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ABSTRACT 

The primary purpose of this study was to explore the relationships among 

vulnerability, self-transcendence, and well-being in Japanese hospitalized elders. With 

their declining functional health and diminishing social network, elderly people are 

considered as a vulnerable population, which require special care and attention in the 

field of nursing. Self-Transcendence is identified as one of the developmental resources 

that promote well-being in later adulthood during increased vulnerability; however, 

applicability of the concept of self-transcendence as well as its theory has never been 

tested in Japanese population. Thus, the current study specifically tested and refined a 

theoretical model of self-transcendence in Japanese elders.  

In this study, a nonexperimental descriptive design was used to examine 

relationships among the variables. A total of 105 elderly patients were recruited from 4 

hospitals in Sapporo, Japan. The respondents’ level of vulnerability was assessed by three 

aspects: vulnerability in health status, vulnerability in resource availability, and past 

vulnerable experience. Well-being was examined from the level of depression and life 

satisfaction. Besides psychosocial self-transcendence, spiritual self-transcendence from 

Japanese perspective was conceptualized and evaluated. 

Reliability testing provided adequate supports for all the study instruments. 

Findings of multiple regression analyses indicated mediating effects of psychosocial self-

transcendence on the relationship between vulnerability in resource availability and well-

being variables. Psychosocial self-transcendence also demonstrated direct effects on well-

being. Spiritual self-transcendence did not show any mediating and moderating effect in 
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the relationship between vulnerability and well-being; however, it was found to be the 

strongest predictor for the level of life satisfaction. In addition, the findings revealed that 

vulnerability in health status had a direct effect on the level of depression, but past 

vulnerable experience had no effect on both self-transcendence and well-being.  

Findings of this study provided further evidence of universality of the concept of 

self-transcendence and applicability of its theory to Japanese hospitalized elders. This 

study not only contributes to Japanese nursing research by adding the body of knowledge 

about self-transcendence and spirituality but also can be a basis for formulating 

interventions that help enhance well-being in vulnerable elderly patients. 
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CHAPTER I: STATEMENT OF THE PROBLEM 

Population aging is a global trend. In1950, only 8% of the world population was 

aged 60 years or older; however, by 2005, that proportion had risen to 10%. It is expected 

to more than double over the next 45 years, reaching 22% in 2050. That is, the number of 

older persons (aged 60 years or older) will nearly triple in size, increasing from 673 

million in 2005 to almost 2 billion by 2050. The number and proportion of oldest-old (i.e., 

persons aged 80 years or over) is rising as well. In 2005, there were 87 million oldest-old, 

comprising 1.3% of the world’s population. By 2050, this segment of the population is 

projected to reach 394 million, that is, 4.3% of the total population in the world (United 

Nations, 2005). 

Elderly people are regarded as one of the vulnerable populations in the field of 

nursing. Vulnerable populations are defined as being at risk of poor physical, 

psychological, and/or social health (Aday, 2001) and thereby require special care and 

attention. Along with aging, older people experience declining functional status and are 

likely to have multiple chronic illnesses. It is indicated that 88% of individuals 65 or 

older have at least one chronic condition and that 69% of the elders with chronic illness 

have more than one condition to manage (Hoffman, Rice, & Sung, 1996). Their social 

network and social interaction will be diminished along with retirement and change of 

their role in family. The poor physical health and social health can influence 

psychological well-being and vice versa. Undoubtedly, providing needed and quality 

health care services for the elderly population has become one of the most critical issues 

in nursing. 
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Considered an important factor that has an impact on one’s health, religion and 

spirituality have captured scholars’ attention for a few decades mostly in western society. 

In various disciplines, such as nursing, medicine, psychology, sociology, or religious 

studies, researchers have examined the concept of spirituality and religion and 

investigated their effects on physical and mental health. Empirical evidence in the 

western literature has demonstrated salutary effects of spirituality/religion on physical 

and mental health (George, Larson, Koenig, & McCullough, 2000; Musick, Traphagan, 

Koenig, & Larson, 2000; Seybold & Hill, 2001). 

In addition, Reed (1983; 1989; 1991b) has studied spiritually-related variables in 

aging from a developmental perspective, and identified self-transcendence as one of the 

developmental resources that promotes well-being in later adulthood during increased 

vulnerability. Based on various empirical findings, Reed (1991b, 2008) proposed a 

nursing theory that self-transcendence facilitates well-being by expanding self-boundaries 

and orientation toward broadened life perspectives and purposes. 

Despite the abundant empirical evidence of positive associations between 

spirituality and well-being, such a conclusion is primarily derived from research 

involving people with strong Judeo-Christian religious orientations. It remains unclear 

whether similar positive results will be found in people with different religious and 

cultural backgrounds. Research conducted in contexts where people hold 

conceptualizations of religiosity that diverge from the biblical perspective is necessary to 

confirm the positive effects of religion/spirituality on well-being (Musick et al., 2000). 

Likewise, the theory of self-transcendence has never been tested in people with different 
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cultural backgrounds. Although self-transcendence has been acknowledged as an 

important characteristic of developmental maturity of adults and thereby is expected to 

universally demonstrate the similar positive association with well-being in all the people, 

this theory still needs to be tested in a different cultural context and refined if necessary. 

Japanese elderly can be one of the prime candidates for the study of spirituality 

and self-transcendence from a different religious and cultural perspective due to the 

following three reasons. First, Japan is one of the leading nations with population aging 

in the world, and therefore, health care workers in Japan have concerns about growing 

demands on health care and have explored factors contributing to well-being of the 

elderly. Second, relationships between spirituality, self-transcendence, and health have 

been rarely investigated in Japan because the concept of spirituality and self-

transcendence are relatively new in Japan. Lastly, religious background as well as 

people’s perspectives toward religion in Japan are extremely different from those in 

western countries. Accordingly, examining spirituality among Japanese people may 

contribute to revealing new aspects of spirituality and religion. Thus, the focus of this 

study is to examine the relationships of vulnerability, self-transcendence, spirituality, and 

well-being among Japanese chronically ill elders. 

Purpose 

The general purpose of this study is to explore relationships among vulnerability, 

self-transcendence (including spirituality and religiousness), and well-being in Japanese 

hospitalized older adults aged 65 or over. Specifically, this study is to test and refine a 

theoretical middle range theory, which is mainly derived from the theory of self-
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transcendence developed by Reed (2008). Other works were used to further define the 

variables of vulnerability (Aday, 2000; Flaskerud & Winslow, 1998; Rogers, 2000) and 

Japanese spirituality (Hoshi, 2005, unpublished paper) in the theory of self-transcendence 

used in this study. As a mid-range theory, Reed’s theory has empirical support, and its 

effectiveness has been reported in many published and unpublished research in the 

United States (see Coward, 2006 for a recent review); however, it has not been examined 

in Japanese people. Self-transcendence as a developmental human characteristic should 

be universally recognized, and its theory can be applicable to anyone. Because Japanese 

cultural and religious backgrounds are very different from those in the United States, it is 

important to examine its applicability to Japanese elderly and to refine the theory.  

Additionally, the conceptualization of spirituality in the current study is derived 

through reviewing both English and Japanese literature; therefore, it is a little different 

from existing conceptualization found in Japanese literature. In this study, besides testing 

and refining the theoretical model, the proposed concepts of spirituality and self-

transcendence will be examined. 

Background 

This section will present health trends in Japanese elderly. Western and Eastern 

religion and spirituality are also presented and compared. This is followed by a focus on 

Japanese religion and religious background. The section concludes with a brief statement 

about the essence of Japanese religion today. This information is helpful in understanding 

the differences between Western and Eastern religion and spirituality, and also in 

developing the Japanese spirituality instrument used in this study. 
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Health Trends of Japanese Elderly 

Japan is one of the most rapidly aging nations in the world. According to the 

Statistics Bureau of Japan (2005), there were 10.81 million men and 14.75 million 

women who were aged 65 or over as of September 9, 2005. The total number of the 

elderly was 25.56 million that comprised approximately 20% of the total population of 

127.65 million. In addition, the United Nation’s population prospects (2005) reported that 

Japan has the highest life expectancy (81.9 years) at birth 2000-2005 in the world. If the 

trend of the rapid growth of aged population continues, it is estimated that by the year 

2015, 26% of the Japanese population will be 65 years of age or older (Yoshida, 2003). 

That is, more than 1 in every 4 people will be an elder person. 

The recent report of the World Health Organization (WHO) showed that Japan 

also has the longest healthy life expectancy (an indicator that measures the equivalent 

number of years in full health the new born child can expect to live) of 73 years old in the 

world (WHO, 2004). The survey conducted by Japanese Ministry of Health, Labor and 

Welfare (Cabinet Office Japan, 2004: 2005) showed that the ratio of the community 

dwelling elderly aged 65 or over who have some subjective complaints due to illness or 

injury was 50%. The proportions of those elderly who have some kind of impairments 

which impact on their daily life (e.g., having trouble with transportation, going out, work, 

house chores, study, exercise, and so on) due to health problems were approximately 18% 

among people aged 65 to 74, 28% among those aged 75 to 84, and 40% among those 

aged 85 and older. However, more than two thirds of those elderly aged 65 to 74 and 
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more than half of those aged 85 or over reported their health status as either “good”, 

“somewhat good” or “fair.” 

Mental Health and Depression 

In order to meet the demands of a growing aged population, the Japanese 

government has proposed and implemented the “Measures for the Aging Society” 

(“Kourei Shakai Taisaku”) for the purpose of improving quality of life among older 

people in various aspects of life including health and welfare, working and income, 

learning and social participation, living environment, and of promoting investigations 

such as survey and research. Nevertheless, the mental health needs of the elderly seem to 

be overlooked. As a matter of fact, the national surveys focus more on physical aspects of 

health among elderly, such as major complaints, daily habits, or the prevalence of 

particular diseases (e.g., cancer, heart disease, or stroke) which often cause physical 

impairments or death in the elderly; however, these illnesses and hospitalization can also 

contribute to lowered well-being and psychological problems among older people, which 

have rarely been investigated.  

Depression is one of the major mental health problems among the elderly. It is 

indicated that the prevalence of depression in older people is extremely higher than any 

other psychological disorders (Takahashi, 1999). The review of the studies about 

depression among the elderly (aged 65 or older) in various local communities in Japan 

conducted in 1985 to 1993 showed that the average of prevalence of depression in those 

studies was 13.9% and that the proportion of people with diagnosis of serious depression 

was 4.9% (Takahashi, 1999). In another study with 12,132 old people in Shiga Prefecture 
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in Japan, it is revealed that approximately 30% of community dwelling older people have 

screening-based depression and that the proportion was significantly higher in women 

(36.1%) than men (26.9%) (Wada, Ishine, Kita, Fujisawa, & Matsubayashi, 2003). 

The prevalence of depression increases from 20 to 25% among people with 

serious illness (Takahashi, 1999), and people with chronic illness also have higher 

likelihood of depressive symptoms and poorer mental health. For instance, depression 

occurs in 40% of the patients with chronic obstructive pulmonary disease (COPD), and 

60% of asthma patients reported that they often feel obstacles to their hope or plans in life 

(Eisner, Yelin, Trupin, & Blanc, 2002; Sato, Akiyama, & Takahashi, 2001). In fact, a 

study with only institutionalized elderly (Horiguchi, 1990) demonstrated that 60% of 

those elderly had some kind of depressive symptoms. Consequently, suicide among older 

people becomes a serious problem in Japan. The number of suicides in the elderly 

accounts for 26% of all suicides in Japan (Takahashi, 1999). 

Ide and Takaoka (2002) also reviewed 81 medical and 37 nursing research studies 

about elderly depression in Japan. It was found out that 43% of the studies investigated 

the prevalence of depression among the elderly in various conditions, such as community 

dwelling, institutionalized, or post-stroke. Forty two percent of the studies examined 

treatments, specifically, effectiveness of particular antidepressants on the elderly. 

Another 8% studied the diagnosis or diagnostic tools of depression. Physical, 

psychological, and social factors which may cause depression among the elderly were 

identified in the review of those studies; however, there is no research examining the 

associations between spiritual aspects and/or developmental resources of older people 
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and depression in Japan to date. In addition, study of depression focusing on hospitalized 

older people has been rarely conducted. 

Religion and Spirituality: Western and Eastern Conceptualizations 

Although numerous research findings have demonstrated positive effects of 

spirituality on health in the western literature, there still has been a lack of conceptual 

clarity concerning the term spirituality. The words “spirituality” and “religion” often have 

been used interchangeably in the literature, and it is indicated that the use of the term 

“spirituality” as distinguished from religion has a surprisingly short history (Wulff, 1997, 

cited in Hill et al., 2000). The proposed conceptualization of religion and spirituality will 

be discussed later in the theoretical framework of the current study; however, an 

overview of general definition and understanding of the word religion and spirituality 

from both western and Japanese perspectives will be provided here. 

Religion 

The English word “religion” comes from the Latin root religio, meaning a bond 

between humanity and some greater-than-human power. There are numerous definitions 

of religion provided in dictionaries. For example, religion is defined as “action or conduct 

indicating a belief in, reverence for, and desire to please, a divine ruling power” and “[a] 

state of life bound by monastic vows” in the Oxford English Dictionary (1989); “the 

belief in and worship of a superhuman controlling power, especially a personal God or 

gods” and “a particular system of faith and worship” in the Concise Oxford Dictionary 

(2001) and the New Oxford American Dictionary (2001). Many scholars also offer their 

definitions or understandings of religion in the Encyclopedia of Religion (Canney, 1970) 
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such that religions is “[a] belief in spiritual beings” (Taylor); “[t]he definition of man’s 

life by the connection of the human with that mysterious spirit, the power of which over 

the universe and himself he recognizes and with which he feels himself” (Reville, A); or 

“a principle of life, the feeling of a living relation between the human individual and the 

powers or power of which the universe is the manifestation” (Reville, J). 

The Japanese word, “shukyo”, is a literal translation of the English word 

“religion.” According to the Japanese dictionary Kojien (2003), shukyo is defined as 

beliefs in and functions related to gods (“kami” in Japanese), or something 

transcendent/sacred which is separated from the secular world, or its related system. 

Japanese scholars also provide several definitions of shukyo. Oshima (1984) referred to 

shukyo as believing in and revering something unseen. He further mentioned that if a 

person has a certain religious belief, he or she will acquire the belief system along with 

his/her value system. Miyake Hitoshi (1994), a scholar in the field of Japanese “Minzoku 

shukyo” (usually refers to Japanese folk religion), described that shukyo is an act of 

salvation from difficulties or suffering which cannot be solved in a logical manner in 

daily lives; it is basically a life-style in relation to something sacred, such as spirits, gods, 

Buddha, cosmology, or the supernatural irrespective of people’s religious consciousness. 

Based on the review of those definitions provided by dictionaries and various 

scholars both in western countries and Japan, it seems that the word religion essentially 

means people’s beliefs in, sense of connection to, and worship for something unseen, 

sacred, and mysterious power or existence that is greater than human beings and is 

separated from the secular world. In addition, religion can be a principle of life, formulate 
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a life-style, and/or offer salvation from sufferings in life. Originally, this term has a 

broader meaning which covers both personal and societal aspects. Nevertheless, the word 

religion today is primarily interpreted from the institutionalized religious perspective, 

such as Christianity, Judaism, Islam, or Buddhism. For instance, Steger & Lipton (cited 

in Dyson, Cobb, Dawn, 1997) defined religion as a social institution in which a group of 

people participate, and Nakamaki (2003, p. 11) referred to it as “a system comprised of 

teachings (faith), rituals (practice), and congregation (organization).” 

Smith and Wulff (cited in Hill et al., 2000) claimed that religion has become 

increasingly reified in contemporary society. That is, religion has been transformed from 

an abstract process to a fixed objective entity expressed through a definable system, such 

as denominations, theological traditions, and/or major world religions. Despite the 

usefulness of reification to classify religions, it results in a serious distortion and 

depreciation of religion because it overlooks the dynamic personal quality of much 

religious experience (Smith & Wulff cite in Hill et al., 2000). Likewise, Nara (1997) 

pointed out that Japanese people including health care professionals view religion in a 

narrow scope such that religion indicates a religious organization itself and/or frantically 

believing in and following a doctrine provided by institutionalized religion. As a result, 

the use of alternative words such as religiousness, religiosity, or spirituality gradually has 

become popular in order to signify the original meaning of religion, quality or condition 

of being religious. 
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Function of Religion 

Western view. One of the important functions of religion implied in the Western 

scholar’s definitions is providing existential reality (e.g., one’s view of life or worldview) 

and the principles of life in relation to the transcendental deity. For instance, Reville 

(cited in Canny, 1970) mentioned that religion is “the definition of man’s life by the 

connection of the human with that mysterious spirit”; Jean Reville (cited in Canny) 

referred religion to “essentially a principle of life.” 

There are several scholars providing theoretical perspectives regarding functions 

of religion. Becker (1973) holds the view that the idea of death, the fear of it, is the major 

driving force underlying every human activity. In other words, all human activities are 

performed to avoid the fatality of death or to overcome the fear of death by denying in 

some way that it is the final destiny for man. Thus, he maintained that religion, 

philosophy, psychology, and science all try to address the same problem of how to bear 

the end of life and how to make sense out of it in order for human beings to ease fear of 

death. 

Millar (1992, p. 208) introduced the service industry religious perspective derived 

from both the classic deprivation theory (Glock & Stark, 1965; Niebuhr, 1929) and the 

theory of religion developed by Stark and Bainbridge (1985; 1987). This perspective 

considers religions and religious organizations as providers of services that respond to 

specific human needs and desires. From this perspective, religion generally addresses 

three desires: (1) a desire for eschatological explanations; (2) a desire for comfort and 

hope; (3) a desire for emotional and social support. The first desire is related to the 
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explanations of existential concerns, such as meaning of life, salvation, and the afterlife. 

The second one, the desire for comfort and hope, is associated with physical or economic 

suffering or deprivation. The third desire refers to assistance, friendship, guidance, and 

advice. It is indicated that the popularity of religions depends on their ability to provide 

services that address these three basic human desires. 

Japanese view. On the other hand, Japanese scholars take a slightly different 

perspective to address the essential function of religion, emphasizing the salvation from 

suffering in daily life. For example, Shigaraki (1983), a Buddhist scholar, described the 

function and effect of religion as providing a peace of mind by integrating and 

harmonizing various contradictions, confrontations, and confusions in a daily life. He 

further stated that one of the benefits in having a religious belief is that the person can 

solve and overcome a problem by harmonizing and consoling sorrow and suffering in a 

life. 

Spirituality in Western Literature 

The word “spirituality” is derived from the Latin root spiritus, signifying breath 

or life, with the Latin spiritulis designating simply a person “of the spirit” (Hill et al., 

2000). According to the Oxford English dictionary, the word “spirituality” is a derivative 

of the adjective “spiritual” and/or the noun “spirit”; thus, the definitions of spirituality are 

normally explained by using those words, such that spirituality is “[t]he body of spiritual 

or ecclesiastical persons” or “[t]he quality or condition of being spiritual; attachment to 

or regard for things of the spirit as opposed to material or worldly interest” and so on. 

The adjective “spiritual” or the noun “spirit” have numerous definitions as well. For 
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example, the adjective spiritual is defined as “[o]f or pertaining to, affecting or 

concerning, the spirit or higher moral qualities, esp. as regarded in a religious aspect”, or 

“[o]f, belonging or relating to, concerned with, sacred or ecclesiastical things or matters, 

as distinguished from secular affairs, pertaining to the church or the clergy, 

ecclesiastical” or so on. The noun spirit signify “[t]he animating or a vital principle in 

man (and animals)”, “[t]he soul of a person, as commended to God, or passing out of the 

body, in the moment of death”, or “[w]ith qualifying term, denoting some particular 

being of the above nature” (Oxford English dictionary, 1989). 

Besides dictionaries, numerous definitions of spirituality are found in the western 

literature provided by scholars (Table 1). For example, Reed (1992) defined spirituality 

as “a basic characteristic of humanness” which is important in human health and well 

being (1988; 1991) and “an awareness of one’s inner self and a sense of connection to a 

higher being, nature, others, or to some dimension or purpose greater than oneself” 

(1986, ). Schultz-Hipp (2001, p. 86) referred to it as “the human awareness of a 

relationship or connection that goes beyond sensory perceptions.” Hill et al. (2000, p. 70) 

stated that spirituality is “the feeling, thought, experiences, and behaviors that arise from 

a search for the sacred.” 
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TABLE 1: Definitions of Spirituality from Current Western Literature 

Authors Definition of Spirituality 

Haase, Britt, 
Coward, Keidy, 
& Penn (1992) 

A basic or inherent quality of all humans (p. 142) 
Spiritual perspective is an integrating and creative energy based on 
belief in, and a feeling of interconnectedness with, a power greater 
than self (p. 143). 
 

Wright (1998) An integral of being human; The dimension of a person that 
involves one’s relationship with self, others, the natural order, and a 
higher power manifested through creative expressions, familiar 
rituals, meaningful work, and religious practices. 
 

Musick, 
Traphagan, 
Koenig, & Larson 
(2000) 
 

The manifestation of the spirit; One can be spiritual in both belief 
and behavior yet has not ties to an institutionalized system of belief 
and ritual. 

McCormick, 
Holder, Wetsel, & 
Cawthon (2001) 

An intrinsic energy source that has a basis in both religion and 
existentialism; An important resource that individuals use to cope 
with a chronic illness. 
Spirituality has both a religious and an existential component that 
share the concepts of meaning in life, hope, self-transcendence, and 
rituals. 
 

Seybold, & Hill 
(2001) 

Spirituality may involve a personal transformation, an encounter 
with transcendence, or a search for ultimate truth or an ultimate 
reality that is sacred to the individual. 
 

Tanyi (2002) A personal search for meaning and purpose in life, which may or 
may not be related to religion. 
Entails connection to self-chosen and or religious beliefs, values, 
and practices that give meaning to life, thereby inspiring and 
motivating individuals to achieve their optimal being. 
 

Thoresen, & 
Harris (2002) 

The individual’s personal experience, commonly seen as connected 
to some formal religion but increasingly viewed as independent of 
any organized religion. 
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Comparing Spirituality and Religion 

Western views. From reviewing those definitions of spirituality in both 

dictionaries and literature, it appears that the word spirituality more emphasizes 

“personal” aspects of experience than religion. That is, in discussing about spirituality, it 

may be very important to “be aware of” ourselves, or the spirit inside us, connecting to 

higher beings, sacred, or something opposed to secular materials. In fact, it is clearly 

stated that spirituality is “a highly subjective, personal and individualistic concept” 

(Cawley, cited in Coyle, 2002),  “the favored term to describe individual experience and 

is identified with personal transcendence, supraconscious sensitivity, and 

meaningfulness” (Hill et al., 2000), and “a broader notion than religion and may be 

conceived as the umbrella concept under which one finds religion and the needs of the 

human spirit” (Heriot, cited in Musick, Traphagan, Koenig, & Larson, 2000). Moreover, 

as the Latin root spiritus (breath or life) represents, spirituality is necessary for human 

beings to live but cannot be seen and/or felt. Like breath or life, spirituality may be 

something that we tend to take for granted in daily life. 

As noted in definitions of religion and spirituality, they are not exactly the same. 

However, despite the academic conceptualizations of these terms, most people do not 

distinguish between the two words in the United States. For example, in a survey with 

348 respondents in Pennsylvania and Ohio in 1995 (Zinnbauer et al., 1997), 74% of the 

respondents identified themselves as both spiritual and religious, while 19% said they 

were spiritual but not religious. Findings also indicated that compared to the “spiritual 

and religious” group, the “spiritual but not religious” group was less likely to view 
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religiousness in a positive light, less likely to engage in traditional forms of worship (i.e., 

church attendance and prayer), less likely to hold orthodox or traditional Christian beliefs, 

more likely to be independent from others, more likely to engage in group experiences 

related to spiritual growth, more likely to hold non-traditional “new age” beliefs, more 

likely to have had mystical experiences, and lastly more likely to differentiate 

religiousness and spirituality as different and non-overlapping concepts. In addition, 

another study demonstrated that a large number of Americans currently profess a belief in 

God (96%), attend religious services regularly (42%), consider their religious/spiritual 

beliefs as very important in their lives, associate frequent religious involvement with 

greater happiness (42%), and express the need for greater spiritual growth (82%) 

(Thoresen & Harris, 2002). 

Considering the definitions and research findings, it can be said that whereas 

spirituality may not include religion per se, spirituality is a central and essential function 

of religion in western society. Spirituality is a broader concept than religion and may or 

may not include religion. Spirituality may occur without any institutionalized religious 

context, but it can and often does occur within it. Therefore, attempts to measure 

spirituality as a separate construct from religion are difficult. In most of the articles in the 

United States, scholars reached a consensus that it would be unrealistic to separate 

spirituality and religion in western society (Hill et al., 2000). 

Japanese views. In Japan, scholars could not find an appropriate Japanese word to 

explain spirituality and thereby have had difficulties in understanding what spirituality is. 

Suzuki (1972; 1988), a Buddhist philosopher, was the first person who attempted to 
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translate the word spirituality into Japanese in 1914. He referred to “reisei” as a 

translation of “spirituality.” Suzuki mentioned that spirituality can be called “shukyo 

ishiki” (religious consciousness), but “shukyo ishiki” as spirituality might result in 

misunderstanding of the meaning of spirituality among Japanese people due to their lack 

of profound understanding of the word “shykyo” (religion). He, therefore, did not use 

shukyo ishiki but called reisei as a translation of spirituality. 

Despite Suzuki’s effort to translate spirituality and explain its meaning from 

Japanese perspective, the word “reisei” as spirituality has not come into wide use. This is 

mainly because the Chinese character “rei” (霊) of “reisei” usually reminds people of 

ghost’s soul or spirit rather than our own spirit (Kamada, cited in Sato, 2002). Some 

people, therefore, even do not attempt to translate it and use the word “spirituality” as it is 

in Japan. As a result, the meaning of spirituality remains unclear. The words, both 

“ reisei” and spirituality, had rarely been discussed and are still not in any Japanese 

dictionaries to date. 

Nevertheless, spirituality has come into the limelight in the field of health care in 

Japan in 1998, when the World Health Organization (WHO) proposed the inclusion of 

spiritual well-being in its definition of health. In reacting to this proposal, the Japanese 

Health Ministry’s Council attempted to translate “spirituality” into Japanese; however, 

they could not find an appropriate Japanese word to describe the concept (Shirahama & 

Inoue, 2001). Some members of the Council tried to define spirituality from an 

institutionalized religious context, whereas other researchers attempted to conceptualize it 

without religious perspectives. Moreover, some claimed that they do not understand the 



 32

difference between mental and spiritual and thereby do not see the necessity of inclusion 

of spiritual well-being into the definition of health, or others posed a question if 

spirituality in a western sense exists in Japanese tradition/culture and stated that not 

having spirituality does not mean unhealthy (Tsuda, 2000). 

The importance of spirituality on health has first been acknowledged in the field 

of terminal care in Japan, and the increased number of Japanese scholars and clinicians 

gradually discuss and examine spirituality. Recently, several scholars offered the 

definition of spirituality in the contemporary Japanese literature. For instance, Kubodera 

(1996; 1997; 2002; 2004; 2008) referred to it as coping mechanism for maintenance of a 

sense of self, desire for maintenance of a sense of self in a crisis, a person’s desire of 

being remembered him or her by family, society, people in his or her dying process, the 

process of losing his/her existence. Higa (2002) defined spirituality as “the mental 

outlook of actively seeking something and endeavoring to relate oneself to it, as well as 

the perception or thought of oneself and particular events; spirits and ideas” (p.29) in 

2002 and redefined it as “desire for and intention to relate to something, sense of self or 

feeling toward something” in 2008. Hibino (2005) defines it as reestablishing one’s 

identify and affirmatively organizing one’s life by seeking something to rely on in sense 

of connection to an ultimate being or other people or in mysterious experiences when a 

person faces existential crisis due to difficulties and sufferings in his or her life. Other 

definitions of spirituality and related terms were shown in Table 2. Interestingly, some 

Japanese scholars have discussed spiritual pain, spiritual care, or spiritual well-being 

without defining or conceptualize spirituality itself. 



 33

TABLE 2: Definitions and Descriptions About Spirituality, Spiritual Pain, Spiritual 
Care, and Spiritual Well-Being in the Japanese Literature.  

Authors Definition of Spirituality 

Spirituality  

Kawa, M. (2005) Fundamental energy for people to live and is related to the 
meaning of human existence. 
 

Yamazaki, F. (2005). Important essence for human existence but usually be latent 
inside people. 
 

Spiritual Pain 

Kashiwagi (1992) Spiritual pain includes both spiritual pain and religious pain. 
 

Takahashi, Hara, 
Shimoinaba, & 
Tsuneto (1996) 

Having doubts or questions about the meaning of life and 
existence that the person had depended on in his/her life when 
he/she encounters suffering or hardship. 
 

Murata, H. (1999) Pain caused by impending loss of existence and meaning of 
ourselves. 
 

Spiritual Care 

Numano (1996) Assistance for all people who suffer from the ultimate human 
quests such as the meaning of life, the death perspective, and a 
view of the afterlife. 
 

Tamura (2000) Being with patients so that patients can find meaning or purpose 
in life and have hope for eternal life while they are suffering 
from spiritual pain. 
 

Spiritual Well-Being 

Inaba (2000) Having a well-established life and death perspective that 
recognizes a basis of one’s own or other’s lives. 
 

