. .

Foles D, Tigges K, Weisman T. Occupational therapy in hospice home
care: Student tutorial. Am J Occup Ther 1986; 40: 623-628.
Winningham ML, Donovan ES, Fatigue and oncology rehabilitation:
An historical perspective. In: Winningham ML, and Barton-Burke
M, eds. Fatigue in Cancer: A Multidimensional Approach. Sadbury,
Ontario, Canada: Jones and Bartlett, 2000: pp. 263-276.

Dalzell MA, Kreisman H, Small D, MacDonald N. Is performance
status related to functional capacity in patients with non small cell
lung cancer (NSCLC). J Clin Oncol 2004; 22 (14 Suppl): 7224.

Cashy J, Celta D. Discrepancy analysis of patient vs physician
assessments of performance status in patients with advanced lung
cancer {abstract]. J Clin Oncol 2005; 23(16 Suppl): Abs No 8103
Simmonds MJ. Physical function in patients with cancer:
Psychametric characteristics and clinical usefulness of a physical per-
formance test battery. J Pain Symptom Manage 2002; 24: 404-414.
Lee JQ, Simmonds MJ, Wang XS, Novy DM. Differences in physical
performance in men and women with and without lymphoma. Arch
Phys Med Rehabil 2003; 84: 1747-1752.

Tookman AJ, Hopkins K, Scharpen-von-Heussen. Rehabilitation
in palliative medicine. in: Doyle D, Hanks G, Cherny N, Calman K
eds. Oxford Textbook of Palliative Medicine. Oxford, UX.: Oxford
University Press, 2005: pp. 1019~1032.



Physical and occupational therapies in palliative care 1031

45

46

47

Halkett GKB, Ciccarelli M, Keesing S, Aoun S. Occupational therapy
in palliative care: Is it under-utilised in western Australia? Australion
Occup Ther J 2010: 57; 301-309.

Kealey P, Mcintyre I. An evaluation of the domiciliary occupational
therapy service in palliative cancer care in a community trust:
A patient and cares perspective. EurJ Concer Core 2005:14; 232-243.
Ewer-Smith C, Patterson S. The use of an occupational therapy
programme within a palliative care setting. £ur J Palliat Care 2002;
9:30-33.

48

49

* 50

Pizzi MA. Occupational therapy in hospice care. Am J Occup Ther
1984: 38, 252-257.

Tigges KN, Folts D, Weisman T. The treatment of the hospice patient;
from occupational history to occupational role. Am J Occup Ther
1983; 37: 235-258.

National Institute for Clinical Excellence. Improving Supportive and
Palliative Care for Adults with Cancer; The Manual. 2004. Available
at  http://www.nice.org.uk/nicemedia/live/ 10893/28816/28816.pdf
{last updated: December 29, 2011},



206 V HEDEDOEEZRZETCEHETS Q&A

- BMRFEX 5EEZE L ORN

EEFHNREOERLEE - RIENDT T

AN, REZORECROERZROLBAI, BEIESRA
&{g@tb/ayﬁé“ffbimiﬁhﬁ

MIRTHEEZT, FOMEEEZONTHBOLHMET IS OWTHRET S BN
oL OB 5.
Lerman © "1, BRCAI RIS HR / INIEER 20 L LM E a5k — MgED

T, 46 %40 BRCAI ZEHMAHE, 50 5O REE. B LU 46 HOMEIREZED3 i'ﬂx)tﬂ
MAEFR(N—AF 4 ¥ - RAEMRRRL2 AR T 0)4%[1'7 DHEIRDEL 2 FE ﬁiﬁ L7z, 2o ‘7?1
N— v RERBER 1 el b1 3BT TTH ) DEROFEL mx!ltl}ﬁf)]“(dbo

AT A4 v,
Fens. EEIER ﬁa’! EHRAE, EEHEEILELT 12 BEOE S DHER i%q BB r R L
Twiz, T BREEE BREEGHEICBVLTL, 19 2RI 8ESY, 'I"ft'v”ﬁﬁf*?b‘

72 BEHCEROIME TR, MY RATZTHDPTCHETFREFER T 5Z0EED LB E W
i/.fN;!I LNTEY, 5 L7-HTEOLCH - HEMHmcEISs Y ThamE LTI Tna

MARPEIER Y R — 2 2 R (HNPCC) D4R 139 Ha g & Lz, @B FREZZTH0E
A O BIEICHT B EE BV T, :»5 2 40%) MEXIEER L., WY 2EROHBH L
PRRAELEET AL EH RIS L TWAZ EARENA. IS, HFEBIE VI LR L
WCHEEFWIRICBIML -2 EH LT N, MEXZZITL I L EHRICEEL TWi,

