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The association of family functioning and psychological distress in the bereaved families of patients 

with advanced cancer: A nationwide survey of bereaved family members 

 

Abstract 

Objectives: Family conflict and family functioning were regarded as changeable factors associated 

with complicated grief (CG) and major depressive disorder (MDD) in the bereaved families of patients 

with advanced cancer, although the evidence is limited. We explored the family functioning associated 

with CG and MDD developing either independently or co�morbidly in the bereaved families of 

patients with advanced cancer who died in palliative care units (PCUs).  

 

Methods: This study comprised a nationwide cross�sectional questionnaire survey of bereaved 

family members of cancer patients who died in Japanese PCUs participating in evaluation of the 

quality of end-of-life care. 

 

Results: A total of 529 questionnaires (69.2%) were returned, and we analyzed a total of 458 responses. 

A total of 14.2% of participants were considered as having CG, 22.5% as having moderate to severe 

depression, and 9.6% as having co�morbid symptoms. Multivariate logistic regression analysis 

revealed that many family members insulted or yelled at one another (odd ratio (OR): 2.99, p=0.046; 

OR:2.57, p=0.033), and conflict regarding what is meant by a good death (OR:3.60, p=0.026; OR:4.06, 

p=0.004) was significantly positively associated with CG, MDD, and co-morbid symptom.  

 

Conclusions: Specific family conflicts may increase the incidence of CG, MDD, and co-morbid 

symptoms in the bereaved families of patients with advanced cancer. Our results may encourage health 

care providers to approach discussions about end-of-life issue with the patient and their family in 

advance, especially focusing on what is considered a good death for the patient, which may prevent 

or resolve the family conflict. 

 

Key points/Highlights 

1. A total of 14.2% of bereaved families of patients with advanced cancer were considered as having 

complicated grief, and 22.5% as having moderate to severe depression. 

2. The family conflict regarding what is meant by a good death was significantly positively associated 

with complicated grief and moderate to severe depression of bereaved families of patients with 

advanced cancer. 

3.End-of-life discussion, focusing on what is considered a good death for the patient, may prevent or 

resolve the family conflict. 
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Introduction 

 

The bereaved families of patients with advanced cancer often have psychological distress such as 

complicated grief (CG) and major depressive disorder (MDD), whose prevalence was reported as 7%-

14% and 12%-17%, respectively(1,2). CG, which was named persistent complex bereavement 

disorder in the latest edition of the Diagnostic and Statistical Manual of Mental Disorders, is 

characterized by intense grief that is unusually severe and prolonged, causing impairment in daily 

life(3,4). A previous study suggested that CG is associated with sleep disturbance, suicidal thinking 

and behavior, and an increased risk of cardiovascular disease and cancer(5,6). Several studies reported 

that the prevalence of MDD in bereaved families of patients with advanced cancer was high, and that 

it deteriorated the quality of life of bereaved families(7–9). In addition, previous study indicated that 

the bereaved families of patients with advanced cancer who have CG and MDD, which called as co-

morbid symptom, have more complex or severe psychological distress, and that these family members 

might seek more social support and/or spiritual/religious support(2). 

Several previous studies revealed family functioning as one of the related factors for psychological 

distress and social adjustment of advanced cancer patients and their family10. Schuler et al. reported 

that the specific typology of family functioning can predict individual psychological morbidity in 

American families(10,11).    
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Other studies also suggested that constrained communication among the patient and their family is 

related to psychological distress, poor family relationship, and family conflict in end-of-life care(12–

15). Therefore, poor communication among patients and their families was considered to increase the 

risk for psychological distress at the end of life and in bereavement(14,16). 

Among several risk factors for psychological distress in bereaved families of patients with advanced 

cancer, such as family conflict and family functioning, is a changeable factor by psychotherapy such 

as through family focused grief therapy(17–19). However, evidence for the association among family 

conflict, family functioning, CG, and MDD in the bereaved families of patients with advanced cancer 

is limited17,18,(20). 

Although a considerable number of reports on family functioning and psychological distress in 

advanced cancer patients and their families have been published, Schuler et al. pointed out that the 

impact of family functioning on psychosocial morbidity needs to be examined in different cultural 

contexts(10). 

Ozono et al. previously explored the family functioning and psychological distress among post-

operative breast cancer patients and their families(18), although no study with families of advanced 

cancer patients receiving palliative care has been performed.  

Thus, the association between family functioning and psychological distress in advanced cancer 

patients and their families while receiving palliative care should be investigated in different cultures. 
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Therefore, we explored the association between the family context and psychological distress, i.e., 

CG, MDD, and co-morbidities, in the bereaved families of patients with advanced cancer. 
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Method 

This study was a secondary analysis of nationwide multicenter questionnaire survey targeting the 

bereaved family members of cancer patients who died in palliative care units (PCUs) to evaluate the 

quality of end�of�life care in Japan (the Japan Hospice and Palliative care Evaluation study 2016: 

J�HOPE2016). We sent letters to the 169 PCUs, which were members of Hospice Palliative Care 

Japan (HPCJ) before September 1, 2015, and 71 institutions participated in the study. 

 

Participants and procedures 

A cross�sectional, anonymous, self�reported questionnaire survey was conducted between May and 

July 2016. We asked each institution to identify and list up to 80 bereaved family members of patients 

who had died prior to January 31, 2016. The major inclusion criteria were that the patient was aged 20 

years or older and died of cancer, and the major exclusion criterion was that the candidate participant 

had severe psychological distress determined by the primary care physician and nurses(21). 