Shirahama & Inoue 
(2001) 

Being content with life and living in harmony with nature and 
other people. 
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It seems that Japanese scholars acknowledge that spirituality, spiritual pain are 

somehow related to human beings’ existential concerns, such as meaning in life, sense of 

self, or death and life perspectives and thereby, spiritual well-being comes from 

establishing the worldview or contentment in their life. Because of the difficulty in 

understanding meaning of spirituality, unlike the United States, there has been no study 

that actually investigates whether people consider themselves as being spiritual or being 

religious in Japan. Although Suzuki (1972; 1988) and Kashiwagi (1992) stated that 

spirituality is related to religion, some Japanese scholars still have a narrower 

understanding of religion and thus have attempted to conceptualize spirituality without 

considering religious contexts. 

For some people, the spiritual aspect is confused with mental or psychological 

aspects as evidenced by the expression of “mental outlook” or “coping mechanism” in 

some Japanese scholars’ definitions of spirituality. Higa (2002) developed the first 

Japanese instrument to measure levels of spirituality, the spirituality rating scale (SRS), 

based on his definition of spirituality and review of Japanese literature (2001). He 

explicitly stated that religious aspects were purposefully excluded from the SRS. In fact, 

the evaluation of the psychometric property of the SRS demonstrated discriminate 

validity by the religious perspective scale, and the SRS showed a low level of correlation 

with the statement of affirming religion as a coping method. Because the instrument did 

not include possible religious views, it was not an acceptable instrument to use in this 

current study. 
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Religious Backgrounds in Japan 

Japanese religion has a syncretic nature and is considerably different from those 

in western countries. Using multiple religions in a daily life has been quite normal for 

Japanese people. A person depends on a religion for a certain purpose and prays for 

another religion for a different purpose (cited in Nara, 1997). Reader (1991, p. 7) 

expressed that “Japanese are born Shinto and die Buddhist.” Nowadays, many people 

marry at a Christian church. Some people turn to the New or New New religion when 

they are in trouble. Moreover, Japanese moral standards are often influenced by 

Confucianism. In the following sections, an overview of Japanese religiousness including 

typical religious affiliation, general attitudes toward religion, and major religions in Japan 

will be provided. 

Religious Affiliation and General Attitudes Toward Religion 

According to the latest data concerning the religious affiliations of Japanese 

people released by the Japanese Agency for Cultural Affairs (2004), 84.5% of the total 

population classified themselves as Shinto, 75% as Buddhist, 1.5% as Christian, and 

8.4% as members of other religions. Interestingly, the figures add up to more than 100% 

of the total population. That is, many Japanese people classified themselves in more than 

one category, Shinto and Buddhism as a common pair (Musick, Traphagan, Koenig, & 

Larson, 2000). However, the result should be interpreted with caution because this 

religious affiliation may not always mean that those people actually “believe” that 

religion. Even with this penchant for religious belongings, most Japanese, regardless of 
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age, are unwilling to describe themselves as “religious” (Musick, Traphagan, Koenig, & 

Larson, 2000), 

In fact, a national survey by the Institute of Statistical Mathematics in Japan 

(Sakamoto, 2000) demonstrated that only 30 to 35% of Japanese actually confessed a 

particular religious belief and that this percentage has been relatively consistent during 

the past 40 years. Another nationally representative survey (NHK Broadcasting 

Corporation, 2004) reported that 26% of respondents claimed that they did not have any 

religious belief. Additionally, 76% of Japanese claimed that they do not consider 

themselves religious, and 77% reported that they are not raised religiously (World Values, 

cited in Stark, 2004). Lastly, compared to American’s 59%, only 12% of Japanese people 

mentioned that religion is very important for them. 

Gaouett (1998) pointed out that there may be an antipathy against religion in 

Japan; therefore, organized religion is unpopular. A survey with Japanese college 

students revealed that two third of ordinary students have an “abunai” (negative or unsafe) 

image of religion (Inoue, 2002). This negative and unsafe image of religion seemed to be 

aggravated by Aum Shinrikyo incident in 1995, the biggest attack of a religious cult in the 

history of Japan in which a nerve gas, sarin, was released by the member of Aum 

Shinrikyo in the Tokyo subway during rush hour; The attack left ten people dead and 

4,700 injured (Inoue, 2002; NHK Broad Casting Corporation, 2004). Approximately 77% 

of the college students told that their image of religion after the incident became either 

much worse or somewhat worse than before (Inoue). Also, sudden increase of the 

proportion of respondents who claimed no religious belief (from 24 to 30%) as well as 
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sudden decrease in respondents with a religious belief in either Buddhism (from 44 to 

39%) and Shinto (from 35 to 32%) were found (NHK, 2004). 

In addition, the active proselytisation of adherents in New or New New religion in 

Japan contributes to this unfavorable image of religion. The active missionary work is 

one of the characteristics of New or New New religion. However, even in a home care 

setting, some Japanese New or New New religion’s followers often appear out of 

nowhere at a patient with serious illness and enthusiastically propagate their religion to 

him or her. In most cases, their propagation does not offer any help or salvation to them 

but rather gives them annoyance (Kiba, 1992). Accordingly, a majority of Japanese have 

a passively religion-affirming attitude, that is, people think that it is better to just “taste” a 

religion rather than to be deeply involved in it (Kaneko, 1998). They can take part in 

religious activities as rituals, regard kami (gods) and Buddha as something that they turn 

to in the time of distress, and learn a religious doctrine as education. However, they never 

intend to devote themselves into a particular religion. 

Despite of the negative image and passive attitude toward a religion, more than 

half of Japanese (57%) believe in the supernatural, and 63% believe that humans have 

souls (“tamashii”). More than half pray at the family altar and visit a shrine on New 

Year’s, and 74% perform ritual ceremonies at family graves (Gaounett, 1998; Kaneko, 

1998; Inoue, 2002; Starks, 2004). The discrepancy between attitudes toward religion and 

behaviors among those Japanese may be explained by two major reasons. One reason is 

that the countries’ two major creeds, Buddhism and Shinto, typically only play a 

ceremonial role in contemporary Japanese society. The other is that these religious 
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activities had been so deeply blended in a daily life as customs that people could not be 

aware of religious elements containing in the activities (Miyake, 1994; 2002). 

Gense Riyaku.  It is indicated that “genze riyaku” is an important notion in 

understanding Japanese religiosity because many Japanese religious behaviors tend to 

focus on it. The term “genze riyaku” can be translated into “this worldly benefit,” 

practical benefits in life,” or simply “practical benefits” (Reader & Tanabe, 1998). Genze 

riyaku is generally understood to involve primarily material or physical gains or specific 

goals, such as good health, healing, success, or personal or protection of family members, 

or giving birth to a child (Reader & Tanabe; Musick et al., 2000). Reader and Tanabe 

(1998) further describe Japanese religiosity as a “total-care system”, which supports 

individual spiritual, health, and material needs throughout one’s life. However, this 

system is not something that is a necessarily part of daily life for most people. A popular 

Japanese expression “kurushii toki no kamidanomi”, meaning that turning to the gods in 

time of distress (Musick et al.) represents the typical approach to religiosity in Japan 

(Miyake, 2002). 

Miyake (2002) provided a worldview unique to Japanese, based on the idea of 

genze riyaku. Since ancient times, Japanese people have mainly focused on current life. 

The natural environment and living conditions in Japan have not been so harsh, and 

people have managed to make a bare living no matter what. In other words, as long as 

people make an effort to live, they could survive anyway. Therefore, their focus is 

primarily on this world rather than the world after death. Nevertheless, it is inevitable that 

people experience hardships in a life; hence, they create various religious rituals and 
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assume an existence of afterlife for the purpose of living more comfortably in this life 

and in this world. The religious rituals based on the thought of genze riyaku, illustrates 

Japanese world view, which is an optimistic and life-affirmative attitude instead of 

denying this life and escaping to the world afterlife. 

Major Religions in Japan 

Minzoku Shukyo (Japanese Folk Religion).  The primitive features in Japanese 

folk religion are nature worship (i.e., worship for a tree, a stone, a river, or a mountain) 

and animism (i.e., believing in a spirit) (Miyake, 1994; Takazaki, 1990; Ueda, 1985). 

When the primitive belief is developed, a religious belief that centers on gratitude and 

fear for a spirit or gods as a guardian in a local community is formed. After that, various 

types of gods are originated, and people worship for the various gods or spirits and seek 

for their protection. People also believe that gods or spirits which are not worshipped will 

become a ghost, an apparition, or a bad spirit (Miyake). It is also believed that death of 

human beings is a result of losing a spirit or soul from a human physical body, and the 

spirit is thought to become an ancestor spirit (“sorei”) if correctly worshipped. 

Shinto.  Shinto is the offshoot of the indigenous and ethnic religious tradition in 

Japan. The word Shinto is usually translated as “the way of the kami.” Kami is the 

primary focal point of veneration in Shinto. Although the word kami can refer to a single 

god, it is also used as the collective term for the myriad gods. The kami are part of all 

aspects of life and manifest themselves in various forms (Kasulis, 1990; McFarland, 

1991; Japan Fact Sheet). 
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The nature of kami appears to be somewhat dualistic. Kami have a superhuman 

power, represent a life force, a source of manifestation of energy found in the world, and 

guard the benefits of the life force. Kami also protect people against danger and provide 

them with the blessings of nature. On the contrary, kami are unpredictable like nature 

itself and are prone to offend, resent, which sometimes results in harming the flow of life 

and causing problems (Reader, 1991). People believe that to maintain a balanced and 

productive relationship with kami, they must honor, propitiate, and appreciate kami 

(Reader, 1991). There is a strongly reciprocal element in the relationship between 

humans and kami (Reader). The Japanese notions of “okage-sama” (gratitude) and 

“ tatari” (retribution) are derived from the blessings and the rage of kami respectively 

(Kaneko, 1998). 

In contemporary Japan, the most common Shinto’s spiritual act can be the visit to 

a neighborhood Shinto shrine (Kasulis, 1990). The hatsumode, the New Year’s festival, is 

a national holiday and also the largest religious event with themes of regeneration, 

purification, and renewal. Traditionally, people visit shrines to pay one’s respect to the 

kami, to ask for good luck and help in the coming year, and to make resolutions fortified 

by the general mood of optimistic renewal (Reader, 1991). Shinto does not have a 

complex creedal or doctrinal system and is more a set of attitudes and customs. Therefore, 

it does not proselytize or seek converts (Kasulis, 1990) nor rarely follow codified 

doctrines, reflect explicit theological agendas, or depend on charismatic leaders. Visitors 

have relative freedom of choice in how they structure their visits. There were no written 

instruction about a correct course of religious rituals in the shrine, and people even did 
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not have the opportunity to talk to priests to find out. These rituals evocations remain 

open to various interpretations according to individual needs, expectations, or politics 

(Nelson, 2000). Nelson (2000) stated that “[a]nyone is welcome to contract the shrine’s 

services” (p.244). The Shinto shrines allow us to have a subjective personalized 

experience, thereby offering an escape from the rigid structure of daily life (Kasulis, 

1990). 

Buddhism.  Buddhism has historically stood alongside Shinto as the major 

organized religion in Japan (Reader, 1991). Buddhism originated in India in the sixth 

century B.C. and was introduced to Japan from China via Korea in around the fifth or 

sixth century A.D. (Dobbins, 1987). The fundamental belief in Buddhism is that “all 

living beings are locked in a cycle of birth, death, and rebirth” (p. 25), and in this cycle 

there is impermanence and suffering. In each rebirth, death is inevitable, and pleasures 

are momentary and without substance. If people desire something to cling to in the 

secular world, they become trapped and imprisoned in this world. The karma (“go”  in 

Japanese), the motive force behind action, is an attachment and the ignorance from which 

it springs. Karma perpetuates one’s rebirth. To break out of this cycle, individuals must 

abandon all clinging and perceive the true nature of reality, that is, both self and all things 

are without substance and are thus unworthy of attachment. When a person accomplishes 

this, he or she achieves liberation and attains enlightenment, which is no longer bound by 

this world or its cycle of rebirth (Dobbins, 1987). Buddhist teaching, therefore, originally 

focuses on practices conductive to enlightenment, which is often called satori in Japanese. 
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In general, Jodo Shinshu (True Pure Land Buddhism) and Zen Buddhism are 

popularly identified as typical Japanese Buddhism (Takeda, 1997). The essential teaching 

of True Pure Land Buddhism is that Amida Buddha’s compassion and saving intention 

are absolute (Kaneko, 1990), and that “salvation comes only by throwing oneself upon 

the mercy of Amida Buddha by chanting the name of Amida in undivided devotion” 

(Kamachi, 1999, p. 37). Self-fulfillment is realized through trust and dependence on 

Amida Buddha, a power beyond the self, what is commonly called “tariki” (Takeda, 

1997). Therefore, the True Pure Land Buddhism denies one’s own power (“jiriki ”) to 

attain salvation. Enlightenment can be attained by faith to Amida only (Kaneko, 1990; 

Kamachi, 1999). 

On the other hand, the core thought of Zen Buddhism is that “all beings possess 

the Buddha nature, the ability to become enlightened: the state of enlightenment or 

Buddhahoods intrinsic to existence rather than something special and separate from the 

normal and natural state of life” (Reader, 1991, p. 81). Our desires, favored ways of 

thinking, presuppositions, and prejudices, arrange our experience according to our senses 

and often distort what is actually present. The Zen emphasizes own power (jiriki ) not 

other power to attain enlightenment. Therefore, the central teaching of Zen sect is seated 

meditation (zazen). It is thought that through disciplined meditation practices, a person is 

supposed to calm his or her thinking processes, and in the state of enlightenment, he or 

she becomes able to see directly “what-is, as-it-is” (Takeda, 1997). Meditation is believed 

to be the way to realize the innate enlightenment (Kamachi, 1999: Reader, 1991). 
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The original Buddhist teachings do not include anything about care for the dead 

and memorial service or veneration of ancestors (Hanayama, 1985; Mizuno, 1983; 

Takazaki, 1990). The majority of Japanese nowadays, however, regard Buddhism as 

merely something associated with the rites of death (Reader, 1991). That is, functions of 

the established Buddhist sects in contemporary Japanese society are conducting funeral 

and memorial service for deceased votaries and maintaining cemeteries (Kasahara, 2001). 

Nevertheless, the notion of karma “go” has been well integrated in Japanese 

people’s thoughts as evidenced by the expressions, “jigo-jitoku” or “ inga-oho”. These 

two expressions were actually derived from Buddhist thought and originally indicated the 

retributive justice of one’s karma for one’s next life. However, Japanese people are more 

likely to understand them in relation to this world. Therefore, “Jigo-jitoku” is interpreted 

that one’s current troubles and sufferings have been brought by what one had done, and 

“ inga-oho” means the retributive (or punitive) justice of what one had done to the date. It 

is indicated that Japanese terminal ill patients often suffer from these Jigo-jitoku or Inga-

oho concepts (Nara, 1997). 

Christianity.  Christianity was introduced to Japan in 1549; however, despite the 

Christian missionaries’ generous efforts, the propagation of Christian belief in Japan had 

not succeeded yet (Kanzaki, 1995; Kasahara, 2001). It is difficult for Japanese people to 

become a Christian. In fact, current Christian adherents account for only 1.5% of 

Japanese population. The major obstacle to permeate Christian belief into Japanese 

culture is thought to be the deeply cultivated belief of ancestor veneration (Kanzaki, 

1995; Komuro, 2003; Mullins, 2004). Many Japanese cannot accept the idea of eternal 
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separation from those who preceded one in this life and have a fear of curses from 

malevolent ancestor spiritus (Mullins). Komuro (2003) concluded that to deny this aspect 

of spirituality in Japan (ancestor veneration) is to deny one of the deepest means to self-

identity among Japanese people. 

Confucianism.  Confucian thought and ideals had a profound influence throughout 

the nations’ history, both in political theory and social hierarchies (Kamachi, 1999; 

Kasulis, 1990). The major thought of Confucianism is that “society needs a hierarchical 

order in which every individual has his or her own place, and that peace and harmony 

prevail if everyone follows the proper manner of conduct” (Kamachi, 1999, p. 27). 

Personal virtues, such as uprightness, righteousness, loyalty, sincerity, reciprocity, and 

benevolence are emphasized in the Confucian teaching. Although current young people 

become much more individualistic, the importance of group harmony and respect for 

elderly is still emphasized in Japan (Kamachi). Confucianism in contemporary Japan is a 

central aspect of the Japanese moral and philosophical tradition; however, it has seldom 

played a key role in Japanese religious tradition (Kasulis). 

New and New New Religions.  The most prominent development in Japanese 

religion in the 20th century is the spread of a number of new religions (“shinshukyo”) and 

new new religions (“shinshin shukyo”). Since the 19th century, many hundreds of 

religious movements have developed in Japan in a constant process of flux, growth, 

decline, and renewal (Reader, 1991). The rise of new religions has often been stimulated 

by social factors. The new religions are renovations of traditional Japanese religious 

ideas/restatements and contemporary expressions of Japanese religious sentiment relayed 
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within a relevant, modern context (Reader, 1991). All the new religions tend to share 

similar sets of characteristics, such as the importance of ancestors and spirits of the dead, 

concepts of spiritual causation, and the emphasis on genze riyaku and on the goal of 

finding meaning and ultimate happiness in this life (Reader, 1991,p. 197). 

Most importantly, the new religions are sometimes regarded as the religion of 

curing disease (Inoue, Komoto, Tsushima, Nakamaki, & Nishiyama, 1990). Curing a 

disease is one of the most effective ways in the proselytization. Almost all the new 

religions develop their own etiology. They diagnose the cause of diseases based on their 

etiology and offer treatments to adherents. In their etiology, diseases are usually thought 

to be caused by either kami, spirits, human minds, or emotions. The new religions tend to 

form a community of suffering and provide salvation from the suffering in the unifying 

community with sympathy, beyond one’s family (Inoue et al.). Therefore, in rural areas 

where social networks are strong, the development and propagation for new religions are 

less successful (Reader, 1991). A major barometer of whether they become believers of a 

new religion depends on how much they can experience the results they seek (Reader, 

1991). Consequently, many new religions have high turnover rates. For example, more 

than half of those who participate in the training course of the Mahikari (one of the 

Japanese New New religions) drop out of the religion fairly soon afterwards (Davis cited 

in Readers, 1991) because many people do not see any desired effectiveness from the 

religious involvement. 
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Essence of Japanese Religiousness 

The folk beliefs of worship for nature and ancestors are well reflected in each 

Japanese religion. Especially, the concerns with ancestors and appropriate care for the 

deceased remain a dominant feature of contemporary Japanese religion and culture 

(Hoshino & Takeda, 1993).  Miyake (1994) claimed that without syncretizing aspects of 

folk beliefs, foreign religions, such as Buddhism, could not have been survived until 

today. Moreover, data of religious affiliation in Japan and emergence of New and New 

New religion showed that it is necessary to take Buddhist and Shinto perspectives into 

consideration in discussing Japanese religiousness. Although those two major creeds 

have become almost customs to Japanese people, many important notions from those 

religious perspectives (“okage and tatari” or “Jigo-Jitoku”) appeared to be well ingrained 

in Japanese people’s minds. 

Significance of the Problem 

Along with the growing populations, providing quality health services for the 

elderly has become one of the most critical and complicated issues in Japan’s health care 

system nowadays. It is critical because the rapid growth of elderly people requires the 

government to revise health plan and to place a greater emphasis on care of the aging 

population. It is complicated because elderly people are more likely to have multiple 

health conditions which sometimes hinder detection of their underlying psychological 

distress. In fact, institutionalized or hospitalized elderly showed a significantly higher 

level of depression than community dwelling elderly in Japan (Ueno, Fujita, Nakamura, 

Toumoku, Asano, 1997). Health care workers in Japan are very concerned about the 
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growing demands for nursing care provided to meet the needs of this aging population. A 

number of researchers endeavor to identify factors that contribute to health and wellness 

in the elderly. 

Spirituality and religion as a resource for well-being is acknowledged by many 

scholars and clinicians, and numerous empirical findings about their positive influences 

on health have been found in the western literature. Increased religiousness with aging 

can be seen in not only the United States but also Japan. Religion and spirituality, 

therefore, may become more important for people who approach the end of life. 

Nevertheless, conventional religious studies in Japan have largely focused on  

folk/cultural aspects of Japanese religious traditions, doctrines (especially in Buddhism), 

or fact-finding surveys, such as studies conducted by the Agency for Cultural Affairs or 

the Public Opinion Research Institute of the national broadcasting station. These religious 

studies have contributed to explication of the sycnretic nature of Japanese religiousness; 

however, the link between religion and health or influence of religious belief on well-

being has rarely been investigated in Japan. 

Additionally, as can be seen from the review of religion and spirituality in the 

previous Background section, scholars and clinicians in the field of health care have 

discussed spirituality, attempted to conceptualize it, and acknowledged that existential 

concerns will trigger spiritual pain. Thus, spiritual well-being is something related to 

contentment in their life. However, it can be said that the concept of spirituality in 

Japanese literature is still in chaos compared to the literature about spirituality in western 

countries. Although nowadays, increased number of scholars try to conceptualize 
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spirituality, there are no sound research findings and no theory regarding spirituality. 

Moreover, there are only several articles that address spirituality per se. It is assumed 

that Japanese health care workers have been facing patients with spirituality-associated 

problems and devoted their efforts to assist those patients. Therefore, they have focused 

their attention on immediate matters, such as spiritual pain or spiritual care, and have 

tended to neglect to conceptualize the origin of those problems, that is, spirituality. 

Furthermore, even in the research studies, the concept of spirituality in an instrument 

developed by a Japanese scholar (Higa, 2002) may not capture the whole picture of 

Japanese spirituality because some scholars try to exclude religious aspects, which may 

influence Japanese people’s worldview, from their conceptualization. 

Although self-transcendence has already been identified as an important 

developmental resource for well-being in later adulthood and often theorized as a 

correlate of spirituality (Coward & Reed, 1997), the concept of self-transcendence has 

never been discussed in the Japanese nursing literature nor investigated among Japanese 

population to date. Self-transcendence is “an innate human characteristic” (Reed, 2003, p. 

147); therefore, even though expressions of self-transcendence may be different, it and its 

theory should be universally applicable to any people regardless of nations, cultures, or 

religious backgrounds. As Reed (2008) indicated, self-transcendence (and also 

spirituality and religiousness) should be a cost-effective and holistic resource of well-

being for Japanese people as well. Examining the relationships among self-transcendence, 

spirituality and religion, and health as well as testing applicability of the existing theory 

relating the concepts will not only be the fist step in finding effective nursing care and 
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practice for Japanese elder’s well-being but also contribute to obtaining new knowledge 

regarding spirituality, self-transcendence, and the theory of self-transcendence. 

Increased Religiousness / Spirituality with Age 

It is often said that people tend to be more religious as they age. In fact, the 

studies on various groups of American people often indicated that the level of religious 

beliefs, behavior, and experience increase with age (Koenig, 1995; Moberg, 1997; 

Moberg, 2001). Echoing Gallup polls, the 1990 General Social Survey showed that “at 

least weekly religious attendance is more common among successively older cohorts of 

Americans and highest of all among those past age sixty five” (Levin, cited in Schultz-

Hipp, 2001, p. 95). The main exception is lower levels of attendance at religious services 

among the oldest old group (age of 85 or older) with health and mobility problems 

regardless of racial, religious, and cultural variations (Moberg; Schultz-Hipp). However, 

the oldest old group often demonstrate high levels of nonorganizational religiosity, such 

as praying, listening to religious radio programs and music, watching religious television, 

and gaining help from religion to understand their own lives (Mindel & Vaughan cited in 

Moberg). 

Other studies also support actual changes in the religiousness of persons with age. 

Through the data analysis with 148 participants in preconferences for the White House 

Conference on Aging, it was revealed that 86% of respondents claimed to have a 

different perception of God from that of their childhood, 74% felt closer to God, 61% 

prayed more often and had a deeper sense of spirituality, and 59% applied their faith 

more often in daily life (Ellor cited in Moberg, 2001). A study of Duke University also 
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showed that most hospitalized patients say that their religion became more important to 

them as they grew older. 

Increased religiousness in the elderly is also seen among Japanese population. The 

NHK Broadcasting Corporation’s survey (2004) demonstrated that beliefs in both Shinto 

and Buddhist deities rise in connection with age. Only 18% (for Shinto deities) and 15% 

(for Buddhist deities) of people aged 16 to 29 claimed that they believe in these deities. 

Nevertheless, this affirmation consistently increases until it reaches 42% and 58%, 

respectively, for respondents aged 60 or over. Kaneko’s study in 1995 (1998) also 

showed that elderly people are more likely to have a favorable attitude toward having a 

religious belief than younger people. In fact, through the survey of Japanese people for 40 

years conducted by the Institute of Mathematical Statistics in Japan, it was found that the 

proportion of people who claimed to have “Shinjin” or “Shinko”, which signify both 

organizational and nonorganizational religious beliefs, have consistently increased with 

age (Sakamoto, 2000). Millar carried out secondary analyses (1998; 1995) of the two 

datasets of surveys provided by the institute of Statistical Mathematics in Tokyo: “A 

Survey of Japanese Values and Behaviors” (1976 and 1977) and “A comparative Survey 

of Value and Systems” (1980). Both analyses employed logistic regression, and the 

results demonstrated that there was a 4% increase in the odds of believing spirits or kami 

(God or gods) for every additional year of life (1998) and that people were more engaged 

in prayer and religious services with age (1995). Especially, women were more likely 

than men to express a belief in spiritus or gods (OR .79), and people with chronic illness 

were likely to have an increased likelihood of believing in an after life (OR 1.4) (1998). 
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However, Miller’s studies were based on the data more than 20 years ago; therefore, the 

results should be interpreted with caution. 

One possible explanation of the increased religiosity with age indicated in the 

western literature is that people who are more religious tend to have lifestyles that reduce 

mortality. Consequently, the lower mortality rates of religious people throughout 

adulthood would be a significant source of the higher average religiosity in the total older 

generation (Moberg, 1997). It is estimated in a study with more than 20, 000 American 

adults that religious involvement prolongs life by about seven years (Hummer et al. cited 

in Moberg, 2001). Besides healthier habits among religious people, as another possible 

reason, Koenig (1997) argued that “existential concerns at this time in life might prompt 

aging persons to reexamine their views about God or perhaps adopt a religious worldview 

to help cope with stress and life change” (cited in Moberg, 2001, p.60). Moreover, 

Rogers (1976) claims that the universality of religion is based on its social functions and 

proposed the four gerontological functions of religion: 1) To help face impending death; 

2) To help find and maintain a sense of meaningfulness and significance in life; 3) To 

help accept the inevitable losses of old age and discover compensation values; 4) To meet 

secular social needs. 

For Japanese older people, it seems that they are more concerned about their 

impending loss of independence and suffering in this secular world, which may result 

from declining health status with the aging process. One of the very common religious 

activities among the Japanese elderly, visiting Sudden Death Temples (“pokkuri-dera”), 

may illustrate their concerns. In the temple, those elderly pray for a sudden, peaceful 
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death without excessive suffering (cited in Musick et al., 2000). Ninety three percent of 

the old people who worshipped in this temple told that their primary reason of visiting 

this temple is because they did not wish to become bedridden and a burden on other 

people, and 18% stated that they did not want to suffer from a prolonged illness like 

cancer. 

Philosophical Perspectives / Orientation 

A philosophy is “the study of the fundamental nature of knowledge, reality, and 

existence” in the Concise Oxford Dictionary (2001). Fawcett (2000, p. 6) also defined it 

in a context of nursing knowledge as “a statement encompassing ontological claims about 

the phenomena of central interest to a discipline, epistemic claims about how those 

phenomena come to be known and ethical claims about what the members of a discipline 

value.” A philosophy serves as a way of communicating “what the members of a 

discipline believe to be true in relation to the phenomena of interest to that discipline, 

what they believe about the development of knowledge about those phenomena, and what 

they value with regard to their actions and practice” (Fawcett, 2000, p. 6) not only within 

the members of a particular discipline but also to the general public. Accordingly, 

philosophy of nursing include: 1) ontological claims stating what is believed about the 

nature of the phenomena of interest to the discipline of nursing, specifically, person, the 

environment, health, and nursing; 2) epistemic claims which provide information on how 

the members of the discipline of nursing come to learn about the world and the basic 

phenomena and extend the ontological claims by directing how knowledge about the 

person, environment, health, and nursing is developed; and 3) ethical claims about 



 53

nursing actions, nursing practices, and the character of individuals who choose to practice 

nursing (Salsberry, cited in Fawcett, 2000). 

Ontological and epistemic claims in philosophies of nursing reflect worldviews. 

Fawcett (1993; 2000) demonstrated three worldviews such as reaction, reciprocal 

interaction, and simultaneous action worldviews, by examining four sets of worldviews 

(i.e., the organismic and mechanistic worldviews proposed by Reese and Overton, 1970; 

the change and persistence worldviews explained by Hall, 1981; the simultaneity and 

totality paradigms described by Parse, 1987; and the particulate-deterministic, 

interactive-integrative, and unitary-transformative paradigm by Newman, 1992) that have 

been cited as fundamental to the development of nursing knowledge. 

The philosophical perspective for this study is derived from Fawcett’s reciprocal 

interaction worldview (1993; 2000). In this worldview, a human being is conceptualized 

as a holistic entity, and the parts or dimensions are viewed only in the context of the 

whole. Because of the complex interrelation and integration of the parts, the whole 

cannot be considered as merely the sum of the parts. That is, the whole becomes greater 

than the sum of the parts and cannot be reduced to the parts. Human beings are 

considered as active entities, and interactions between human beings and their 

environment are reciprocal. Changes in behavior occur throughout life as the result of 

multiple factors within the individual and within the environment. At times, changes are 

continuous, and at other times, persistence or stability reigns and change occurs only to 

foster survival. The probability of change at any given time can only be estimated. 