HNPCC I 133 Lt AL TR PR o LHEM T S AF5E T, Gritz & 7 Ot s
HhH. MIERFMREZZT72155 BTN T, HUER, B AR /szlli'i"' 64 HiE 124
HBEOWS D, AR, BICHTHBZ iL(cancex worry). LEURYHTEE & BRAR L CELRIAR IC &
DEHMIEL 7. TR TTIUHEZRIEL TR HREICODWTE, ZROFEIIrPDLT.
FTRTOFMREEEIBTELEALNKT, EFEHEMNERL TV, F28EBELT
WY ’5'2‘5‘”4 EHFICOWTIE, H192, A% W sBEhE L. EOBRAPHERMAR
2RI LA LD 60 ABRICEIKTL T, F4o HERELTBLOTERLAS
NG/ BEHRICONTIE, 19D, RLERFEBOFTEAALNT, BT sBFN
HIKTF L Cwe, ESICEREAEICOVTIE WERELTVAPENIh2HL ST, fHE
PR 2 8 % 0 GBI P O/ ST A RIERAF IS TE o T /zdt, #RFR 127
HBIIEBMIIERT I L IR TH o/ #RTE U OB REOE» - 2R EICH
MTAERELTIE X—AF4 Yy TORFEHENOHFE. KW QOL, V=Y ¥ LHKR—ID
ZUEREEAET L LT g,

DORENIBT AT KL RS Yo HNPCC Zaf8 s LENH 5. Wik %
M D@ AR Z LoED ) B, HNPCC OB BR &N/ 20 A L% T, #
[T MDA 17 A28 LR T diEFMEO#HRERENLIEITL 5.0 -
LTS (5 D9, OIAME. JRIERD 2 PEREELIRIC I VM-I L v b DTH 7.
FOFRE, 42 B L CEHliAS T hdn 5 MR LME oS R E R W LB IR W o



-2, MBSO L8 - Bliaor T Q1 207

1T SDROEmEE

THSDR% &S9P HHWNETY 9 CMEWEAEEO LS ITELC

QERE 7’;51500),&@ SETEBICTETCWRIELRB2(DT, PEHEEHBEL
@@&@ﬁﬁ:ﬁ&ﬁ&m,gﬁre S R

@FRE : BHWEV. &R TENESHTERNEL. BEICENEDD
OEREEIE 71245 LTEBENBEL. EXADRITET RV

@SEHM LW DHENERLCTVS. BEnvdLn

DRERE | AEOANTERE DT TWBDTIEEWLDA &N

@ERIIDFORE MHILREREE | EhIHEDEL. REATER (S
OBREE EETVWTEAALIENEEZLS

OEY! i~2>®b\”9"ﬂb\%§h/e?xLT(,Z\’@lEE/ £ 9IEEHRSIEEL EEELL, TnH 258U E
LTV BIBBIL S DREE

72500, 7T%EFENIOWREEL, R%IBEREFBEL T2 LA F LA
USSR R E LTIE )22 Vid ) DWREOMESAELREF L LTt sh:.
Pk, W orDWgEERICOWTHE Lz, INFTORENLIEIITRLAEL
W, BIETFREOEERRZIZE. FOMENEZERBEETH- T, it%“‘mvn
FEL TWVE0EPIC0h b8, HHEENRLEL LEE T 512 EO.LH R - HEE4 U
BWLTHLDTHo7z. T2, oL ZHERBRERZISLOHNBERS D DKERALAL TN T
b, BHOBBE EBICFEBML T o tEPKBOTH o7z, SOHROTE DT,
ﬁﬁ%%ﬁ@%ﬁcr"@Mﬁﬁka77ﬁ%M4ﬂfwéCkK LEEZLNTW
. Ll BHEREOBWIE P LV 00 ) DREEET 5B L IEEEIE <D OEAI%
#m&en.ﬁm.w@mﬁwﬁﬁqe&%.wﬁﬁ&m%wmmﬁ.7~>VW%ﬁ~%®
ZLWLDIEFOMEEPHRCZ EDRW SN E 2o TWAI LN S, EHEHHEIINGEDL
BUAY BUG % F SR B < EFli Z-»M'f}"ﬁ BHbHEVZD.

m%-.*mmmrie BB E B W AR~ = 2 7V (DSM-TV-TR) V1280 { 9 2
OB HkEEEFE 1 IR --‘—;\k-ﬂﬁ’*‘f:i')i:, AT MO ENERINTD D DFT
ET52L30%0EnDNTWER, IDORIIEHICHELTBINE, ks
'{l‘f@ﬁﬂgﬁiw?%% WOBEBECITIEELFEII) OWOWREMEICIZMEL. ) oMzkio

SEEICIE R HICEMBEICHA L ThW AR PR EEERDRS.