Questionnaires were sent to the bereaved family members identified by each participating institution 

along with an explanation of the survey, and return of the completed questionnaire was regarded as 

consent to participate in the study. We asked participants to return the completed questionnaire to the 

study secretariat office (Tohoku University) within 1 month, and return of the completed questionnaire 

was regarded as consent to participate in the study. We sent a reminder to non-responders at 1 month 
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after sending the questionnaire. If they did not wish to participate in the study, they were asked to 

check a “no participation” box and return the incomplete questionnaire. The institutional review board 

of the Tohoku University approved the protocol of this study (2015-1-672). 

 

Conceptual model 

We hypothesized the conceptual model based on two previous studies that described the relationship 

among sociodemographic factors, stressors, and psychological distress in bereaved family 

members(17,19). (Appendix 1) Pearlin et al. proposed the conceptual model of Alzheimer’s caregivers’ 

stress process(19), and Kramer et al. remodeled and validated this model to describe the association 

between family conflict and CG in the bereaved families of lung cancer patients(17). We also added 

the factors for each component based on several previous studies that explored the risk factors for CG 

and MDD in the bereaved family in terms of sociodemographic risk factors, and risk factors due to 

family conflict and family functioning(1,2,14,15,18,20,22–26,3,5–11).  

 

Participant characteristics 

We asked the participating institutions to collect the data of each patient’s background characteristics 

(age, gender, primary tumor site, and duration of stay in the palliative care unit) via medical records 

between May and July 2016.  
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The bereaved family members were asked for details concerning their age, gender, physical and 

psychological health status while the patient was in the PCU (good, moderate, fair, or bad), relationship 

with the patient, educational background of bereaved family members, social support while the patient 

was in the PCU (feeling of being loved and cared for, and how they felt people listened to their worries 

or problems), and whether other caregivers were present. In previous studies, these questions were 

considered important factors related to CG and MDD among bereaved individuals(2,27). 

 

Measurements 

After bereavement, we asked about the caregiver's physical and psychological health status while the 

patient was in the PCU, family relationships before the patient became ill, family conflicts after the 

patient became ill, and family communication after the patient became ill. 

 

Inventory of Complicated Grief (ICG) 

 The Inventory of Complicated Grief (ICG) is well validated and widely used to assess CG in the 

Japanese population and worldwide, and distinguishes it from typical grief symptoms in terms of the 

prediction of morbidity, persistence, and intensity(17,28,29). The instrument consists of 19 first-

person statements concerning the immediate bereavement-related thoughts and behaviors of the client. 

There are 5 response options, ranging from “Never” to “Always” and scored from 0 to 4. A previous 
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study found that respondents with ICG scores > 25 were significantly more impaired in social, general, 

mental, and physical health functioning, and in more bodily pain than those with ICG scores < or = 

25(28).  

 

Patient Health Questionnaire 9 

The Patient Health Questionnaire 9 (PHQ�9) is a widely accepted instrument comprising 9 items 

used to assess the severity of depression in both clinical practice and scientific research29. The 

reliability and validity of the scale, as well as the Japanese version of the questionnaire(31), have been 

confirmed. Responses were rated on a scale from 0 to 3, with total scores ranging from 0 to 27. We 

defined the MDD as a score of ≥10, represented by a valid cut�off point that identifies moderate to 

severe depression. 

 

Outcome-Family Conflict scale 

We evaluated family conflict using the Outcome-Family Conflict (OFC) scale, an eight-item scale 

developed to specifically measure family conflict at the end of life(26). The construct validity of this 

scale was supported by significant correlations with a standardized measure of family functioning, and 

internal consistency was supported by a Cronbach’s alpha of 0.89. As we previously reported, the 

bereaved caregivers were asked to use a 5-point scale (1 = not at all to 5 = very much) to answer 7 of 
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the 8 questions (except for the question “disagreement about health care decisions”) regarding the end-

of-life experience(26). We also asked the bereaved caregivers to answer the question “disagreement 

about health care decisions” in a yes/no format. We calculated the agreement rates for each item 

(defined as the sum of “sometimes”, “often”, and “very much”). Regarding the question on 

“disagreement about health care decisions”, we regarded the answer “yes” as agreement. 

 

Family relationship index 

We evaluated family relationships before being diagnosed with cancer by asking bereaved family 

members using the family relationship index (FRI), which was validated in a Japanese population and 

used as a research tool in a Japanese cancer population(18,32). This is a well�validated measure of 

an individual's perception of their family's functioning, including constructs such as interpersonal 

relationships and organizational structure(24,33–35). It is a 12�item, true�false response scale that 

originated from the short form of the family environment scale(32), which was developed to assess 

family functioning(36). FRI comprises three subscales: 1) cohesiveness (e.g., ‘‘There is a feeling of 

togetherness in our family’’), 2) expressiveness (e.g., ‘‘We tell each other about our personal 

problems’’), and 3) conflict resolving (e.g., ‘‘Family members fight a lot’’). The subscales form a 

global measure of family interaction. Subscale scores range from 0 (low) to 4 (high), and the global 

score ranges from 0 to 12. Higher scores indicate good historical family relationships. Although a 
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previous study noted that a history of family conflict before illness was one contributor to present 

family conflict(14), another recent study revealed that 9% of caregivers experiencing conflict reported 

no history of prior conflict within the family(26). In addition, the FRI includes several questions to 

assess the details of prior family conflict as one component of the family relationship. Thus, we 

considered the FRI useful for the comprehensive assessment of the history of family conflict. We 

defined an FRI ≥ 10 as having a good family relationship, as reported previously(10,35).  

 

Care Evaluation Scale, version 2—Short Version.  