Reality in this worldview is considered as multidimensional, context-dependent, and 
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relative. Both objective and subjective phenomena are studied through quantitative and 

qualitative methods of inquiry. 

Based on the reciprocal interaction world view, in the current study, human 

beings are theorized as physiological-psychological-social-spiritual beings. All those 

dimensions of an individual are interactive and complexly interrelated in a holistic way. 

Therefore, an impact on one dimension will affect other dimensions, and thereby all 

dimensions need to be taken into account to address the wholeness of the person. In 

addition, all the dimensions may complement each other. In other word, even though one 

dimension has impairment, the other dimensions will compensate for it and try to achieve 

harmony as a whole. Accordingly, health is regarded as harmony of physiological-

psychological-social-spiritual dimensions. When all the dimensions are well-integrated, 

the whole becomes more than the sum of the dimensions. It can be interpreted that the 

integration of all the dimensions within a person may produce more energy and power 

inside the person, which help him or her go through life even when the person encounters 

problems. The environment surrounding the person reciprocally interacts with the person. 

That is, environment can stimulate or influence the person, and the person can also affect 

the environment. Reality is acknowledged as relative and multidimensional. How people 

perceive the world is diverse and different depending on their context, environment; 

therefore, both objective and subjective phenomena are considered to be important. 

Spirituality is conceptualized as one of the dimensions of a person in the 

reciprocal interaction worldview. However, unlike other dimensions, as Neuman (1995, 

cite in Martsoft & Mickley, 1998) said, the spiritual dimension can be seen as a ‘seed’ 
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having enormous energy potential within an individual. This ‘seed’ may or may not 

sprout or even may not be realized its existence inside the person. Some people may 

become aware of its sprout and continuously take good care of it, whereas others do not 

notice the seed of spirituality or even notice its sprouting, they may ignore and do not 

foster its growing. Because the interaction between the person and environment is 

reciprocal, environment may encourage growing spiritual dimension of the person, and 

the person’s spirituality may influence his or her environment. 

This concept of self-transcendence has been primarily developed within the 

simultaneous action worldviews, in which a human being is conceptualized as a unitary 

human being, a holistic, self-organized field. Hence, self-transcendence is often 

recognized as one of the correlates or consequence of the pattern of spirituality in the 

simultaneous action worldview. In the reciprocal interaction worldview, self-

transcendence can be theorized as an inner resource that facilitates integration of all 

dimensions of human beings and thereby achieving harmony as a whole. 

Moral Principles 

Lastly, the current study should be conducted under the three moral principles, the 

principle of nonmaleficence, beneficence, and autonomy, should be highly respected 

(McConnell, 1997). The first and most important principle is nonmaleficence. This 

principle says that we ought not to inflict evil or harm on patients. Nurses” and health 

care professionals’ first maxim should be “[a]bove all, do not harm” on patients 

(McConnell, p. 20). We should not neglect patients’ need nor impose our values on 

patients. The principle of beneficence says that we ought to promote the welfare of 
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patients. In this principle, promoting the welfare includes preventing harm, removing 

harm, and positively contributing to another’s good. Nurses have responsibility to 

appropriately assess patients’ conditions, find problems that compromise their health, 

seek solutions of the problems, and help promote their health. The principle of autonomy 

says that we ought not to interfere with the actions and choices of other autonomous 

individuals. We should respect a person’s will. Health care professionals have to provide 

necessary information to patients so that they can examine and consider possible 

treatments as well as alternatives and decide most preferred way. Also health care 

professionals respect patients’ values and beliefs and should not impose their opinions on 

the patients. 

Theoretical Framework 

The theoretical framework for the proposed study was derived from the 

integration of the following three theoretical ideas; Reed’s theory of self-transcendence 

(2008), conceptualization of spirituality from Japanese perspective, and a 

conceptualization of vulnerability. The model of theoretical framework is shown in 

Figure 1. The structure of the proposed theoretical model was primarily derived from the 

theory of self-transcendence (Reed, 2008). By using the vulnerable populations model 

(Flaskerud & Winslow, 1998; Aday, 2001) with consideration for a person’s experiential 

state, the construct of vulnerability will be examined through health status, resource 

availability, and past vulnerable experience. Self-transcendence, including spirituality, is 

theorized as a mediator or moderator which converts or moderate people’s vulnerable 
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FIGURE 1: Proposed Theoretical Model: Relationship of Vulnerability and Self-Transcendence to Well-Being in 
Japanese Hospitalized Elders 
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experience into well-being. Self-transcendence may also directly relate to well-being. 

Lastly, well-being will be assessed through life satisfaction and depression. 

Vulnerability 

Vulnerability is considered as a fundamental aspect of how people experience 

health and a key concept in nursing to understand the patient’s situation (Spiers, 2000; 

Sveinsdottier & Rehnsfeldt, 2005). In its most common usage, vulnerability is interpreted 

to mean susceptibility to health problem, harm or neglect (Phillips, 1992; Aday, 2001). 

The term vulnerability is often used to identify not only individuals but also groups at 

risk of harm (Spiers, 2000). Aday (2001) defined vulnerable populations as being at risk 

of physical, psychological, and/or social health. Although we are all potentially 

vulnerable, some groups of people have a higher probability of becoming ill (Rogers, 

1997). Thus the elderly are usually regarded as one of the vulnerable populations 

(Flaskerud & Winslow, 1998). 

Flaskerud and Winslow (1998) introduced a model for conceptualizing vulnerable 

populations research with the three key concepts: health status, relative risk, and resource 

availability. Using those three key concepts, Aday (2001) also proposed the framework 

for studying both community- and individual-level correlates of vulnerability to poor 

physical, psychological, and social health. This model reflects epidemiological principles 

of population-based relative risk, focusing on collective health status of members in the 

community rather than individual health. 

Although the Vulnerable Populations framework is helpful to understand a 

person’s situation, it is often indicated that degree of vulnerability is greatly affected by 
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the perception of the individual (Phillips, 1992). That is, even though two people are 

identified equally vulnerable by using the model, their perceptions of the degree of threat 

are different. One person may strongly feel distressed, while others may not. Spiers (2000, 

p. 716) pointed out that “there is little nursing literature in which the concept of 

vulnerability is viewed from an experiential point of view” and proposed a new 

conceptualization of vulnerability, namely etic, or objective (a description of the 

phenomena from someone outside the experience) and emic, or subjective (a description 

of a phenomenon as understood by he person) perspective. It is indicated that assessment 

of the objective aspect alone may not be adequate to predict individual’s health outcomes. 

The objective or etic approach can be a hindrance in understanding self-conceptualization 

in terms of vulnerability, well-being, and quality of life by those labeled etically as 

vulnerable (Spiers, 2000). 

Vulnerability in the Current Study 

In this proposed study, vulnerability is defined by following Reed (2008)’s 

definition, “awareness of personal mortality” (Reed, 2008). This definition rather focuses 

on the subjective aspect of vulnerability, that is, personal experience/sense of 

vulnerability. To understand situations which are likely to cause vulnerable experience of 

a person, the concept of resource availability in the vulnerable populations conceptual 

model (Aday, 2001; Flaskerud & Winslow, 1998) was the focus in this study. The 

concept of resource availability is defined in reference to the availability of 

socioeconomic conditions identified by Aday (2001) and Flaskerud & Winslow (1998). 
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Socioeconomic conditions that result in differential vulnerability have been 

termed social status (prestige and power), social capital (social support), and human 

capital (productive potential) (Aday, 2001; Flaskerud & Winslow, 1998). Social status is 

a correlate of “positions that individuals occupy in society as a function of age, sex, race 

and ethnicity, and the corollary socially defined opportunities and rewards, such as 

prestige and power, they have as a result” (Aday, 2001, p. 5). It is indicated that age and 

gender is a determinant of vulnerability (Rogers, 1997). Elderly people are more 

vulnerable because they experience a decrease in physical abilities at a time (Aday, 2001). 

Women are found to be more likely to suffer depression as a result of domestic conflicts 

(Aday, 2001). Therefore, increased age and female gender indicate higher levels of 

vulnerability than younger ages and male gender. 

Social capital is held in the quantity and quality of interpersonal ties among 

people (Aday, 2001). Social capital is provided through social networks “in the form of 

social support and associated feelings of belonging, psychological well-being, and self-

support” (Aday, 2001, p. 6). It is regarded as an important resource for individuals 

because social capital helps them cope with life events and minimizes the impact of 

adversity on their physical and mental health. Consequently, people who have supportive 

social networks are likely to have better physical, psychological, and social health 

(Flaskerud & Winslow, 1998). 

Human capital means investments in people’s skills and capabilities that enable 

them to act in new ways or enhance their contributions to society (Aday, 2001). 

Empirical indicators of human capital include income, jobs, education, and housing 
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(Aday, 2001’ Flaskerud & Winslow, 1998). Especially, lack of income is the most 

consistent predictor of disease and premature death in the US. It regularly occurs among 

groups recognized as vulnerable to poor health. Similarly, individuals who are poorly 

educated, unemployed, and poorly housed are likely to have the fewest resources for 

coping with illness or other personal/economic adversities (Aday, 2001; Flaskerud & 

Winslow, 1998). 

In addition to resources availability in the Vulnerable Populations Model, recent 

past vulnerable experience (within the past six months) will be included in the construct 

of vulnerability in this study. It is indicated that people experiencing major crises or 

stressor in their life, such as diagnosis of terminal illness, loss of significant others, or 

major life changes or transitions, are also at high risk of becoming ill (Phillips, 1992; 

Rogers, 1997). This experience is regarded as possibly increasing vulnerability. Specific 

variables used to theorize vulnerability in this study are shown in Table 3. 



 62

TABLE 3: Proposed Variables of Health Status, Resource Availability, and Past 
Vulnerable Experience to Assess Vulnerability in This Study. 

 

Concepts in the Construct of 
Vulnerability in the Proposed 

Theoretical Model 

Proposed Variables to Assess each vulnerability concept 
(italicized indicates less vulnerability) 

Health Status Perceived Health Status 
Severity of Condition  
Number of Chronic Illness 

Resource Availability 
 

Social Status 
 
Social Capital 

 
 
 

 
    Human Capital 

 
 
Age (younger), Gender (male) 
 
Marital Status (married) 
Current Living Arrangement (living with family) 
Perceived Social Support  
Engagement in Groups Activities 
 
Perceived financial security 
Current employment (full-time) 
Educational level (higher) 

Past Vulnerable Experience Presence within 6 months 
Degree of perceived intensity of each event 
 

 

Self-Transcendence 

In the reciprocal interaction worldview, self-transcendence can be regarded as an 

inner resource that facilitates integration and harmony of all dimensions of human beings. 

Self-transcendence is a person’s inner resource. The definition of self-transcendence in 

this study is derived from Reed’s theory of self-transcendence, such that self-

transcendence is “the capacity to expand self-boundaries intrapersonally (toward greater 

awareness of one’s philosophy, values and dreams), interpersonally (to relate to others 

and one’s environment), temporally (to integrate one’s past and future in a way that has 
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meaning for the present), and transpersonally (to connect with dimensions beyond the 

typically discernible world)” (Reed, 2003, p. 147). Its emergence will be evoked through 

any impact on either four dimensions of human being, and self-transcendence contributes 

to the integration of dimensions and expanding dimensions to alleviate the impact; 

therefore, because of this, the person as a whole becomes more than the sum of the 

dimensions. 

Self-transcendence is theorized as “a characteristic of developmental maturity 

wherein there is enhanced awareness of the environment and an orientation toward 

broadened perspective about life” (Reed, 2003, p. 147) and is considered to be able to 

facilitate people to “organize their challenges in life into some meaningful system in 

order to sustain well-being and a sense of wholeness across the trajectory of the illness” 

(Reed, 2003, p.146). In this study, two types of self-transcendence, as Reed (1995) 

indicated, are proposed: psychosocial self-transcendence and spiritual self-transcendence. 

Spirituality: Spiritual Self-Transcendence 

For this study, spirituality is regarded as one of the concepts in the construct of 

self-transcendence, referred to as “spiritual self-transcendence.” Spirituality is defined as 

a personal belief in and sense of connection to something unseen existence and power 

(including religious deity). Spirituality is theorized as an inherent human characteristic, 

and its awareness and transformation can occur in any time in a life. Once spirituality is 

awakened, it provides a highly subjective and individual life philosophy. As noted earlier, 

religion and spirituality are closely related phenomena; spirituality may be the same as 

religion for a person who can internalize a religion as his/her belief system. In addition, 
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some religious aspects have already permeated in Japanese custom or worldviews; 

therefore, important themes in Japanese religions will be included in the 

conceptualization of spirituality. The proposed conceptual model of Japanese spirituality 

is shown in Figure 2. 

There are three important domains in the Japanese spirituality; Personal belief, 

sense of connection, and practice. All three are interrelated. As the syncretic nature of 

Japanese religion shows, differentiating between what a person believes and a person’s 

sense of connection (e.g., Kami, Buddha, Ancestor, nature, or unseen power) may not be 

so important for Japanese people. From the personal belief in higher power, revering 

feeling and sense of connection will be emerged. As the dualistic nature of kami in Shinto 

or gratitude and fear for a spirit or gods as a guardian in folk beliefs in Japan, this sense 

of connection is often expressed as Okage (gratitude/appreciation and being protected), 

Tatari (retribution), and/or Inga-Oho/Jigo-Jitoku (retributive justice). In addition to 

private prayer or meditation, as Reader (1991) pointed out, visiting Shinto shrine at New 

Years Day (hatsumode) and visiting ancestor’s graveyard at Bon season in the middle of 

August (hakamairi) are the two major religious practices in Japan. It can be said that the 

ultimate consequence of religiousness is enlightenment, which is called “satori” in 

Japanese. This enlightenment is based on the idea of Buddhist enlightenment, that is, 

perceiving the true nature of reality about both self and all things. However, 

enlightenment here does not necessarily require people to abandon all clingings in the 

secular world or understand that both self and all things are without substance and are 

thus unworthy of attachment as described in Buddhism. Rather, it means that the person
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Personal Belief Sense of Connection Practice

Belief in:
Kami

Buddha
Ancestor

Power of Nature

Okage
(Gratitude/Appreciation)

Tatari
(Retiribution)

Inga-Oho/Jigo-Jitoku
(Retributive justice)

Prayer
Medication
Hatsumode

(visiting shrine 
at New Year’s) 

Hakamairi
(visiting ancestor’s 

graveyard)

Satori
(Enlightenment)

Understanding 
the world and the self

Detachment
Meaning in life

Principles in life

 

FIGURE 2: The Conceptualization of Japanese Spirituality 
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attains a firm personal understanding about reality, the self and the world, which are 

beyond the values in this secular world, or beyond our senses. If a person attains the 

enlightenment, he or she will have their own understanding about meaning in life and 

principles in life. In addition, enlightenment is the ultimate consequence; therefore, as 

Suzuki (1972; 1988) indicated, not all the people can attain it. 

Vulnerability and Self-Transcendence 

Reed’s (2003; 2008) theory of self-transcendence illustrate the relationship 

between the concept of vulnerability and self-transcendence, such that “increased levels 

of vulnerability, as brought on by health events for example, influence increased levels of 

self-transcendence” (Reed, 2003, p. 149). From the developmental perspective, it is 

considered that “life events that heighten one’s sense of mortality, inadequacy, or 

vulnerability can trigger developmental progress toward a renewed sense of identity and 

expanded self-boundaries” if they do not crush the individual’s inner self (Erikson; 

Frankl, Marshall, cited in Reed, 2003, p. 149). Through various life experiences, such as 

illness, disability, aging, parenting, childbirth, bereavement, or other life crises, self-

transcendence is evoked and may enhance well-being by transforming these significant 

life experiences into healing (Reed, 1996; 2003, p. 149). However, this relationship may 

exist only within certain levels of experienced vulnerability. That is, the relationship 

between vulnerability and self-transcendence may be non-linear in which very low or 

very high levels of vulnerability are not expected to influence levels of self-transcendence. 

It is more likely that very low levels of vulnerability do not affect self-transcendence, 

where people are able to rely on more material sources of gratification. High levels of 
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vulnerability, as with the Nazi was camp prisoners may encourage high spiritual and 

psychosocial forms of self-transcendence, as reported by Victor Frankl (1959). 

Vulnerability and Spirituality 

The relationship between vulnerable experience and spirituality is also indicated 

in Japanese literature. As long as a person has a harmony of physical, psychological, and 

social dimensions, the person may not regard the spiritual dimension as important or may 

not see the existence of the dimension inside him or her. However, the Buddhist 

philosopher Daisetsu Suzuki (1972: 1988) stated that spirituality’s awakening is 

provoked by experiencing some kind of adversity or suffering in the life. Increased 

vulnerability by impacts on physical, psychological, or social dimensions is likely to 

stimulate a growing spiritual dimension. A source of adversities or sufferings in life can 

be a conflict between a person’s seishin (a person’s will or will power) and material in 

the world. In other word, suffering will arise when the person clings to a will to do a 

particular thing, but the substance or this material world will not allow him/her to do it. 

For the awakening of spirituality, this adversity must have a certain intensity which 

makes a person realize his or her limitations in the world and/or experience karma. That 

is, the person has to feel that he or she cannot longer overcome this suffering by his/her 

own seishin, will power. As long as seishin and material oppose each other, the suffering 

continues, and a person’s existence eventually cannot continue. Therefore, the person will 

desperately seek a way to escape from this suffering, and as a result, may turn to “the 

eternally constant something that is beyond the world of cause and effect” (Suzuki, p. 84, 

1972; p. 75, 1988). 
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It can be interpreted that this “eternally constant something that is beyond the 

world of cause and effect” is the true nature of reality about both self and all things as 

depicted in Buddhism. Because Suzuki is a Buddhist, “the absolute Great Compassionate 

One” who “will enable him to free himself from the shackles of karmic cause and effect” 

can be regarded as Buddha. However, we can also interpret that this absolute Great 

Compassionate One can be any religious deity, transcendental deity, or higher, 

mysterious power depending on an individual’s belief. With the support of spirituality, 

seishin’s will power is able to transcend the self, ego, or limitations, and as a result, the 

person can conquer adversity. Spiritual dimension can be the most powerful dimension to 

attain the harmony for some people because once it awakens, this dimension has a 

potential to be the most firm dimension which may not be affected easily by any impact 

in the life. 

Self-Transcendence and Well-Being 

The relationship between self-transcendence and well-being is also indicated in 

the theory of self-transcendence (Reed, 2003; 2008). It is stated that “this relationship is 

posited to be direct and positive when the indicator of well-being is a positive one” (Reed, 

2003, p. 149). Thus, self-transcendence is expected to influence positively to sense of 

well-being and morale but negatively to level of depression as an indicator of well-being. 

Spirituality and Well-Being 

The relationship between spirituality and well-being has been well-documented in 

the United States. Numerous empirical findings indicating salutary effects of 

spirituality/religion on physical and mental health have been found in the literature in 
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Western society. In general, spirituality and religion contribute to lowering the risk of 

certain diseases (e.g., heart disease, emphysema, stroke, and kidney failure, etc.) and 

overall mortality. Spirituality and religion have positive associations with well-being, 

general psychological function, and marital satisfaction, and negative associations with 

suicide, delinquency, criminal behaviors, and drug/alcohol use. Especially, sense of hope 

and peace, love and joy, meaning and purpose in life, self-transcendence, forgiveness of 

self and others, awareness and acceptance of hardship and mortality, and a heightened 

sense of physical and emotional well-being have been indicated as consequences of 

spirituality in nursing literature (Coyle, 2002; Haase et al., 1992; Reed, 1987; Tanyi, 

2002). Shigaraki (1983) also maintained that whether or not people attain enlightenment, 

religion is considered to provide a peace of mind by integrating and harmonizing various 

contradictions, confrontations, and confusions in a daily life by providing existential 

meaning and reality and the principle of life. People will have comfort and hope through 

the existential meaning and gain emotional support through the principle of life. 

However, there are also some pathological effects of spirituality/religion found in 

the literature, such as being authoritarian, blindly obedient, fragmented, strictly extrinsic 

or self-beneficial. These attitudes sometimes result in child abuse and neglect, intergroup 

conflict and violence, or false perceptions of control with medical neglect (Larson et al., 

2000; Musick et al., 2000; Seybold & Hill, 2001). It is indicated that a “healthy” religious 

involvement is better for well- being (Koenig, 1997).   
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Well-Being 

Well-being has been regarded as an essential concept in discussing health in 

nursing research. In the theory of self-transcendence, the concept of well-being is referred 

to “a sense of feeling whole and healthy, in accord with one’s own criteria for wholeness 

and health” (Reed, 2002, p. 148) and conceptualized as a correlate and an outcome of 

self-transcendence. Depending on the individual or patient population, well-being can be 

defined in many ways. Empirical indicators listed as examples in the theory of self-

transcendence are life satisfaction, positive self-concept, hopefulness, and meaning in life. 

In this proposed theory, well-being is considered as an indicator of harmony 

inside the person and simply defined as being content with self. Regardless of his or her 

physical impairment, deficits, or limitation, if a person is content with who he/she is, the 

person is considered to have well-being. Well-being will be assessed by two indicators in 

this study; life satisfaction and depression. It is theorized that the person with higher level 

of well-being demonstrates higher level of satisfaction with life and lower level of 

depression. 

In summary, the theoretical framework for this study consists of three constructs: 

vulnerability, self-transcendence, and well-being. Vulnerability will be assessed through 

health status, resource availability, and past vulnerable experience. Self-transcendence 

will be examined by psychosocial self-transcendence and spiritual self-transcendence 

(spirituality). Well-being will be evaluated by life satisfaction and depression. The 

construct of self-transcendence in this study is conceptualized as a mediator or moderator 

which converts or moderate people’s vulnerable experience into well-being. A 
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heightened sense of vulnerability will evoke the process of self-transcendence, and self-

transcendence is expected to positively affect sense of well-being. However, there is a 

possibility that the relationship between vulnerability and self-transcendence and between 

spiritual self-transcendence and well-being may not be a linear relationship. As Reed 

(2008) indicated in the theory of self-transcendence, extremely high or low levels of 

vulnerability may not affect the process of self-transcendence. In addition, an extremely 

high level of spiritual self-transcendence may not positively influence sense of well-being 

as evidenced by negative consequences of spirituality in the western literature. In fact, it 

is pointed out that terminal ill patients often psychologically distress from the idea of 

Ingo-Oho (retributive justice) (Nara, 1997). 

Research Questions 

The following research questions were proposed in this study. 

1. What are the bivariate correlations among all of the variables? 

a) What are the relationships among the independent variables represented 

by the two constructs, Vulnerability (variables are: health status, Resource 

availability, and Past vulnerable experience) and Self-Transcendence 

(variables are: psychosocial self-transcendence, spiritual self-

transcendence)? 

b) What are the relationships between the Vulnerability independent 

variables (Health Status, Resource Availability, and Past Vulnerable 

experiences) and each of the Well-being variables (Depression and Life 

Satisfaction? 
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c) What are the relationships between the Self-Transcendence independent 

variables (Psychosocial Self-Transcendence and Spiritual Self-

Transcendence) and each of the Well-Being variables (Life-Satisfaction 

and Depression)? 

2. Are any of the relationships among the following variables linear or curvilinear? 

a) Between each of the vulnerability variables and self-transcendence 

variables? 

b) Between spiritual self-transcendence and depression? 

c) Between spiritual self-transcendence and life-satisfaction? 

3. What Vulnerability and Self-Transcendence variables taken together best explain 

the variance in each Well-Being variable (Depression and Life-Satisfaction)? 

4. Which type (Vulnerability or Self-Transcendence) of variables explain more 

variance in Well-Being? 

5. What role do the self-transcendence variables play in the relationship to well-

being? 

a. Does self-transcendence mediate the relationship between Vulnerability 

and Well-Being? 

b. Does self-transcendence moderate the relationship between Vulnerability 

and well-being? 

c. Does self-transcendence have a direct effect on well-being? 
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CHAPTER II: LITERATURE REVIEW 

This chapter focuses on Japanese research into spirituality and religiousness as 

related to vulnerability (in terms of physical status and social health), depression and 

well-being in older adults. Spirituality research in the West is also addressed, particularly 

as it provides a basis for conducting new research in this area among Japanese elders. 

Vulnerability, Depression and Well-Being Among Japanese Elderly 

Depression is one of the major mental health problems among the elderly. Among 

psychological disorders, depression has extremely high likeliness of occurrence in older 

adults (Takahashi, 1999). Studies reported below demonstrate that problems with 

physical health and decreased social activity, which can increase sense of vulnerability in 

elders, were closely related to levels of depression and well-being among the elderly. 

Physical Status and Depression 

Fukuda et al. (2002) examined depression and subjective well-being among 

community dwelling elderly in a city of Aomori prefecture in Japan. The sample of this 

study consisted of 8,352 elderly aged 65 or older (men 3,791 and women 4,561) which 

accounted for 28.9% of the total population of people aged 65 or older in the city. For 

this study, only elderly who did not have any difficulty in activity in daily living (ADL) 

were selected. The translated versions of Philadelphia Geriatric Center (PGC) moral scale 

and Zung’s self-rating depression scale (SDS) were administered to measure sense of 

well-being and depression respectively. The mean score of the total sample on the PGC 

moral scale was 11.2 (SD = 4.0), and the t-test revealed that male respondents (M = 11.7, 

SD = 3.8) scored significantly higher than female respondents (M = 10.8, SD = 4.1) on 
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the PGC moral scale (p < .001). The mean score of the total sample of the SDS was 47.3 

(SD = 10.6), and men (M = 45.4, SD = 10.1) demonstrated a significantly lower 

depression score than women (M = 48.9, SD = 10.8) on the t-test of the SDS (p < .001). 

The results of the Fukuda et al. (2002) study indicated that approximately 32% of 

men and 45% of women were categorized to have mild to severe degree of depression 

according to the SDS classification. Women showed significantly higher levels of 

depression and lower level sense of well-being than men. Moreover, in both men and 

women, the SDS tended to become higher with age. The correlation analysis revealed 

that there was a strongly negative correlation between the PGC moral scale and the SDS 

(r = -.59 for men and -.63 for women, p <.001 for both men and women) and a 

moderately negative relationship between the PGC and satisfaction of current physical 

health status (r = -.35 for men and -.36 for women, p <.001 for both men and women). 

Therefore, the results indicate that elderly who have higher satisfaction of current 

physical health status are less depressed and reported higher sense of well-being. 

Other studies also showed the relationship between physical status and depression. 

The study of 12,132 old people in Shiga Prefecture in Japan indicated that the depression 

in the elderly is associated with lower level of Activities of Daily Living (ADLs) and 

quality of life (QOL) (Wada, Ishine, Kita, Fujisawa, & Matsubayashi, 2003). Ide and 

Takaoka (2002)’s review of research revealed that lower levels of ADLs, lower 

subjective rating of health status, having physical impairments or decreased physical 

functioning, and increased number of chronic illnesses, affected significantly elder’s level 

of depression. Moreover, studies about people with chronic illness demonstrated that they 
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have higher likelihood of depressive symptoms, poor sleep quality, and poorer mental 

health (Eisner, Yelin, Trupin, & Blanc, 2002; Sato, Akiyama, & Takahashi, 2001). For 

instance, depression occurs in 40% of the patients with chronic obstructive pulmonary 

disease (COPD), and 60% of asthma patients often feel obstacles to their hope or plans in 

life. On the contrary, older people who live at home, rate their physical health status 

higher, demonstrated higher sense of well-being and life satisfaction (Ide & Takaoka, 

2002). 

Social Variables and Depression 

The relationship between social activities and depression and well-being were 

also reported. Kuno et al. (2002) conducted the study in 102 community dwelling elderly 

(40 men and 62 women) in Aichi prefecture in Japan. Investigators divided the sample 

into two groups according to their residential area: older and newer. Seventy respondents 

living in the older area where most residents have lived there for decades (28 men and 42 

women), and 32 respondents living in the newer area, which is a relatively new area (12 

men and 20 women). The mean age of the sample in the older and newer area were 73.7 

(SD = 7.1) and 74.6 (SD = 6.0) respectively. Twenty percent of respondents in the older 

area and 10% of respondents in the newer area needed physical assistance to go out. The 

Center for Epidemiological Studies Depression Scale (CSE-D) and Philadelphia Geriatric 

Center (PGC) Moral Scale were used to examine depression and well-being. The results 

indicated that overall, people who have opportunities of social activities and going out 

were likely to have less depression and more sense of well-being than people who do not. 

Especially in the older area, elderly who were engaged in exercise demonstrated 
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significantly lower depression and higher sense of well-being (p < .05). In addition, 

elderly in the older area who have opportunities of farming and traveling showed 

significantly higher sense of well-being (p < .05). However, in the newer area, there was 

no significant difference between people with and without opportunities of social 

activities and going out. Although the mean score of people in the older area who 

involved in religious activity showed less depression and more sense of well-being than 

those who do not, the differences were not statistically significant. Moreover, no elderly 

in the newer area reported they went out for religious activities. 

The association between social variables and depression was also found in other 

studies. Ide and Takaoka’s (2002) review of depression studies reported that loss of a role 

within the family, not belonging to any community activity or club, changing the family 

structure, or decreased income were identified as important factors contributing to elder’s 

depression. Moreover, institutionalized elders (both in hospitals or nursing homes) tended 

to have higher levels of depression than community dwelling elderly (Ueno, Fujita, 

Nakamura, Toumoku, & Asano, 1997). 

