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BACKGROUND: Spiritual care for patients with COPD has rarely been discussed, and thus much
remains unknown about their needs. The aims of this study were to identify the factors associated
with spiritual well-being and to compare the levels of spiritual well-being between subjects with
advanced COPD and those with inoperable lung cancer. METHODS: A total of 96 subjects with
COPD or lung cancer participated in this study, which was conducted between December 2014 and
April 2016. Measures included the Japanese version of the 12-item Functional Assessment of
Chronic Illness Therapy-Spiritual Well-Being (FACIT-Sp-12) scale, the McGill Quality of Life
Questionnaire (MQOL), the modified Medical Research Council inMRC) dyspnea scale, and var-
ious other medico-social factors. RESULTS: No significant differences were found between subjects
with COPD and those with lung cancer in median FACIT-Sp-12 scores (COPD, 27; lung cancer, 26;
P = .81). However, significant differences were found in the 2 MQOL domains, suggesting that
subjects with COPD had a better psychological state (P = .01) and that subjects with lung cancer
had a better support state (P = .002). Multiple regression analysis revealed that mMRC was
significantly associated with FACIT-Sp-12 scores in subjects with COPD. CONCLUSIONS: These
results suggest that subjects with advanced COPD experience spiritual well-being similar to that of
subjects with inoperable lung cancer. Key words: COPD; palliative care; lung cancer; spiritual
well-being; quality of life; dyspnea. [Respir Care 2017;62(5):544-549. © 2017 Daedalus Enterprises]

Introduction

COPD is predominantly caused by smoking and pa-
tients present with chronic symptoms such as cough, spu-
tum, dyspnea, and air flow obstruction. COPD is a leading
cause of morbidity and mortality worldwide.! Exacerba-
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tions are associated with reduced quality of life (QOL) and
disease progression,> but COPD is a heterogeneous dis-
ease with several clinical and physiological phenotypes,3#
and there is no index for prediction of 1-y risk of mortal-
ity,>¢ which makes the mortality risk easy to under- or
overestimate in patients with COPD. A lack of understand-
ing of the meaning of end-of-life care is a reported barrier
to advance care planning in COPD,” and patients with
COPD tend to be underserved by palliative care.®® Al-
though spiritual care is considered one of the most impor-
tant aspects of palliative care, spiritual well-being in pa-
tients with COPD has received only limited attention. There
are few data describing levels of spiritual well-being among
such patients, and physicians tend to be largely unaware of
care needs in relation to spiritual well-being. We hypoth-
esized that subjects with COPD might have equally poor
levels of spiritual well-being and similar palliative care
needs compared with those with lung cancer. Therefore,
the aims of this study were to identify significant correlates of
spiritual well-being among medico-social factors and to com-
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pare the levels of spiritual well-being between subjects
with advanced COPD and those with inoperable lung can-
cer.

Methods

Participants and Procedure

We randomly enrolled subjects with inoperable lung
cancer and Global Initiative for Chronic Obstructive Lung
Disease (GOLD) stage III or IV COPD who had been
treated in our department. GOLD stage III COPD is de-
fined as an FEV, of <50% of the predicted value, and
stage IV COPD is defined as an FEV, of <30% of the
predicted value, or <50% of the predicted value with
chronic respiratory failure. Subjects with lung cancer were
included if they were currently receiving anticancer treat-
ment, such as chemotherapy or radiotherapy. All subjects
were required to meet the following criteria before inclu-
sion: age =20 y; sufficiently healthy to complete the ques-
tionnaire; and had been informed of their cancer or COPD
diagnosis. The exclusion criteria included severe mental or
cognitive disorders or an inability to understand written or
spoken Japanese.

Ethics, Consent, and Permissions

Before being asked to complete the questionnaires de-
scribed below, all participants were provided with a de-
tailed description of the study purpose and methods, the
privacy policy, the data management procedures, and the
potential disclosure of the findings. The study protocol
was approved by the institutional ethics committee of Gifu
Municipal Hospital. This study is registered with the Uni-
versity Hospital Medical Information Network in Japan
(UMIN 000015783).

