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ABSTRACT

Objective: This research explores the potential benefit of a spiritual pain assessment sheet
to clinical practice. With spiritual pain defined as “pain caused by extinction of the being
and meaning of the self,” the spiritual pain assessment sheet was developed by Hisayuki
Murata from his conceptual framework ref lecting the three dimensions of a human being
as a being founded on temporality, a being in relationship, and a being with autonomy.
The assessment sheet was developed from reviews of the literature and examinations
from a philosophical perspective on the structure of spiritual pain.

Methods: Patients admitted to palliative care units in Japan were interviewed using the
assessment sheet. The responses were analyzed qualitatively. The usefulness of the
assessment sheet and the burden placed on the patients by its use were also investigated.

Results: The spiritual pain elucidated by the assessment sheet was the same as that
revealed in the earlier research of Morita. The patients reported that they did not find
the use of the assessment sheet a burden, and more than half reported that it was useful.
The burden of the assessment sheet on the subjects was thus determined to be low.
Positive feedback on the assessment sheet was also received from the nurses who
conducted the patient interviews, who said the assessment sheet made it easier to talk
with the patients about their spiritual pain.

Significance of research: The research results indicate that the spiritual pain assessment
sheet provided an appropriate assessment of spiritual pain among terminal cancer
patients, showing that such a sheet could be used as an assessment tool in the future.
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INTRODUCTION

The expansion of hospice and palliative care as part
of terminal care in Japan is raising discussion on

spiritual pain and its care. “Spiritual pain,” how-
ever, is an elusive concept, and no Japanese equiv-
alent for the term exists. Spiritual pain and its care
originate in the Christian view of life and death
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~Kondo et al., 2002!. The World Health Organiza-
tion ~WHO! definition describes a relationship with
a superhuman entity. In Japan, many people report
having no specific religion, which makes it difficult
for these individuals to understand the WHO defi-
nition. Spiritual pain is thus more or less under-
stood in Japan as being “connected to interests in
and concerns of the meaning and objectives of liv-
ing” ~Chiba, 2004!.

Although some confusion results from the lack of
a common concept, most hospice and palliative care
practitioners in Japan use the definition provided
above ~Sayama, 2002; Saigo, 2003!. Spiritual pain
is most commonly demonstrated in the words of
patients interacting with medical staff. Therefore,
the level of interest and understanding of spiritual
matters among staff members can inf luence the
way patient pain is recognized and patient care is
provided ~Morita et al., 2001!. For medical staff to
provide effective spiritual care, actions need to be
taken with problem solving in mind. Comprehen-
sion of that which is observed and scrutiny of hy-
pothesis are more important than the needs derived
from the three types of pain making up holistic pain
~Fish & Sherry, 1988; Tamura, 2002!.

In other words, it is crucial for medical staff to
have a common understanding of the spiritual pain
experienced by terminal cancer patients and to as-
sess their suffering appropriately. For this purpose,
a concept of a spirituality that produces spiritual
pain must be established through efforts in medi-
cine, religion, ethics, psychology, and other fields
~Imamura et al., 2002; Yuasa, 2003; Kubodera, 2004!.
The next step is to clarify the type, degree, and
other characteristics of spiritual pain to provide
effective spiritual care. Outside of Japan, the ne-
cessity of spiritual pain assessment has been ac-
knowledged, and tools have been developed to assess
spiritual needs in the medical care context ~High-
field, 1992; Fitchett & Handzo, 1998; World Health
Organization, 2002; McClain et al., 2003!.

As described above, academic discussion of spir-
itual pain and spiritual care has just begun in
Japan. In consideration of the current situation,
Murata ~2003! acknowledges the importance of clar-
ifying the structure of spiritual pain for the sake of
discussing the spiritual care of terminal cancer pa-
tients. He defined spiritual pain as “pain caused by
extinction of the being and meaning of the self ” and
elucidated the establishment and structure of spir-
itual pain experienced by terminal cancer patients,
based on a philosophical investigation. According to
Murata, the “spiritual pain of terminal cancer pa-
tients arises from the fear of extinction of existence
and meaningfulness of the self imposed by the ap-
proach of death” ~Murata, 2003, pp. 17–18!. He also

argues that spiritual pain “can be elucidated as the
future of a being founded on temporality, a being in
relationship and a being with autonomy, the other
people, the meaninglessness of the life caused by
loss of the self, loss of identity, worthlessness, etc.”
The spiritual pain experienced by the patients in
the earlier studies of Murata was assessed in each
of the three dimensions of temporality, relation-
ship, and autonomy; and from this research an
approach to care was developed ~Hara, 2004; Mu-
rata, 2004; Satake & Takahashi, 2004!.