The findings of these studies suggest that physical and social factors of the elderly 

may influence or are at least related to levels of depression and well-being. Lower levels 

of Activities of Daily Living (ADLs), lower satisfaction of physical health status, 

increased number of chronic illness are identified to affect the older people’s levels of 

depression. Increased social activities, such as more opportunities of going out or 

belonging to a community activity contribute to the elder’s well-being, whereas loss of a 
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role in the family, changing the family structure, or decreased income influence the level 

of depression. 

In summary, vulnerability experienced by decreased physical health and social 

activity can contribute to depression in elders. These studies did not examine possible 

factors that may moderate the relationship between vulnerability factors and depression 

or well-being. Spiritual or religious factors may be factors that influence this relationship 

between physical and social variables and depression and well-being. In addition, 

spiritually-related or religious factors may be salient during times of increased 

vulnerability. 

Vulnerability and Religiousness 

Experiencing vulnerability in terms of increased anxiety for actual or potential 

adversities in life such as decreased social support, actual/potential declining their health 

status, and fear of losing independence, may be a driving force for the Japanese elderly to 

be more religious. Tagaya, Okuno, Tamura, and Davis (2000) investigated the 

relationship between social support, religion, end-of-life issues, and death anxiety in four 

small towns in Nagano Prefecture in Japan. A convenience sample of 1,956 men and 

women aged 65 and older (the mean age of 78.2 years old) was included in the study. 

Approximately 60% of the sample was women. Ninety three percent of the participants 

lived with their families, and 57.2% had a living spouse. They categorized respondents 

into three groups (e.g., low, middle, and high social support groups) using the social 

support scale developed by authors. 
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The results showed that most of people have already developed their coping 

methods to deal with their death anxiety. About half of respondents across the three 

groups (48.5%) used religious worship as their coping method (Tagaya, Okuno, Tamura, 

& Davis, 2000). Although 70-80% said that worship and prayer were important factors in 

their lives, only less than 10% said that having religious faith help them relieve their 

anxiety. Those who reported low social support appeared to more rely on a religious 

worship and to have a slightly higher reliance on religious beliefs than the other two 

groups; however, there were no statistically significant differences between the groups. 

Most of the people (80%) prayed for Ancestor followed by for God and/or Buddha (60%). 

Seventy-six percent of respondents prayed daily. What they prayed most is for family 

safety (86.5%) and then for their own health and/or safety (56.4%). Lastly, the three most 

frequently words associated with death reported by the participants were gratitude 

(35.6%), peace of mind (30.6%), and paradise (27.7%). 

Based on the religious behaviors and the feelings toward death reported by the 

Japanese elderly, the fear of death, as Becker (1973) indicated, may not be a driving force 

to engage in religious rituals for Japanese old people. As evidenced in the three words 

(gratitude, peace of mind, and paradise) associated with death found in this study, the 

aged respondents do not seem to be afraid of death itself; death is rather interpreted as 

comfort or hope. However, what they are afraid most are excessive suffering including 

loss of independence, becoming a burden on other people, or painful and prolonged 

illness. That is, they do not seem to worry about death and afterlife, but they do worry 

about suffering in this life. Furthermore, one must be cautious about the interpretation of 
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the three words associated with death including gratitude, peace of mind, and paradise, in 

this study. This study was written and published in English, and researchers did not 

explicitly mention the actual Japanese words corresponding with those three English 

words. Thus, there still has a possibility that the elder’s expressions might not be the 

exact same as those three English words. 

Additionally, one of the very common religious activities among the Japanese 

elderly, visiting Sudden Death Temples (“pokkuri-dera”), may clearly illustrate an 

insecure feeling about their declining health status. In the temple, those elderly pray for a 

sudden, peaceful death without excessive suffering (cited in Musick et al., 2000). Ninety 

three percent of the old people who worshipped in this temple told that their primary 

reason of visiting this temple is because they did not wish to become bedridden and a 

burden on other people, and eighteen percent stated that they did not want to suffer from 

a prolonged illness like cancer. Therefore, evidence from this study indicates that 

increased vulnerability from illness and the accompanying concerns about becoming a 

burden may relate to increased religiousness in Japanese elders. 

Self-Transcendence and Well-Being 

Self-transcendence is the overall construct for one set of variables in this study, 

which include psychosocial and spiritual measures of self-transcendence. There is little 

research in the East focused on self-transcendence. The review below presents one 

Eastern study and several studies done in the West on both forms of self-transcendence. 
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Psychosocial Transcendence and Depression in Eastern and Western Literature 

There are no conceptual and empirical studies related to psychosocial self-

transcendence in Japanese nursing literature. Only one unpublished study (a master 

thesis) conducted by Mitsuko Suzuki (1999) investigated the relationship between self-

transcendence and depression among community living Japanese elderly. A convenience 

sample of 30 healthy elders (10 men and 20 women) with mean age of 73.5 years (ranged 

from 61 to 85 years old) in Tokyo area were recruited for this study. Nineteen 

participants (58%) lived with family members, six (18%) lived alone, and eight (24%) 

lived with spouse. Fifty two percent of subjects (17 people) claimed that they have a 

religious belief, among theme, 13 people were Buddhist, 2 were Shinto, and the other 2 

believed in other religions. The Self-Transcendence Scale (STS) (Reed, 1986) and the 

Center of Epidemiological Scale of Depression (CESD) (National Institute of Mental 

Health, 1972) were used to examine the relationship. Both scales were translated in 

Japanese by author with an operational strategy, which aimed at maintaining fidelity to 

the original English version of the instruments. The result of Pearson correlation analysis 

showed no significant relationship between STS and CESD (r = -.09, p = 0.61); however, 

the following three items on STS showed significantly negative relationships with the 

total score of CESD: “adjusting well to my present life situation” (r = -.34, p < .05), 

“sharing my wisdom or experience with others” (r = -.33, p < .06), and “enjoying my 

pace of life” (r = -.44, p < .01). The relationship between self-transcendence and selected 

demographic variables (age, gender, years of education, religion, household size, and 

perceived health status) were also not significant. 
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There may be a few possible reasons explaining of this non-significant 

relationship between self-transcendence and CESD. First, as author indicated, Japanese 

elder’s mental health may not be so closely associated with their inner resource due to 

their strong sense of interdependency. Because Japanese people tend to emphasize the 

importance of group harmony, Japanese elders may find meaning of life or their existence 

through interaction or relationships with others. The sample size was rather small in this 

study, which may limit the power to achieve significance. Also, more than three fourth of 

the respondents lived with either family members or spouse, and the subjects were all 

healthy elders. Therefore, increased vulnerability, which is conceptualized to evoke the 

process of self-transcendence, of the respondents may not have been so strong that we 

could not see emergence of self-transcendence among them. Another possible reason is 

that the translated version of the self-transcendence scale may not have been valid for 

Japanese people. Validity and reliability of the translated version was not discussed in 

detail in the study; therefore, the translated version will need to be reexamined. 

On the contrary, studies among American elderly showed the significant 

relationship between self-transcendence and well-being in various older populations. A 

longitudinal study in a convenient sample of 28 clinically depressed and 28 mentally 

healthy older adults demonstrated the significant association between depression and self-

transcendence (Reed, 1986). In these two groups, age, sex, and years of education, were 

matched to control for variables which possibly affect developmental resources. On three 

different occasions, the Developmental Resources of Later Adulthood Scale (DRLA) and 

the Center for Epidemiological Studies-Depression Scale (CESD) were administered to 
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measure the levels of self-transcendence and depression respectively. A 2 X (3) factorial 

analysis of variance in developmental resources with repeated measures on time revealed 

that the significant main effect of the group factor on DRLA [F (1, 54) = 32.32, p < .001]. 

That is, the depressed elderly demonstrated significantly lower levels of developmental 

resources than that of the mentally healthy group on every three occasions. In addition, 

the result of cross-lagged panel correlations showed that the mentally healthy group had a 

significant causal tendency for developmental resources to influence depression. On the 

contrary, the reverse trend (i.e., lowered developmental resources effected an increase in 

depression) was found in the clinically depressed group. Another study with 30 

hospitalized clinically depressed elderly (mean age of 67, SD = 6.4) also supported the 

link between self-transcendence and depression (Reed, 1989). Pearson correlation 

analysis demonstrated statistically significant moderate inverse relationship between the 

score of the DRLA and the CESD (r = - . 47, p < .01). 

Self-transcendence was also found to be important for emotional well-being of 

oldest-old adults (Reed, 1991a). A convenience sample of 55 relatively healthy elderly 

aged from 80 to 97 (mean age of 88, SD = 11.33) was recruited for this study. The Self-

Transcendence Scale (STS) which was developed from the DRLA was used to assess the 

level of self-transcendence. CESD and Langner Scale of Mental Health Symptomatology 

(MHS) were administered to measure the levels of depression and general mental health 

respectively. Pearson correlation analysis revealed moderate negative relationships with 

statistical significance between the score of STS and CESD (r = -.33, p < .01) and 

between the score of STS and MHS (r = -.32, p < .01). Additionally, participants’ 
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patterns of self-transcendence were assessed using a semi-structured interview schedule. 

The qualitative data were analyzed by matrix analysis scheme proposed by Miles and 

Huberman (cited in Reed, 1991), and four conceptual clusters, including Generativity, 

Introjectivity, Temporal Integration, Body Transcendence, were identified as dominant 

patterns of self-transcendence affecting the elders’ emotional well-being. Especially, 

body-transcendence, inner-directed activities, and positive integration of present and 

anticipated future were found to be salient in the oldest-old adults with lower CESD. 

A considerable number of other research studies have provided evidence to 

support the association between self-transcendence and increased well-being or decreased 

depression among those facing end of life through aging or illness. Research findings 

supported these relationships in depressed older adults (Klaas, 1998; Young & Reed, 

1995), middle-aged adults (Ellermann & Reed, 2001), and individuals who lost loved one 

to HIV/AIDS (Kausch & Amer, 2007). Buchanan, Farran, & Clark, (1995) examined 

self-transcendence and suicidal thought in older adults. Upchurch (1999) explored the 

relationship between self-transcendence and activities of daily living in non-

institutionalized older adults. Walton, Shultz, Beck, and Walls (1991) identified an 

inverse relationship between self-transcendence and loneliness in healthy older adults. 

Several other researchers demonstrated a positive relationship between self-

transcendence and well-being or quality of life in persons with HIV/AIDS (Coward, 1993, 

1994, 1995; McCormick, Holder, Wetsel, & Cawthon, 2001; Mellors, Erlen, Coontz, & 

Lucke, 2001; Mellors, Riley, & Erlen, 1997; Stevens, 1999). In other studies, self-

transcendence or related concepts were found to be important among women with breast 
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cancer (Coward, 1990a, 1990b, 1991, 2004; Kamienski, 1997; Kinney, 1996; Matthews, 

2000; Pelusi, 1997; Taylor, 2000). The positive effect of a self-transcendence theory-

based cancer support group intervention on self-transcendence and well-being in newly 

diagnosed women was also found in research conducted by Coward (1998, 2003, 2004) 

and Coward & Kahn (2004). 

Japanese Empirical Studies About Spirituality 

Most of studies about spirituality in Japan were conceptual studies based on 

clinical and personal experiences of nurses, physicians, theologists, or chaplains. There 

were only a few research studies examining about spirituality in Japan. Unfortunately, no 

research has attempted to find out the relationship between spirituality and well-being to 

date. Those empirical studies were mainly related to identification of spirituality/spiritual 

pain/or spiritual care, and construction of a psychometric instrument of spirituality. 

Moreover, none of studies focused only on the elderly. 

The first study was a qualitative study conducted by Tazaki, Matsuda, and Nakane 

(2001) based on the World Health Organization (WHO)’s concept mapping of spirituality. 

There were four domains (i.e., personal relation, code to live by, transcendence, and 

specific religious beliefs) and 18 constituents in the WHO’s concept mapping of 

spirituality. It was derived through the discussion among various religious leaders (e.g., 

Christianity, Islam, Judaism, Hinduism, and Buddhism) and scientists who have a great 

knowledge about religion in 1998. Besides the 18 constituents of spirituality, detachment 

(“ teinen, shuchaku wo hanatsukoto”) was approved to be included only in the Japanese 

version because investigators claimed that it was the fundamental concept in (Zen) 
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Buddhism. In this study, investigators examined appropriateness of the concept mapping, 

translation, and expressions of the translated version of the WHO’s concept mapping of 

spirituality. This study was a part of the WHO project, which aims at a comprehensive 

understanding of spirituality and religiousness and at development of spiritual aspects in 

a questionnaire to measure quality of life. 

Following the WHO protocol, informal interviews with four college students and 

seven focus groups studies were conducted. The focus groups consisted of: 1). Health 

care workers in Nagasaki; 2). Christians in Tokyo; 3). Buddhist but agnostics in Tokyo; 

4). Buddhists and Shintoists; 5). Health care workers in Shizuoka prefecture; 6). Atheists 

who have chronic illness and 7). Zen Buddhists and Christian in Kyoto, Osaka, and Kobe. 

All the participants were also asked to score the importance of each constituent in the 

concept mapping ranged from 1 (not important) to 5 (very important). The result revealed 

that the most important constituents reported by participants were inner 

peace/serenity/harmony (M = 4.05), inner strength (M = 4.0), attachment to others (M = 

3.95). Zen-Buddhists and participants who had experienced severe illness or difficult 

relationships reported the importance of detachment, whereas younger participants told 

that it was important to be attached to others. Most participants reported the reverent 

feeling toward nature, the relationship with ancestors, and inner strength as spirituality. In 

addition, many participants who do not have any specific religious belief confessed that 

they feel/sense some absolute power. It was concluded that participants who do not have 

specific religious beliefs were not likely to perceive importance of the relationship with 

religion, gods, or absolute existence; however, they do consider important to have inner 
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peace in the relationship with others. It was concluded that for most participants 

(especially young participants), the meaning of spirituality was ambiguous and that this 

concept mappings of spirituality did not seem to match well with Japanese people. 

This study may have clearly demonstrated that the concept of spirituality varies 

depending on religious and cultural contexts; thus, it may not be realistic to have a 

universal measure of spirituality. As indicated in the result of focus groups, most of 

Japanese participants felt that the WHO’s proposal of concept mapping of spirituality 

were not suitable for Japanese people. Although Japanese Christians seemed to be 

comfortable with it, as noted earlier, Christian perspective was not a major worldview in 

Japan. Also, it is interesting to see that Zen-Buddhists and participants who had 

experienced adversities mentioned the importance of detachment, abandoning all 

clingings in this world, which is the ultimate goal of Buddhism, enlightenment (satori). 

The study revealed that the word spirituality was not clear for most participants. In 

addition, it was mentioned that the investigators showed the translation of the definition 

of spirituality to participants; however, the exact translated definition of spirituality was 

not explicitly stated in the report. 

Higa (2002; 2006; 2008) defined spirituality as “actively seeking something and 

endeavoring to relate oneself to it, as well as the perception or thought of oneself and 

particular events: spirits and ideas” (Higa, 2002, p. 29; 2008, p. 78). He initially 

developed two types of the spirituality rating scale (SRS-A and SRS-B) for Japanese 

people based on his definition of spirituality and review of Japanese literature, mainly 

from the review of Tazaki et al.’s study about the WHO’s concept mapping of spirituality 
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(2001; 2008). The SRS-A is a scale for a quantitative studies, while the SRS-B is a 

questionnaire with five open-ended questions for mainly qualitative studies. The SRS-A 

was tested its reliability and validity among 382 university female students. After 

eliminating statistically inappropriate items, factor analysis was performed and 

consequently yielded five factors with 15 items of the SRS-A. The five factors in the 

SPS-A were named as jikaku (self-consciousness), imikan (meaningfulness), iyoku 

(volition), shinjin (human spirit), and kachikan (values). Reliability of the SRS-A, 

estimated by Cronbach’s alpha, was rated .82 and test-retest reliability was .72. The SRS-

A demonstrated convergent validity by negative anxiety and positive anxiety scale, 

helplessness scale, and fulfillment scale and discriminate validity by the religious 

perspective scale. Higa referred that the SRS-A was specifically designed to measure 

spirituality without religious aspects due to Japanese people’s complex feelings toward 

religion. In fact, it was indicated that although the SRS-A has similar factors with 

Howden’s Spirituality Assessment Scale (1992), Spiritual Orientation Inventory 

developed by Elkins et al in 1998., and Ellison’s Spiritual Well-Being Scale (1983), 

religious aspects, transcendence, were not included in the SRS-A. 

Higa’s SRS-A was the first instrument which attempts to measure level of 

spirituality for Japanese people. He tested this scale among university students, and as he 

stated, the SRS-A purposefully does not contain religious aspects. He included some 

items asking their sense of connections to nature/ancestors/and supernatural power and 

their life principles; however, his scale did not seem to focus on only spiritual aspect of 

human beings but encompass broader psychosocial well-being and one’s desires in this 
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world. It demonstrated discriminant validity by the Japanese religious perspective scale 

developed by Takagi, Yoshida, & Mori in 1987, showing low level of correlation with 

the attitude affirming personal religious beliefs and religion as a mental support. It might 

be questionable if it is better to measure level of spirituality without considering 

religiousness in Japanese people. There may be a risk that this scale measures the levels 

of one’s motivation/eagerness toward life or psychosocial well-being but not much 

spiritual aspect. Using this scale among young people such as college students may not 

show any problem, but because of its inclusion of desires/motivations toward life, this 

scale may have possibility of demonstrating unreasonable lower spirituality among the 

elderly who are toward the end of their life and identify more with religious aspects of 

spirituality than do younger people. 

Shirahama and Inoue (2001) conducted an ethnographical qualitative research. 

This study investigated the concept of spirituality in a rural farming community from 

1997 to 1998. The author’s research questions were: 1) How spirituality is defined by the 

members of a farming community in Japan and 2) How Japanese nurses are currently 

providing spiritual care. Ten informants (4 male and 6 female), ranging in age from 18 to 

75, were recruited and interviewed. As guiding questions for interviews, the authors 

employed open-ended and focused questions such as, “How do you define spirituality?” 

and “What kind of spiritual care have you experienced?” Four main themes of spiritual 

care emerged from this study: houon kansha (to thank others and repay neighbors’ 

kindness through actions), dying, ancestor worship, and nurse-patient communication. It 

was implied that informants defined spiritual care as caring for the dead and spirits. From 
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this study, authors derived the definition of spiritual well-being as being content with life 

and living in harmony with nature and other people. They further described that spiritual 

well-being can be expressed as thanks to nature, ancestors, and others, taking care of each 

other, and having a peaceful outlook and hopefulness in the face of death. 

In addition, Shirahama and Inoue (2001) conducted interviews about the 

definition of spiritual care with a physician, a nurse, a care giver, and a Buddhist clergy 

as an extended part of this study. It was found that only the response of the Buddhist 

priest reflected the informants’ idea of spiritual care of the dying; therefore, authors 

indicated that health care professionals and ordinary people might have very different 

conceptions of spiritual care. 

There are some problematic issues in this study which might affect its credibility. 

In spite of the main purpose of this study, exploring the definition of spirituality, they 

never explicitly defined “spirituality”. Their guiding questions of interviews tried to 

directly address the informants’ own definition of spirituality, and the authors mentioned 

the popular understanding of the word “spirituality” among the informants. However, 

they directly went on to the discussion of spiritual care and spiritual well being and did 

not provide any results about informants’ definition of spirituality. Also, there is still a 

question about whether the informants with such diverse ages really knew or understood 

the term “spirituality”. Considering the fact that the Japanese Health Ministry’s Council 

could not find an appropriate word for spirituality in 1998 and most respondents in 

Tazaki’s research study confessed the ambiguity of the word spirituality, it seems to be 

difficult for ordinary people to actually comprehend meaning of spirituality and respond 
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to the guiding questions at that time. In fact, informants considered spiritual care as 

caring for the dead and spirits. Moreover, we could not see the process how they 

conceptualized and defined “spiritual well-being”. Therefore, the transferability of this 

research might be questionable. 

Lastly, Takahashi, Hara, Shimoinaba, and Tsuneto (1996, p. 53) conducted a 

retrospective analysis of the chart summaries of 163 terminally ill cancer patients in a 

Christian hospital. The study explored factors involved in the spiritual pain and care of 

patients in the hospice. The authors defined spiritual pain as “having doubts or questions 

about the meaning of life and existence that the person had depended on in his/her life 

when he/she encounters suffering or hardship.” Under this definition, 42% of the patients 

in this study were observed to have spiritual pain during their hospitalization, while 47% 

were not considered to have it. Five percent of the patients did not seem to express 

spiritual pain but health care worker perceived that they must have had some. It was 

assumed that spiritual pain was expressed as the quest for the meaning of life (44%), 

questions about suffering (31%), lack of true love in relationships (25%), sense of guilt 

(22%), and lack of hope (22%). The most beneficial factors in providing spiritual care for 

the patients seemed to be close commitment of staff members (98%), the cooperation of 

the family (88%), and helpful influence from people with religious background or 

training (51%) because 51% of the patients changed positively after such interventions. 

The remarkable changes of patients were a deeper experience of true love (21%), 

reconciliation in relationships (15%), conversion of the system of values (7%), and a new 

perception of hope (6%). Experience of true love referred to as being accepted his/her 
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existence by family and surrounding people and gaining energy to continue to live based 

on this acceptance. The factors resulting from this study were family support (44%), 

caring from health care workers (38%), accurate understanding of their condition (24%), 

and religious intervention (19%). 

From the results of this study, the authors proposed a model of the process by 

which spiritual pain emerges and can be treated. Sufferings and hardships provoked 

spiritual pain among these patients. However, caring with love from family members as 

well as health care workers will facilitate and help the patients to find a new meaning of 

life or existence. The authors concluded that in caring for  patients with spiritual pain, the 

most important goals for staff are to build a deep relationship of trust with both patients 

and family and to demonstrate the kind of true love which can help in the healing of 

spiritual pain. 

The hospice where the authors carried out the research is one of the most famous 

hospices in Japan with a reputation for providing sound terminal care; thus, the clinicians 

there are considered to be among the leading Japanese experts in the field of terminal 

care. This study exclusively relied on clinicians’ observations instead of the reflections of 

the patients. They derived the definition of spiritual pain and factors related to the 

spiritual care from the health care workers. It showed that finding one’s existential 

meaning in the relationship with family members or others or being accepted their 

existence by them may be very important for terminal ill patients. 

In summary, the results from these studies into Japanese spirituality provide some 

basis for the present research. First, the descriptions of spirituality are useful in designing 
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a measure of Japanese spiritual perspectives. Spirituality or religiousness among Japanese 

people emphasize the following concepts: detachment (in Buddhist sense), sense of 

connections to nature/ancestors/and supernatural power, life principles, houon kansha (to 

thank others and repay neighbors’ kindness through actions), and being accepted his/her 

existence. Second, the research conducted on people facing end of life suggests that 

spiritual issues are important at this time of life and may influence well-being. The 

author’s research will focus on spirituality from the perspective of the respondents rather 

than the health care providers, which differs from the research conducted in the hospice. 

Lastly, instead of attempting to exclude all the religious aspects, the conceptualization of 

spirituality for this study will include some religious aspects which are unique to 

Japanese and have already taken root in Japanese people’s worldview. 

Spiritual Transcendence / Religiousness and Well-Being in the Western Literature 

Salutary effects of spirituality/religion on well-being have been found in the 

western literature. Koenig’s review (1995) concluded that most studies examining of 

spirituality have found a positive relationship between religious beliefs, behaviors, and 

mental or physical health. In general, spirituality and religion contribute to lowering the 

risk of certain diseases (i.e., heart disease, emphysema, stroke, and kidney failure, etc.) 

and overall mortality (Larson et al., 2000; Musick et al., 2000; Seybold & Hill, 2001). An 

inverse relationship between religious commitment and hypertension was found in 

various studies, and it is indicated that strongly committed people have demonstrated 

significantly lower blood pressure, fewer strokes, better health, and less pain from cancer 

and other illness or surgery than similar persons with lower religious commitment 
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(Koenig, 1997). Both religious affiliation and regular attendance at religious services 

seemed to influence the need for and length of hospitalization (Koenig & Larson, 1998).   

Positive associations between spirituality and mental health were also reported in 

many studies. The Durham Veterans Administration Mental Health Survey revealed that 

religious coping is negatively related to depressive symptoms and major depressive 

disorders among hospitalized male patients. In addition, religious elders are found to be 

less likely to become depressed even when confronted with negative life events such as 

physical illness (Moberg, 2001). Spirituality and religion have positive associations with 

well-being, such as life satisfaction, morale, successful aging, and so on. Also it was 

found out that higher religiousness and spirituality are associated positively with lower 

levels of death anxiety, fewer suicides, marital satisfaction, and negatively with 

delinquency, criminal behaviors, and drug/alcohol use (Larson et al., 2000; Moberg, 2001: 

Musick et al., 2000; Seybold & Hill, 2001). 

However, there are also some pathological effects of spirituality/religion found in 

the literature, such as being authoritarian, blindly obedient, fragmented, strictly extrinsic 

or self-beneficial. These attitudes sometime result in child abuse and neglect, intergroup 

conflict and violence, or false perceptions of control with medical neglect. In addition, 

religious affiliation’s negative influence on people’ mental health was reported (Larson et 

al., 2000; Moberg, 2001: Musick et al., 2000; Seybold & Hill, 2001). 

In addition to general empirical findings about religiousness and spirituality, 

research studies using the Spiritual Perspective Scale (SPS) developed by Reed (1986) as 

a measurement of spirituality will be specifically reviewed here. The first study compared 
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religiousness and wellbeing between 57 terminally ill and 57 healthy groups of adults. 

Four variables, such as age, gender, education, and religious affiliation were matched in 

these two groups. The Religious Perspective Scale (RPS), the former version of the SPS, 

and the Index of Well-being (IWB) were used to measure the levels of religiousness and 

well-being respectively. The result showed that terminally ill adults reported significantly 

higher religiousness than healthy adults (t = 3.11, p < .001). In addition, there was no 

significant difference between the two groups on well-being despite the fact that one 

group was terminally ill and one was healthy. Moreover, a positive relationship with 

statistical significance(r = .43, p < .001) between religiousness and well-being was found 

in the healthy adults, but not in the terminally ill adults. 

Reed’s second study (1987) was expanded the first study (1986) to further 

investigate the association between spirituality and well-being among 100 terminally ill 

hospitalized adults, 100 nonterminally ill hospitalized adults, and 100 healthy 

nonhospitalized adults. Subjects’ age, gender, years of education, and religious 

background were matched in all three groups. The SPS and IWB were used again in this 

study. The results of planned comparisons analysis showed that the terminally ill 

hospitalized group had a significantly greater spiritual perspective than the other two 

groups [F (1, 297) = 5.16, p = .02]. Also a positive relationship between spiritual 

perspective and well-being in the terminally ill hospitalized adults was found (r = .22, p 

< .02). The relationship did not show significance either in nonterminally ill hospitalized 

adults, and healthy nonhospitalized adults. Based on those two studies, it was proposed 
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that greater spirituality in terminally ill adults may have reflected their adjustments 

associated with approaching toward the end of their life (Reed, 1986; 1987). 

In summary, there is a body of research that indicates the significance of a 

relationship between spiritually-related or religious variables and well-being in adults 

who are older or who are ill. Early research conducted by Reed as well as later research 

by others support the idea that spiritual forms of self-transcendence are empirically and 

clinically important to well-being, at least among elders in the Western culture. 

Conclusion 

Many research findings between spirituality and health/well-being have been 

already found in the Western countries, while spirituality per se has not been described 

clearly nor studied much in Japan. Cultural and religious backgrounds influence 

understanding of spirituality, and it may be impossible to have a universal definition or 

concept mapping of spirituality. However, although the concept of Japanese spirituality 

has not been clarified yet, it is time to move on to test its association with health based on 

findings from Western literature, using a Japanese perspective of spirituality. This 

conceptualization was presented in Chapter 1. 
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CHAPTER III: METHODOLOGY 

This chapter describes the design, sample, procedure, instruments, and data 

analysis for each research question in this study. The proposed study investigated the 

relationships between vulnerability, self-transcendence, and well-being among Japanese 

hospitalized elderly. The method was guided in part by the measurement model of the 

study (Figure 3). 

The following research questions will be addressed: 

1. What are the bivariate correlations among all of the variables? 

a) What are the relationships among the independent variables represented 

by the two constructs, Vulnerability (variables are: health status, Resource 

availability, and Past vulnerable experience) and Self-Transcendence 

(variables are: psychosocial self-transcendence, spiritual self-

transcendence)? 

b) What are the relationships between the Vulnerability independent 

variables (Health Status, Resource Availability, and Past Vulnerable 

Experiences) and each of the Well-Being variables (Life-Satisfaction and 

Depression)? 

c) What are the relationships between the Self-Transcendence independent 

variables (Psychosocial Self-Transcendence and Spiritual Self-

Transcendence) and each of the Well-Being variables (Life-Satisfaction 

and Depression)?  
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FIGURE 3: The Measurement Model of the Proposed Study: Constructs, Concepts and Empirical Indicators in the 
Relationships of Vulnerability and Self-Transcendence to Well-Being in Japanese Hospitalized Elders 
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2. Are any of the relationships among the following variables linear or curvilinear? 

a) Between each of the vulnerability variables and self-transcendence 

variables? 

b) Between spiritual self-transcendence and depression? 

c) Between spiritual self-transcendence and life-satisfaction?  