L X

1) Lerman C et al : BRCAT testing in families with hereditary breast-ovarian cancer. JAMA
275 :1885-1892, 1996

2) Lerman C et al : Genetic testing in families with hereditary nonpolyposis colon cancer.
JAMA 281 :1618-1622, 1999

3) Gritz ER et al : Psychological impact of genetic testing for hereditary nonpolyposis
colorectal cancer. J Clin Oncol 20 : 1902-1910, 2005

4) Murakami Y et al : Psychologic distress after disclosure of genetic test results
regarding hereditary nonpolyposis colorectal cancer. Cancer 101 : 395-403. 2004

5) American Psychiatric Association : Quick Reference to the Diagnostic Criteria from DSM-
V-TR/ BBZEREHN (FR), DSM-IV-TR #B#EEONIELZHOFS| BEFER. =R 2003



W, PABEOLEBEREEEDIFRD 6 DEIER Tl L ERIEADRIGE LT,
HEEEEZ R COET R UNE Y T— v a YOEBICTbNE K> TEBY, 20
BEUESE - TE TV, EE, bhbhd HAEEEE MRS o b ae T mIc 22
ES N EEREEZSRICTo2F/E cid, 1,045 fEERT, BSABZCRHLTYANEY
F—a vERERL OB 864 MERE (82.7%) TH b, 2hboTwAIEEL LT
Rb%hol-DiHEEELETh b, ERAETL L TESBTIM(92.1%), #HHEHEI
W (88.9%) R EMB VI EMNRENT, £/, PABEICRHLTINEYF—varE
EHL T ol 181 EERICBWTH, 171 R (94.5%) i3V B Y F—3 3 v Dik
EHEZBCTCHR LEEL, BEEHEABEUIBEELT, T —Ei-THELHEVS
ERPEEDP S H oL E BAHES T P LE LV EWSERPEEILH o L
E I BENSLHITFOND LY, BERBIEBW LU NEYF—2arDhhbboEE
HEHPRBENBHERE 2o 7, '

ZokSiC, BMEBRETREZLDUNEY F— a U{EEE, BRIC SRR LR
DABEDIRRICHI o T EBbN D, KREPABFIIER, G, BRI,
M7 & EE O IR FED S, BRI ANESLELR LENMEENALGND I LN
HHIED6, BEEELIBCERZEOLERBICEEL TBILENHE, oDk
HTH, BRMPABBFCALN, BESLEL I N LENMEOREN 2D, &
JGEEE, 500K, TAETHE. Zhs0LENEERY TS EE D quality of life
(QOL) #{E TS ¥ 272 Thl, BEEELTIIATEELR2ILLH LT Lo,
YN EHI LG T 5 C L EETH B,

KRBT, THEBORFSAGEN PRI L & D ERENPLORBLETT 5, T4
HHEEKIAICA S Z L ICET 2ERBERI TN BICEEIET 2 — I LIRSS
KOWTHRN, KO THBTARE 3 20LEPBEIC W THE T 2. BB, #ERE?
AEBELET AR LD A V7~V ZDOREEIC D Wi S,

BRI 2 TS AR IR & A D EERIBAIF O ORI T % & Lo R BWHERE,
BECLS>TREIDHVHAIGED 1 DEad, I35 LEEWHSLH (bad news) 235 &
NI BICBEIRT — RN R LB A2BBL B I LRBEETH S, £TRICA
ENBRIGE, vaviTdd, HIFoNAREELLI L0, TZARETIER
WA D e JE—FRNICERE LD, £hTH 3T A A JEAEERERER /DT

|
‘ —33—



EI3E RREBZOASHTERETDILHIC

-

LT ONA, BikoT, THPE-HICKR->T, $ATHSDHEICKI T
BRI ETREODLDE Il bl REZ I ELH D, Fhbhod UEEIEET S &,
EXSIEPAT D, NIk, BE» ML L&D c:)ﬁ}hb‘f* b, H5HWIEIK
n&<¢otbﬁﬁ#%<kofb Lo TERDZEHITATE S P - DA B,