Measures

Spiritual well-being was measured using a 12-item self-
administered instrument, the Functional Assessment of
Chronic Illness Therapy-Spiritual Well-Being (FACIT-
Sp-12) scale.'®'2 The FACIT-Sp-12 measures subjects’
overall spiritual well-being and includes 2 subscales:
meaning/peace and faith. The total score was obtained by
summing all individual items (range, 0—44, with higher
scores indicating greater spiritual well-being), and the sub-
scale scores were obtained by summing all items in each
domain. The meaning/peace subscale measures sense of
meaning, peace and harmony, and purpose in life (range,
0-32). The faith subscale assesses the association between
illness, faith, and spiritual beliefs as well as how one finds
solace in one’s faith (range, 0—16). The Japanese version
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QUICK LOOK

Current knowledge

Patients with COPD tend to be underserved by pallia-
tive care. Physicians are rarely aware of care needs in
relation to spiritual well-being. Much remains unknown
about the needs of such patients.

What this paper contributes to our knowledge

Subjects with advanced COPD experienced spiritual
well-being similar to that of subjects with inoperable
lung cancer. Multiple regression analysis revealed that
dyspnea score was significantly associated with spiri-
tual well-being in subjects with COPD, and subjects
with COPD appeared to have a worse support state than
those with lung cancer.

of the FACIT-Sp-12 was chosen because its validity and
reliability has been confirmed.'3

The McGill Quality of Life Questionnaire (MQOL) was
applied to assess QOL.'%15> The MQOL is a self-report
scale composed of one item measuring overall QOL and
16 items measuring QOL in the following 4 domains:
physical, psychological, existential, and support. Level of
support is rated on a Likert-type scale from 0 (not at all) to
10 (extremely). The Japanese version of the MQOL, sim-
ilar to the FACIT-Sp-12, has also been validated.!® The
subscale score of each domain was divided by the number
of items in each domain to obtain the mean subscale scores.

Dyspnea was measured using the modified Medical Re-
search Council (mMRC) dyspnea scale.!” The mMRC dys-
pnea scale is a subject-rated, single-item scale in which
severity is rated with 5 grades (0 = “I only get breathless
with strenuous exercise”; 1 = “I get short of breath when
hurrying on the level or walking up a slight hill”’; 2 = “On
level ground, I walk slower than people of the same age
because of breathlessness, or have to stop for breath when
walking at my own pace”; 3 = “I stop for breath after
walking about 100 yards or after a few minutes on the
level”; 4 = “T am too breathless to leave the house or I am
breathless when dressing”).

Demographic, Social, and Biomedical Factors

Demographic, social, and biomedical factors, including
age, sex, marital status, occupation, and clinical stage,
were obtained from the subjects’ medical records. Many
clinical trials for elderly subjects with COPD in Japan
have enrolled subjects older than 65 y of age!s:!%; there-
fore, 65 y was chosen as the cutoff value for age in this
study.
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Statistical Analysis

To compare the 2 groups (subjects with COPD and
those with lung cancer), univariate analyses were performed
using a Mann-Whitney U test. To investigate the factors
associated with spiritual well-being, FACIT-Sp-12 scores
were entered into the model as dependent variables. First,
we performed univariate analysis on the FACIT-Sp-12 and
medico-psycho-social factors using a Mann-Whitney U
test, followed by multiple regression analysis. A P value

Table 1. Subject Characteristics

of <.05 was regarded as statistically significant. All sta-
tistical analyses were performed using SPSS 21.0 (IBM
Corp, Armonk, New York).

Results
Subject Characteristics

Of 107 subjects approached, 96 were enrolled in the
study between December 2014 and April 2016. The rea-
sons for non-enrollment were as follows: passive refusal
(n = 5); lack of time (n = 3); lack of interest (n = 1);
being too ill (n = 1); and not meeting the eligibility cri-
teria (n = 1). The characteristics of the subjects are sum-

Characteristics COPD Lung Cancer P . . o .
marized in Table 1. A significant difference was found
Age between the 2 groups in sex.
Mean = SD y 74.5 (6.2) 66.1 (10.1)
Median (range) y 76 (61-85) 67 (42-84)
<65y, n (%) 7012) 23 (36.5) 1 FACIT-Sp-12 and MQOL Scores
=65y, n (%) 26 (78.7) 40 (63.4)

Sex, n (%) 02 FACIT-Sp-12 scores were similar in both subject groups
Male 28 (84.8) 38 (60.3) (Table 2). The scores on 2 subscales (meaning/peace and
Female 5(15.1) 25 (39.6) faith) were also similar in both groups. Table 3 shows the