3. What Vulnerability and Self-Transcendence variables taken together best explain 

the variance in each Well-Being variable (Depression and Life-Satisfaction)? 

4. Which type (Vulnerability or Self-Transcendence) of variables explain more 

variance in Well-Being? 

5. What role do the self-transcendence variables play in the relationship to well-

being? 

a) Does self-transcendence mediate the relationship between Vulnerability 

and Well-Being? 

b) Does self-transcendence moderate the relationship between Vulnerability 

and well-being? 

c) Does self-transcendence have a direct effect on well-being? 

Design 

The design of a research study is the glue that bonds the research questions or 

hypotheses to the research results. Therefore, selecting an appropriate design is critical to 

the investigator’s ability to answer the research questions (Polit & Hungler, 1999). In this 

proposed study, a non-experimental, descriptive correlational study was used to answer 

the six research questions. Nonexperimental correlational research involves examining 
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the size and direction of a relationship among variables (Shadish, Cook, and Campbell, 

2002). This study focused on the relationships between the empirical indicators of the 

constructs of vulnerability, self-transcendence, and well-being. Self-transcendence, the 

central phenomenon of interest in this study, is considered as an inner human 

characteristic, which is not amenable to randomization and is almost impossible to be 

controlled. Therefore, nonexperimental descriptive design was considered as the most 

suitable research design to capture the nature and intensity of relationships (Polit & 

Hungler, 1999). 

Sample and Setting 

A convenience sample of 110 Japanese hospitalized elderly was targeted for 

recruitment for this study. Sample criteria for study participation were as follows. 

Inclusion criteria were: 1) 65 years of age or older; 2) Hospitalized for a medical 

condition such as exacerbation of a chronic illness; 3) Speak Japanese and can understand 

the questions; 4) Reside in a Medical-Surgical unit in a hospital and 5) are able to have a 

45-minute interview. Exclusion criteria were: 1) Patients with dementia as determined by 

the Kaitei Hasegawa-shiki Kani Chino Scale (HDS-R)as shown in Appendix A, which is 

usually available and widely used in Japan as an evaluation tool for dementia; 2) Patients 

who are in critical condition or experiencing an acute health crisis. For example, all the 

patients in critical care units, telemetry units, or post anesthesia care units (PACU) and 

patients who were suffering from pain, difficulty breathing, nausea, fatigue, or other 

severe symptoms due to a medical condition or side effects from medical treatments were 

excluded from this study. Following these criteria, out of 110 subjects whom the 
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investigator contacted, four of them were identified as demented, and one withdrew from 

participation in the middle of the study, obtaining a total sample of 105 eligible 

participants. 

Nunnally & Bernstein (1994) state that at least ten subjects per predictor will be 

needed to even hope for stable prediction equation. The proposed theoretical framework 

includes five independent variables: Physical health status, resource availability, past 

vulnerable experience in the construct of vulnerability, and self-transcendence and 

spirituality in the construct of self-transcendence. Thus, this study required at least 50 

subjects. Cohen (1988) also provides a formula for determining sample size for 

regression analysis, given an effect size index. Following this formula, in order to have a 

power of 0.80, an alpha of 0.05, with moderate effect size of .13, this study needed 92 

participants. Moreover, Knapp and Brown (1995) referred to a need of having minimum 

of 3 or 5 subjects per item for factor analysis. The Japanese Spiritual Perspective Scale, 

which has the largest number of items in the study instruments, consists of 17 items; 

therefore, at least 51 participants are required to do factor analysis. Accordingly, the 

sample size of 105 would be adequate to establish confidence in statistical analysis for 

this study. 

The 105 volunteer participants were obtained from four general hospitals in the 

city of Sapporo, Japan, where the administrators gave the investigator permission to 

conduct this study. The selected hospitals have medical-surgical units. General medical-

surgical units in Japan hold many older patients whose medical conditions are not life-

threatening, acute, or serious. In addition, each four hospitals were located in a different 
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area of the city. The size of the hospitals, in terms of the number of inpatient beds, varied 

from 50 to 500, giving opportunities to encounter diverse patients. 

Instruments 

Health Status and Demographic Information 

The questionnaire of Health Status and Demographic Information was constructed 

by the investigator for this study. This instrument served two purposes for this study; to 

understand sample characteristics of the study participants and to assess the level of 

vulnerability of the respondents. Both English and Japanese versions of Health Status and 

Demographic Information as well as other study instruments were found in Appendix B. 

Vulnerability Measures 

Three concepts of the construct of vulnerability were incorporated in the 

questionnaire of Health Status and Demographic Information as presented in Table 4. 

Most of the items in this instrument addressed the three concepts: Health Status, 

Resource Availability, and Past Vulnerable Experiences. This measure was initially 

intended to assess overall vulnerability by adding up scores of each three concepts; 

however, considering that the three concepts assessed different aspects of a person’s 

vulnerability, obtaining one overall score of vulnerability may not be appropriate. 

Therefore, instead of having an overall composite score of vulnerability, the level of 

vulnerability in each concept (i.e., health status, resource availability, and past life events) 

were evaluated and used as the study variables. The items were developed by the 

investigator for this study based on the literature on vulnerability (Aday, 2001; Flaskerud 
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& Winslow, 1998; Rogers, 1997; Spiers, 2000) and the investigator`s theoretical 

framework. 

TABLE 4: Items and Item Number that Indicate the Concepts and Empirical 
Indicators of Vulnerability in the Questionnaire of the Health Status and 
Demographic Information 

Concepts Empirical indicator Item in the Questionnaire 
Item 

number 
    

Health Status Perceived Health 
Status 

How would you describe your 
present health status? 

7 

 Severity of Illness The severity of condition of the 
respondent 

14 

 Number of Chronic 
Illnesses 

Actual Number of Chronic Illnesses 16 

    

Resource 
Availability 

Social Status   
Age  Age  1 

 Gender Gender 2 
    

 Social Capital  4 
 Marital Status Marital Status 8 
 Current Living 

Arrangement 
Your Current Living Arrangement 9 

 Engagement in 
Group Activities 

Do you have a membership of a club 
or other? 

10 

  How often do you engage in group 
activities? 

 

    

 Human Capital  3 
 Educational 

Level 
What level did you complete? 5 

 Perceived 
Financial Status 

What do you consider your financial 
status? 

6 

    

Past 
Vulnerable 
Experience 

   

 Past Vulnerable 
Experience 

What, if any, significant event(s) has 
happened in the last 6 months? 

11 

 Intensity Please indicate how each event was 
intense for you. 

11 
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Health Status 

Health status was measured by three items: 1) perceived health status (Item 7), 2) 

a severity of illness rating (Item 14), and 3) number of chronic illnesses (Item 16). These 

three items represented subjective and objective approaches. The subjective item 

measured perceived health status based on the participant’s perception of his or her own 

health condition using a one-item question. Self-rated health is typically measured with a 

single question asking respondents to rate their health on a 4 or 5-point scale. In this 

study, participants were asked to rate their health status on a 5 – point Likert-type scale 

with potential responses ranging from “poor” (5) to excellent” (1) in response to the 

question: “How would you describe your present health?” (Note that the item was reverse 

scored to better represent level of vulnerability.) Health status measured as a single item 

assessment of one’s perception of current health is a well-accepted measure of global 

physical health in the research community (Schultz et al., 1994). Self-report health 

measures have been acknowledged as a useful and inexpensive way of assessing adult 

health status as evidenced by the robust relationships found between subjective health 

assessments and objective indicators of health status (Schulz et al., 1994). 

In addition, objective health status was measured based on a rating of the severity 

of illness condition of the respondent and number of chronic illnesses he or she has. The 

severity of the illness condition were assigned a 1 to 4, depending on whether their 

condition is temporary (1), a chronic condition is predominantly present (2), a more 

serious condition (3), and a terminal condition (4). The total Health Status score was 

calculated as the sum of the Perceived Health score, the Severity of Illness score, and the 
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number of chronic illnesses they had, which can be more than two indicating level of 

vulnerability in terms of health status. Calculating the score in this way acknowledged the 

importance of both the subjective and objective measures of health status. 

Resource Availability 

Resource availability was measured by three overall subareas: social status, social 

capital, and human capital. Social Status was assessed by age group and gender (the item 

1 and 2 of Health Status and Demographic Information). Based on the results of 

examining the correlation matrix, gender was included in the scale of resource 

availability. Age was categorized into five groups representing increasing levels of 

vulnerabilty (aged between 65 and 69, 70 and 74, 75 and 79, 80 and 84, and 85 or older), 

and the score was ranging from 1 to 5 with youngest group as a score of 1. Women were 

assigned a score of 2 and men a score of 1. Women are considered to be more vulnerable 

than men because women are found to be more likely to suffer depression as a result of 

domestic conflicts (Aday, 2001). The range of scores possible on this instrument is 2 to 7. 

Social Capital was evaluated by marital status (Item 4), current living 

arrangement (Item 8), social support (Item 9), and engagement in group activities (Item 

10), with each scored to reflect levels of increased vulnerability. Currently married 

participants had a score of 1 and not married a score of 2. The score of present living 

arrangement were assigned as 1 = living with spouse or family members and 2 = not 

living with family members. Social support was assessed by two statements: “There are 

people available who can help me when I am in need” and “There are people who care 

for me.” Responses were based on a five point scale ranging from 1 for strongly agree to 
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5 strongly disagree. Engagement in group activities was evaluated by whether or not a 

subject belongs to a membership of a club or other and how often they are involved in 

group activities. Having a membership and frequent engagement in group activities were 

rated lower in vulnerability. Possible scores on this instrument range from 6 to 21. 

Human capital was assessed by their educational level (Item 3), current 

employment status (Item 5), and perceived financial status (Item 6). The levels of 

education completed were rated following: elementary school = 5, middle school = 4, 

high school = 3, junior college or vocational school = 2, and college or graduate school = 

1, and lower levels of education represented higher vulnerability. Current employment 

status was assessed by full time, part-time employment, or retired and scored as 1, 2, and 

3, respectively. Perceived financial status was evaluated by a response to one question: 

“What do you consider your financial status?” The score was assigned to responses as 

very secure = 1, secure = 2, somewhat secure = 3, and not at all secure = 4. The total 

scores possible range from 3 to 12. Scores on each subarea were added up to obtain the 

composite score of resource availability. The total score ranged from 11 to 40 and reflect 

overall level of resource availability; the higher the score is, the fewer resources they 

have. 

Past Vulnerable Experiences 

Past vulnerable experience was measured in reference to the sum of the 

adversities they have experienced in the last six months, with each one weighted in terms 

of how intense they were for the respondent. This is similar to the Geriatric Schedule of 

Recent Life Events scale which adds up the number of life events the person has recently 
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experienced to generate a life stress score. This approach however, allowed the 

respondent to identify their own adverse events. The respondent identified their own list 

of significant events, and then was asked to rate each in terms of level of intensity, on a 

scale of 1 to 4, with a 1 indicating less intense. Possible scores on this instrument were 

equal to and more than 0. 

Self-Transcendence Scale (STS) 

The Self-Transcendence Scale (STS) developed by Reed (1991) was used to 

assess the level of psychosocial aspect of self-transcendence in this study (see Appendix 

B). This scale is a unidimentional 15 item Likert type of scale that measures a major 

psychosocial resource of developmental maturity (Reed, 1991). Participants were asked 

to rate on a 4-point scale ranging from 1 for “not at all” to 4 for “very much.” The total 

score reflects overall level of self-transcendence. Its reliability as estimated by 

Cronbach’s alpha ranges from .80 (Reed, 1989) to .90 (Kausch & Amer, 2007). This 

scale was developed based on a comprehensive literature review of both empirical and 

theoretical studies to specify the domain of content and careful construction and 

refinement of the items; thus, content validity of the STS is assumed. Construct validity 

of the STS is supported by the relationships of the STS to other variables. It was found to 

have statistically significant negative association with the levels of depression (Reed, 

1986, 1989, 1991), poor mental health (Reed, 1991). Significant positive correlations 

have been demonstrated between the STS and measures of well-being (Coward, 1991). 

In this study, a Japanese version of the STS developed by Suzuki & Reed (1999) 

with some modifications was used. The original English version of the STS was 



 107

translated by employing the operational translation strategy which gives high priority on 

loyalty to the original instrument and conceptualization. The concept of self-

transcendence is relatively new in Japanese context and has not been discussed and 

investigated in nursing research in Japan. As noted earlier, the STS has demonstrated 

adequate reliability and validity in American population. Although it seems that the 

concept of self-transcendence is not much different between American and Japanese 

people, using this operationally translated version of the STS to investigate Japanese 

population may reveal that to what extent American self-transcendence exists and what 

aspects of American self-transcendence may or may not be shared among Japanese 

population. That is, the original STS serve as a criterion referenced instrument to 

Japanese people. 

Japanese Spiritual Perspective Scale (JSPS) 

The Japanese Spiritual Perspective Scale (JSPS) is a new instrument developed by 

combination of symmetrical translation of the Spiritual Perspective Scale (Reed, 1986) 

and conceptualization of Japanese spirituality by an extensive literature review (see 

Appendix B). The intent of the JSPS is the same as the SPS, such that it attempts to 

measure “participants’ perceptions of the extent to which they hold certain spiritual views 

and engage in spiritually-related interaction” (Reed, 1986). The JSPS has 17 items with a 

Likert scale format anchored with descriptive words to indicate frequency of the behavior 

or degree of agreement. Following the original SPS, the response to each item is rated 

using a 6-point Likert-type scale with descriptive words that correspond to each number, 

such as: (1) Not at all or (1) Strongly disagree; and (6) About once a day or (6) Strongly 
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agree. The JSPS is scored by calculating the arithmetic mean across all items, for a total 

score that ranges from 1.0 to 6.0, with 6.0 indicating greater spiritual perspective. 

Reliability and validity for the JSPS was examined in the current study. Prior to 

use in the actual study, first, content validity assessment of each item proposed by Lynn 

(1986) was conducted by a panel of four judges. Two of them were faculties in the 

college of nursing in Japan, one of them was a faculty in East Asian Studies, and the 

other was a Japanese American who was knowledgeable about Japanese religions. Only 

those four judges were accessible for this assessment. Due to the difficulty in 

understanding the notion of spirituality or religiousness from Japanese perspective, all the 

judges, however, expressed their difficulties in rating relevancy of each item of the scale 

to the concept of Japanese Spirituality. 

The judges were asked to rate the content relevance of each item on the JSPS 

using a 4-point ordinal rating scale (1 = not relevant; 2 = unable to assess relevance 

without item revision or item is in need of such revision that it was no longer relevant; 3 

= relevant but needs minor alteration; 4 = very relevant and succinct). The proportion of 

items that received a rating of 3 or 4 by the judges indicated the Content Validity Index 

(CVI). 

Lynn (1986) suggested that items with CVI less than 1.0 cannot be accepted as 

content valid items when there are five or fewer judges. Based on four judges’ ratings, 

the CVI of item 1, 6, 12, 14 were .05, which was not adequate to be content valid. 

However, all the items were retained in the scale because of following reasons. The item 

1 was retrieved from the original SPS, and it may be beneficial to see to what extent 
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Japanese people rated on the item. The item 6 was related to the notion of “okage” 

[gratitude/appreciation] which was considered important for Japanese religious 

perspectives. The item 12 and 14 represented unseen super natural power or existence 

which is often considered as a main theme in Shinto. Thus, deleting those items was not 

considered to be appropriate. 

The JSPS were also shown to another university faculty in the department of East 

Asian Studies for further consultations and added some minor revisions in its wordings. 

Construct validity was assessed by examining the theorized relationships between the 

JSPS and depression/well-being and by factor analysis. Reliability was estimated by 

using Cronbach’s alpha as a measure of internal consistency for the total score, expecting 

to be at least .70, the standard for a new instrument (Nunnally & Bernstein, 1994). Item 

analysis, such as item-item correlation, item to total scale correlation were also examined 

to see if those correlations demonstrate acceptable values (between .30 and .70) for a new 

instrument. The results of reliability and validity assessments were discussed in Chapter 4 

and 5. 

Estimates of reliability and validity of the original SPS are very sound (Cronbach 

alpha consistently above .90 with little inter-item redundancy), and in terms of validity, 

SPS scores correlated significantly as expected with other spiritually-related measures. In 

addition, women score higher than men. 
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Geriatric Depression Scale (GDS) 

The Japanese translated version of the Geriatric Depression Scale (GDS) is 

selected to assess the level of depression (see Appendix B). This scale was developed 

specifically for the elderly populations and was less biased by the symptoms of somatic 

comorbidity many older people suffer from. The scale consists of 15 “yes/no” items, and 

higher scores are associated with greater depression. It is reported that most elderly 

patients found this yes-no format easier to fill in than the multiple choice format. It 

showed an adequate reliability with a coefficient alpha ranged from .87 to .88 and high 

convergent validity (r = .74) with the Zung self-rating depression scale (ZSDS) (Van-

Marwijk, Arnold, Bonnema, & Kaptein, 1993: Van-Marwijk, Hoeksema, Hermans, 

Kaptein, & Mulder, 1994). Although the reliability and validity of Japanese translated 

version of the GDS has not been reported yet, this scale has been frequently used in 

Japanese nursing research with older adults (Ide & Takaoka, 2002). 

Satisfaction with Life Scale (SWLS) 

The unidimentional Satisfaction with Life Scale (SWLS) (Pavot and Diener, 1993) 

was used to assess the level of well-being in this study (see Appendix B). The SWLS was 

developed to examine satisfaction with the participants’ life as a whole and an 

individual’s conscious evaluative judgment of his or her life by using the person’s own 

criteria. It does not “assess satisfaction with life domains such as health or finances but 

allows respondents to integrate and weight these domains in whatever way they choose” 

(Pavot & Diener, p. 164, 1993). 



 111

This five item scale was developed and refined from the original scale with 48 

items which reflected life satisfaction and well-being. Items are scored from one to seven 

and are summed to yield a total score ranging from 5 to 35. Higher scores demonstrate 

higher satisfaction with life. The SWLS has been extensively used in variety of 

populations including elderly (Pavot and Diener, 1993; Vallerand, O’Connor, & Blais, 

1989).  It showed an adequate reliability with a coefficient alpha ranging from .79 to .89 

and a test-retest stability coefficient with two weeks to two months interval ranged 

from .82 to .84 in several studies (Diener et al., cited in Pavot & Diener, 1993). It is 

indicated that initial validity evidence comes from groups scoring lowest on the SWLS 

including psychiatric patients, prisoners, students in poor and turbulent countries, and 

abused women. Considerable evidence for the convergence validity of the SWLS was 

provided showing positive correlations (r ranged from .50 to .68) with several well-being 

and life satisfaction scales (Diener et al, 1985; Pavot et al., 1991), and discriminate 

validity has been confirmed by strong negative correlation (r = -.72, p = .001) between 

the SWLS and the Beck Depression Inventory (Beck et al., cited in Pavot and Diener, 

1993). 

The SWLS has been translated in several languages including French, Dutch, 

Russian, Korean, Hebrew, and Chinese. In fact, there is a Japanese version which was 

translated and used once in Japanese population that Diener introduced to the investigator. 

The psychometric property of the Japanese translated version, however, has not been 

examined. 
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Preliminary Test of the Study Instruments 

In this study, some instruments were Japanese translated versions of American 

instruments. One issue in this translated version was that the wording may be a little 

difficult for the older adults. As Streiner & Norman (2003) indicated, the scale should not 

require reading skills beyond that of a 12-year-old. In addition, vulnerability measures, 

JSTS, and JSPS were newly developed instruments for this study. Thus, in order to make 

sure the clarity of questions and answers of the study instruments for Japanese elderly, 

five monolingual lay Japanese elders were asked to review all the instruments prior to the 

actual research. Based on the feedback from the lay Japanese elders, some modifications 

were added to the instruments. For example, in the initial vulnerability measures, items 

were listed according to each concept of vulnerability and labeled as health status, 

resource availability, past life events; however, the lay elders pointed out that it was not 

easy to answer in this sequence and that they were confused about what were resource 

availability. Thus, the items were arranged by relevance and did not put any labels of 

concept of vulnerability. 

For the original STS participants were asked to rate on a 4-point scale ranging 

from (1) for “not at all” to (4) for “very much”; however, the format of answers were 

changed and anchored by phrases accordingly each question. For example, for Item 11, 

“Accepting death as a part of life”, instead of using “not at all” and “very much”, 

responses were rated 1 for “not at all accept” to 4 “very much accept”. For the JSPS, only 

minor revisions for wording were made. 
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Procedure 

Prior to the actual study, the investigator tested out the research procedure by 

asking five healthy Japanese elders to complete the interview and evaluate their 

experience. Initially, the amount of time spent to complete this interview session was 

estimated within 30 minutes. In fact, it was found out that all the interview session 

including informed consent process took approximately 45 minutes. 

The sample for this study was recruited from four hospitals in Sapporo, Japan. At 

the initial meeting with the administrators of the selected hospitals, the implementation 

plan of the study was discussed, and permission to conduct the study was obtained. The 

site authorization forms are found in Appendix C. Then the administrators introduced the 

investigator to either nursing managers of the hospitals or the units where the study was 

actually conducted as a specific contact person. The eligibility criteria for the sample of 

this study were given to the contact persons so that they could refer potential respondents 

to the investigator when they found eligible participants. In addition, specific dates of the 

investigator’s visits to each hospital or unit were determined in advance. In most cases, 

prior to the investigator’s visit, the nursing managers assessed if eligible patients were 

mentally alert and not in a critical condition, explained the study, and obtained oral 

permission for the investigator to approach them. When the investigator actually visited 

them, further details of the study were explained to the potential participants using the 

Informed Consent form (Appendix D). 

The investigator followed the guidelines to secure written informed consent. All 

the interview sessions were conducted in a separate room (e.g., a conference room in the 
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unit) or a lobby in the hospital where the subject resided in order to protect their privacy 

and confidentiality. After obtaining informed consent, the Hasegawa-shiki Kani Chino 

Scale (HDR-S) (Kato & Hasegawa, 1991) was administered to see if the subject was not 

demented. The HDR-S is widely used as an evaluation tool of cognitive deficit of older 

people in Japan. Only those who were determined not to have dementia by this scale, 

continued to be asked to respond in interview format to questions from the questionnaire 

of Health Status and Demographic Information, the Self-Transcendence Scale (STS), the 

Japanese Spiritual Perspective Scale (JSPS), the Geriatric Depression Scale (GDS), and 

the Satisfaction with Life Scale (SWLS). The instruments were administered in this order, 

so that general descriptive and health-related questions were addressed first, which are 

less intrusive, followed by more personal questions, and concluding with a more 

emotionally neutral instrument. An interview format was used to help ensure consistency 

across respondents in understanding and completing the instruments. The investigator 

showed each response scale, enlarged, to the respondent so that they can see and point to 

their response if needed. 

When they seemed to become fatigued, a short 10 minutes break was planned; 

however, none of the participants requested a break. At the end, the respondents were 

asked if he or she had any questions or wished to add any comments. 

Human Subjects Approval Process 

The study was approved by the Human Subjects Committee at the University of 

Arizona and the Office of Nursing Research at the University of Arizona College of 

Nursing. Copies of the approval letters can be found in Appendix E. A written description 
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of the study and the consent form were read to the potential subjects before their 

participation in the study. This consent form informed the participants of the general 

purpose, the reason why they were asked to participate in this study, and procedure of the 

study. Risks, benefits, costs were also informed to the participants, and the voluntary 

nature of their participation and their right to withdraw from the study at any time 

without penalty and adverse effects were assured. The copy of the consent form in 

Japanese was provided to each participant. The subjects were explained that their 

identities would be confidential by not revealing any individual names. 

Because of the difficulty in understanding the terms such as vulnerability, self-

transcendence, spirituality for elders in Japan, the title of the consent form was “well-

being in Hospitalized Japanese Elders” instead of using the full title of this research study. 

It was explained that the specific purpose of this study is to investigate the 

institutionalized elder’s life experiences and perception of their health. The name and 

telephone number of the researcher were given to subjects, and participants were told that 

any questions and concerns about their participation in this study would be answered by 

the researcher before or after consent. 

Data Analysis Plan 

Descriptive statistics (frequency counts, means, ranges, and standard deviations) 

were used to examine the sample characteristics and distribution of scores, and to check 

for scoring errors. Prior to analyzing the research questions, psychometric testing of the 

instruments (internal consistency, item analysis, and factor analyses for the Japanese 

translated version of Self-Transcendence Scale and Japanese Spiritual Perspective Scale) 
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were conducted to determine the reliability of the instruments. The research questions 

were analyzed by Pearson’s correlation and bivariate and multiple regression analyses. 

Specifically, the research question one was analyzed by Pearson’s correlation. For the 

research question two, bivariate linear and quadratic regression analyses were conducted. 

The research question three and four, were examined by multiple regression analyses. 

Forced entry methods of multiple regression was used predominantly. In addition, for the 

research question three, stepwise regressions were also conducted to further explore the 

relationships. The research question five was examined by a series of multiple 

regressions suggested by Baron and Kenny (1986). Lastly, the participants’ response to 

the open-ended question in the STS and JSPS were analyzed thematically. 
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CHAPTER IV: FINDINGS 

This chapter provides the statistical analysis to examine the magnitude, direction, 

nature, and significance of relationships among the study variables. The sample 

characteristics are presented using descriptive statistics and organized into the framework 

of the construct of vulnerability. Reliability of instruments used in this study is also 

assessed. The study variables are analyzed using various statistical procedures such as 

correlations, linear and quadratic, or multiple regressions, in order to answer the research 

questions. 

Characteristics of the Sample 

A total of 105 elderly patients were recruited from four hospitals located in the 

metropolitan Sapporo area in Japan for this study. The participants consisted of 62 males 

(59%) and 43 females (41%) between ages 65 and 94 years with a mean age of 74.0 years 

(SD = 6.30). Participants’ marital status included 74 married (70.5%), 4 divorced (3.8%), 

24 widowed (22.9%), and 3 single (2.9%). Most participants either lived with their 

spouse (n = 56), other family members (n = 30), or non-family members (n = 2), whereas 

17 lived alone. 

Primary medical diagnoses of the participants were as follows: respiratory disease 

(n = 29) such as pneumonia, chronic obstructive pulmonary disease, or asthma, 

cardiovascular disease (n = 28), cancer (n = 22), renal disease (n = 17), arthritis and 

musculoskeletal problems (n = 5), stroke (n = 2), and other (n = 2). The length of stay in 

hospitals of the respondents ranged from 1 to 103 days, with a mean of 19.7 days (SD = 

20.78). In the majority of participants (n = 73), chronic conditions were predominantly 
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present, 28 were in a temporarily condition, and four respondents were in a terminal 

condition. They had 0 to 4 chronic conditions including their primary medical diagnosis, 

with a mean number of 1.5 chronic diseases. Nonetheless, most of participants (n = 63) 

reported their present health status as excellent, followed by good (n = 15), average (n = 

14), fair (n = 11), and poor (n = 2). 

The educational level of the participants ranged from 5 to 16 years, with a mean 

of 10.6 years (SD = 2.34). Type of degree they hold varied including college (n = 7), 

junior college or vocational school (n = 7), high school (n = 48), middle school (n = 38), 

and elementary school (n = 5) degree. The majority of the participants (n = 88) were 

retired, whereas 17 were employed (9 full-time, 8 part-time) at the time they were 

interviewed. The data showed that participants rated their financial status differently, 

including very secure (n = 21), secure (n = 45), somewhat secure (n = 27), and not at all 

secure (n = 12). Among the participants, 45 had a membership of a club, while 60 did 

not. In the past 6 months at the time of the interview, 58 respondents (55.2%) reported 

that they experienced significant life event(s), but 47 (44.8%) did not. 