For the current study, a spiritual pain assess-
ment sheet was developed using the conceptual
framework of Murata and the words of patients
interviewed by Murata to express their spiritual
pain in the three dimensions of temporality, rela-
tionship, and autonomy. This assessment sheet was
then used in patient interviews by medical staff to
help clarify the characteristics of patient spiritual
pain, which is rarely known unless expressed by
the patients themselves, and to provide vital infor-
mation for their care.

The objective of this research was to explore the
potential benefit of a spiritual pain assessment
sheet to clinical practice. The use of an assessment
sheet based on the framework of Murata was ex-
pected to reveal the manner in which terminal
cancer patients experience spiritual pain.

METHODS

Research Subjects

The subjects were Japanese cancer patients over 20
years old who were admitted to a palliative care
unit in a general hospital authorized by the prefec-
ture, were capable of holding a conversation for
about 30 min, and consented to participate in this
research. Three exclusion criteria were used: ~1!
disturbance of consciousness, dementia, or symp-
tomatic brain metastasis; ~2! incapacity for verbal
communication; ~3! diagnosis of cancer not revealed
to the patient.

Data Collection

The research used the spiritual pain assessment
sheet of Murata to collect data. It was developed
from his framework ref lecting the three dimen-
sions of a human being as a being founded on
temporality, a being in relationship, and a being
with autonomy.

Spiritual Pain Assessment Sheet

Using a three-dimensional framework of spiritual
pain, Murata ~2004! analyzed the words of terminal
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cancer patients he interviewed. From this analysis
he developed a spiritual pain assessment sheet for
the purpose of identifying and characterizing spir-
itual pain. As shown in Table 1, the assessment
sheet consisted of 20 assessment items, with 7 items
concerning a being founded on temporality, 8 con-
cerning a being in relationship, and 5 concerning a
being with autonomy, followed by the concluding
question “What concerns you the most right now?”
The responses of the patients are reproduced ver-
batim ~in translation! below.

Interview Method

For the interviewers to develop a common under-
standing of the assessment sheet, the structure of
spiritual pain was discussed with Murata before
the interviews were conducted. The interviews were
held from January to October, 2003. The interview-
ers were nurses who each have more than 10 years’
experience as a nurse and 7 years’ experience work-
ing in a palliative care unit without responsibility
for the subject. The interviewers read the assess-
ment items aloud as shown on the assessment sheet,
and the subjects responded in their own words. At
the end of each interview, each patient was asked,

“What concerns you the most right now?” The in-
terviews were tape-recorded with the consent of the
patients and were then transcribed.

The assessment sheet was also evaluated for its
usefulness in clinical practice. At the end of each
interview and 1 week after the interview, each pa-
tient was surveyed on the psychological burden of
being surveyed using the assessment sheet and
how it helped the patient better understand his or
her own psychological state. The feelings of the
nurse regarding conduct of the interview were also
surveyed.

Collection of Background Information

Personal information on the subjects was collected
from medical records. Information on physical con-
dition was collected from primary doctors.

Analysis Method

Each of the researchers analyzed the transcriptions
of patient responses to the assessment items. Re-
searchers carefully reviewed the responses in rela-
tion to the context in which the responses were
provided and held a number of discussions to achieve
consensus on their understanding. A cancer care
specialist supervised the analysis. Patient responses
to how they felt about being assessed with the
assessment sheet are a straightforward tally.