Beiflie S LW FX R¥ LD, E2E20L7b \r>071:3ﬂ“:5ﬁ§7f)3?}bﬂa ELDHDH, AE
D ERAPETLC B0, MUIEZEDBELERS, LLsTEBALR
DR TcHH B, LoL, 2HEMZEE 20 5BR2CHEOMBICERE CE 2 X 51
Wb, Thbh, EREINEKHEZ EOLIIGRIZ 2 L TAG VR ko 2D
JEREZTEBDPRZUINE I EVoRALTCEDLLDICRD, ZLT, 100%EF L=
CRUCEIFTEBEL TS S EEFBEHLWICLTY, BAICEATIRZEL T b T
Vb,

Pl ki, BKRHLV-TH, PABFEVLBEHCEE L FoBEWHLEE2E TN
BT 5 — N LIRS E RELEDL D L O TR DS, BRI A BF IR
W&MQWEMtLTFH%"bn TEANDRE HDEuhNTWwS, LizhsT,
INDLIERA LS ETBTA D HEKEAES, L UL TRIREIN B wizdo-+9 7 8E
WHETH B

%

1) fMie RO Y-y

HWEMEIC L DL, BOEELETR-EY 3:.{{ ATEBZALPLVARTFIEIGLT, 1#
HHE S - B ITHEHOERPEE, $200T, PHENS LD RICOBRENEV L, i
EREEE» UEFEEICRSH2BIC R ST Ao E, Ltk T
ZOREEIHVENTHY, AOOBETEIH DD, I 22 IO LT Moo
MW EEQ “THFEWZH” L LTHFERIABLTHE. L L—AT, TDIdL P &
(IR E LTEDHTIL LI E S ERHMERZRHT B ENTEB LY
FEbH 5, LPEORFIHPAEZ 2R E L-EmEREE T, ﬁm@Awwe%f@u
Ni- tW|EshTws?

HISEEDZ 7 U —= v VP HEE LT, BATRT 5 & EFBOEREE, (B1) &L
Aubhtws, EEELT YLl BEEED L RIRIOENS 5D L, fEHE
s M#O#twﬂM*LU?%féwﬁ/ F 7R, D5 DS 4 HLE,
POFEDEHD 3 AU LT, BEO0.82, HAK0.82 Thr s Twd
2) M

JFHIRIC IR 2 W S 2 iR T A 0B R e ERb S, L, X1
O ICHECTIRESMEE 2D b H B0, BEMRICHESD 2 0IdBN T 5 00E

15



—
Zpae
=
124
#

1 Z0 1 BEOSEOOSE%
T TEBHORORE Y
THEIRFIEOEDHTT

W
SF0oo5&
0
RBElkDOBW 10
9
8
7
6
P SWNTDB 5 =
4
3
2
1=
DB EEAEn 0

D5 L XBORBE
(http://pod.nce.go.jp/documents/DIT_manual.pdf & b 3 )

2 FOREOODSEDHICT
D1 BEEEDORE, BE4E
CXEAHDFELLEM?

BEICEECERNS S

FLLEWCREDNH D

TR

LW, A LBEGEEOEAICE, BESDLVIERPALILE-TnwE I LEFEHL,
BEEEICZDE L LAZEADIENTELEBRLUAZ L TCERSBRTAIENEILH B,
Lichio €, BEREZTo T s T, GEPAmMCLEBL Ao T 3 I L 253,

WIS

1) %

3OREDBETEELAE 1 ITRT A, »
A, T THERIANAEED S D
WEHIZH L b Tws, Zhid,
BWTHEAEIC S EN T 2 BEE, IR,
BEEHE L Vo e BHERIE, FEERIEII
L ARONBFERTH27:0TH 5.
Lico T, EWMIE» S, HB0EH
ADETLTHBDED» 6T 5 LIER
DHoTHYREAREIN, BREDIA
BED D DR A E/ANHE X 03 AR
Lo L, o EOKEEKASABEE
WRELCHEBERETIE, 50WHEIE 7%
THLNIZEHESINTWBEY, Zhb
D HHEERIC X B 5 DR DR L% 8
570, INFETICEXEE LM
HENIELIN, BREORETHNI

Uy

16

DIEBEE R >TWVAI LIRSS T LPEETCH B,

S DMOBRTEE

QWS 289 E@EODTOHBINWEIT<hARVWED
#ROLSICEL.