The Care Evaluation Scale (CES) was developed to measure end�of�life (EOL) care from the 

perspective of bereaved family members, with a focus on the structure and process of care. The short 

version of the CES consists of 10 representative items, and the validity and reliability of the scale were 

previously confirmed(37). Each item was rated using a 6�point Likert scale ranging from 1 − 6 (1: 

absolutely agree to 6: absolutely disagree), with higher scores indicating better care. We calculated the 

agreement rate as the sum of "somewhat agree", "agree", and "absolutely agree". 

 

Good Death Inventory—Short Version.  

We used the short version of the Good Death Inventory (GDI) to measure patients' achievement of a 

good death from the perspective of bereaved family members. The short version of the GDI consists 
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of 18 representative items from each domain, and the validity and reliability of the scale were 

previously confirmed(37). Participants evaluated each attribute using a 7�point Likert scale (1: 

absolutely disagree to 7: absolutely agree). We calculated the agreement rate as the sum of "somewhat 

agree", "agree", and "absolutely agree". 

 

Communication constraints  

We measured communication constraints using 4 items embedded in the Family Assessment Device 

(FAD), which was developed as a self�reported measure of perceived family functioning(38). We 

asked for responses to the following statements on a 5�point scale (1 = strongly disagree; 5 = strongly 

agree): “We cannot talk to each other about the sadness we feel”, “We avoid discussing our fears and 

concerns”, “We can express feelings to each other”, and “We confide in each other”(26). Two of the 

items were reverse coded for directionality, and higher scores indicated more severe communication 

constraints.  

 

Unpreparedness for death 

As there are no validated tools to assess the unpreparedness for death by the bereaved family, we 

used the two items in our previous study(21). We assessed the difficulty of integrating awareness of 

death by the response to the statement “Thinking about my family member's death is very difficult for 
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me before bereavement” on a 5�point scale (1 = strongly disagree; 5 = strongly agree). We categorized 

the answer regarding how difficult it was to think about the family member's death as a binary variable, 

with “somewhat agree”, “agree”, and “strongly agree” being defined as yes = 1. 

We assessed “come in contact with family members who had no prior interaction before the patient 

became sick” by a single question (0 = no; 1 = yes), which was family members who were not 

previously in regular contact with the patient suddenly became more involved because of the patient's 

illness. The question was “Did any family members who were not previously in regular contact 

suddenly become more involved as a result of your family member's illness?”(26).  

 

Statistical analysis 

First, we conducted descriptive analyses of the demographic characteristics, and the severity of grief 

and depression as assessed by the ICG and the PHQ�9, respectively. And we defined the participant 

with co-morbid symptom as who had both ICG scores > 25 and MDD as a score of ≥10. We used 

Pearson's correlation coefficient to investigate the relationship between the severity of CG and 

potential related factors, between that of MDD and potential related factors, and between that of co-

morbid symptoms and potential related factors as bivariate statistics. The chi�square test and Fisher's 

exact test were used to assess the correlation with the presence of CG, MDD, and co-morbid symptoms. 

Subsequently, we performed multivariate logistic regression analysis for twelve factors; FRI, family 
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conflicts (8 conflicts), come in contact with family members who had no prior interaction before the 

patient became sick, FAD, and difficulty of integrating awareness of death, with two types of 

adjustment for each variable; minimally and fully adjusted models. Minimally adjusted models 

included age, gender, relationship with patients, and education. Fully adjusted models also included 

age, gender, relationship with patients, education, CES score, GDI score, caregiver’s physical health, 

and mental status during last admission. Significance was accepted at p < 0.05 and all analyses were 

performed using SPSS�J software (ver. 25.0; IBM, Tokyo, Japan). 
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Results 

In total, 767 family members met the inclusion criteria, though 3 were subsequently excluded 

(Appendix 2). We sent out 764 questionnaires, and 529 (69.2%) were returned. As 70 family members 

declined to participate and we were unable to identify the answers in one questionnaire, we analyzed 

a total of 458 responses (86.6% of the returned questionnaires).  

The characteristics of the participants are summarized in Table 1 and those of patients are summarized 

in Appendix 3.  

A total of 14.2% of participants were considered to have CG by ICG cut�off points, 22.5% to have 

MDD by PHQ�9 cut�off points, and 9.6% to have co-morbid symptoms. (Table 1) 

The distribution of the OFC scale, FRI, CES, GDI, and family conditions is shown in Table 2. The 

average FRI score was 8.8 ± 2.4 (maximum: 12 points), and the percentage of FRI ≥ 10 was 47.4%. 

Bivariate analysis revealed that several factors were commonly associated with CG, MDD, and co-

morbid symptoms; ex. poor psychological status during caregiving, FAD, and difficulty of integrating 

awareness of death. (Appendix 4) Several family conflicts were significantly associated with both CG 

and MDD, and co-morbid symptoms, although only the FRI subgroup of cohesiveness was 

significantly associated with CG. 

 

The multivariate logistic regression analysis using the fully adjusted model revealed that many family 
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members insulted or yelled at one another (odds ratio (OR): 2.99, p=0.046; OR:2.57, p=0.033; 

OR:3.20, p=0.049), and conflict regarding what is meant by a good death was significantly positively 

associated with CG, MDD and co-morbid symptoms (OR:3.60, p=0.026; OR:4.06, p=0.004; OR:7.03, 

p=0.001). Furthermore, the FAD (OR: 1.17, p=0.016; OR: 1.12, p=0.025; OR:1.15, p=0.047) and 

difficulty of integrating awareness of death (OR: 8.52, p<0.001; OR: 2.68, p=0.001; OR:7.53, 

p=0.033) were significantly positively associated with both CG and MDD. Coming in contact with 

family members who had no prior interaction before the patient became sick was significantly 

negatively associated with MDD (OR: 0.53, p=0.032). (Table 3, Appendix 5) 
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Discussion 

To the best of our knowledge, this is the first large-scale survey to explore the association between 

the family context and psychological distress in the bereaved families of patients with advanced cancer 

in PCUs. 