Ethical Considerations

This research was approved by an ethical commit-
tee at the research site. Before each interview, ver-
bal and written consent was obtained from each
patient in writing after explaining the purpose of
the research, the voluntary nature of the participa-
tion, handling of the data, protection of patient
privacy, information collection from medical records,
and other research protocols.

RESULTS

Subject Characteristics

The subjects comprised 10 terminal cancer patients
including 5 males and 5 females. The mean age was
64.9 years, with a range from 50 to 80. The diag-
noses were stomach cancer in 3 subjects, lung can-
cer in 2 subjects, rectal cancer in 2 subjects, and
other cancers in 4 subjects. By religion, 8 subjects
were Buddhists and 2 were Christians. By marital
status, 7 were married, 1 was separated, and 2 were
surviving spouses. Performance status at the time
of the interview was grade 2 in 3 subjects and grade

Table 1. Spiritual pain assessment sheet

Q1. “Things like this ~treatment, etc.! would not help.”
Q2. “It is boring to stay in a hospital.”
Q3. “I have nothing to do.”
Q4. “I do not know what to do.”
Q5. “There is no point.”
Q6. “I wish to be relieved as soon as possible.”
Q7. “I wish I could meet the Maker soon.”
Q8. “There will not be anything left after death.”
Q9. “I feel lonely, feeling like I am left behind all

alone.”
Q10. “Having my family with me does not help my

loneliness.”
Q11. “I lose a true sense of living when staring at the

ceiling alone.”
Q12. “No one understands this.”
Q13. “What will happen to me after death? Where will

I go?”
Q14. “This is happening as a divine punishment.”
Q15. “My sins will never be cleared.”
Q16. “Why is this happening?”
Q17. “What does my life mean after all?”
Q18. “I feel sorry that I am under someone else’s care

and causing trouble.”
Q19. “One is no longer a human being when he0she

cannot take care of himself0herself.”
Q20. “I am no use and life’s not worth living.”
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3 in 7 subjects ~Table 2!. The interview was con-
ducted in one session and lasted 30 to 40 min,
although one subject interview took 150 min.

Spiritual Pain Elucidated by Each Item
of the Assessment Sheet

Spiritual pain experienced by each subject was elu-
cidated from the subject response to each item on
the assessment sheet. The responses transcribed
below include not only expressions of pain but also
narration related to the facts leading to the pain
and suggesting patient values and views of life and
death. Supplemental contextual information is pro-
vided in parentheses.

Q1. In response to “Things like this ~treatment,
etc.! would not help,” Patient G said “I somewhat
agree,” interpreting “things like this” as pain relief.
Patient I, on the other hand, said “I do not receive
treatment here,” interpreting “things like this” as
chemotherapy. Eight subjects stated “I do not agree.”

G: I somewhat agree. Frankly, the results are
hard to see. I think things like this need a long
time to get results.

Q2. In response to “It ’s boring to stay in a hos-
pital,” Patients B, G, and F said, “It ’s boring.” Pa-
tient F, however, modified her response, saying
that the meaning of the current situation could be
changed while taking the interview, and it was not
boring.

G: Life in a hospital is the most boring. It really
is ~boring!. Some people might like it, but I think
there could be a little bit more happening. I sleep
because there’s nothing else to do. At home, I feel
like doing something like gardening, my hobby.
That kind of fun is difficult to find at a hospital.

F: I drop by people who are bedridden and talk
with them. They are really pleased. So I guess I
would be lying if I said it was boring. I thought
even I might be of some use for something.

Q3. In response to “I have nothing to do,” Pa-
tient D described the current situation saying, “I
am losing my motivation.” Patient G responded
following Q2, “It is boring to stay in a hospital.”
Responses from 7 other subjects included “I do not
agree. I have many things to do,” “I find things to
do,” and so on. These comments suggest that the
subjects were motivated to do whatever was possi-
ble under the circumstances.

D: I am losing my motivation. I don’t feel strong
at all. I have this ~a calligraphy set! because I
thought that writing might be a good distraction,
but I can’t write at all when I actually try.

G: If I were at home, I could lie in a reclining
chair and watch TV or doze off, whatever I want.
At the hospital, I only watch TV because that’s all
I can do.