QB - ZEUORNR  SETERBICTETWLI &
BE-SST, LI/ THN,

QBMOBIR - HEFD BRH BV, BRTER
Wi <A,

@FE : BOHARWL, BPTENESTERGL,
BHELICHIFED S,

GERFEEILE A543 0L TEBSENGRY, =
ZHBHCET AW,

BSESE  WOBERERLTVWS, BERPTun

DEMHER - BER: BEOACEZENTTVS
DTN E D,

®BEN - ERHOFBRELIIRERE : £hHA
BOVEL, REINSTER RS,

OBEESE  £ETVWTHEANBWEELS,

DELEFOOVWTIIESALESZAT(ABER). £91EE
P EEEMEEBLL, Fna 2 BEMEEVWTWAIBAIC
SOBEBHENS,

(APA : DSM-IV-TR & )




B3E RBRREBZOAZHZEETZOHI

T&7 L»L, L oiEkc> b)'fO) T A=Y ARTF—% A (Performance Status :

PS)
BRI ¢, %c@iaﬁ%#ﬁﬁ —
2EREOBBO—2T, BETAOBEEZOHIR
EARBHIERICKAS, Thbb) DREERLEY.
\ =N B3k 3 - O F-o e HERCEHTZ S EEFSBURE
OJ%KL/J\nTmE'&?/UL_L%{I&gj— & TR < 25
DIFHD, BRINCEETHLLVLHD 1 BERIOR U WEDIRBIRS N3, HETRT,
N BEZPE > TORERITS 2 EnTE 5,
PEEDEAHTH SO BORE, B
2) SOBEBHOEEY 21 BATERET, BY BOEOEDDDT ERTATH
B BECAY. fFRITERL. BRO 0% Eid~y
SO IREICEHEL, MISTAZ L RATBZ,
S 2P BE = 7 /\7‘\\ = 'J- RE s - 32@'91’1,73,@ \0)%0)*19*90) tbi)\—(%tﬁ\'\
DB, BARALREREIRR LT QD B0 L < o RS CBE T
B 4 Fol BBV, BAOBDEDLDOT LidE >
e TERW, REENY ROVBFTHTT.
o I 5] e

B \ (ECOG (KB o lEsoFko 1 ) e -, Performance
BERIAVPATTI A0 —%2F T T Status(PS) o> B A IBISHTEE 7 1 — 7 (JCOG) b & B B AEEIR,

2, BERHMOBBICA D, R G ke drtonarydicol frertr
LT 7 ofThh, ERTY ho—gg  manceSaushim)) SH)

T3 T ORETH - 72 (performance

status=4)., L LIRACHIESHI LR, S LiEs6d5L, TH5EE2T0H»TY
LD 7w, BlLhblow JEwHHENALN, BELBZ LA L-oTEL, RAloOks
BITbNizzhBiEs L, LERESERT /.0, BHBEE S, BEOKE,

S5O LB I NVEOH S 2 CHREINFEE BRASEND I DIChD, HELE
Pz oTnol,

Kﬁ%@iﬁm,%%%ﬁ BENHABERAALRRLTERTREL, 20
TRICIDMPFEL TV IBAPH LI LRI HM6NTVS, L LEEZITAED
YA E D ,%%%&mxk%ﬂﬁ@ﬁﬂmwﬂ% Mﬁﬁﬁ% HREE T d B
EDB, IDOFEBICEREL, BEOERAPEMT L LPLTAREVZD
3)179—:y7

SOREBBICA Y- v TR FERELT, FRLET256 3 EFBOERER %2
D@,%iei&ﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁéncﬁb WABED S DWOEFEL T RRY
LIEE L L CofAfifEERSY. LrL, Tnoz2iETd 2B LTI 08l rold,
BECHFET AEANABC L TEREVELE LS, ZNRDOVLTHEBLFHLEY C
ETHBH

(hmme@”u.%x%ﬁA$%MWWmﬂLT13@@#5&6%%m§ozauw
ZVRE, BXUHIS 250 0A%BRDIEEXERLEZEIA, TRORVLHTT
»? %Bﬁhk@Lfmiﬁ&#?JL@mé:kﬁﬁoﬁwzﬁu-;yﬁgbfi
FHRTHoRIEZHREL TS, BEOIC -2, "THFIESI>TTr?21LE
RIBT, bI5—F, "[OBOHIPBTTL 2 eMIMA S Lid, BRRKICKEzaEE
WIFBERLITHIIEDNTE, LIrLETTHI E}z" 25, 20 ERAEIL L
DOE»OBEIFERELD EEDND,