The most important finding was that specific family conflicts were associated with CG, MDD, and 

co-morbid symptoms. Our study demonstrated that the presence of family members who insult or yell 

at one another is significantly positively associated with CG, MDD, and co-morbid symptoms. 

However, families will not say such insults or yell in front of staff. Therefore, it may be better to assess 

anxiety, coping, competency, or preparedness for caring for dying patients comprehensively, which 

may lead to insults or yelling among family.  

In addition, the presence of the argument about what is meant by “a good death” was significantly 

positively associated with CG, MDD, and co-morbid symptoms. This suggests that it is important to 

share patients' wishes and values, and to promote consensus building with their family members for a 

good death.  

Although Kramer et al. previously reported an association between family conflict and CG, the 

novelty of our study lies in the clarification of specific conflict issues associated with CG, MDD, and 

co-morbid symptoms. This study may encourage health care providers to approach patients and their 

family about discussing end-of-life issue, especially focusing on a good death for the patient, which 
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might prevent or resolve family conflict. Although, previous studies noted that end-of-life discussion 

is associated with psychological distress in the bereaved families and family conflict26,40, the detailed 

mechanism underlying the effects of end-of-life discussion on family conflict is unclear. Therefore, 

when and what kind of end-of-life discussions will have positive effects on the bereaved family need 

to be clarified.  

 

The second important finding was that the family relationship before being diagnosed with cancer 

was not associated with CG, MDD, and co-morbid symptoms. This is inconsistent with a previous 

study reported by Ozono et al. that revealed family functioning after the patient was diagnosed or 

underwent surgery can identify psychologically at-risk families during treatment(18). One possible 

reason is that the timing to evaluate family functioning was different. In our current study, family 

functioning was evaluated before being diagnosed, whereas Ozono et al. had evaluated after diagnosis 

or surgery. Therefore, our current study may not reflect the exact family functioning after the cancer 

diagnosis. Thus, family functioning after the cancer diagnosis should be evaluated prospectively to 

explore its association with psychological distress in the bereaved family.  

 

The third important finding was that coming in contact with family members who had no prior 

interaction before the patient became sick was significantly negatively associated with MDD, but not 



18 

with CG or co-morbid symptoms. Although a previous study suggested that coming in contact with 

family members who had no prior interaction before the patient became sick is likely to cause higher 

levels of family conflict(26), our study suggested it will reduce the incidence of MDD in the bereaved 

family. The associated factors were not fully assessed, but one possible mechanism of this 

phenomenon is that the involvement of the estranged family member will cause family conflict in 

addition to resolving it. Further studies, such as semi-structured interviews, are needed to clarify the 

interaction among coming in contact with family members who had no prior interaction before the 

patient became sick, family conflict, and psychological distress in bereaved families. 

 

Of note, the difficulty of integrating awareness of death was significantly positively associated with 

the incidence of CG, MDD, and co-morbid symptoms. This is consistent with other previous 

studies(2,17,23). Therefore, our study may encourage health care providers to help the family become 

aware of how their loved ones wish to spend their final days, and to observe the bereaved family 

closely for signs of psychological distress. 

 

Study limitations 

This study had several limitations. First, the cut-off score for FRI to identify a good family 

relationship was not validated for the Japanese population. Therefore, interpretation of the FRI score 
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needs to be examined in terms of cultural differences in a future study. Second, as ICG and PHQ-9 is 

only a screening tool, we might underestimate, or overestimate the diagnosis of CG and MDD. 

Therefore, we could not explore the associated factor based on the exact clinical diagnosis. Third, less 

than 50% of the invited institutions participated. Therefore, caution is needed to generalize the results 

of our study. Fourth, we were unable to exclude recall bias because of the study design. However, 

several previous studies performed from 3 to 12 months after death of the patient suggested that this 

interval is reasonable considering both recall bias and the grieving process(2,27,39,40). Fifth, bereaved 

families with psychological distress may not have returned the questionnaire, although the response 

rate of this study was relatively higher than that in a previous study(39). Sixth, we were unable to 

evaluate several factors, such as financial burden, pre-existing mental disorder, and beliefs regarding 

the soul after physical death, which were significantly associated with psychological distress in a 

previous study(2). Seventh, as we performed many tests, there may have been significant results by 

chance. 

 

Clinical implications 

This study has several clinical implications. First, the presence of family members who insult or yell 

at one another is a specific family conflict that leads to psychological distress for bereaved families. 

Second, health care providers mat be able to identify psychologically at-risk bereaved families who 
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had specific family conflicts such as arguments about what is meant by “a good death”. Third, coming 

in contact with family members who had no prior interaction before the patient became sick may 

reduce the incidence of MDD in bereaved families, although the details of this mechanism need to be 

clarified. 

The strengths of this study were that it was a large�scale multicenter investigation of a homogeneous 

sample with a high response rate. Therefore, our findings are likely to apply to the families of patients 

with advanced cancer in PCUs, especially in Japan. 
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Conclusion 

Specific family conflicts may increase the incidence of CG, MDD, and co-morbid symptoms in the 

bereaved families of patients with advanced cancer. Our study may encourage health care providers to 

approach discussions about end-of-life issue with the patient and their family in advance, especially 

focusing on a good death for the patient, which may prevent or resolve the family conflict. 



22 

Acknowledgements 

This study was part of the Japan Hospice and Palliative Care Evaluation 2016 (J�HOPE2016) Study. 

It was performed in cooperation with and funded by Hospice Palliative Care Japan. The authors wish 

to thank all of the participants and participating institutions for taking part in this study. 