Q4. In response to “I do not know what to do,”
Patient G said “I agree,” and Patient I said “I agree
sometimes.” Patient D, who in response to Q3 talked
about having lost motivation, described her reality
saying “I have things I want to do but I actually
can’t.” Patient F described the misery of having to
face “myself who cannot do.”

D: I have things I want to do. First, I want to read
books. I opened a book when I felt like it, but I
couldn’t read.

F: “I do not know what to do” is about my own
pain, right? I guess I would try and find it. My

Table 2. Subject backgrounds

ID Gender Age
Cancer

diagnosis
Performance

status
Marital
status Occupation Religion

A Female 52 Sigmoid colon 2 Separated Unemployed Buddhism
B Male 60 Stomach 3 Married Suspended Buddhism
C Female 50 Uterus 2 Bereaved Unemployed Buddhism
D Female 74 Stomach 3 Married Unemployed Buddhism
E Male 57 Stomach 3 Married Employed Buddhism
F Female 80 Lung 2 Bereaved Unemployed Christianity
G Male 77 Lung 3 Married Unemployed Buddhism
H Male 65 Rectal 3 Married Unemployed Buddhism
I Female 67 Colorectal 3 Married Unemployed Christianity
J Male 67 Prostate 3 Married Unemployed Buddhism
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feeling may be more like that I do not know if I
can do it.

Q5. In response to “There is no point,” Patient B
said “It is difficult to say.” Patient F stated “I feel
like this when my condition is bad.” Patient J pro-
vided his opinion on the word “point.”

B: Difficult to say. Sometimes that’s how I feel,
but I also think it can’t be helped. . . . It sure is
difficult to say.

F: I feel like this when my condition is bad. But
then, I thought it was wrong to think that way. I
wouldn’t think there is no point, as long as I’m
alive. It is a bit too sad to think like that.

J: People can have different ideas. If you believe
that this whole world is made up of lies, there is
no point. There is no point unless you are con-
nected to God.

Q6. In response to “I wish to be relieved as soon
as possible,” all subjects questioned the meaning of
the word “relieved.” The interviewers, in response,
asked “What do you think it means?” After exchang-
ing ideas with the interviewer, patients D and I
said that they want their painful condition relieved.
Patient J gave his opinion in the same manner
as Q5.

D: That is my biggest wish.

I: You can say that, yes. I think so. I wish I could
be relieved . . . I guess everyone does.

J: When I have pain, I wish it was gone. But
when I look back, it has its own meaning. God is
giving such hardships for something. God satis-
fies my basic needs. So that question is irrelevant.

Q7. In response to “I wish I could meet the Maker
soon,” only Patient D agreed. Patients B and J
expanded on their response after stating that they
did not agree.

D: I agree. The sooner I could see Him the better.
Being bedridden is very hard.

B: First things first. My wishing such things
doesn’t matter. I can only wait, you know. Just
thinking about things like that is absurd.

J: Humans are not limitless. The more restricted
they are, the more happily death will be wel-
comed. I hope to be in such a state of mind that I

can gladly meet the Maker, when the opportunity
arrives.

Q8. In response to “There will not be anything
left after death,” half of the subjects agreed. Pa-
tients C, E, and F did not agree and stressed that
they would continue to have a connection with their
family.

B: I guess there wouldn’t be. I kind of believe
~that humans are! coming from and returning to
the soil. So nothing will be left. That burial in the
ground, that’s been done because we’d for sure
become nothing.

D: After death, it ’s like nothing. I don’t think
there will be anything.

G: I can see the point. But I think it ’s fine if
nothing will be left. It ’s no use anyway. I don’t
wish to be left hanging around forever.

C: I don’t feel that way. I have a child, so I think
I will be present in the heart of my child. I,
myself, will disappear though. Even without a
body, I shall remain. That’s why children are
important.

F: I saw my husband and mother pass on, but I
feel they both left me something. The ones who
were left may or may not notice, but that’s the
only difference. I still feel like everyone is leaving
something behind.

Q9. In response to “I feel lonely, feeling like I am
left behind all alone,” Patients E, F, and I said that
they felt lonely. Patient C, on the other hand, spoke
of the importance of relationships.