17



I GUN L
. ol

4) X

JFHNE U BERERE R L, S OMOBREEBEIEIETHD. LirL, BF
EDD bbb RS L0 BRTHESEE2TOEAICIEL ™ ’Jr@fw&b&*””
Efly, BEDPETLTHIRETHL L2 FDRRLL A THIET 2LERH B,
TISHEE L 5 OFADT 70 —F & LT, i & Sk otbl & 74 5 FEihig
LD WTIENE, S IERAADTbN, ZOEHEIREINTETCHSE, LaL,
D3 A BB IR 2R MEE O BRI TR R, L b hTw b, TR, TRAO
4“@%@2@r§%¢@?@&< RRIC & » THE U BEEN, BERE M>okL
FRT AL EAEBEL TS, HA0BHIBIIBEROE5Z 2EWREED, HFEL, -
mi?ﬁﬁmﬁofgt%wkﬁh@ﬁ¢&@Wom&ﬁf,@%x%bﬂxfmﬁé&
5HATHL, CORDICHBEEZE T, BENSE I THRLETY 3454 (here
and now), FrCB - TEORHZFMRL, Fho23E - HEL, EHENLZEHREEZ
BT L, MENLZHEECRIEZ5A T, FELADPSTICHEHREEZNDOH B
Bhofb &, WHRELGL L wolzT7 Tu—FThh, RLTIHOZEZBIETOTIZ
%, BEOBBORLERERL, ThiEBELZFT2 EpERL LT 5, &K
DABFEICHLTH, ZTRHEORBMEELZERE Lickrrb b 3EELEbNS.

D vrx
1) iR V-7
HAFER, ETHD SRS <&Eﬂ7$fH%WW%T . RE O EHIRERIC
B EERE, EROORR EoRMBEE LS TR oEE T BilirmEsh 3

s, LREGEMERSHBET 2. £ AZEQBEFITW, m&mawfﬁﬂmeﬁ
IFERDSERE), HROED - #RsREcdh s Z LR TH B, FHiiIcH > TS
S L7ERE &b, RN, FIENLECORBABELZFM T2 LPEETHL. DA
BEIIBIDEARE @ﬁf@@ SREIZE L TIE 4~27 BRE L REI LT 3V,
B RREEDSHETE LIAREIC 2 5

oﬂkﬁ?%:tﬁ%bmfm%
B R 0B AITIE, TEFRICIE
T 594 TOBEHUTAEL

BAEDS A T & 3504

BUFD 2 DBk LFo4D5E ODEESH
Db, EEENSEKTI L1470 - BRRERE OB ISy

TR A3 DI ATE s Lo CEBOYFO-LORE | OFHEDCET

EEBEORE OfFBIDEE DT
bhiTwab - B - BRICET 3 RHOBD
. - REBOWES
ﬁ&ﬁmz V=7,  AEOES OWEB
SRAIRSBE DB B L A T H B - R

RAN EDHYN ESTHHEONHOEEEECT.
BMELLT . B8R EEBMOVNFEHOBEEEF - I,
(MMSE) " ERHTH 2 & T 58 (Meagher D et al © A new data-based motor subtype schema for de-

lirium. J Neuropsychiatry Clin Neurosci 20 @ 190, Figure 1, 2008 X

ﬁf%\f3{))7b§, ___I?J‘,l@h{m)}](@ B—r"' 08D

Mini-Mental State Examination

18



B3E KBRBEDAZHAZEETSIHIC

1, BIIWCRT LD REERERESF 2 [E4] SREEASAORIG

@5ﬁ%%m@a&ﬂbmvm o, & CRKBEAEOS6%BREARET 3502

<5 4, E - — ) EHEETHICEDEWDOREDH S,

%wﬁ&%%@ﬁA£KMﬁﬁ@Wﬁ CWAIEL T, BREAIYEY Y REE 5T
N L g 130k Z300

(L bISEERE AE =RIRS L. amEsETa

Tl b, %@%%u%n::naua CREBEEAD 5B ERWYLT, HOMUHE

BUEILT, TERIKIEAS.