The sociodemographic variables of respondents were organized to measure the 

level of vulnerability. Table 5a, 5b, and 5c presented descriptive statistics of the variables 

of the concepts of health status (present health status and number of chronic illnesses) 

and resource availability (social status, social capital, and human capital) of the construct 

of vulnerability.  
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TABLE 5a: Demographic Characteristics of the Sample (N = 105) Organized by the 
Concept of Health Status of the Construct of Vulnerability 

 

 Range Mean SD n (%) 

Present Health Status 
Perceived health status 

Poor 
Fair 
Average 
Good 
Excellent 

 
1-5 
 
 
 
 
 

 
4.2 
 
 

 
1.14 
 
 
 
 

 
 
2 (1.9) 
11 (12.4) 
14 (13.3) 
15 (14.3) 
63 (63) 

Severity of conditions 
A temporary condition 
A chronic condition 
A more serious condition 
A terminal condition 

1-4 1.8 .62  
28 (26.7) 
73 (69.5) 
0 
4 (3.8) 

Number of Chronic Illnesses 
0 
1 
2 
3 
4 

0-4 1.5 .91  
11 (10.5) 
50 (47.6) 
31 (29.5) 
10 (9.5) 
3 (3.8) 

 
TABLE 5b: Demographic Characteristics of the Sample (N = 105) Organized by the 

Concepts of Resource Availability (Social Status and Social Capital) of the 
Construct of Vulnerability 

 Range Mean SD n (%) 

Social Status 
Age 

65-69 
70-74 
75-79 
80-84 
85 or over 

 
65 - 94 

 
74.0 

 
6.30 

 
 
35 (33.3) 
21 (20.0) 
29 (27.6) 
14 (13.3) 
6 (5.7) 

Gender 
Men 
Women 

    
62 (59) 
43 (41) 
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TABLE 5b: – Continued 
 

 Range Mean SD n (%) 

Social Capital 
Marital Status 
Married 
Divorced 
Widowed 
Single 

 

    
 
74 (70.5) 
4 (3.8) 
24 (22.9) 
3 (2.9) 
 

Current Living Arrangement 
Spouse 
Family Members 
Alone 
Not alone but not with family members 

    
56 (53.3) 
30 (28.6) 
17 (16.2) 
2 (1.9) 
 

Social Support 
“There are people available who can help 
me when I am in need” 

Strongly agree 
Agree 
Not sure 
Not agree 
Strongly disagree 
 

    
 
 
77 (73.3) 
20 (19.0) 
5 (4.8) 
2 (1.9) 
1 (1.0) 

“There are people who care for me” 
Strongly agree 
Agree 
Not sure 
Not agree 
Strongly disagree 
 

    
89 (84.8) 
14 (13.3) 
0 (0.0) 
1 (1/0) 
1 (1.0) 

Engagement in Group Activities 
Membership of a club or other 

Yes 
No 
 

Frequency of engaging in group activities 
Everyday 
A few times a week 
A few times a month 
A few times in a year 
Not at all 

    
 
46 (43.8) 
59 (56.2) 
 
2 (1.9) 
21 (20.0) 
18 (17.1) 
6 (5.7) 
58 (55.2) 
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TABLE 5c: Demographic Characteristics of the Sample (N = 105) Organized by the 
Concepts of Resource Availability (Human Capital) of the Construct of 
Vulnerability 

 Range Mean SD n (%) 

Human Capital 
Years of Education 
Highest Level of Education 

Elementary School 
Middle School 
High School 
Junior College / Vocational School 
College 

 

 
5-16 

 
10.6 

 
2.34 

 
 
 
5 (4.8) 
38 (36.2) 
48 (45.7) 
7 (6.7) 
7 (6.7) 
 

Current Employment 
Full-time 
Part-time 
Retired  

 

 
 

   
9 (8.6) 
8 (7.6) 
88 (83.8) 

Perceived Financial Status 
Very secure 
Secure 
Somewhat secure 
Not at all secure 

 

    
21 (20.0) 
45 (42.9) 
27 (25.7) 
12 (11.4 

Sixty seven participants (63.8%) did not have any religious affiliation, and the rest 

of participants reported their religious affiliation as follows: 17 (16.2%) were Buddhist; 

three (3%) were Shintoist; two (1.9%) were both Buddhist and Shintoist; and 16 (15.2%) 

were believers of other new Japanese religions. No one in the sample identified as 

Christian or Muslim. Those who had a religious affiliation rated the importance of their 

religion as very important (n = 16), somewhat important (n = 13), don’t know if it is 

important (n = 4), somewhat unimportant (n = 4), and not at all important (n = 8). 

Participants’ responses about the reason why the religion is or is not important for them 

are listed in Table 6. 



 122

TABLE 6: Respondents` Comments Related to the Reason Why Their Religion Is or 
Is Not Important 

 

Comments n 

Religion is important  

Comments related to ancestor worship:  
Ancestor worship is important for me 3 
We exist because of our ancestor 2 
Our family maintain the religion for many generations 9 
Protecting our family Buddhist or Shinto alter is important 7 
Pray for our family’s Buddhist altar every day 
 

5 

Comments related to effect of religion as an emotional or mental support:  
Emotional and/or mental support 7 
Help me in a daily life 
 

1 

Other Comments:  
I had a miraculous experience about a religion 1 
Our life itself is Buddha 1 

  

Religion is not important  

I rely on medicine or science, do not intend to rely on religion 
 

 
1 

We practice our religion when we can; do not have to sacrifice 
everything for it. 
 

 
1 

I do not want to get involved too much in a religion because some 
people try to take advantage of us or cheat us in a religious group. 
 

 
1 

Characteristics of Study Variables 

The data distributions for each study variable were first examined for normality 

by two tests: the Kolmogorov-Smirnov (K-S) and Shapiro-Wilk (S-W) tests, which 

compared the set of scores in the sample to a normally distributed set of scores with the 

same mean and standard deviation (Field, 2003). If the results of the tests are not 

significant (p ≥ .05), the distribution of the sample is not significantly different from a 
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normal distribution. Among the scales used to measure study variables such as 

vulnerability measures of health status, resource availability, past vulnerable experience, 

Japanese translated version of Self-Transcendence Scale (JSTS), Japanese Spiritual 

Perspective Scale (JSPS), Geriatric Depression Scale (GDS), and Satisfaction with Life 

Scale (SWLS), only JSPS showed non-significant results (p > .20). In addition, it was 

found out that instead of using raw scores, when each variable of vulnerability in 

resource availability was standardized and added to obtain the total score of vulnerability 

in resource availability, the data distribution became not significantly different from a 

normal distribution as evidenced by the results of K-S (p > .20) and S-W (p > .10) tests. 

The distributions of study variables were also assessed for skewness and kurtosis 

by the Fisher`s measure, which is calculated by dividing the measure of skewness (or 

kurtosis) by the standard error for skewness (or kurtosis). Values above +1.96 or below -

1.96 are interpreted as statistically significant skewness and kurtosis at the .05 level 

(Munro, 2001). Three variables such as vulnerability in health status (-2.56), JSTS (-3.90), 

and SWLS (-2.03) were significantly negatively skewed, and vulnerability in past life 

events (2.54) was significantly positively skewed. In terms of kurtosis, only one variable, 

GDS, demonstrated significant kurtosis by Fisher`s measure (-1.961). Thus, the data 

distribution of the GDS in this sample may be a little platykurtic. 

Negatively skewed distributions on health status, JSTS, SWLS implied that the 

hospitalized elders of the study sample were relatively vulnerable in health status but 

showed higher level of self-transcendence and life satisfaction. Moreover, there may be 
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larger proportion of people who were likely to be depressed as evidenced by the result of 

significant negative kurtosis of the score distribution. 

Outliers were examined by inspecting descriptive statistics and boxplots. Outliers 

were traditionally labeled if the value locates more than three standard deviations from 

the mean (Munro, 2001). Only one value was identified as an outlier in the STS; the 

value of the case 14 located 3.23 standard deviations from the mean. The boxplots of data 

distributions of the study variables were shown in Figure 4 (for Vulnerability in Health 

Status, Resource Availability, and Past life events), Figure 5 (for STS, JSPS), and Figure 

6 (for GDS and SWLS). The examination of the boxplots indicated no extreme outlier 

which is more than three interquartiles from the upper or lower edges of the box but some 

minor outliers, in which values are between 1.5 and 3 interquartiles from upper and lower 

edges of the box, in vulnerability in resource availability, JSTS, and JSPS. The outliers 

were examined to see if they produced different results in the subsequent analysis; 

however, the results with or without the outliers were similar. Thus, the outliers were 

retained in the data as suggested by Munro (2001). 
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Vulnerability in Past Life 
Events

Vulnerability in Resource 
Availability 

 Vulnerability in Health 
Status
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* ○ indicates minor outliers 

FIGURE 4: Boxplots of Scores in Vulnerability in Health Status, Resource Availability, 
and Past Life Events 
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FIGURE 5: Boxplots of Scores of Translated Version of Japanese Self-Transcendence 
Scale (JSTS) and Japanese Spiritual Perspective Scale (JSPS) 
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FIGURE 6: Boxplots of Scores in Geriatric Depression Scale (GDS) and Satisfaction 
with Life Scale (SWLS) 

Reliability of Instruments 

Vulnerability Measures 

The level of respondents` vulnerability was assessed by three concepts: health 

status, resource availability, and past vulnerable experience, and all three evaluated 

different perspectives of vulnerability. The level of vulnerability was estimated by 

examination of various aspects of respondents’ health and sociodemographic 

background; assessing internal consistency as a whole is not appropriate for this measure. 
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In addition, the score of past vulnerable experience was evaluated only by the product of 

number of significant life events that happened to a respondent in the past six months and 

the intensity of each event. Thus, no further analysis of this indicator was conducted. 

The composite score of health status was created by adding the score of three 

health related characteristics: perceived health status, severity of condition, and number 

of chronic illnesses. The higher the score, the higher the vulnerability in health status. 

The three characteristics used different rating systems, for example, perceived health 

status was assessed by five levels, while severity of condition was evaluated by four 

levels. To standardize, the three scores of health status were transformed into z scores to 

compute the total composite score of health status. Correlations among each item as well 

as between each item and total score of health status are presented in Table 7. All three 

items demonstrated significantly high correlations (r’ s more than .65, p <.01) to the total 

score of health status. 

TABLE 7: Intercorrelations of Each Variable and Correlations of Each Variable to 
Total Score of the Concept of Health Status (N = 105) 

 

 1 2 3 

1.  Perceived Health Status -   

2.  Severity of Condition .13 -  

3.  Number of Chronic Illness .13 .16 - 

4.  Health Status Total Score .65** .66** .66** 

** p < .01, *p < .05 
 

Resource availability was evaluated by three perspectives: social status (age, 

gender), social capital (marital status, current living arrangement, social support, 
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engagement in group activities), and human capital (level of education, current 

employment, perceived financial status). Because all the scales in resource availability 

also had different metrics, before creating the composite score, all the variables were 

converted to z scores. Correlations among social status, social capital, and human capital, 

and their correlations with the composite score of resource availability were shown in 

Table 8. All three indicators were significantly associated with the total score of resource 

availability with r range from .45 to .85 (p < .01), and the correlations between social 

capital and human capital was significant (r = .27, p < .05). Interitem correlations and 

item to total scale correlations of all the variables in the concept of resource availability 

are presented in Table 9. Item to total scale correlations were ranged between .24 and .63, 

and 70% fell within the range of 30 to .70. 

Because the variables in resource availability consisted of respondents’ various   

sociodemographic backgrounds, each variable as well as each indicator did not 

necessarily relate to each other. All three indicators and all the variables demonstrated 

significant contributions to the total score of the resource availability. 

TABLE 8: Intercorrelations of Each Indicator and Correlations of Each Indicator to 
Total Score of the Concept of Resource Availability (N = 105) 

 

 1 2 3 

1.  Social Status -   

2.  Social Capital .14 -  

3.  Human Capital .01 .27* - 

4. Resource Availability Total Score    .45**   .85**  .62** 

** p < .01, *p < .05 
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TABLE 9: Intercorrelations of Each Variable and Correlations of Each Variable to Total Score of the Concept of 
Resource Availability (N = 105) 

 
 Resource Availability 

 Social Status Social Capital Human Capital 

 1 2 3 4 5 6 7 8 9 10 

1. Age -          

2. Gender .10          

3. Marital Status .36** .31**         

4. Current Living Arrangement .18 .32** .63**        

5. There are people available 
who can help me when I am in 
need 

-.15 -.09 .13 .19*       

6. There are people who care for 
me 

-.04 -.16 .23* .12 .66**      

7. Engagement in Group 
Activity 

-.10 -.01 -.11 -.08 .11 .01     

8. Level of Education -.15 .15 .02 .01 -.11 -.03 .01    

9. Current Employment .12 .25 .16 .16 .06 .09 .05 .18   

10. Perceived Financial Status -.25* -.09 -.02 .08 .44** .33** .23* -.05 .07  

Resource Availability Total 
Score 

.25* .41** .63** .61** .52** .51** .25** .24* .49** .40** 

** p< .01, *p < .05 
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Self-Transcendence Scale (STS) 

Although the original STS is a mature scale with an established reliability, this 

Japanese translated version of the STS should be considered as a new scale because it 

was used only once in the Japanese population, and reliability has never been tested. 

Internal consistency as measured by Cronbach’s alpha for Japanese translated version of 

the STS was .77, which is more than the accepted criterion for a new scale of .70 

(Nunnally and Bernstein, 1994). Interitem correlations ranged from -.18 to .63, and 25% 

of item to item correlations fell within the range of .30 to .70. Item to total scale 

correlations were between -.01 and .58. Seventy three percent of the item to total scale 

correlations were between .30 and .70 (Table 11). For a new scale, 40 to 50% of interitem 

as well as item-to-total scale correlations were expected to be between .30 and .70 

(Nunnally and Bernstein, 1994). Although the interitem correlations of the Japanese STS 

did not meet the criterion as a new scale, the item to total scale correlations were 

satisfactory. 

Factor analysis was conducted to examine dimensions and items of the STS. 

Factor loadings of each item were also presented in Table 10. Green & Salkind (2005) 

stated that examining the plot of the eigenvalues (scree plot) to retain all factors with 

eigenvalues in the sharp descent part of the plot before the eigenvalues start to level off 

would yield more accurate results than the criterion of eigenvalues greater than 1. 

Although the STS demonstrated four factors with eigenvalues of 1.0 or greater, the scree 

plot indicated one factor. The eigenvalue of factor one was 4.16 and accounted for 28% 
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of the explained variance, adequate for a scale. Thus, the result confirmed 

unidimentionality of Japanese translated version of the STS. 

TABLE 10: Range of Interitem Correlations, Corrected Item to Total Scale 
Correlations, and Factor Loadings of Each Item of Japanese Translated 
Version of Self-Transcendence Scale (JSTS) (N = 104) 

 

Item 
 

Range of 
Interitem Correlations 

 
Corrected Item to  

Total Scale Correlations 

 
Factor  

Loadings 
 

JSTS1 

 

.02 ~.52 

 

.45 

 

.50 

JSTS2 .03 ~.23 .25 .25 

JSTS3 .04 ~.52 .53 .62 

JSTS4 .01~ .43 .48 .53 

JSTS5 -.01~ .33 .31 .34 

JSTS6 -.03 ~.65 .58 .71 

JSTS7 .03~.50 .53 .59 

JSTS8 -.02~.63 .57 .73 

JSTS9 -.15~.48 .52 .58 

JSTS10 -.11~.40 .36 .38 

JSTS11 .04~ .39 .39 .40 

JSTS12 -.09 ~ .21 .24 .27 

JSTS13 -.05~.15 .14 .09 

JSTS14 -.03~.38 .45 .52 

JSTS15 -.18 ~ .09 -.01 -.01 

 
Among the fifteen items of STS, item 15, “Dwelling on my past unmet dreams or 

goals” showed a negative and very low item to total scale correlation (-.01) and factor 

loadings (-.01). Item 15 had constantly low interitem correlations with other items. In 

addition, the analysis of coefficient alpha indicated an increased alpha of .79 if it is 
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eliminated. Based on the result of internal consistency, item and factor analysis, the 

Japanese translated version of the STS did not include item 15. 

Japanese Spiritual Perspective Scale (JSPS) 

Cronbach’s alpha of the JSPS was .79, which met the criterion as a new scale. 

Item to item correlations ranged from -.12 to .64, and 28% of the correlations fell within 

the acceptable range of .30 to .70. Item to total scale correlations were between -.06 

and .64, and 82% of the correlations were between .30 and .70. 

Factor analysis indicated one interpretable factor. Items and factor loadings are 

shown in Table 11. The eigenvalue for factor 1 was 4.44 and accounted for 26% of the 

explained variance, that is, the JSPS can be considered as a unidimentional scale. The 

majority of the items met the criterion of factor loading of .30 or over. 

Item 16, “Detachment (abandoning attachment to secular things) is important in 

my life” demonstrated consistently low item to item correlations. Eight interitem 

correlations were negatively associated with other items, and another 7 were below .1. 

Item 16’s correlation with total score was -.06. Moreover, the factor loading of item 16 

was -.01, which was much lower than the acceptable criterion of .30. Therefore, item 16 

was eliminated from the JSPS. The JSPS without item 16 had the coefficient alpha of .81. 
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TABLE 11: Range of Interitem Correlations, Corrected Item to Total Scale 
Correlations, and Factor Loadings of Each Item of Japanese Spiritual 
Perspective Scale (JSPS) (N = 103) 

 
 

Item 
 

Range of interitem 
Correlations 

 
Corrected Item to Total 

Scale Correlations 

 
One Factor 
Loadings 

 
JSPS1 -.13 ~ .34 .36 .39 

JSPS2 -.08 ~ .40 .21 .24 

JSPS3 -.12 ~ .40 .48 .49 

JSPS4 -.12 ~ .32 .30 .38 

JSPS5 -.10 ~ .51 .34 .36 

JSPS6 -.07 ~ .51 .28 .32 

JSPS7 -.03 ~ .59 .31 .34 

JSPS8 -.12 ~ .59 .45 .47 

JSPS9 .04 ~ .56 .64 .76 

JSPS10 .08 ~ .64 .51 .51 

JSPS11 .02 ~ .64 .51 .52 

JSPS12 -.09 ~ .45 .39 .44 

JSPS13 .00~ .53 .48 .57 

JSPS14 -.12 ~ .53 .50 .56 

JSPS15 .10 ~ .63 .57 .65 

JSPS16 -.13 ~ .08 -.06 -.01 

JSPS17 -.02 ~ .35 .33 .40 
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Geriatric Depression Scale (GDS) 

Internal consistency as measure by Cronbach’s alpha was .79 for the Japanese 

translated version of GDS, which was more than the acceptable alpha of .70. The range of 

interitem correlations were between -.14 and .49, and 23% of item to item correlations 

fell between .30 and .70. Item to total scale correlations ranged from .18 to .69, and 80% 

of the item to total scale correlations were between .30 and .70. Although the GDS did 

not meet all the criteria for internal consistency as a developed scale, considering the fact 

that this Japanese translated version of GDS has not been reported the psychometric 

property in any study, this scale can be regarded to be satisfactory. 

Satisfaction with Life Scale (SWLS) 

Internal consistency of the SWLS was established (α = .81). Interitem correlations 

ranged from .24 to .72, and 70% of item to item correlations were between .30 and .70. 

Item to scale correlations were from .37 to .74. Compared to other four items, item 5, “If 

I could live my life over, I would change almost nothing” has demonstrated relatively 

lower interitem correlations (r = between .24 and .38) and item to scale correlation (r 

= .37). If this item is deleted, Cronbach’s alpha will increase to .86. Nevertheless, 

because the SWLS already demonstrated satisfactory internal consistency as a whole, 

item 5 was not eliminated from this scale. 

Descriptive Data Analysis of Study Variables on Participants 

The results of descriptive analysis of the study variables on respondents were 

presented in Table 12. Since the score of vulnerability in health status and resource 

availability were transformed to z-scores, means were both zero. Standard deviations of 
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vulnerability in health status and resource availability were 1.96 and 4.31 respectively. 

The score of standardized vulnerability in health status ranged from -5.7 to 4.8, and the 

score of vulnerability in resource availability were between -10 and 12.6. The score of 

past significant life event(s) ranged from 0 to 8, with a mean score of 2.3 (SD = 2.39).  

TABLE 12: Range, Mean, Standard Deviation (SD), Number in the Sample (n) and 
Percentage (%) of Concepts of Vulnerability, Self-Transcendence, Well-
Being 

 

 Range Mean SD n (%) 

Vulnerability     

Standardized Health Status -5.7 – 4.8 0.0 1.96  
Standardized Resource Availability -10.0 – 12.6 0.0 4.31  
Past Significant Life Event 0 - 8 2.3 2.39  

Self-Transcendence     

Psychosocial Self-Transcendence 1.4 – 4.0 3.2 .53  
Spiritual Self-Transcendence 1.8 – 5.6 3.8 .76  

Well-Being     

Depression 
No depression 
Suggestive depression 
Depression 

 

0 - 13 5.2   
50 (47.6) 
41 (39.9) 
13 (12.4) 

Life Satisfaction 
Extremely Satisfied 
Satisfied 
Slightly Satisfied 
Neutral 
Slightly Dissatisfied 
Dissatisfied 
Extremely Dissatisfied 

 

5 - 35 23.8 6.72  
16 (15.2) 
30 (28.6) 
28 (26.7) 
2 (1.9) 

19 (18.1) 
8 (7.6) 
2 (1.9) 

 

Based on the results of reliability analyses, the translated version of Self-

Transcendence Scale (STS) is now composed of 14 items with possible range of 14 to 56, 
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and the Japanese Spiritual Perspective Scale (JSPS) consisted of 16 items with a possible 

range of scores between 1 and 6. There was one missing item for psychosocial self-

transcendence (on the JSTS) and two for spiritual self-transcendence (on the JSPS). The 

level of psychosocial self-transcendence of respondents as measured by the JSTS ranged 

from 20 to 56, with a mean score of 45.0 (SD = 7.43). The level of participants` spiritual 

self-transcendence on the JSPS were between 28 and 90, and the mean score was 59.9 

(SD = 12.23). 

The level of depression was examined by Japanese translated version of the 

Geriatric Depression Scale (GDS). There was one missing data which resulted in a total 

sample of 104 for this variable. The score on the GDS ranged from 0 to 13, with a mean 

score of 5.2 (SD = 3.36). For clinical purposes, a GDS score more than 5 is suggestive of 

depression and should warrant a follow-up interview, and a score higher than 10 is 

considered to be highly indicative of depression. According to this criterion, more than 

half of the respondents had depression: 41 participants (39%) were suggestive of 

depression and 13 (12%) were almost always depressed. Fifty respondents (48%) did not 

have any depression. 

The participants` life satisfactions were measured using the Japanese translated 

version of Satisfaction with Life Scale (SWLS). No missing data were found in this 

variable. The range of scores on the SWLS were from 5 to 35, with a mean score of 23.8 

(SD = 6.72). Following the suggested scaling system of the SWLS, 74 respondents (71%) 

were categorized as a satisfied group: being slightly satisfied (n = 28), satisfied (n = 30), 

and extremely satisfied (n = 16) with their lives. Two subjects (1.9%) were neutral, and 
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29 (27.6%) were considered to be either slightly dissatisfied (n = 19), dissatisfied (n = 8), 

and extremely dissatisfied (n = 2). 

The means of the study variables for male and female were shown in Table 13. 

The means were also compared using independent-samples t-test. The results of t-test 

demonstrated that statistically significant mean differences in standardized vulnerability 

in resource availability [t (103) = -4.60, p = .00] and spiritual self-transcendence [t (101) 

= -2.18, p = .03]. It is indicated that men on the average showed lower vulnerability in 

resource availability and lower level of spiritual self-transcendence than women in this 

sample. The level of well-being (depression and life satisfaction) were not statistically 

significantly different between men and women.  

TABLE 13: Mean and Standard Deviation (SD) of Concepts of Vulnerability, Self-
Transcendence, Well-Being Between Male and Female 

  n Mean SD 

Vulnerability  
Standardized Health Status 

 
 

Standardized Resource Availability 
 
 

Past Vulnerable Experience 
 

Self-Transcendence 
Psychosocial Self-Transcendence 

 
 

Spiritual Self-Transcendence 
 
 

Well-Being 
Depression 

 
 

Life Satisfaction 

 

Male 
Female 
 

Male 
Female 
 

Male 
Female 
 

Male 
Female 
 

Male 
Female 
 

Male 
Female 
 

Male  
Female 

 

62 
43 

 

62 
43 

 

62 
43 

 

61 
43 

 

61 
42 

 

62 
42 

 

62 
43 

 

-.03 
.04 

 

-.34 
.49 

 

.00 

.00 
 

3.1 
3.3 

 

3.6 
3.9 

 

5.2 
5.0 

 

24.1 
23.5 

 

.971 
1.050 

 

.970 

.829 
 

.980 
1.039 

 

.59 

.46 
 

.72 

.80 
 

3.40 
3.31 

 

6.79 
6.68 
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Research Questions 

Research Question One 

The research question “What are the bivariate correlations among all of the 

variables?” was answered using correlational procedures. The relationships of all the 

variables among the constructs of vulnerability, self-transcendence, and well-being were 

examined. Missing data were handled by list-wise deletion. 

The Relationship Between Vulnerability and Self-Transcendence 

The result of the correlational analysis between concepts of vulnerability and self-

transcendence presented in Table 14 showed that only one correlation between resource 

availability and psychosocial spirituality were statistically significant (r = -.29, p < .01). 

Green and Salkind (2004) stated that correlation coefficients of .10, .30, .50, are 

interpreted as small, medium, and large coefficients, respectively, regardless of sign. 

Accordingly, it is indicated that the level of vulnerability in resource availability has an 

almost moderate negative relationship with psychosocial self-transcendence. That is, 

people with less resource availability (i.e., highly vulnerable in resource availability) tend 

to have lower psychosocial self-transcendence. 

Correlations between each empirical indicator of resource availability (social 

status, social capital, and human capital) and self-transcendence was further analyzed 

(Table 11). The results revealed that psychosocial self-transcendence has significant 

negative relationship with social capital (r = -.36, p < .001)) and human capital (r = -.22, 

p < .05) and has a small positive relationship with Social Status (r = .15). In addition, 

examining correlations of each composed variable of resource availability with 
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psychosocial self-transcendence revealed that psychosocial self-transcendence showed 

the moderate negative correlations with two variables of social support (r = -.29 and -.39, 

ps = < .01), engagement in group activities (r = -.35, p < .01), and perceived financial 

status (r = -.38, p < .01). Therefore, people with higher levels of vulnerability in social 

support, group activity, and sense of security in their financial status have a lower level of 

psychosocial self-transcendence.  

TABLE 14: Correlations Between Each Indicator and Variables of Vulnerability and 
Concepts of Self-Transcendence (N = 102) 

 Self-Transcendence 
Psychosocial 

Self-
Transcendence 

Spiritual  
Self-

Transcendence 
Health Status -.06 .05 

Present Health Status 
Perceived health status 
Severity of condition 

-.08 
-.13 
.01 

.01 
-.03 
.04 

Number of Chronic Illnesses .00 .08 
Resource Availability   -.29** -.04 

Social Status 
Age Group 
Gender 

.15 

.07 

.16 

.22* 
.12 
.21* 

Social Capital 
Marital Status 

Living Arrangement 
Social Support  

There are people available who can 
help me when I am in need 

There are people who care for me 
Engagement in Group Activities 

  -.36** 
-.08 
.04 

 
-.29** 

 
-.39** 
-.35** 

-.12 
-.03 
-.00 

 
-.18 

 
-.21* 
.06 

Human Capital 
Educational Level 

Current Employment 
Perceived Financial Status 

-.22* 
.05 
-.08 

  -.38** 

-.07 
.11 
.03 

-.28** 
Past Vulnerable Experiences .07 .04 

** p < .01, * p< .05 
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Only one empirical indicator, social status, showed significant positive 

relationship with spiritual self-transcendence (r = .22, p < .05). Moreover, a few items in 

the resource availability such as gender (r = .21, p < .05), social support (there are people 

who care for me)(r = -.21, p < .05), and perceived financial status (r = -.28, p < .01), 

demonstrated significant correlations with spiritual self-transcendence. It can be said that 

women, and people who felt being more cared by others and had more sense of security 

in their financial conditions, have higher level of spiritual self-transcendence. 

The Relationship Between Vulnerability and Well-Being 

Correlational analyses between the three concepts of vulnerability and two 

concepts of well-being as well as among all the variables were presented in Table 15. 

Among the relationships between composed concepts, significant correlations were found 

between vulnerability in health status and depression (r = .21, p < .05), between 

vulnerability in resource availability and depression (r = .27, p < .01), and between 

vulnerability in resource availability and life satisfaction (r = -.30, p < .01). The results 

indicated that participants with higher vulnerability in health status tend to have higher 

level of depression. Moreover, respondents with fewer resources are likely to be more 

depressed. On the other hand, respondents with more resources tend to be more satisfied 

with their lives. 
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TABLE 15: Correlations Between All the Indicators and Variables of Vulnerability 
and Concepts of Well-Being (N = 104) 

 
 Well-Being 

Depression Life Satisfaction 
Health Status .21* -.14 

Present Health Status 
Perceived health status 
Severity of condition 

.21* 
.30** 
.02 

-.23* 
-.17 
-.17 

Number of Chronic Illness .09 .08 
Resource Availability .27** -.30** 
Social Status 

Age Group 
Gender 

.00 

.09 
-.09 

.13 
.24** 
-.04 

Social Capital 
Marital Status 
Living Arrangement 
Social Support 

There are people available who can help me 
when I am in need 

There are people who care for me 
Engagement in Group Activities 

.33** 
.04 
.17 

 
.26** 

 
.28** 
.23* 

-.32** 
-.01 
-.06 

 
-.35** 

 
-.31** 
-.22* 

Human Capital 
Educational Level 
Current Employment 
Perceived Financial Status 

.10 
-.29** 

.10 
.36** 

-.29** 
-.02 
-.05 

-.46** 
Past Vulnerable Experience -.07 -.06 

** p < .01, * p< .05 

With respect to depression, the following variables were positively related: 

vulnerability in perceived health status (r = .30, p < .01), vulnerability in both of social 

support variables (r = .26, p < .01 and r = .28, p < .01), vulnerability in engagement in 

group activity (r = .23, P < .05), and vulnerability in perceived financial status (r = .36, p 

< .01) had significantly positive relationships. It is apparent that people who did not 

perceive their health well, had less social support, involved less group activity, and felt 

less security in their financial status, tend to have higher level of depression. Only one 

variable, educational level showed a significantly negative correlation (r = -.29. p < .01) 
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with depression. That is, respondents who were higher level of education were more 

likely to be depressed than those with lower level of education. 

Concerning the level of participants` life satisfaction, the following variables were 

negatively related to life satisfaction: vulnerability in perceived health status (r = -.23, p 

< .01), vulnerability in social support (r = -.31 and r = -.22, both p < .01), vulnerability in 

engagement in group activities (r = -.22, p < .05), and vulnerability in perceived financial 

status (r = -.46, p < .01). Thus, respondents with better health status, more social supports 

and group activities, more secure feeling of their financial status were likely to be more 

satisfied with their lives. Interestingly, age group demonstrated a positive correlation with 

life satisfaction (r = .24, p < .01). It is indicated that in this sample, older people had 

more life satisfaction than younger ones. 