 

Conflict of Interest Statement 

The author(s) have declared no potential conflicts of interest regarding the research, authorship, and/or 

publication of this article. 

 

Availability of data and materials 

Research data are not shared. 



23 

References 

1.  Nielsen MK, Neergaard MA, Jensen AB, Vedsted P, Bro F, Guldin M-B. Predictors of 

Complicated Grief and Depression in Bereaved Caregivers: A Nationwide Prospective Cohort 

Study. J Pain Symptom Manage [Internet]. 2017 [cited 2019 Nov 1];53(3):540–50. Available 

from: http://www.ncbi.nlm.nih.gov/pubmed/28042073 

2.  Aoyama M, Sakaguchi Y, Morita T, Ogawa A, Fujisawa D, Kizawa Y, et al. Factors associated 

with possible complicated grief and major depressive disorders. Psychooncology [Internet]. 2018 

[cited 2019 Oct 30];27(3):915–21. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/29247587 

3.  Shear MK. Clinical practice. Complicated grief. N Engl J Med. 2015;38(10):662–70.  

4.  Shear MK, Simon N, Wall M, Zisook S, Neimeyer R, Duan N, et al. Complicated grief and 

related bereavement issues for DSM-5. Vol. 28, Depression and Anxiety. Blackwell Publishing 

Inc.; 2011. p. 103–17.  

5.  Szanto K, Prigerson H, Houck P, Ehrenpreis L, Reynolds CF. Suicidal ideation in elderly 

bereaved: the role of complicated grief. Suicide Life Threat Behav [Internet]. 1997 [cited 2020 

Jan 12];27(2):194–207. Available from: http://www.ncbi.nlm.nih.gov/pubmed/9260302 

6.  Buckley T, Sunari D, Marshall A, Bartrop R, McKinley S, Tofler G. Physiological correlates of 

bereavement and the impact of bereavement interventions. Dialogues Clin Neurosci. 2012 

Jun;14(2):129–39.  

7.  Young SR, Young HY, Park S, Dong OS, Kwang ML, Han JY, et al. Depression in family 

caregivers of cancer patients: The feeling of burden as a predictor of depression. J Clin Oncol. 

2008 Dec 20;26(36):5890–5.  

8.  Geng H mei, Chuang D mei, Yang F, Yang Y, Liu W min, Liu L hui, et al. Prevalence and 

determinants of depression in caregivers of cancer patients: A systematic review and meta-

analysis. Vol. 97, Medicine (United States). Lippincott Williams and Wilkins; 2018.  

9.  Yang X, Wang L, He J, Ge C, Chang Y, Fu J, et al. Factors related to depressive symptoms 

among Chinese caregivers of cancer patients. Psychooncology. 2012 Oct;21(10):1063–70.  

10.  Schuler TA, Zaider TI, Li Y, Masterson M, McDonnell GA, Hichenberg S, et al. Perceived 

Family Functioning Predicts Baseline Psychosocial Characteristics in U.S. Participants of a 

Family Focused Grief Therapy Trial. J Pain Symptom Manage. 2017 Jul 1;54(1):126–31.  

11.  Schuler TA, Zaider TI, Li Y, Hichenberg S, Masterson M, Kissane DW. Typology of perceived 

family functioning in an American sample of patients with advanced cancer. J Pain Symptom 

Manage. 2014;48(2):281–8.  

12.  Fried TR, Bradley EH, O’Leary JR, Byers AL. Unmet desire for caregiver-patient communication 

and increased caregiver burden. J Am Geriatr Soc. 2005 Jan;53(1):59–65.  

13.  Langer SL, Brown JD, Syrjala KL. Intrapersonal and interpersonal consequences of protective 



24 

buffering among cancer patients and caregivers. Cancer. 2009 Sep 15;115(SUPPL. 18):4311–25.  

14.  Kramer BJ, Kavanaugh M, Trentham-Dietz A, Walsh M, Yonker JA. Predictors of family conflict 

at the end of life: the experience of spouses and adult children of persons with lung cancer. 

Gerontologist [Internet]. 2010 Apr [cited 2015 Sep 12];50(2):215–25. Available from: 

http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2904531&tool=pmcentrez&rendertyp

e=abstract 

15.  Zaider TI, Kissane DW, Schofield E, Li Y, Masterson M. Cancer-related communication during 

sessions of family therapy at the end of life. Psychooncology. 2020 Feb 1;29(2):373–80.  

16.  Kissane DW, Zaider TI, Li Y, Hichenberg S, Schuler T, Lederberg M, et al. Randomized 

controlled trial of family therapy in advanced cancer continued into bereavement. J Clin Oncol. 

2016 Jun 1;34(16):1921–7.  

17.  Kramer BJ, Kavanaugh M, Trentham-Dietz A, Walsh M, Yonker JA. Complicated grief 

symptoms in caregivers of persons with lung cancer: the role of family conflict, intrapsychic 

strains, and hospice utilization. Omega [Internet]. 2010 Jan 1 [cited 2015 Nov 26];62(3):201–20. 