4 %‘ﬁﬂk%ﬁ% LTwlZtk 753\%\%35'“63") CRIECEEENBIEEEE TS

2 SEYRT PHTONTOENED. SHEBORS
TEDELBIETY.

2) e

5 O%R & ERE, FANE U Tk
FHETL, CAEDRERELSEIRETHS, Lirl, BEEETOL2DLOBLEL
EATIGACE, “EBEE ORETH DL LA TDEEBL ATHIET A0ELND B

FABNOIGE LT, ETEROEEEZDRESERINS, 2720, HECX
b@“ﬂ,@@@@@@%a@#%ﬁm@ TTOT—NEEIIEDDLOLMBEETH
3. FYERICOWTE, —RIGRSARRBICELC T, £/ biEicma, BREHEE
@%miﬁ,%mz&v7«@§%'%ﬁ%w%f%%.%%m@& ENDRIRE E LD
LDERAIRT. '

%15#& BEOT TS TWBAY v 713, BWILTE, BLVERLEREL,
FBANC & i WEER (RS RS, IR, SRR Lwvuoi, 7b>/u{§i§t’%f7{a DRI TETH
THIET, BIHMEDZA ML ZREBICHZ EvbhTnd, HEEELOHEECHD
EfE# HiE L CE@ICEEEE 2T T ADLIEBRAICET L Tw L 2 Eh b, 1"1]0)7‘:
DICHEEA L TC020p Db bilkd, LuHNAZRELIENHD, IHIC, Bb,
RE, WD E ol BEOBESCLENIEANORUOREES, ThbbPAEELD
Aoy —TarvELaEb, 2997@xyfw«»xuﬁ%ﬁ%ﬁ BT EE A
bNTWwDE, ZTH LA LRARELGEL ZHHWMEED 1 Dic/v—>7 7 F (burn

out : MARZ)YWH B, N—=r T NEABAEBIEETIAY Y TDA YT~V A%
EZTWHWLH A TIE 'éi'ikif, DO TRt hidh b wEBETHD I Eh b,
T, TDR— FMoEBRL, DAEBAY vy 7ItALND I A—r T 7~ O

DI OV TIHRAR S

F2pc2WT

1) &

W=7 QBT 1970 FRUSKET, BEREHEE £ 13 U o3 ABIfRE D HRE
0)/\/’2 KRN T 2 AT~V ZOEECHER S5 & 9/ - 7. Freudenberger' i3,
W7o P2 TESPBELEL TITEIAATE 4, £5H, WAMRDIEL D,

19

—38— |



20

I, #5%

ol O TNICE Dol LIl 2 Th s ENBFEHOS D EF ETELT
V2%, %7- Maslach'? 1&, TEBIINIEEIA T T 3 5 b KRG 7 & v By Lisfe
DITHEC HREEREC, (LE OMEDRTT LGOS, HOWEE, Boeb olERg LD
b L Twd, BEEIOD Maslach NIEFICHEITE, BEECALNLIAA=VT Y
MEBEREE, TRIIBIC D7 » TEFEICREME T )8R T, LD 3 LF =52 9l
sk N MER, BEOLEORE EBEONEE 223 22 F LT DM, & ER
T5I 040
2) ER

T o3 20fERTH-SI TN Y,

@ /i‘i'%,fé"&@‘?fﬁ%@ (emotional exhaustion : EE) : &4 &% & N IE T
e At&{l (depersonalization @ DP) @ #EICKT 2l WARIES © H3HEE]

ﬁnl/\lw EERE D RS (sense of low personal accomplishment @ PS) @ a7z b iz {8 %

LTWwabDHN»?

IR—= T OET & , IRZ IR SRR B S~ A Z AR DR &
ﬁ%ﬁ%b01m<&wbm1mé
3) R=rFPIMNIEDELUZHEER
W=7 Mk D, A2y 7HASHICEEFCH L TSI EREXENLELL L

N TWwa, A9 v ZHEAIC DT, $ﬁufUﬁé,xw<ﬂ& TR & v o 7 fERAS
HIER 4 Z

27500, DDRHANIE T a— LR DMREE W Tz, BN DL IE
FORBEICETCIREA Z EMH A MY s S0EE o mEEICIETRTICEEN L

BORERAEL LS ELD, REOBGHERICETCEOCAENI I EHD, ZDLD
o, N—=r T RERAY v 7 BEOEEDY (quality of life : QOL) 2{E T & 45 2 ki
&&‘Wﬁ,N4V7W%@@%K%®%&&@¢C&ﬁ@% Tihbb, N—=r77F
kD7 TR CRIIN E 2 b, BES TOECLLEEDOETICOMDI 5 L Ofafn
AT BB, EEWERET AE ?@#%“Wat L N=U T DREE
EARTE LTSz b v S BIREOHEDL H 5
4) IN—=2 T MADOXG