The Relationship Between Self-Transcendence and Well-Being 

The significant relationships between the concepts of self-transcendence 

(psychosocial and spiritual self-transcendence) and well-being (depression and life 

satisfaction) were found (Table 16). Almost all the correlations demonstrated moderate 

strength except the relationship between spiritual self-transcendence and depression. It is 

indicated that respondents with higher level of psychosocial and spiritual self-

transcendence were likely to be less depressed and more satisfied with their lives. 

The results also revealed that composed concepts in each constructs of self-

transcendence and well-being had significant relationships. The correlation between 

psychosocial self-transcendence demonstrated significant positive relationship with 
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spiritual self-transcendence (r = .38, p < .01), and depression had a significantly negative 

relationship with life satisfaction (r = -.36. p < .01). 

TABLE 16: Correlations Among Concepts of Self-Transcendence and Well-Being (N 
= 101) 

 1 2 3 
    

1. Psychosocial Self-Transcendence 
 

   

2. Spiritual Self-Transcendence 
 

.38**   

3.   Depression 
 

-.47** -.20*  

4.   Life Satisfaction 
 

.40** .38** -.36** 

** p < .01, * p< .05 

Research Question Two 

Research question two, “Are any of the relationships among the variables between 

the vulnerability and self-transcendence as well as between spiritual self-transcendence 

and variables of the well-being linear or curvilinear?” was examined by linear and 

quadratic regression analysis. First, to evaluate the relationship between self-

transcendence and vulnerability, linear and quadratic regression analyses were conducted. 

The results demonstrated two significant quadratic relationships between vulnerability in 

resource availability and each of the self-transcendence variables: psychosocial and 

spiritual self-transcendence (Table 17). In the relationship between vulnerability in 

resource availability and psychosocial self-transcendence, the results of linear and 

quadratic regressions both showed significance. The significance level of quadratic 

regression (p = .000) was slightly higher than the linear regression (p = .003). In addition, 

a significant quadratic relationship and non-significant relationship between vulnerability 
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in resource availability and spiritual self-transcendence was indicated. Thus, it can be 

said that the relationship between resource availability and psychosocial and spiritual   

self-transcendence may be quadratic as theorized in the theory of self-transcendence such 

that too high or too low vulnerability (in resource availability) may not affect the level of 

self-transcendence. 

TABLE 17: Linear and Quadratic Regression Analyses for Concepts of Vulnerability 
Predicting Self-Transcendence 

 
 Psychosocial  

Self-Transcendence 
(N = 104) 

Spiritual  
Self-Transcendence  

(N = 103) 
 
 

df F p R² df F p R² 

 
Health Status 

        

 
Linear Regression 

 
1, 102 

 
.36 

 
.55 

 
.00 

 
1, 101 

 
.22 

 
.64 

 
.00 

 
Quadratic Regression 

 
2, 101 

 
.25 

 
.78 

 
.01 

 
2, 101 

 
2.15 

 
.12 

 
.04 

         

Resource Availability         
 
Linear Regression 

 
1, 102 

 
9.30 

 
.003 

 
.08 

 
1. 101 

 
.15 

 
.70 

 
.00 

 
Quadratic regression 

 
2, 101 

 
8.63 

 
.000 

 
.15 

 
2. 100 

 
3.65 

 
.03 

 
.07 

         

Past Vulnerable 
Experience 

        

 
Linear Regression 

 
1, 102 

 
.49 

 
.49 

 
.01 

 
1, 101 

 
.16 

 
.69 

 
.00 

 
Quadratic Regression 

 
2, 101 

 
.25 

 
.78 

 
.01 

 
2. 100 

 
.21 

 
.82 

 
.00 

Second, the relationship between spiritual self-transcendence and well-being 

(using the Well-Being empirical indicators of depression and life satisfaction) was 

examined. The results of linear and quadratic regression analyses presented in Table 18 

revealed that there were significant linear relationship between spiritual self- 
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transcendence and well-being (depression and life satisfaction). Quadratic regression 

analysis between spiritual self-transcendence and life satisfaction also demonstrated 

significance; however, the quadratic regression did not add much to the explained 

variance. Thus, it can be said that the relationship between spiritual self-transcendence 

and life satisfaction were more linear than quadratic. 

TABLE 18: Linear and Quadratic Regression Analyses for Spiritual Self-
Transcendence Predicting Concepts of Well-Being (N = 103) 

 

 Depression Life Satisfaction 

 
 

df F p R² df F p R² 

Spiritual Self-
Transcendence 

        

 
Linear Regression 

 
1, 100 

 
5.61 

 
.02 

 
.05 

 
1, 101 

 
16.76 

 
.000 

 
.14 

 
Quadratic Regression 

 
2. 99 

 
2.86 

 
.06 

 
.06 

 
2, 100 

 
8.45 

 
.000 

 
.15 

Research Question Three 

Research question three was, “What vulnerability and self-transcendence 

variables taken together best explain the variance in each well-being variable (depression 

and life-satisfaction)?” First, a multiple regression analysis with forced entry method 

followed by step-wise method was conducted to evaluate how well respondents’ 

vulnerability and self-transcendence predicted his or her level of depression, the first 

well-being indicator. Specifically, predictors were the three vulnerability concepts (health 

status, resource availability, and past significant life events) and the two concepts of self-

transcendence (psychosocial and spiritual self-transcendence). Results showed that the 

linear combination of vulnerability and self-transcendence variables was significantly 
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related to the level of depression, F (5, 95) = 6.69, p < .001. The multiple correlation 

coefficient was .51, indicating that approximately 27% of the variance of the level of 

depression in the sample can be accounted for by the linear combination of vulnerability 

and self-transcendence. Among five predictors, two were significant: health status 

(β= .20, p = .02) and psychosocial self-transcendence (β = -.36, p = .00). The results are 

presented in Table 19. 

TABLE 19: Summary of Forced Entry and Step-Wise Regression Analysis for 
Variables Predicting Depression (N = 101) 

 
 Depression 

 β p 
Forced Entry Method   

Health Status .20 .02 
Resource Availability .13 .15 
Past Significant Life Event(s) -.03 .76 
Psychosocial Self-Transcendence -.36 .00 
Spiritual Self-Transcendence -.10 .28 

   

Step-Wise Method   
Model 1   

Psychosocial Self-Transcendence -.44 .00 
Model 2   

Psychosocial Self-Transcendence  -.43 .00 
Health Status 

 
.20 .03 

Note. R² = .27 for Forced Entry regression (p = .00). R² = .20 for model 1, ∆R² = .04 for model 2 in the 
step-wise regression (ps = .00). 

To develop a more parsimonious model, a stepwise regression was run utilizing 

the same predictors of depression, with inclusion criterion of .05 and exclusion criterion 

of .10. This analysis produced two models, model 1 has only one predictor, psychosocial 

self-transcendence, [F(1, 99) = 24.33, p = .00] , and model 2, added health status on 

model 1 [F(2, 98) = 15.05, p = .00]. The results indicated that psychosocial self-

transcendence (rather than spiritual self-transcendence) was most strongly related to the 
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level of depression and accounted for approximately 20% of variance. In addition, the 

linear combination of psychosocial self-transcendence and health status accounted for 

24% of the variance of the level of depression. 

Another multiple regression analysis with the same five predictors was conducted 

to predict the second well-being indicator, level of life satisfaction. The results of this 

analysis demonstrated that vulnerability and self-transcendence together accounted for a 

significant amount of level of life satisfaction, F (5, 96) = 6.69, p < .001. The multiple 

correlation coefficient was .51, indicating that approximately 26% of the variance of the 

level of life satisfaction in the sample can be accounted for by the linear combination of 

vulnerability and self-Transcendence. Among five predictors, two of them were 

significant; Resource availability (β = -2.27, p = .026) and spiritual self-transcendence (β 

= 3.18, p = .002) (Table 20). 

A step-wise regression analysis yielded three parsimonious models. For a 

respondent’s level of life satisfaction, spiritual self-transcendence had the strongest effect 

among other variables [F (1. 100) = 16.11, p = <.001] with 14% explained variance. In 

fact, both variables of Self-Transcendence accounted for 20% of variance of the level of 

satisfaction. The linear combination of spiritual and psychosocial self-transcendence and 

resource availability accounted for 23% of variance of the level of life satisfaction. 
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TABLE 20: Summary of Forced Entry and Step-Wise Regression Analysis for 
Variables Predicting Life Satisfaction (N = 102) 

 

 Life Satisfaction 

 β p 

Forced Entry Method   
Health Status -.13 .16 
Resource Availability -.20 .04 
Past Vulnerable Experience -.10 .24 
Psychosocial Self-Transcendence .21 .04 
Spiritual Self-Transcendence .30 .00 

   

Step-Wise Method   
Model 1   

Spiritual Self-Transcendence .37 .000 
Model 2   

Spiritual Self-Transcendence .27 .006 
Psychosocial Self-Transcendence .27 .007 

Model 3   
Spiritual Self-Transcendence .28 .004 
Psychosocial Self-Transcendence .22 .031 
Resource Availability 
 

-.19 .045 

Note. R² = .27 for Forced Entry regression (p = .00). R² = .14 (.00) for model 1, ∆R² = .06 for model 2 (p 
= .01), ∆R² = .03 (p < .05) for model 3 in the step-wise regression. 

Research Question Four 

Research question four, “Which type (vulnerability or self-transcendence) of 

variables explain more variance in well-being?” was examined by multiple regression 

analysis. Two multiple regression analyses were conducted to predict levels of each 

variable of Well-being. One analysis included the three vulnerability variables, whereas 

the second analysis included the two variables of self-transcendence. All the regression 

equations with vulnerability and self-transcendence variables on the level of depression 

and life satisfaction were significant as shown in Table 21; however, self-transcendence 

predicted more of both of well-being variables (ps = .000) than vulnerability (p = .006 
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both for depression and .007 for life satisfaction). Self-transcendence accounted for more 

than 20% of variance on depression and life satisfaction; on the other hand, vulnerability 

accounted for 11% and 12% of variance of depression and life satisfaction, respectively. 

Based on the results, although both can be considered as predictors of well-being, self-

transcendence variables appeared to be better predictors. 

TABLE 21: Multiple Regression Analysis for Variables of Vulnerability and Self-
Transcendence Predicting Variables of Well-Being (Depression and Life 
Satisfaction) 

 

 Depression 

 R² F (df) p 
 
Vulnerability (N = 104) 

 
.12 

 
4.43 (3, 100) 

 
.006 

 
Self-Transcendence (N = 101) 

 
.20 

 
12.44 (2, 98) 

 
.000 

 Life Satisfaction 

 R² F (df) p 
 
Vulnerability (N = 105) 

 
.11 

 
4.28 (3, 101 

 
.007 

 
Self-Transcendence (N = 102) 

 
.20 

 
12.34 (2, 99) 

 
.000 

 

Research Question Five 

Research question five was “What role does the self-transcendence variables play 

in the relationship to well-being?” Specifically, whether Self Transcendence mediates, 

moderates, or effects directly on the relationships between Vulnerability and Well-Being 

were examined. 
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Testing Mediating Effects of Self-Transcendence  

In order to test mediation, a series of regression analysis suggested by Baron and 

Kenny (1986) was conducted. There are three steps; first, regressing self-transcendence 

variables on vulnerability variables; second, regressing well-being variables on 

vulnerability variables; and lastly, regressing the well-being variables on both variables 

of vulnerability and self-transcendence. To establish mediation, first of all, following 

three conditions must exist: 1) vulnerability variables must affect self-transcendence 

variables in the first equation: 2) vulnerability variables must be shown to affect variables 

of well-being; 3) self-transcendence must affect the Well-being variables on the third 

equation. It is indicated that when all three are in the predicted direction, then the effect 

of the vulnerability variables on well-being variables must be less in the third regression 

analysis than in the second. Perfect mediating effect of self-transcendence exists if the 

vulnerability variables have no effect when the self-transcendence variables are 

controlled. 

In fact, the analysis conducted to examine the Research Question 2 indicated only 

one significant linear relationship among variables of Self-Transcendence and 

Vulnerability (as shown in Table17, p151), that is, psychosocial self-transcendence on 

resource availability [F (1, 102) = 9.30, p = .003]. Other variables did not meet the 

criteria of first equation; therefore, testing mediation among other vulnerability and self-

transcendence variables would not be conducted. 

Second, regression analyses of resource availability on depression as well as on 

life satisfaction were conducted. The results demonstrated significant linear relationships 



 152

of resource availability on depression [F (1, 102) = 7.95, p = .006] and on life satisfaction 

[F (1, 103) = 10.00, p = .002]. Therefore, the second condition of testing mediation was 

satisfied. 

The third regression analyses were conducted to see if significance of resource 

availability becomes less or none when regressing both resource availability and 

psychosocial self-transcendence on depression and on life satisfaction. For both of 

depression and life satisfaction, models showed significance, F(2, 100) = 15.88, p = .000, 

and F (2, 101) = 11.84, p = .000, respectively, which met the third condition to test 

mediation. The results demonstrated that the effect of resource availability on depression 

became non significant, and the effect on life satisfaction was still significant but less in 

the third equation than the second (Table 22). Psychosocial self-transcendence 

maintained significance. Therefore, it is indicated that psychosocial self-transcendence 

has a mediating effect in the relationships between Resource Availability and both 

depression and life satisfaction. Especially, psychosocial self-transcendence holds a 

perfect mediating effect of Resource Availability on depression. 

TABLE 22: Multiple Regression Analysis of Resource Availability and Psychosocial 
Self-Transcendence Predicting Depression and Life Satisfaction 

 

 Depression 
(N = 103) 

Life Satisfaction 
(N = 104) 

 β p β P 

 
Resource Availability 

 
.15 

 
.102 

 
-.19 

 
.042 

 
Psychosocial Self-Transcendence 
 

 
-.43 

 
.000 

 
.34 

 
.000 
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Testing Moderating Effects of Self-Transcendence 

The test for moderating effects of self-transcendence can be done by multiple 

regressions as well. According to Baron and Kenny (1986), first, well-being variables are 

regressed on vulnerability, Self-Transcendence, and the products of vulnerability and 

self-transcendence. If there is a significant effect of the products of vulnerability and self-

transcendence while vulnerability and self-transcendence are controlled, moderating 

effects exist. 

The results of the multiple regression analyses among variables of well-being, 

vulnerability, self-transcendence, and the products of variables of vulnerability and self-

transcendence were shown in Table 23a and 23b. It is indicated that none of the products 

of variables of vulnerability and self-transcendence had significant effects on both 

depression and life satisfaction. It was apparent that self-transcendence variables did not 

moderate the relationship between vulnerability and well-being. 

Examination of Direct Effects of Self-Transcendence on Well-Being 

Based on the results of multiple regression analyses conducted to examine 

research question three, four, and the results of evaluation of mediating and moderating 

effects of self-transcendence, it became apparent that self-transcendence has direct effects 

on well-being variables. Multiple regression analysis for vulnerability and self-

transcendence variables demonstrated that psychosocial self-transcendence together with 

health status predicted depression; however, mediating and moderating effects between 

health status and psychosocial self-transcendence did not exist. That is, health status and 

psychosocial self-transcendence independently affected the level of depression. Although 
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psychosocial self-transcendence acted as a mediator in the relationship between resource 

availability and well-being variables, it also has a direct effect on depression. 

With respect to life satisfaction, spiritual self-transcendence was found to be the 

strongest predictor, and together with both self-transcendence variables and resource 

availability demonstrated significant explained variance of the level of life satisfaction. 

Spiritual self transcendence did not show any mediating and moderating effects with 

resource availability predicting life satisfaction. Thus, it can be interpreted that spiritual 

self-transcendence independently affected the level of life satisfaction. 

TABLE 23a: Multiple Regression Analyses of Effects of Vulnerability, Self-
Transcendence, and the Interaction Variables of Vulnerability by 
Psychosocial Self-Transcendence on Depression and Life Satisfaction 

 
 Depression 

 
Life Satisfaction 

 β p β P 
 N = 103 N = 104 

Model 1     

Health Status 1.05 .063 -1.07 .069 
Psychosocial Self-Transcendence -.45 .000 .36 .000 
Health Status* 
Psychosocial Self-Transcendence 

 
-.87 

 
.12 

 
.98 

 
.095 

Model 2     

Resource Availability .29 .46 -.44 .28 
Psychosocial Self-Transcendence -4.36 .000 .32 .001 
Resource Availability * 
Psychosocial Self-Transcendence 

 
-.37 

 
.71 

 
.25 

 
.53 

Model 3     

Past Significant Life Events .19 .758 .33 .341 
Psychosocial Self-Transcendence .-.44 .001 -.59 .009 
Past Significant Life Event * 
Psychosocial Self-Transcendence 

 
-.23 

 
.706 

 
.51 

 
.423 
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TABLE 23b: Multiple Regression Analyses for Variables of Vulnerability, Self-
Transcendence, the Products of Variables of Vulnerability by Spiritual 
Self-Transcendence on Depression and Life Satisfaction 

 Depression Life Satisfaction 
 β p β P 

 N = 102 N = 103 
Model 4     

Health Status .34 .61 -1.71 .09 
Spiritual Self-Transcendence -.24 .014 4.27 .00 
Health Status* 
Spiritual Self-Transcendence 

 
-.01 

 
.98 

 
.61 

 
.17 

Model 5     
Resource Availability .56 .178 -.27 .49 
Spiritual Self-Transcendence -.21 .036 .37 .00 
Resource Availability * 
Spiritual Self-Transcendence 

 
-.35 

 
.39 

 
.03 

 
.94 

Model 6     
Past Significant Life Events -.17 .57 -.65 .23 
Spiritual Self-Transcendence .33 .22 .28 .03 
Past Significant Life Event * 
Spiritual Self-Transcendence 

 
-.39 

 
.50 

 
.60 

 
.27 

Additional Comments 

There were many comments from the respondents about issues that are important 

to them at this time of their life. Those comments were provided through out the process 

of their interview sessions or after they filled in the questionnaires of self-transcendence. 

The comments were categorized by intrapersonal, interpersonal, temporal, and 

transpersonal themes and others as listed in Table 24. 

Summary 

Results from the analysis of data from a total sample of 105 Japanese hospitalized 

elderly were presented in this chapter. Sample characteristics were presented and 

organized into concepts of vulnerability. Reliability assessments of the study instruments 

were discussed. In order to examine the relationships among study variables and answer 
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the five research questions, bivariate correlational analysis, linear and quadratic 

regression analysis as well as multiple regression analyses were conducted. The 

relationships among concepts of vulnerability, self-transcendence, and well-being found 

by the analyses were shown in Figure 7. 

TABLE 24: Respondents' Comments Related to Issues that are Important to Them at 
This Time of Their Life Categorized by Intrapersonal, Interpersonal, 
Temporal, Transpersonal Themes 

Comments n 
Intrapersonal  

Be sincere to myself and people 10 
Be thankful to people around me 9 
Be (physically) healthy 8 
Make efforts to improve myself 6 
Be positive and not be pessimistic 4 
Work hard 4 
Live out my beliefs or will 4 
Have good manners 3 
Have a sense of responsibility 2 
Perseverance 2 
Not to lose all hope 1 

Interpersonal  
Take good care of parents, family members, and relatives 11 
Be thoughtful or kind to people 9 
Be thankful to people around me 8 
Cherish people around me 7 
Get along well with people around me  7 
Have friends 7 
Respect others or seniors 4 
Family Support 3 
Not to give a person trouble 1 
Not to be obstinate 2 

Temporal  
Do not look back on the past 
Financial security 

3 
1 

Transpersonal  
Be thankful to ancestors 2 
Follow Buddhist teaching 1 
Have a right religious belief 1 
Live in harmony with nature 1 
I wish I could sincerely believe in a religion 2 
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FIGURE 7: Model for the Relationships Between Concepts of Vulnerability, Self-Transcendence, and Well-Being in 
Japanese Hospitalized Elders Found in this Study 

 

Construct  

Concept 
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CHAPTER V: DISCUSSION 

This chapter focuses on the results as related to the theory and previous research. 

First, characteristics and issues regarding the sample are discussed, as they may influence 

interpretation or relevance of the findings. Then, results on each research question are 

discussed. Limitations are addressed. The chapter concludes with implications for future 

practice and research. 

Characteristics of the Study Participants 

More than two thirds of respondents had one or more chronic conditions of 

mainly pulmonary and cardiovascular disease; however, the respondents felt good about 

their health status as evidenced by the fact that more than 70% of the subjects rated their 

health status as either excellent or good. In addition, the majority of the elderly 

respondents in this study seemed to have relatively good social or family support. Thus, 

the findings cannot be generalized to other groups, particularly those with significant 

health problems. 

Vulnerability of the Study Participants 

Vulnerability in the sample was assessed by the measure of vulnerability 

developed by the investigator based on Flaskerud and Winslow’s framework of 

Vulnerable Populations (1998). The focus of this vulnerability measure in this study was 

rather on an individual’s perceptions of vulnerability. 

Vulnerability in Health Status 

Vulnerability in health status was assessed by one subjective (i.e., perceived 

health status) and two objective aspects (i.e., severity of condition and number of chronic 
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illnesses). As reported in the previous section, a large proportion of hospitalized elders 

perceived their health status relatively good. In addition, almost all of the respondents 

(98%) rated their health status equal to or better than “fair”, which was better than the 

results of national survey conducted by Japanese Ministry of Health, Labor and Welfare 

(2004: 2005). 

Vulnerability in Resource Availability 

In this study, gender was included as a variable in social status. Due to the higher 

prevalence of depression in women than men (Aday, 2001), women were assigned a 

higher score (a score of 2) than men (a score of 1). The finding of the study did not 

support the gender difference in the level of depression, that is, there was no statistically 

significant difference of the mean score of depression between men and women in the 

sample. Nevertheless, a statistically significant mean difference of the level of 

vulnerability in resource availability between men and women was found in the study 

sample. Men on the average demonstrated lower vulnerability in resource availability 

than women. Thus, it can be interpreted that assignment of higher score for women may 

be appropriate in assessing vulnerability in this sample. 

It was indicated that the majority of the elderly respondents in this study had 

relatively good social support. Over 80% of them lived with either spouse or family 

members and strongly felt that they had people available to help them when they were in 

need and that they were cared for. Although more than half of the respondents did not 

have any membership of club or other and did not engaged in any group activities, living 

with spouse or family members may already have provided them feelings of belonging, 
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which was considered to help vulnerable people cope with life events and adversities 

(Aday, 2001). 

In terms of human capital, most of the respondents had middle school or high 

school degrees, but none of them had graduate school degree. Some respondents around 

or over 80 years old mentioned that because of the World War II, many students 

including them at that time could not complete or continue their school education. The 

findings showed that in spite of a higher percentage (80%) of retired people in the study 

sample, over 60% of them reported their financial status either very secure or secure. 

Nonetheless, it should be noted that perceived financial status among the 

indicators of human capital may be a key factor in the concept of resource availability. It 

showed that people with lower sense of security in their financial status were likely to 

have fewer social support and social networks, which was consistent with findings 

identified in the framework of vulnerable populations (Aday, 2001; Flaskerud & 

Winslow, 1998). Although financial status in this study was assessed by a person’s 

subjective sense of security rather than actual income, it still demonstrated that those with 

lower sense of financial security had the fewer social resources. 

Past Vulnerable Experience 

Past vulnerable experience was assessed by number of significant life events the 

respondents experienced in the past six months and by the intensity of each event. It 

seemed that, however, the six month interval was not an appropriate period of time when 

asked elderly. Although most respondents were willing to share their significant life 

experiences, many of their experiences did not happen in the past six months. Sometimes 
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events happened in a few years or several years. Also, even with events happened in the 

past six months, recalling the intensity of each event was difficult for some respondents. 

It might be more beneficial to ask how many turning points they have in their lives, or 

what kind of event(s) in their life they think changed them. 

Religious Affiliation and Attitudes Toward Religion of the Study Participants 

The findings in the sample characteristics revealed religious affiliations and 

attitudes toward religion in the research participants. Only 36% of the sample confessed a 

particular religious belief, and only 15% of them mentioned that their religion was very 

important for them. The percentages were almost the same as the findings of the national 

survey conducted by the Institute of Statistical mathematics in Japan (Sakamoto, 2000) 

and NHK Broadcasting Corporation (2004). Buddhism was the major religion for those 

with a religious belief in this study. As indicated in several studies (Kanzaki, 1995; 

Komuro, 2003; Mullins, 2004), family tradition of ancestor veneration and its related 

religious practices (protecting and praying for family religious alter) was one of the major 

reasons why they thought their religion was important. Less than 8% of study participants 

mentioned emotional or mental support of religious function in contrast to the fact that 

42% American people find great happiness in religious involvement (Thoresen & Harris, 

2002). Moreover, it may be unique to find out that two respondents with a religious 

affiliation even reported that their religions were not important for them. 

Well-Being of the Study Participants 

Well-being was assessed by two concepts in this study: depression and life 

satisfaction. Japanese-translated versions of the Geriatric Depression Scale (GDS) for 
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depression and the Satisfaction with Life Scale (SWLS) for life satisfaction were used in 

this study. 

Depression 

The findings of this study revealed higher prevalence of depression in the 

Japanese hospitalized elders as indicated in another study with institutionalized Japanese 

elderly (Horiguchi, 1990; Ueno et al., 1997). For the study participants, approximately 

53% of them were found to be either suggestively or almost always depressed by the 

GDS. The study participants were referred to the investigator by nurse managers and thus 

tended to be more receptive and willing to participate in this study. In addition, none of 

them seemed to be suicidal. Those with depressive symptomatology by the GDS were 

asked if they would like to seek professional help and recommended that they should 

report it to their physicians or nurses in the unit. None of them, however, wanted to do so. 

Some were even surprised to hear that they may have depression. It was suggested that to 

some extent, there may be a large latent proportion of depressed elders in hospitals. 

Life Satisfaction 

Even though with higher prevalence of depression in the study sample, more than 

70% were identified that they were satisfied with their lives by the SWLS. In general, 

Japanese older were likely to be concern more about their impending loss of 

independence and suffering and did not wish to become a burden on family members or 

other people (Musick et al., 2000). Hospitalize elderly may even more worry about those. 

Therefore, although they were satisfied with their lives to date, concerns about their 

future may affect their state of mind and result in depression. 
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There was one thing noted in the process of interviewing the respondents about 

questions of the SWLS. For some people, the item five, “If I could live my life over, I 

would change almost nothing” may not be so strongly associated with their satisfaction 

with lives. Several participants mentioned that they were definitely satisfied with their 

lives; however, if they could live their live over, they would rather experience a totally 

different life from their current lives. Besides people who were dissatisfied with their life, 

some people even being strongly satisfied with their lives may not always choose to 

repeat the same lives over as well. Those with more curiosity or tendency to enjoy 

challenges may desire to live differently if they would be able to. That was one possible 

reason why the Cronback’s alpha increased if the item 5 was deleted from the scale of 

SWLS. 

Self-Transcendence of the Study Participants 

Psychosocial Self-Transcendence 

Psychosocial Self-Transcendence was assessed by using the Japanese translated 

version of the Self-Transcendence Scale (JSTS). In the JSTS, item 15, “dwelling on my 

past unmet needs or goals” was excluded from the JSTS based on the result of item and 

factor analyses as explained in Chapter 3. Several elderly who seemed to be motivated 

still expressed their intention to challenge their dreams or goals once they had when they 

were young. For instance, some respondents reported that they would like to study in 

order to obtain a particular license, and others mentioned that they would like to go 

abroad to travel around. To some extent, clinging to their unmet dreams or goals may 
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provide them positive feelings and motivations. Item 15, therefore, may need to be 

revised or change wording. 

In addition to item 15, item 13 of the JSTS demonstrated the second lowest item 

to total scale correlations and factor loading. This can be the result from the use of word 

of “tanin”, a literally translated word of others in English. Several respondents mentioned 

in the interview process that they accepted helps by family members or friends or 

acquaintances, but not by “tanin” [others]. An English word “others” signifies simply 

people in general, as opposed to yourself; thus, it may automatically include family 

members, friends, depending on situations. On the contrary, a Japanese word “tanin” is 

often interpreted as a stranger. Some respondents who actually accepted helps from 

acquaintances may have reported “not at all” on this item. 

Construct validity of the JSTS was also evaluated by the findings from the 

reliability coefficient, factor analysis, and the relationships with other well-being 

variables Reliability coefficient of the Japanese version of JSTS showed a satisfactory 

internal consistency as a relatively new scale. In other words, the JSTS is internally 

consistent in the sense that its components all measure the same thing (Nunnally & 

Bernstein, 1994), such as an individual’s level of self-transcendence. 

The result of factor analysis of the JSTS can be used to assess construct validity 

of it because the internal structure of this scale was revealed by the factor analysis 

(Nunnally & Bernstein, 1994). The findings of factor analysis of the JSTS, however, did 

not support the construct validity. The first factor explained 26% of variance, which did 

not meet the criterion of more than 40% suggested by Zellar and Carmines (1980). Also, 
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factor loadings of the six items (including item 13 and 15) presented in Table 10 were not 

satisfied with a criterion of over .40 (Zellar & Carmines, 1980). Based on the findings, 

some items may be necessary to be revised. 

As the findings in the research question one indicated, the JSTS demonstrated the 

significant inverse relationship with depression and significant positive relationship with 

life satisfaction. In addition, in this study, the psychosocial self-transcendence was found 

to be a mediator in the relationship between vulnerability in resource availability and 

well-being (depression and life satisfaction). These finding supported the conceptualized 

relationship in the theory of self-transcendence as well as other findings of the study used 

in the original STS (Reed, 1986; 1989; 1991, Coward, 1991). 