Available from: http://www.ncbi.nlm.nih.gov/pubmed/21495532 

18.  Ozono S, Saeki T, Inoue S, Mantani T, Okamura H, Yamawaki S. Family functioning and 

psychological distress among Japanese breast cancer patients and families. Support Care Cancer 

[Internet]. 2005 Dec 29 [cited 2016 Nov 8];13(12):1044–50. Available from: 

http://link.springer.com/10.1007/s00520-005-0816-5 

19.  Pearlin LI, Mullan JT, Semple SJ, Skaff MM. Caregiving and the stress process: an overview of 

concepts and their measures. Gerontologist [Internet]. 1990 Oct [cited 2017 Apr 26];30(5):583–

94. Available from: http://www.ncbi.nlm.nih.gov/pubmed/2276631 

20.  Kissane DW, McKenzie M, McKenzie DP, Forbes A, O’Neill I, Bloch S. Psychosocial morbidity 

associated with patterns of family functioning in palliative care: baseline data from the Family 

Focused Grief Therapy controlled trial. Palliat Med [Internet]. 2003 Sep [cited 2017 Jan 

7];17(6):527–37. Available from: http://www.ncbi.nlm.nih.gov/pubmed/14526887 

21.  Hamano J, Morita T, Mori M, Igarashi N, Shima Y, Miyashita M. Prevalence and predictors of 

conflict in the families of patients with advanced cancer: A nationwide survey of bereaved family 

members. Psychooncology [Internet]. 2018 Jul 25 [cited 2017 Jul 30];27(1):302–8. Available 

from: http://doi.wiley.com/10.1002/pon.4508 

22.  Allen JY, Haley WE, Small BJ, Schonwetter RS, McMillan SC. Bereavement among hospice 

caregivers of cancer patients one year following loss: Predictors of grief, complicated grief, and 

symptoms of depression. J Palliat Med. 2013 Jul 1;16(7):745–51.  

23.  Lobb EA, Kristjanson LJ, Aoun SM, Monterosso L, Halkett GKB, Davies A. Predictors of 

complicated grief: A systematic review of empirical studies. Death Stud [Internet]. 2010 [cited 

2019 Nov 1];34(8):673–98. Available from: https://www.ncbi.nlm.nih.gov/pubmed/24482845 



25 

24.  Kissane DW, McKenzie M, McKenzie DP, Forbes A, O’Neill I, Bloch S. Psychosocial morbidity 

associated with patterns of family functioning in palliative care: Baseline data from the Family 

Focused Grief Therapy controlled trial. Palliat Med. 2003;17(6):527–37.  

25.  Kramer BJ, Boelk AZ, Auer C. Family Conflict at the End of Life: Lessons Learned in a Model 

Program for Vulnerable Older Adults. J Palliat Med [Internet]. 2006 Jun [cited 2015 Sep 

21];9(3):791–801. Available from: http://www.ncbi.nlm.nih.gov/pubmed/16752985 

26.  Kramer BJ, Boelk AZ. Correlates and Predictors of Conflict at the End of Life Among Families 

Enrolled in Hospice. J Pain Symptom Manage [Internet]. 2015 Aug [cited 2015 Sep 

21];50(2):155–62. Available from: http://www.ncbi.nlm.nih.gov/pubmed/25891662 

27.  Wright AA, Keating NL, Balboni TA, Matulonis UA, Block SD, Prigerson HG. Place of death: 

Correlations with quality of life of patients with cancer and predictors of bereaved caregivers’ 

mental health. J Clin Oncol. 2010 Oct 10;28(29):4457–64.  

28.  Prigerson HG, Maciejewski PK, Reynolds CF, Bierhals AJ, Newsom JT, Fasiczka A, et al. 

Inventory of complicated grief: A scale to measure maladaptive symptoms of loss. Psychiatry 

Res. 1995 Nov 29;59(1–2):65–79.  

29.  Ando M, Ninosaka Y, Okamura K, Ishi Y. Difficulties in Caring for a Patient With Cancer at the 

End of Life at Home and Complicated Grief. Am J Hosp Palliat Med. 2015 Mar 14;32(2):173–7.  

30.  Kroenke K, Spitzer RL, Williams JBW. The PHQ-9: Validity of a brief depression severity 

measure. J Gen Intern Med. 2001;16(9):606–13.  

31.  Muramatsu K, Kamijima K, Yoshida M, Otsubo T, Miyaoka H, Muramatsu Y, et al. The patient 

health questionnaire, Japanese version: Validity according to the mini-international 

neuropsychiatry interview-plus. Psychol Rep. 2007 Dec;101(3 I):952–60.  

32.  Noguchi Y, Saito M, Tezuka I N, N. Family Environment Scale (FES) Japanese version: 

translation and statistical assessment. Kazoku Ryoho Kenkyu. 1991;8:147–158.  

33.  Kissane DW, Bloch S, Dowe DL, Snyder RD, Onghena P, McKenzie DP, et al. The Melbourne 

family grief study, I: Perceptions of family functioning in bereavement. Am J Psychiatry. 

1996;153(5):650–8.  

34.  Kissane DW, Bloch S, Onghena P, McKenzie DP, Snyder RD, Dowe DL. The Melbourne family 

grief study, II: Psychosocial Morbidity and Grief in Bereaved Families. Am J Psychiatry. 

1996;153(5):659–66.  

35.  Kissane DW, Bloch S, Burns WI, Patrick JD, Wallace CS, McKenzie DP. Perceptions of family 

functioning and cancer. Psychooncology [Internet]. 1994 Dec [cited 2016 Nov 7];3(4):259–69. 

Available from: http://doi.wiley.com/10.1002/pon.2960030403 

36.  Moos, R.H. & Moos BS. Family Environment Scale Manual. Consulting Psychologists Press. 

Palo Alto. CA; 1986.  

37.  Miyashita M, Morita T, Sato K, Hirai K, Shima Y, Uchitomi Y. Good Death Inventory: A 



26 

Measure for Evaluating Good Death from the Bereaved Family Member’s Perspective. J Pain 

Symptom Manage. 2008 May;35(5):486–98.  

38.  Miller IW, Epstein NB, Bishop DS, Keitner GI. THE McMASTER FAMILY ASSESSMENT 

DEVICE: RELIABILITY AND VALIDITY*. J Marital Fam Ther [Internet]. 1985 Oct 8 [cited 

2015 Nov 26];11(4):345–56. Available from: http://doi.wiley.com/10.1111/j.1752-

0606.1985.tb00028.x 

39.  Teno JM. Measuring end-of-life care outcomes retrospectively. In: Journal of Palliative Medicine. 

2005.  