E: Lonely, that’s for sure. Whatever they say,
this is a battle with myself. There must be no
replacement.

F: Left . . . left all alone. I don’t think that diffi-
cult, though I somehow felt a little bit lonely.

C: Not so much, you know. Since I got sick, I feel
grateful to other people.

Q10. In response to “Having my family with me
does not help my loneliness,” Patients E and J
talked passionately about how each person is, by
nature, by oneself.

E: I appreciate my family, of course. It had to be
them, you know. I know they notice or do things,
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just because they are my family. It makes me
happy ~that my family is with me!. It ’s nothing to
do with that, though. I think humans are by
nature alone.

J: I think people are alone, ultimately. You have
only yourself, in the end. As long as you have the
goal in your thoughts to pass away on your own,
you won’t feel lonely.

Q11. In response to “I lose a true sense of living
when staring at the ceiling alone,” the comments
were either “I do not agree” or “I do not stare the
ceiling.”

Q12. In response to “No one understands this,”
Patients C and F said “I somewhat agree.” Patients
E and J, who in response to Q10 said that humans
were alone, described how natural it was if no one
did.

E: It ’s not that they don’t understand. It would be
wrong if they did without experiencing this.
There’s no way they understand. They don’t know
what they’re talking about. Of course they don’t.

J: I’d say it ’s selfish to expect them to under-
stand. The others have different ideas than mine,
naturally.

Q13. In response to “What will happen to me
after death? Where will I go?” Patient A replied
that he wondered about that sometimes, emphasiz-
ing the fear of what happens after death. Replies
received included that the subject would “return to
the earth” and “become nothing” in relation to Q8,
as well as “it is up to God,” based on religious
teachings. Patient J talked about his own view of
“afterlife,” which he developed from his experience
hovering between life and death while ill with car-
diac disease.

A: I have thought about that, of course. I just
wonder if there’s a spiritual world or something
like that. They talk about crossing death’s river
and stuff, right? There’s a tingling sound, and so
on. I am terribly scared. I try not to think about
it much because it ’s scary, though.

J: @When my heart almost stopped during cardiac
surgery,# I felt like I had a glimpse of the world I
was going to be in. They don’t have any language.
They never criticize each other, and they are
training themselves in their own way. When I see
the possibility of being allowed to live in that
place, I feel like having a home to go back to.

Q14. In response to “This is happening as a
divine punishment,” half of the subjects said that
they had thought that way. Patients D and G also
said that they deserved it.

D: I deserve it. I wish I had paid a bit more
attention to my health.

G: I know. I feel I must have done something bad
somewhere. . . . I wonder when, to whom, and
what I have done. My heart healed nicely, but I
have other parts that are not cured. . . . We all
might wonder if we have done something evil,
really.

Q15. In response to “My sins will never be
cleared,” half of the subjects disagreed and said
“I have not done anything that I think is a sin.”
Patient G, on the other hand, expressed his view
that sin meant death.

G: Isn’t it the same as death? It could only mean
that. Even if I manage to live for 10 years ~more!,
there must be some bad things happening anyway.

Q16. In response to “Why is this happening?”
half of the subjects said that they had thought
about that and expressed a sense of regret. Patients
B, H, and J, on the other hand, felt that it could not
be helped.

C: It has crossed my mind, yes. I was not getting
check-ups, so I felt like I deserved it.

D: That would still be my own mismanagement of
health. I regret it.

G: I know. Why is this happening? I will always
wonder about this. We tend to think that we have
been doing things, but maybe we haven’t. Maybe
I should have done more.

Q17: Half of the subjects said that they had
asked the question, “What does my life mean after
all?” to themselves. Each subject described empti-
ness, shortness, and bitterness of life, or similar
feelings. One subjects replied “I hope that it was not
‘nothing’” and another said he thought “God con-
siders the meaning of life.”

C: I have thought about it. Half of my life was
spent on my kids. Isn’t it something everyone
thinks about?
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D: Seems like my life has passed by meaning-
lessly. I don’t have a hobby or anything, either. I
was just living.