Marital status, n (%) 93 prevalence of symptoms in the physical domain of the
Married 27 (81.8) 52 (82.5) MQOL. Symptoms were reported by 75% of subjects with
Widowed 2(6.0) 8 (12.0) COPD and 74% of subjects with lung cancer. The mean
Divorced 260 1(1.5) MQOL scores are summarized in Table 4. Significant dif-
Single 260 26D ferences in the 2 MQOL domains were found between the

Occupation, n (%) 44
Paid employed (full-time) 5(15.1) 17 (26.9)

Paid employed (part-time) 1(3.0) 2.1
Self-employed 4(12.1) 5(7.9) Table 3. Symptoms in Athe Physical Domain of the McGill Quality
Unemployed or retired 23 (36.3) 39 (61.9) of Life Questionnaire

Clinical stage, n (%)* NA Symptoms COPD Lung Cancer
1 0(0) 0(0)

I 0(0) 2@3.1) Shortness of breath 19 (57.5) 7(11.1)
it 18 (54.5) 17 (26.9) Pain 2 (6.0) 13 (20.6)
v 15 (45.4) 30 (47.6) Constipation 0(0) 14 (22.2)

Recurrence 14 (22.2) Tiredness 4(12.1) 8 (12.6)

mMRC, n (%) 21 Trouble sleeping 1(3.0) 11 (17.4)
Oorl 15 (45.4) 37 (58.7) Lack of appetite 1(3.0) 11(17.4)
=2 18 (54.5) 26 (41.2) Weakness 5(15.1) 34.7)

Diarrhea 0(0) 4(6.3)

* Based on the Global Initiative for Chronic Obstructive Lung Disease Stage for COPD Nausea 0(0) 4(6.3)

L e s o o e s Cough 260 0

NA = not applicable

mMRC = modified Medical Research Council dyspnea scale Results are n (%).

Table 2.  Twelve-Item Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scores for the Subject Groups

Subject Group FACIT-Sp-12 Meaning and Peace Faith

COPD (n = 33), median (IQR) 27 (16.0-38.0) 18 (10.2-25.5) 8 (4.0-14.0)

Lung cancer (n = 63), median (IQR) 26 (21.7-36.2) 18 (15.0-24.0) 8 (6.0-11.0)

P 81 .56 .66

FACIT-Sp-12 = 12-item Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being

IQR = interquartile range
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Table 4.  McGill Quality of Life Questionnaire Scores for the Subject Groups

Subject Group Overall Physical Psychological Existential Support
COPD (n = 33) 5.0 (5.0-8.0) 5.0 (3.8-5.8) 8.0 (6.0-9.5) 5.8(3.3-7.1) 5.5 (3.5-8.0)
Lung cancer (n = 63) 5.0 (4.0-6.7) 5.3 (4.0-7.1) 6.0 (5.0-8.6) 6.5 (5.0-7.8) 7.5 (6.5-9.0)
P 13 34 .01 .07 .002

Results are median (interquartile range).

Table 5.  Factors Associated With 12-Item Functional Assessment of
Chronic Illness Therapy-Spiritual Well-Being in Subjects
With COPD: Multiple Regression Analysis

Subject Characteristics B P
Age (=65y) 0.027 .89
Sex (female) 0.066 .65
Marital status (married) —0.156 32
Occupation —0.032 .83
Clinical stage* 0.033 .85
mMRC (=2) —0.690 .002
MQOL 0.317 .11

2 =0.732.

* Based on the Global Initiative for Chronic Obstructive Lung Disease Stage.
mMRC = modified Medical Research Council dyspnea scale

MQOL = McGill Quality of Life Questionnaire

Table 6.  Factors Associated With 12-Item Functional Assessment of
Chronic Illness Therapy-Spiritual Well-Being in Lung
Cancer Subjects: Multiple Regression Analysis

Subject Characteristics B P
Age (=65y) 0.015 95
Sex (female) 0.211 .29
Marital status (married) —0.246 28
Occupation 0.125 .57
Clinical stage* 0.172 40
mMRC (=2) —0.040 .85
MQOL 0.505 .01
% = 0377

* Based on the Union for International Cancer Control tumor-node-metastasis classifications,
7th edition.20

mMRC = modified Medical Research Council dyspnea scale

MQOL = McGill Quality of Life Questionnaire

2 groups; subjects with COPD appeared to have a better
psychological state, whereas subjects with lung cancer ap-
peared to have a better support state.