40.  Dibiasio EL, Clark MA, Gozalo PL, Spence C, Casarett DJ, Teno JM. Timing of Survey 

Administration after Hospice Patient Death: Stability of Bereaved Respondents. J Pain Symptom 

Manage. 2015 Jul 1;50(1):17–27.  



27 

Table 1 Characteristics of bereaved family members 

 Table 1 shows the characteristics of bereaved family members 

 

Table 2 Distribution of the Outcome-Family Conflict, Family Relationship Index, Care Evaluation 

Scale, and Good Death Inventory Scores, and Contributing Factors 

 Table 2 shows the distribution of the Outcome-Family Conflict, Family Relationship Index, Care 

Evaluation Scale, and Good Death Inventory Scores, and Contributing Factors 

 

Table 3 Multivariate logistic Regression Analysis of the ICG≥26, PHQ-9≥10 and Co-morbid symptom 

 Table 3 shows the result of multivariate logistic Regression Analysis, which has minimally and fully 

adjusted models, of the ICG≥26, PHQ-9≥10 and Co-morbid symptom 
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Table 1 Characteristics of bereaved family members  
 n % 

 Age (mean ± standard deviation) 62.1 ±12.3  

 Gender   

   Male 148 33.3  

   Female 297 66.7  

 Relationship with patient   

   Husband/wife 199 44.6  

   Child 177 39.7  

   Daughter-in-law or son-in-law 22 4.9  

   Parents 12 2.7  

   Siblings 25 5.5  

   Others 11 2.5  

 Education   

   Less than high school 55 12.6  

   High school graduate 200 45.8  

   Post-high school education 182 41.6  

 Caregiver’s physical health status during last admission   

Good 113 24.7  

Moderate 248 54.1  

Fair 66 14.4  

Bad 17 3.7  

 Caregiver’s mental health status during last admission   

Good 63 13.8  

Moderate 186 40.6  

Fair 141 30.8  

Bad 32 7.0  

 Presence of other caregivers 318 69.4  

 Perceived social support   

How people listen to one's worries or problems   

Not at all 3 0.7  

Not much 20 4.4  

Somewhat 142 31.0  

Quite a bit 188 41.0  

A great deal 93 20.3  

How people show you kindness and compassion   

Not at all 2 0.4  

Not much 19 4.1  

Somewhat 136 29.7  

Quite a bit 185 40.4  

A great deal 99 21.6  

 Duration of bereavement (mean ± standard deviation, months) 9.4 ±4.5  
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 Duration of bereavement (median, range, months) 
8.6 (3.1-30.

0) 
 

 Duration of bereavement ˂ 6 months 97 21.2  

 Inventory of Complicated Grief (mean ± standard deviation, range: 19 - 

85) 
32.4 ±13.4  

 Inventory of Complicated Grief ≥ 26 65 14.2  

 Patient Health Questionnaire 9 (mean ± standard deviation, range: 0 - 27) 6.0 ±6.1  

 Patient Health Questionnaire 9 ≥ 10 103 22.5  

Inventory of Complicated Grief ≥ 26 and Patient Health Questionnaire 9 ≥ 

10 
44 9.6 
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Table 2 Distribution of the Outcome-Family Conflict, Family Relationship Index, Care Evaluation Scale, and Good Death 

Inventory Scores, and Contributing Factors 

 
mean ± 

standard 

deviation 

agreement 

rate (%) 

Outcome-Family Conflict (range: 1-5, agreement rate*1)   

Family members insult or yell at one another 1.5 ± 0.9 10.5 

Disagree or argue about health care decisions for your relative 2.0 ± 1.0 18.6 

Disagree or argue about your relative’s illness or physical condition 2.7 ± 0.8 13.5 

Disagree or argue about the way a member was treating your relative 1.7 ± 0.8 11.1 

Disagree or argue about certain family members not pulling their weight 1.9 ± 1.1 21.2 

Disagree or argue about what is meant by "a good death" 1.6 ± 0.8 8.1 

Disagree or argue about how money is being spent 1.3 ± 0.5 2.2 

Disagree or argue about where your relative should live out his/her remaining days 1.6 ± 0.8 10.7 

Family Relationship Index� (range: 0 - 12) 8.8 ± 2.4  

Family Relationship Index ≥ 10  47.4 

Family Relationship Index subscale (range: 0 - 4)   

cohesiveness 3.1 ± 1.1  

expressiveness 2.7 ± 1.3  

conflict resolution 3.0 ± 1.1  

Care Evaluation Scale (range: 1-6, agreement rate*2)    

Physicians endeavored to relieve physical discomfort of the patient 1.7 ± 0.8 92.4  

Nurses endeavored to relieve physical discomfort of the patient 1.7 ± 0.8 92.8  

Physicians, nurses, and staff endeavored to relieve patient’s concerns and worries 1.8 ± 0.8 91.7  

Physician gave sufficient explanation to the patient about their condition and medical 

treatment 
2.1 ± 1.0 84.1  

Physician gave sufficient explanation to the family about the patient’s condition and medical 

treatment 
2.0 ± 0.9 88.4  

Hospital or room was convenient and comfortable 1.8 ± 0.9 91.3  

Consideration was given to the health of the family 2.3 ± 1.0 80.1  

The total cost is reasonable 2.1 ± 0.9 88.0  

Admission (use) is possible when necessary without waiting 2.0 ± 1.2 86.9  

There is good cooperation among staff members such as physicians and nurses 2.0 ± 0.9 89.7  