W=V 7Y FOFHROWNEICH > TIE, LT TRETTIEAEL, EEF—LakE
LCHLD fHA, b Tl T EPBETHDL ENAD

a. EEF—LELT

S — L Db b E L TEBELR L2 NICE DT,

oo —vary  fHHEONA, BELLSFRIBICEL D2 DEMREE

J5E

N
I
NI
N
I
I
N

asr—t sy ELRET BB ET S

°%Mﬂy7 LY ADER

ful

,,,,,,,

o, BGBodEilh > 7 7 Ly AOEZERCH L, N—r T 7 OB DT
% <

Wb T b, '5J?La_0):'51;/7’—~‘/3//)\6 o T G (R EAYEE L




WEFEOEGEPLOERBLNED) L, AL AE@L
Wk erEAETAI LT, HAOLENEBBERTE S
b. ElL757&0LT

V7T T ELTEELRILEZMTICE D,
BEDOLOICEZEMICE L THSDLDIC b ToBM%E & 5 2 L (BRuERTHIER
W72 B Tk DILEE)

WEEECY Ty s ADKEE LD L

cHOBEBZVR—F LT NI A(CENRZLOMBICOWTHRTE 2EMRDL) 24
DFTELIE

s BOBEB2BERARTHSH EBbRWI L

cfRAZED DL (HELRETERELDEDS)

eI A —LarAFNEHIIOTEIL

B, a2y —2aryAFNIConTll, BAEREBRESZD A A—r 7o McEET
ZHEREME LAMBRT, BELOBER(ZIa=r—vay) RETRLI LEPEER
RAFELTHEEINEHELHE, M- 73BT ECL>T, 2AXVEE
WKDTREN%2THIEDPEETHD,

o

@R
1) Hamaguchi T et al : Survey of the current status of cancer rehabilitation in Japan. Disabil Rehabil 30 :
559-564, 2008.
2) Holland JC, Rowland J : Handbook of Psychooncology. Oxford Univ Press, New York, 1990.
3) Akechi T et al : Major depression, adjustment disorders, and post-traumatic stress disorder in (erminally
ill cancer patients : associated and predictive factors. J Clin Oncol 22 : 1957-1965, 2004.
4) Akizuki N et al : Development of a brief screening interview for adjustment disorders and major depres-
sion in patients with cancer. Cancer 97 : 2605-2613, 2003.
5) Akizuki N et al : Development of an impact thermometer for use in combination with the Distress Ther-
mometer as a brief screening tool for adjustment disorders and/or major depression in cancer patients.
J Pain Symptom Manage 29 : 91-99, 2005.
6) Koenig HG et al : Depression in medically ill hospitalized older adults : Prevalence, characteristics, and
course of symptoms. Am J Psychiatry 154 1 1376-1383, 1997.
7) Chochinov HM et al : Desire for death in the terminally ill. Am J Psychiatry 152 : 1185-1191, 1995.
8) Bruera E et al © Cognitive failure in patients with terminal cancer @ a prospective study. J Pain Symptom
Manage 7 @ 192-195, 1992.
9) Folstein MF et al : Mini-mental state : a practical method for grading the cognitive state of patients foe
the clinician. J Psychiatr Res 12 : 189-198, 1975.
10) Meagher D et al : A new data-based motor subtype schema for delirium. J Neuropsychiatry Clin Neuro-
sci 20 : 185-193, 2008.
11) Freudenberger HI : The issues of staff burnout in therapeutic communities. J Psychoactive Drugs 18 :
247-251, 1986.
12) Maslach C, Goldberg J : Prevention of burnout : new perspectives. Appl Prevent Psychol 7 : 63-74,
1998.
13) Maslach C et al : Job burnoul. Annu Rev Psychol 52 1 397-422, 2001.
14) Parker PA, Kulik JA @ Burnout self- and supervis<:>r—ratéd job performances, and absenteeism among
nurses. J Behav Med 18 : 581-599, 1995,

21



[. #&R

15) Gundersen L : Physician burnout. Ann Intern Med 135 145-148, 2001.

16) Shanafelt TD et al : Burnout and self-reported patient care in an internal medicine residency program.
Ann Intern Med 136 : 358-367, 2002.

17) Felton IS : Burnout as a clinical enlity-ils importance in health care workers. Occup Med 48 : 237-250,
1098.

18) Porlenoy RK et al : Determinants of the willingness (o endorse assisted suicide. A survey of physicians,

22

nurses, and social workers. Psychosomatics 38 1 277-287, 1997.

Rk )