E: I can’t complain. It actually is very short. I
need a little longer. If possible at all, a little bit
longer. ~This kind of thinking is! only negative,
really. You can’t live thinking this way. I want
time. Well, I can only do my best each day,
everyday.

H: I have done my part all right. So I don’t have
regrets. To be honest, it wasn’t quite enough. I
couldn’t really get there because I got sick. I feel
a little sorry about that.

Q18: In response to “I feel sorry that I am under
someone else’s care and causing trouble,” 7 subjects
agreed, based on their own experiences in the past.
Only Patient C, however, said “it is okay to cause
trouble.”

D: I feel like this so very much.

F: I came to think that I don’t have to feel sorry.
People all get their turns according to the age.
Everyone is supposed to be seen off by the next
generation. But still, when I get sick, I know that
I’m feeling sorry for them.

I: Yes, I feel like that. Well, I think I do. When my
farther died, he was confined to bed and couldn’t
go to the bathroom by himself for almost 10 years.
He was taken care of for everything, and I don’t
think I want to be like that.

Q19: In response to “One is no longer a human
being when he0she cannot take care of himself0
herself,” only Patient D expressed a sense of misery,
by using the word “pathetic.” Patients B, E, and F
did not agree, because that was not their intention.
Patient H said that he had never thought about
Q18 or Q19, because he won’t live any longer.

D: I can’t take care of myself. That is the most
pathetic.

Q20. In response to “I am no use and life’s not
worth living,” only Patient D said that her life was
not worth living with current conditions. However,
4 subjects said that there must be some value or
meaning.

D: Well, I agree for now. People’s lives are worth
living when they are healthy and able to take
care of themselves and others as well. When they

are under someone else’s care and can’t take care
of themselves, I think they are worthless.

Analysis of the responses shows that the most
common spiritual pain manifested by the subjects
was “I feel sorry that I am under someone else’s
care and causing trouble,” followed by “Why is this
happening?” and then “What does my life mean
after all?” All three questions suggest pain related
to autonomy. All subjects felt pain in the dimen-
sions of relationship and autonomy. Of the 10
subjects, 5 experienced pain in the dimension of
temporality.

Impressions of the Subjects
on Being Assessed

When questioned immediately after and 1 week
after their interviews, 9 of the subjects ~1 was
unable to answer due to weakness! reported that
they did not feel a psychological burden upon being
assessed with the assessment sheet.

Immediately after the interview, 6 subjects said
that the assessment sheet was useful, 1 said it was
neither useful or useless, and 2 said that it was not
really useful. Reasons why it was not so useful were
“Those are the things I usually think about. The
questions are too simple. You ask if I want to be
relieved, but it really depends. It depends, for ex-
ample, on how much pain I have. Some want to feel
better because they are suffering. It ’s very different
from wanting to feel better when nothing actually
hurts.” “Totally different from what I think about.”
One week after the interview, 6 said that it was
useful, and 3 said it was neither useful nor useless.

Impressions of the Interviewers

The interviewers reported that expressions such as
“things like this ~treatment!” in Q1 were rephrased
simply as “treatment” by all of the subjects. The
interviewers also observed that the subjects had
difficulty distinguishing between Q3 “I do not have
anything to do” and Q4 “I do not know what to do,”
and between Q9 “I feel lonely, feeling like I am left
behind all alone” and Q10 “Having my family with
me does not help my loneliness.” Consequently, the
responses to these items were similar. Item Q6 “I
wish to be relieved as soon as possible” triggered
the question, “what does it mean to be relieved?” All
of the interviewers experienced difficulty in explain-
ing the meaning.

The interviewers felt very uncomfortable using
such direct expressions as “There is no point,” “I
wish to be relieved as soon as possible,” “I wish I
could meet the Maker soon,” “My sins will never be
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cleared,” “There will not be anything left after death”
and “One is no longer a human being when he0she
cannot take care of himself0herself.” For that rea-
son, some interviewers said that they explained
more than was necessary.

Opinions on interviewing patients with the as-
sessment sheet included comments that it was eas-
ier to look directly into the spiritual aspects of
patients’ lives, which they did not normally talk
about unless the subjects raised the issue them-
selves, and that it provided a chance to learn more
about the patients’ values and philosophies of life.