Good death inventory (range: 1-7, agreement rate*3)   

Being free from physical distress 5.2 ± 1.3 73.8  

Being able to stay at one’s favorite place 4.8 ± 1.5 52.0  

Having some pleasure in daily life 4.3 ± 1.6 41.9  

Trusting the physician 5.5 ± 1.2 72.1  

Not being a burden to others 3.7 ± 1.6 47.4  

Spending sufficient time with one's family 5.1 ± 1.4 65.9 

Being independent in daily activities 3.0 ± 1.8 24.5  

Living under calm circumstances 5.4 ± 1.3 74.7  
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Being valued as a person 6.0 ± 0.9 88.6  

Feeling that one's life is completed 4.7 ± 1.7 50.9  

Four items of Family Assessment Device§ (range: 4 - 20) 9.5 ± 3.0  

Thinking about my family member's death is very difficult for me †  40.8 

Come in contact with family members who had no prior interaction before the patient became 

sick 
 38.4  

 

*1 1: not at all; 5: very much (the agreement rate is the sum of "sometimes", "often", and "very much") 

*2 1: absolutely agree; 6: absolutely disagree (the agreement rate is the sum of "somewhat agree", "agree", and "absolutely 

agree") 

*3 1: absolutely disagree; 7: absolutely agree (the agreement rate is the sum of "somewhat agree", "agree", and "absolutely 

agree") 

� Higher scores indicate the family has good historical family relationships. 

†1: strongly disagree; 5: strongly agree (the agreement rate is the sum of "somewhat agree", "agree", and "strongly agree") 

§Higher scores indicated more severe communication constraints.
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Table 3 Multivariate logistic Regression Analysis of the ICG≥26, PHQ-9≥10 and Co-morbid symptom 

 
 ICG ≥ 26 PHQ-9 ≥ 10 Co-morbid symptom 

 Minimally Adjusted Fully Adjusted Minimally Adjusted Fully Adjusted Minimally Adjusted Fully Adjusted 
 OR 95% CI p OR 95% CI p OR 95% CI p OR 95% CI p OR 95% CI p OR 95% CI p 

Family Relationship Index ≥ 10 1.11  0.60-2.06 0.734  1.19  0.56-2.53 0.652  1.52  0.90-2.97 0.115  1.40  0.77-2.55 0.270  1.36  0.67-2.77 0.397  1.53  0.65-3.62 0.333  

Outcome-Family Conflict                   

Family members insult or yell at one another 4.55  1.89-10.96 0.001  2.99  1.02-8.75 0.046  3.67  1.78-7.56 <0.001 2.57  1.08-6.14 0.033  5.37  2.01-13.92 0.001  3.20  1.01-10.17 0.049  

Disagree or argue about health care decisions for your relative 2.06  1.02-4.13 0.043  1.52  0.64-3.60 0.344  2.83  1.58-5.07 <0.001 2.56  1.31-5.00 0.006  2.62  1.22-5.60 0.013  2.20  0.87-5.54 0.096  

Disagree or argue about your relative’s illness or physical 

condition 
2.41  1.10-5.28 0.028  1.40  0.52-3.80 0.509  2.98  1.57-5.67 0.001  2.86  1.33-6.13 0.007  3.45  1.49-7.97 0.004  2.96  1.04-8.40 0.042  

Disagree or argue about the way a member was treating your 

relative 
2.20  0.88-5.47 0.090  1.35  0.45-4.05 0.598  2.75  1.37-5.53 0.004  2.86  1.29-6.32 0.009  2.02  0.73-5.59 0.173  2.00  0.61-6.55 0.250  

Disagree or argue about certain family members not pulling 

their weight 
1.41  0.70-2.86 0.339  0.93  0.39-2.22 0.878  1.57  0.88-2.81 0.128  1.18  0.60-2.32 0.637  1.40  0.62-3.19 0.420  0.85  0.32-2.27 0.747  

Disagree or argue about what is meant by "a good death" 5.27  2.06-13.49 0.001  3.60  1.17-11.01 0.026  4.13  1.90-8.95 <0.001 4.06  1.56-10.58 0.004  7.35  2.79-19.33 <0.001 7.03  2.14-23.08 0.001  

Disagree or argue about how money is being spent 5.48  1.05-28.46 0.043  6.96  0.89-54.79 0.065  5.22  1.31-20.79 0.019  3.46  0.67-17.88 0.139  4.16  0.70-24.58 0.116  2.94  0.35-24.69 0.321  

Disagree or argue about where your relative should live out 

his/her  

   remaining days 

2.29  0.98-5.35 0.056  0.99  0.32-3.10 0.985  2.75  1.37-5.53 0.004  2.11  0.88-5.04 0.093  3.38  1.38-8.24 0.007  1.83  0.56-5.97 0.317  

Come in contact with family members who had no prior 

interaction before the patient became sick 
0.95  0.51-1.76 0.865  1.02  0.49-2.15 0.950  0.59  0.35-0.98 0.042  0.53  0.29-0.95 0.032  0.98  0.48-1.99 0.953  0.90  0.39-2.08 0.809  

Four items of Family Assessment Device (continuous variable) 1.19  1.07-1.32 0.001  1.17  1.03-1.32 0.016  1.18  1.09-1.29 <0.001 1.12  1.01-1.24 0.025  1.19  1.06-1.34 0.003  1.15  1.00-1.32 0.047  

Thinking about my family member's death is very difficult for 

me † 
6.11  3.08-12.11 <0.001 8.52  3.31-21.93 <0.001 3.44  2.05-5.78 <0.001 2.68  1.46-4.92 0.001  6.32  2.75-14.52 <0.001 7.53  2.52-22.45 <0.001 

 

 