Association Between Spiritual Well-Being and
Medico-Psycho-Social Factors

The correlates of FACIT-Sp-12 in multiple regression

analyses are shown in Tables 5 and 6. mMRC was signif-
icantly correlated with FACIT-Sp-12 scores in subjects
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with COPD, whereas multiple regression analysis revealed
asignificant association between FACIT-Sp-12 and MQOL
scores in subjects with lung cancer.

Discussion

To the best of our knowledge, this is the first study to
attempt to compare spiritual well-being in subjects with
COPD with that of subjects with lung cancer in Japan. We
found that subjects with advanced COPD appeared to ex-
perience spiritual well-being on a level similar to that of
those with inoperable lung cancer.

Similar to pulmonologists in many countries, Japanese
pulmonologists typically care for patients with COPD and
lung cancer in the same hospital setting and with the same
medical and nursing teams. Several studies have suggested
that early palliative care is beneficial to patients with ad-
vanced cancer,?!-?2 and numerous hospitals in Japan pro-
mote palliative care for patients with advanced cancer.
Furthermore, care in relation to spiritual well-being is very
important in palliative care.?> However, despite the fact
that patients with COPD might have equally poor levels of
spiritual well-being and similar palliative care needs com-
pared with those of patients with lung cancer, palliative
care that includes spiritual care for subjects with COPD
has received little attention in Japan.

Few studies have evaluated the importance of spiritual
well-being in subjects with lung cancer receiving aggres-
sive treatment. Furthermore, spiritual care for patients with
cancer is provided mainly in specialized palliative-care
settings, such as palliative-care units or the home. When a
diagnosis of advanced lung cancer is made, the focus is not
only on maximizing survival prospects, but also on how
best to support patients through their illness. By aiming to
explore spiritual well-being in subjects with advanced lung
cancer receiving aggressive treatment, our study may be
useful for providing better care for these patients. Although
the actual scores were not directly compared with those
from other studies, the FACIT-Sp-12 scores in subjects
with lung cancer in this study were similar to those in
previous reports involving subjects with lung cancer re-
ceiving anticancer treatment.'3-24 Furthermore, compared
with the FACIT-Sp-12 scores in the present study, those in
a previous study involving terminally ill subjects with can-
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cer were lower.?> In general, appropriate scores among
Japanese subjects with lung cancer who were receiving
anticancer treatment could be measured in our study,
thereby allowing a comparison with subjects with COPD.

The results suggested that spiritual well-being was cor-
related with mMRC score in subjects with COPD. A higher
symptom burden (an mMRC score of =2) could more
accurately predict mortality in subjects with COPD. Pa-
tients with stage III or IV COPD with a higher symptom
burden have been thought to have a poor prognosis.! In the
present study, we found that such subjects tended to have
lower levels of spiritual well-being. Therefore, not only
the risk of exacerbation needs to be reduced in these pa-
tients, but also their spiritual pain needs to be alleviated.
These findings may contribute to an improved understand-
ing of unmet needs for palliative interventions in these
populations.

Our study measured QOL and spiritual well-being concur-
rently. We found that spiritual well-being was associated with
QOL among subjects with lung cancer; therefore, providing
spiritual care might improve QOL among such patients. Al-
though no differences were observed between subjects with
COPD and those with lung cancer in overall QOL, subjects
with COPD had worse support states than subjects with lung
cancer. Previous studies have reported that subjects with
COPD tended to have poor support systems,>2%27 and our
results appear to align with these findings.

Our study did have several limitations. The sample size
was small and from a single institution. Furthermore,
FACIT-Sp-12 scores in subjects with COPD were similar
to those in subjects with lung cancer, suggesting that the
spiritual pain experienced in both diseases was similar.
The need to provide care for spiritual pain among both
patients with COPD and those with lung cancer in the
clinical setting should be considered.

Therefore, a new intervention program designed to man-
age the spiritual well-being of patients with COPD could
be beneficial. Previous studies have reported the efficacy
of short-term life-review interviews and dignity therapy on
the spiritual well-being of terminally ill subjects with can-
cer.2>-28 Future research exploring the effects of these psy-
chotherapies to enhance the spiritual well-being of patients
with COPD might therefore be needed.

Conclusions

The results of this study suggest that subjects with ad-
vanced COPD experience a level of spiritual well-being
similar to that of subjects with inoperable lung cancer.
Therefore, clinicians should pay more attention to spiritual
pain among patients with COPD and attempt to provide
appropriate spiritual care. Further research is needed to
explore interventions that support spiritual well-being in
both subjects with COPD and those with advanced cancer.
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