DISCUSSION

Characteristics of Spiritual Pain
Elucidated by the Assessment Sheet

Analysis of the spiritual pain elucidated by the
assessment sheet found spiritual pain manifested
in all three dimensions of temporality, relationship,
and autonomy. These results agree with those of
Morita et al. ~2004!, that is, the existential pain of
cancer patients investigated at four palliative care
units in Japan was categorized as pain derived
from relationship, pain derived from autonomy, pain
derived from relationship and autonomy, and pain
derived from temporality. As a result, the study of
Morita found an assessment sheet to be useful for
elucidating the spiritual pain of terminal cancer
patients.

In this study, the spiritual pain most commonly
manifested was “I feel sorry that I am under some-
one else’s care and causing trouble.” Patients devel-
oped a perception of themselves as “incapable” as
they lost their physical function. This perception
was also expanded to include others in that loss of
function resulted in their reliance on others. This
spiritual pain can be interpreted as the pain of a
being in relationship, which was generated in a
relationship with others.

The second most common spiritual pain was “Why
is this happening?” and “What does my life mean
after all?” Some subjects responded “I deserve it”
and “Seems like my life has passed by meaning-
lessly,” respectively. These responses indicate that
they interpreted these items as asking them to
ref lect on their inner selves, for example, express-
ing self-criticism or regret or looking back on their
lives. For them to find the solutions for these ques-
tions, the indispensable existence is the self-being
that improves the self-esteem and accepts and ap-
proves of the self. In this sense, this spiritual pain
can be classified as the pain of a being in relation-
ship, which emerges between self and inner self.

In response to “one is no longer a human being
when he0she cannot take care of himself0herself ”
and “I am no use and life is not worth living,” only
1 subject clearly agreed. This result indicates that
the subjects felt more than a little uncomfortable
with such assertive expressions as “no longer a
human being” and “not worth living.” As Morioka
~2001! pointed out, the fundamental reason for this
discomfort is that the patients all shared the view
promoted during Japan’s era of strong economic
growth that “only those who are productive have
lives worth living.” The subjects’ reactions suggest
that their once clear worldview has been shaken to
its foundation by their disease.

This study also found that all subjects felt the
pain of a being in relationship. The subjects appre-
ciate their family ’s presence. However, they also
seemed to experience an extreme sense of “loneli-
ness” when their admission to a hospice did not
allow them to look away from death. In response to
“This is happening as a divine punishment,” half of
the subjects agreed, reasoning that they deserved
it, although a relationship with a superhuman en-
tity was not clearly stated. A belief that God or
Buddha would punish people’s wrongdoing under-
lies these answers.

Spiritual pain as a being with autonomy and a
being in relationship was manifested by every sub-
ject. Conversely, spiritual pain as a being founded
on temporality was acknowledged by only 5 of the
10 subjects. For the subjects, being admitted to a
hospice signifies that they are one step closer to
death. They were all aware of the implication of
their admission to hospice. Still, that does not mean
that they could easily renounce life. According to
the framework of Murata, spiritual pain as a being
founded on temporality and derived from meaning-
lessness, purposelessness, and the absurdity of liv-
ing was expressed by terminal cancer patients who
were aware of the approach of death and had lost
hope for the future. Most of the assessment items in
fact asked about the “meaninglessness of living.”
Some of the subjects’ disagreement with the ques-
tion is believed to represent their inner conf lict
over renouncing life by acknowledging the over-
whelming fact of approaching death.

Research by Kawa et al. ~2003; Kawa, 2005!, on
the structure of spiritual pain experienced by ter-
minal cancer patients admitted to palliative care
units, found three kinds of “pain caused by having
to accept the reality” and “pain caused by the ap-
proach of death.” Subcategories of “pain caused by
the approach of death” were reported to be “desire
to live,” “fear of death,” and “hopelessness.” The
category of “pain caused by the approach of death”
was considered to incorporate the concept of tem-
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porality by its context and to correspond in this
study to the pain associated with a being founded
on temporality. Conversely, Morita et al. ~2004!
showed that 25% of patients, the highest number
~n � 22!, expressed “pain directly related to death”
by such statements as “I am scared of death” and “I
do not want to die.” Comparing the results of Morita
with our results of the spiritual pain of a being
founded on temporality, we conclude it is important
to ask questions that allow subjects to communicate
their desire to live and their anxiety and fear asso-
ciated with death.

Use of the Spiritual Pain
Assessment Sheet

When questioned about the use of the assessment
sheet, none of the subjects said that it caused a
psychological burden, and 6 subjects, in fact, stated
that it was useful. This indicates that the assess-
ment sheet helped them clarify their thoughts or
provided an opportunity to ref lect on what con-
cerned them. Conversely, 2 subjects who said that it
was not really useful commented that “Those are
the things I usually think about” and “Totally dif-
ferent from what I think about.” These subjects had
previously experienced diseases that had made them
aware of their own mortality. These experiences
had already established their own views of life and
death as well as their worldview. For this reason,
the subjects had already contemplated these con-
cepts and believed the assessment sheet offered
nothing remarkable.

The impressions of the nurses who conducted the
interviews illustrate that, although the validity of
the assessment items and appropriateness of their
wording need to be further considered, they consid-
ered the use of the assessment sheet positively.
Although the nurses are specialists in hospice care,
they also feel psychological agitation and burden.
This suggests the need for opportunities for care
providers to learn about and ref lect on life and
death as well as the importance of developing their
own views of life and death and values through
learning.

Application of the Spiritual Pain
Assessment Sheet to Clinical Practice

To provide spiritual care to cancer patients who live
with the knowledge of their approaching death it is
necessary to assess appropriately the spiritual pain
these patients experience. Based on the discussion
above, the assessment sheet used in this study was
considered a potentially useful tool for assessing
the spiritual pain of terminal cancer patients.

Because none of the subjects agreed with the
item “I lose a true sense of living when staring at
the ceiling alone,” the appropriateness of this item
needs to be reconsidered. Also, the responses to
several items were very similar, such as “I have
nothing to do” and “I do not know what to do,” as
well as “I feel lonely, feeling like I am left behind all
alone” and “Having my family with me does not
help my loneliness.” These related assessment items
need to be reviewed in terms of their intention. The
spiritual pain of a being founded on temporality
and a being with autonomy were found not to be
independent of each other but closely related, as
represented by the expression “I feel sorry that I am
under someone else’s care and causing trouble.”
Furthermore, as pointed out in the discussion, as-
sessment items need to be developed that help elu-
cidate the subjects’ desire to live and communicate
their anxiety and fear of death. The task lying
ahead, in view of these findings, is to elaborate on
the items set out on the assessment sheet.

LIMITATIONS AND FUTURE
RESEARCH

The subjects for this research were cancer patients
who were aware of their impending death from
their disease and chose to be admitted to a pallia-
tive care unit. The interviews were conducted when
their conditions were relatively stable. In view of
these factors, the results of this research should be
applied to some patients in a palliative care unit.
Hereafter, elucidation of spiritual pain should be
encouraged through the use of the assessment sheet.
It is also considered important to monitor closely
the pain of each subject who faces death and to
continue exploring appropriate care, with the help
of the assessment sheet.

CONCLUSION

Use of an assessment sheet helped to elucidate the
spiritual pain experienced by terminal cancer pa-
tients admitted to a palliative care unit. The appli-
cation of the assessment sheet in clinical practice
was as follows:

1. Interviews conducted using the spiritual pain
assessment sheet encouraged elucidation of
the spiritual pain of terminal cancer patients
who were aware of their approaching death.

2. All subjects experienced the pain of a being in
relationship and the pain of a being with au-
tonomy, and 5 of the 10 subjects experienced
pain in the dimension of temporality.

Assessing spiritual pain in terminal cancer patients 187

https://doi.org/10.1017/S147895150606024X Published online by Cambridge University Press

https://doi.org/10.1017/S147895150606024X


3. In helping to elucidate patients’ spiritual pain,
the assessment sheet was a useful tool that
placed little burden on patients.
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