Spiritual Self-Transcendence 

Respondents` level of Spiritual self-transcendence was examined by Japanese 

Spiritual Perspective Scale (JSPS). As indicated in the Chapter 3, item 16, “Detachment 

(abandoning attachment to secular things) is important in my life” was eliminated from 

the JSPS. “Detachment” is considered as an important concept and one of the major 

indicators of enlightenment in Buddhist philosophy; however, the study finding showed 

that for lay elderly people, this may not be related to their spirituality or religiousness. 

Some participants even mentioned that if we abandon attachment to secular things, we 

would not be able to accomplish anything in our lives. As Buddhist Philosopher Suzuki 

(1972; 1988) pointed out, enlightenment is the ultimate consequence, and thus not all the 

people can attain it. 
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Construct validity of the JSPS was evaluated by the findings from reliability 

coefficient, factor analysis, and convergence and divergence with well-being variables as 

theorized. Reliability coefficient of the JSPS demonstrated a satisfactory internal 

consistency as a new scale; therefore, it can be considered that all the items measured 

much the same thing (Nunnally & Bernstein, 1994). 

Factor analysis of the JSPS, however, did not support construct validity. The first 

factor explained 28% of variance, and factor loadings of the seven items in the JSPS (as 

shown in Table 11) were not more than .40. Both the explained variance and the ratio of 

factor loadings did not meet the criteria.  

Examining the relationship between spiritual self-transcendence and well-being 

variables demonstrated that spiritual self-transcendence was significantly inversely 

associated with depression and positively with life satisfaction. The findings were 

consisted with theorized relationships and previous research results (Koenig, 1995; 1997; 

Larson et al., 2000; Moberg, 2001; Musick et al., 2000; Reed, 1986; 1987; Seybold & 

Hill, 2001). Moreover, as found in previous studies (Reed, 1986), women demonstrated 

significantly higher correlation in the JSPS than men. Therefore, a potential area for 

future research is to examine whether self-transcendence is more relevant for women than 

men, and under what kind of conditions. 

Additional Comments About Issues Important to Their Lives 

In order to explore more domains of psychosocial and spiritual self-transcendence, 

after both STS and JSPS administered, the respondents were further asked about issues 

that are important to them at this time of their lives. As shown in Table 24 in Chapter 
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Four, many elderly reported interpersonal and intrapersonal notions. Many comments 

they referred as important, are associated with manners toward people, such as being 

sincere to people, being kind or thoughtful to others, or be thankful for people around 

them. The findings also demonstrated the importance of taking care of or respecting 

parents, family members, or relatives in this sample. In addition, it can be said that for 

Japanese elders, clinging to their beliefs or wills may not be so important compared to 

getting along well with people around them. 

Among the comments about transpersonal matters, only a few comments related 

to major institutional religions were expressed by the respondents. Even though the 

participants mentioned about gratitude, their gratitude were mainly toward people around 

them; Not for God, Buddha, or any religious deity except for ancestors. Only two people 

referred to religious beliefs as an important issue in their lives. 

In fact, those comments about intrapersonal and interpersonal notions from the 

study participants seemed to reflect the thought of Confucianism. In the Confucian 

teaching, group harmony is highly valued, and righteousness, loyalty, sincerity, 

reciprocity, and benevolence are emphasized (Kamachi, 1999). As Kasulis (1990) 

pointed out, Confucianism may still influence profoundly to Japanese elders and still be a 

central theme of the Japanese moral and philosophical tradition. Therefore, for Japanese 

people, conceptualization without the Confucian thoughts may not reflect full domain of 

spiritual self-transcendence. 
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Research Questions 

Research Question One 

Research question one investigated bivariate correlations among all of the 

variables. Specifically, correlations of all the variables in the following relationships were 

examined; the relationships among the independent variables represented by the two 

constructs, vulnerability and self-transcendence; the relationship between the 

vulnerability independent variables and each of the well-being variables; and the 

relationships between the self-transcendence independent variables and each of the well-

being variables. 

The Relationship Between Vulnerability and Self-Transcendence 

The study findings showed that vulnerability in resource availability was 

associated with the level of psychosocial self-transcendence. In other words, people with 

less resources, specifically, lower the levels of social capital and human capital were 

likely to have lower level of psychosocial self-transcendence. The findings demonstrated 

the importance of having social support and social network for psychosocial self-

transcendence. Sense of being cared for by people, especially, may have been crucial in 

promoting psychosocial self-transcendence. 

Second, among the indicators of human capital, vulnerability in financial status 

was strongly associated with lower levels of both psychosocial and spiritual self-

transcendence in this study sample. As indicated, a person with lower level of perceived 

financial status had fewer social support and social network in this study. Consequently, 

the respondents with a lower sense of financial security did not show higher level of self-
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transcendence. The relationship between self-transcendence and financial status has not 

been explored before in the published literature. This finding suggests that financial 

status may be an important indicator of vulnerability in certain older adult populations, 

particularly in contemporary society with global economic problems that may affect 

mental health and well-being. 

Third, in the relationship with spiritual self-transcendence, although the three 

concepts of vulnerability did not show any significance, a few items in the measure of 

vulnerability such as gender, social support, and perceived financial status were found to 

be significantly associated with it. In this study, women were considered to be more 

vulnerable and thus scored higher than men. Higher score in gender related to the higher 

level of spiritual self-transcendence in this sample, that is, women showed higher 

spiritual self-transcendence than men. Gender difference in spiritual perspective was 

reported in both western and Japanese literature. It was even consistent with Millar’s 

secondary analyses of a national survey conducted in Japan in 1976, 1977, and 1980 

(1998). From the past to date, women have been more likely than men to express their 

spiritual and/or religious perspective. 

Lastly, the findings showed that vulnerability in health status and past vulnerable 

experience did not appear to trigger the process of both psychosocial and spiritual self-

transcendence in this study sample. One possible reason why health status did not have 

any statistically significant association with self-transcendence was because of relatively 

high perceived health status among the participants. In fact, approximately 87% of the 

respondents perceived their health equal to or more than average despite the fact that over 
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79% of them were in chronic or terminal conditions. Thus, the majority of participants 

may not have felt vulnerable in terms of their physical health. 

Past vulnerable experience had no relationship to self-transcendence. This may 

have been due to lack of variability in the responses or to actual lack of a relationship; 

past experience may not relate to current self-transcendence levels. The theory of self-

transcendence focuses on current not past experiences as related to self-transcendence. 

Past vulnerable experience was measured as sum of the product of number of significant 

life event(s) the subjects experienced and intensity of each event in the past six months. 

The period of the past six months, however, may not have been an adequate interval for 

elderly. Several other respondents mentioned about their significant life event(s) not 

within the past six months but in a few to several years. In addition, rating intensity of 

every event may be difficult and not be useful for older people. Almost all the 

respondents who reported significant life event (s) rated the intensity as very intense. It 

can be said that because the event was very intense for the elderly, they remembered it. 

When they looked back on their past, comparing intensity of every event seemed to be 

hard to recall for them. 

The Relationship Between Vulnerability and Well-Being 

The research findings supported the theorized relationships between the 

constructs of vulnerability and well-being in this study. As Aday (2001) and Flaskerud & 

Winslow (1998) indicated, the study participants who were vulnerable in health status, 

resource availability demonstrated lower levels of well-being. 
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Health status was evaluated by one subjective (i.e., perceived health status) and 

two objective perspectives (i.e., severity of conditions and number of chronic illness). 

Among the variables of health status, perceived health status was the only statistically 

significant indicator for depression. That is, the degree of vulnerability which might 

affect their well-being was dependent on how the individual perceive their health rather 

than objective health status in the study participants. The findings confirmed the 

importance of investigating emic (subjective) aspects of vulnerability in the assessment 

of health outcomes suggested by Phillips (1992) and Spiers (2000). 

The respondents with less social support and involvement in group activities were 

found to be more depressed and less satisfied with their lives in this study. The findings 

supported the conceptualization of the framework of vulnerability (Aday, 2001; 

Flaskerud & Winslow, 1998) and other research findings (Ide & Takaoka, 2002; Ueno et 

al., 1997). Social support and social networks are considered to provide people feelings 

of belonging and psychological well-being, which result in better coping with life events 

and thus less impact of adversity on their physical and mental health (Aday, 2001; 

Flaskerud & Winslow, 1998). 

Among all the variables of vulnerability, perceived financial status was again 

found to have stronger relationships with both depression and life satisfaction than any 

other variables. This finding, once again, supported the evidence that decreased income, 

even subjective feeling of decreased income, was the most consistent factor which makes 

people feel vulnerable (Aday, 2001; Flaskerud & Winslow, 1998). 
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The Relationship Between Self-Transcendence and Well-Being 

The research findings were consistent with the relationship illustrated in the 

theory of self-transcendence (Reed, 2008). The level of psychosocial and spiritual self-

transcendence significantly correlated positively to life satisfaction but negatively to the 

level of depression. In addition, the study findings about spiritual self-transcendence 

confirmed that there are salutary effects of spiritual/religious perspectives on well-being 

found in the literature of western society (Coyle, 2002; Haase et al., 1992; Tanyi, 2002) 

even among Japanese hospitalized elders. 

Despite differences in cultural or religious background, psychosocial and spiritual 

self-transcendence worked as a resource for well-being among the sample of Japanese 

hospitalized elders. It may be indicated that as theorized, self-transcendence (both 

psychosocial and spiritual) as a developmental human characteristics is universal; its 

theory can be applicable to anyone with any cultural/religious background. 

Research Question Two 

The research question two examined if any of the relationships among the 

following variables were linear or curvilinear: between each of the vulnerability variables 

and self-transcendence variables, between spiritual self-transcendence and well-being 

variables (depression and life satisfaction). The research finding implied that the 

relationship between vulnerability in resource availability and both psychosocial and 

spiritual self-transcendence may be more quadratic than linear. Especially, for spiritual 

self-transcendence, the linear relationship with resource availability was denied. This 

result confirmed the conceptual relationship between vulnerability and self-transcendence 
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described in the theory of self-transcendence; very low or very high levels of 

vulnerability in resource availability may not influence levels of psychosocial as well as 

spiritual self-transcendence. 

Findings from research suggested that not too much but a “healthy” religious 

involvement is better for well-being (Koenig,1997); this is congruent with findings on 

research question two, which assessed the relationships between spiritual self-

transcendence and well-being variables. In this study, the relationship between spiritual 

self-transcendence and both depression and life satisfaction were found to be more linear 

than quadratic. That is, the higher the level of spiritual self-transcendence is, the lower 

the level of depression and the higher the level of life satisfaction will be. This finding 

supports previous results on optimal spiritual levels. 

Considering the religious aspects of the study participants, the interpretation of 

the findings should be cautious. The demographic characteristics of the sample revealed 

that nearly two third of them (63.8%) had no religious affiliation and that only 15% said 

their religion was very important. Compared to the fact that 96% of American people 

confess a belief in God and 42% consider their religious/spiritual belief is very important 

in their lives (Thoresen & Harris, 2002), it can be said that the majority of the participants 

in this study were already a person with a “healthy” religious involvement. There may 

have been only a few people who were strongly religious in the sample. 

Research Questions Three and Four 

The results of research question three and four clearly indicated that self-

transcendence correlated stronger to the level of well-being than vulnerability. 
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Research Question Three 

The research question three was, “what vulnerability and self-transcendence 

variables taken together best explain the variance in each well-being variables 

(depression and life satisfaction)?” The study findings demonstrated the statistically 

significant linear combination of all vulnerability (i.e., health status, resource availability, 

and past vulnerable experience) and self-transcendence variables (i.e., both psychosocial 

and spiritual self-transcendence) on the level of well-being variables (i.e., both depression 

and life satisfaction). That is, as conceptualized in the theory of self-transcendence, 

vulnerability and self-transcendence together influenced the level of depression and life 

satisfaction. 

For depression, among all the variables, previous research findings consistently 

indicated that psychosocial self-transcendence was the major factor affecting the level of 

depression, followed by present health status. On the contrary, with respect to life 

satisfaction, spiritual self-transcendence was identified as the strongest predictor with 

more variance, followed by psychosocial self-transcendence and resource availability. 

Research Question Four 

The research question four was, “which type (vulnerability or self-transcendence) 

of variables explain more variance in well-being?” The study findings demonstrated that 

although both variables of self-transcendence and vulnerability were significant, self-

transcendence variables had more explained variance in predicting the level of well-being 

than variables of vulnerability. 
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Research Question Five 

Research question five was, “what role do the self-transcendence variables play in 

the relationship to well-being?” In this study, psychosocial self-transcendence was 

identified as a mediator in the relationship between vulnerability and well-being. As 

conceptualized in the theory of self-transcendence, psychosocial self-transcendence 

converted vulnerable experience in terms of availability of resources to well-being, that is, 

lower level of depression and higher level of life satisfaction. Especially, psychosocial 

self-transcendence held a perfect mediating effect of vulnerability in resource availability 

on depression; even though people with fewer resources available, those may not become 

depressed if they have a higher level of self-transcendence. It can be said that 

psychosocial self-transcendence is an important inner resource for well-being. 

Second, it was found out that psychosocial and spiritual self-transcendence 

directly related to level of well-being in this study. Psychosocial self-transcendence had 

direct effect on both depression and life satisfaction, while spiritual self-transcendence 

directly influenced only the level of life satisfaction. Although spiritual self-

transcendence had a significant correlation with depression as shown in the research 

question one, as a predictor, spiritual self-transcendence was not a significant one on 

depression. This may be result from one of the sample characteristics, in which male who 

usually do not express about spirituality were more than female in the study sample. 

Lastly, there was no moderating effect of variables of self-transcendence found in 

this study. In short, in the relationship between vulnerability and well-being, self-

transcendence directly affects a person’s level of well-being. Moreover, for people with 
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less socioeconomic resources, psychosocial self-transcendence functions as a mediator 

which hinders the individual from being depressed and simultaneously promotes their 

satisfaction with their lives. The final model demonstrating the relationship among the 

constructs of vulnerability, self-transcendence, and well-being is presented in Figure 8. 

Vulnerability Self-Transcendence Well-Being

Health
Status

Resource
Availability

Psychosocial
Self-

Transcendence

Spiritual 
Self-

Transcendence

Life 
Satisfaction

Depression

 

FIGURE 8: The Final Model of the Relationships Between Concepts of Vulnerability, 
Self-Transcendence, and Well-Being in Japanese Hospitalized Elders 

Study Limitations 

Sampling 

The sampling method used in this study was convenience sampling. The 

participants were recruited from four hospitals only where the investigator obtained a 

permission to access to the facility. In addition, all the respondents were referred to the 

investigator from a nurse manager in a unit. Selection of the participants, therefore, were 

possibly biased and threatened the representativeness of the population by the sample. In 

fact, the majority of respondents was accommodating and enjoyed sharing their life 
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experiences. It may be able to say that the sample was relatively psychosocially healthy 

people. Lack of random sampling may limit generalizability of study findings as well.  

Data Collecting Method 

In order to collect data from elders in this study, an interview format was used to 

help ensure consistency across respondents in understanding and completing the 

instruments. The investigator read and showed each response scale to the subjects so that 

they were able to see and point to their response if needed. Because both the STS and 

JSPS were new instruments for Japanese elders, data collection in the interview format 

provided them opportunities to clarify their questions about items of the scales. 

Despite the benefits of the interview format in elderly participants, the form of 

self-report has a disadvantage which may become an additional threat to external validity 

of the study findings, such as social desirability response bias. It is indicated that self-

report was sometimes considered to elicit an individual’s tendency to present a favorable 

image of him or herself (Lepper and Titler, 1999; Polit and Beck, 2006). That is, the 

participants responded to questions in a socially desirable manner. 

A potential limitation was the possible threat of participant fatigue on the 

responses. As preliminary tests with lay older Japanese indicated, most of the respondents 

completed the interview session approximately 45 to 60 minutes. Some participants, 

however, would like to talk more about themselves in the beginning of the session and 

thus needed a longer time to finish all the instruments. The lengthy interview session may 

have fatigued some participants; as a result, their responses to some questions may not be 

accurate. 
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Nevertheless, this did not seem to pose a serious problem. In order to assess the 

level of well-being, the Geriatric Depression Scale and the Satisfaction with Life Scale 

seemed to be useful in this study. Since this research used two rather long instruments of 

self-transcendence besides the measure of vulnerability, by the time they come to answer 

GDS or SWLS, some participants seemed to be fatigued. However, because GDS was a 

yes/no format, and SWLS had only five questions, the respondents could continue 

answering questions. Even though the investigator offered a 10 minutes break, none of 

them accepted. It was apparent that the GDS and SWLS were really convenient and easy 

to answer. It did take approximately five minutes to complete both of scales for most of 

respondents. 

Study Instruments 

Despite of demonstrations of adequate reliability of study instruments, some 

issues related to the instruments may threaten the validity of the findings. First, some 

study variables violated the assumption of normality. Although most parametric tests are 

robust to violations of the normality assumption (Polit & Hungler, 1999), some of the 

study findings were possibly invalid. 

The validity of the two instruments which measured the level of self-

transcendence may be questionable because the construct validity examined by factor 

analyses did not support adequate validity of the Japanese translated version of the Self-

Transcendence Scale (JSTS) as well as Japanese Spiritual Perspective Scale (JSPS). In 

addition, the JSTS and JSPS may not reflect the full domain of self-transcendence as 

evidenced by additional comments about issues important to their lives. Especially, even 
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though Confucian thoughts has rarely been considered as a major religious tradition in 

Japan, incorporating it into the concept of self-transcendence may be necessary for 

Japanese elders. 

Implications for Nursing Research 

Although the findings suggested a need for modifications of some items in the 

Japanese translated version of the STS, and although the construct validity of the JSTS 

assessed by factor analyses did not meet all the criteria, the findings of the study 

suggested that conceptualization of psychosocial self-transcendence in the Western 

culture may have been applicable for the Japanese population as well. Especially, 

psychosocial self-transcendence was found to mediate the relationship between 

vulnerability in resource availability and depression and between vulnerability in 

resource availability and life satisfaction, as proposed in the theory of self-transcendence 

in the current study. Even for Japanese elders who have very different cultural and/or 

religious background, self-transcendence was found to play a key role in well-being of 

Japanese elders. 

Spiritual self-transcendence was examined by the newly composed instrument, 

Japanese Spiritual Perspective Scale (JSPS) and was found to have a significant 

relationship with life satisfaction. In addition, although spiritual self-transcendence may 

not be a predictor of the level of depression, significant correlation between them was 

demonstrated. Unlike other instruments developed to assess person’s spiritual level in 

Japan (Higa, 2002; 2007; 2008), the JSPS incorporated traditional Japanese religious 

perspectives in a positive manner. Although in general, there is a tendency of antipathy 
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against institutionalized religion in Japan, many elders may still think importantly and 

behave accordingly to some religious thoughts. Further study is necessary to refine the 

JSPS and verify the positive effect of spiritual self-transcendence on well-being among 

Japanese people. 

The relationship between vulnerability and self-transcendence also need to be 

reexamined and verified in the further study. Although the findings of this study showed 

the significant quadratic relationship between vulnerability in resource availability and 

psychosocial self-transcendence, which was consistent with the proposed relationship in 

the theory of self-transcendence, the findings also indicated the existence of significant 

linear relationship between them. 

Future research may be conducted to identify more precisely experiences or 

expressions of self-transcendence that are unique to Japanese individuals. Continued 

research on the theory also may clarify relationships among composed concepts of the 

theory. Moreover, it may help support the relevance of the theory of self-transcendence in 

Japanese culture and the universality of the concept of self-transcendence. 

Implications for Nursing Practice 

Hospitalized elders were found to be susceptible for depression in this study. The 

findings indicated that psychosocial self-transcendence may mitigate the potential effect 

of vulnerability in resource availability on the level of depression as well as promote a 

person’s life satisfaction. Japanese nurses may consider applying the theory of self-

transcendence to formulate interventions that help enhance mental health in vulnerable 

elderly patients. The theory provides a basis for helping individuals to expand their self-
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boundaries in various ways, in an attempt to enhance well-being. In next step, it may 

need to explore what kind of strategies for practices (i.e., intrapersonal, interpersonal, 

transpersonal) as suggested by Reed (2008), are especially effective for Japanese elders. 

Summary 

This research study explored relationships among vulnerability, self-

transcendence, and well-being in Japanese hospitalized elders. The findings of the study 

provided a further evidence of universality of the concept of self-transcendence and 

applicability of its theory to Japanese hospitalized elders. Psychosocial self-

transcendence was found to be a mediator which transformed a vulnerable experience 

into well-being, while spiritual self-transcendence demonstrated a direct influence on the 

level of life satisfaction in Japanese people. This study added to the body of knowledge in 

Japanese nursing, in which self-transcendence is recognized as human inner resource for 

well-being. Moreover, this study could be the first step in developing effective nursing 

care for promoting well-being in Japanese vulnerable elders. 
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APPENDIX A: 

RECRUITMENT MATERIAL
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Kaitei Hasegawa-shiki Kani Chino Scale （ HDS-R）  (English Version) 

Age:                               Sex:                         DOB: 
 questions Score 
1 How old are you? (an acceptable error range is within 2 years) 0・1 
2 What is the year, month, day, date? 

(Each one such as year, month, day, date, have one score) 
0・1 
0・1 
0・1 

3 Where are we now? 
(If the person can have a right answer voluntary=score 2. 
Waiting after 5 seconds, if the person can answer correctly to the questions 
such as, “Is here a hospital? Is here your house?”= score 1) 

 
0・1・2 

4 Repeat after I say three words. Please remember those three 
things because I will ask you those again later.  
(choose either following group of three things, circle one you choose) 
1:a). cherry blossom  b). a cat  c). a train 
2: a). plum tree  b). a dog  c). a car 

 
0・1 
0・1 
0・1 

5 Serial 7`s. Subtract 7 from 100, and what will you get? 
Then again subtract 7 from what you got first time, and what will 
you get?  
(If the person cannot get the correct answer at the first time, stop this.) 

 
0・1 
0・1 
 

6 Say backward of several numbers I will say. 
(Ask the person to say backward of 6-8-2 and 3-5-2-9. If the person cannot say 
backward of three numbers, then stop this.) 

 
0・1 
0・1 

7 Ask for the three things repeated above.  
(If the person can voluntary say the correct answers, score each 2.  
If the person cannot answer, give a hint like this; a). plant, b).animal, 
c).vehicle. In this case, for each correct answer has score 1) 

a:0・1・2 
b:0・1・2 
c:0・1・2 

8 Show the person five objects and hide them. Then ask what there 
were. (Show key, watch, or cigarette, coins, etc. Those objects should not be 
related. ) 

0・1・2 
3・4・5  

9 Ask the person to say names of vegetable as much as they know. 
(If they cannot say the name for more than 10 seconds, stop this then.) 
0 to 5 = score 0, 6=score 1, 7 = score 2, 8 = score 3, 9 = score 4, 10 = score 5 

 
0・1・2 
3・4・5 

Full score = 30: Less than 20 = Dementia: Over 21= Not demented Total 
Score 
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改訂長谷川式簡易知能スケール（ HDS-R）  (Japanese Version) 
 

年齢:                               （ 男・女） :                        年   月   日生: 

 質問内容 配点 

1 お年はいくつですか？ （ 2 年までの誤差は正解）  0・１  
2 今日は何年の何日ですか？何曜日ですか？ 

（ 年、月、日、曜日が正解でそれぞれ一点ずつ）  

0・１  
0・１  
0・１  
0・１  

3 私たちがいまいる所はどこですか？ 
（ 自発的にできれば 2 点、5 秒おいて家ですか？病院ですか？施設です

か？のなかから正しい選択をすれば 1 点）  

 
0・1・2  

4 これから言う３ つの言葉を言ってみて下さい。あとでまた聞きます

のでよく覚えておいて下さい。 
（ 以下の系列のいずれか１ つで、採用した系列に○印をつけておく）  

1： a).桜 b) 猫 c).電車           2: a) 梅 b) 犬 c).自動車 

 
0・１  
0・１  
0・１  

5 １ ０ ０ から 7 を順番に引いて下さい。 
（ １ ０ ０ －７ は？それからまた７ をひくと？と質問する。最初の答えが不

正解の場合、打ち切る。それぞれ 1 点）  

0・１  
0・１  

 
6 私がこれから言う数字を逆からいって下さい。 

（ 6-8-2、3-5-2-9、を逆に言ってもらう。3 桁逆唱に失敗したら打ち切る）  

0・１  
0・１  

7 先ほど覚えてもらった言葉をもう一度言ってみてください。 

（ 自発的に回答があれば各 2 点、もし回答が無い場合以下のヒントを与え

正解であれば 1 点）  

a) 植物 b) 動物 c) 乗り物 

a 0・1・2 
b  0・1・2 
c  0・1・2 

8 これから５ つの品物を見せます。それを隠しますのでなにがあっ

たか言って下さい。 

（ 時計、鍵、タバコ、硬貨など必ず相互に無関係なもの）  

0・1・2  
3・4・5 

9 知っている野菜の名前をできるだけ多く言ってください。 

（ 答えた野菜の名前を右欄に記入する。途中で詰まったり、約 10 秒待って

も答えない場合はそこで打ち切る）  

0～5＝0 点、6＝1 点、7＝2 点、8＝3 点、９ ＝4 点、10＝5 点 

 
0・1・2  
3・4・5  

満点 30 点  20 点以下 痴呆 21 点以上 非痴呆 Total 
Score 

 

(加藤伸司ら： 老年精神医学雑誌 2： 1339－1347、1991) 
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Health Status and Demographic Information (English Version) 

1. Age: _____ (years) 
 
2. Gender: □Men □Women 
 
3. Number of Years of Education: ____________________  
 What level did you complete?  

  □Elementary education  
  □Middle school  
  □High school  
  □College  
  □Graduate School  
 
4. Marital Status: 
  □Married   □Divorced  □Widowed   □Single  
 
5. Current Employment 
  □Full-time   □Part-time   □Retired  
 
 Past Employment__________________  
 
6. What do you consider your financial status? 
  □Not at all secure  

□Somewhat secure  
  □Secure     

□Very secure  
 
7. How would you describe your present health?  

□Poor 
□Fair 
□Average 
□Good 
□Excellent 

 
 
8. Your current Living Arrangement:   

□Spouse 
□Family members   

□Alone  
□Not alone but not with family members  
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9. Circle the number that is the best response for you. 
1). There are people available who can help me when I am in need.  

□Strongly agree  
□Agree  
□Not sure  
□Not agree  
□Strongly disagree  

 
2).There are people who care for me 

□Strongly agree  
□Agree  
□Not sure  
□Not agree  
□Strongly disagree  

 
10. Engagement in Group Activities 
 

1). Do you have a membership of a club or other? 
□Yes 
□No  

  If yes, what kind? _________________________ 
 

2). How often do you engage in group activities?   
□Everyday  
□A few times a week  
□A few times a month 
□A few times a year  
□Not at all  

 
 
 
11. What, if any, significant event(s) has happened in the last 6 months?   

Please indicate how each event was intense for you.  
 

 (                                                                           ) 
□Not intense  □Somewhat Intense  □Intense  □Very Intense 
 

(                                                                           ) 
□Not intense  □Somewhat Intense  □Intense  □Very Intense 
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(                                                                           ) 
□Not intense  □Somewhat Intense  □Intense  □Very Intense 

(                                                                           ) 
□Not intense  □Somewhat Intense  □Intense  □Very Intense 

(                                                                           ) 
□Not intense  □Somewhat Intense  □Intense  □Very Intense 

(                                                                           ) 
□Not intense  □Somewhat Intense  □Intense  □Very Intense 
 

 
12. Religious Affiliation 

□Buddhist 
  □Shinto 
  □Christianity/Catholic 
  □Islam 
  □Other _______________________ 
 
13. How important is your religion for you?     
  □Not at all 
  □Somewhat unimportant 
  □Don’t know 
  □Somewhat Important 
  □Very important 
  Why? ______________________________________________________ 
 
14. The severity of condition of the respondent． 

□A temporary condition  
□A chronic condition is predominantly present   
□A more serious condition  
□A terminal condition  
 

15. Reason for Hospitalization: __________________________________ 
 
16. What chronic illness(s) do you have? : __________________________________ 
 
17. Length of stay in hospital __________ 
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貴方の健康状態や生活背景について (Japanese Version) 

 

１ ． 年齢： （     ） 歳  

２ ． 性別： □ 男性  □ 女性 

３ ． 教育を受けた年数:     年 

最終学歴：  □ 小学校まで   

□ 中学校まで   

□ 高校まで   

□ 大学まで   

□ 大学院まで 

４ ． 婚姻の状況：   

□ 結婚している  □ 離婚  □ 死別  □ 独身 

５ ． 現在の職業 

 □ 正社員  □ 非常勤・パート  □ 定年退職 

過去の職業は：                                    

６ ． 現在の貴方の経済的状況はいかがですか？ 

□ 全く問題ない  □ 問題ない  □ やや心細い  □ 心配である 

７ ． 現在の健康状態をどう思われますか？ 

□ とても良い  □ 良い  □  普通  □ 良くも悪くもない  □ 良くない 

 

８ ． 生活状況：   

□ 夫・妻と暮らしている 

□ 家族と暮らしている   

□ 一人暮らし 

□ 一人暮らしではないが、家族以外と同居している 
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９ ． 以下の各項目について、貴方の考えや感じ方に最も近いものを選んで、 

○で囲んでください。 

１ ） ． 私が必要なときに助けてくれる人がいる 

□全くそう思う   

□そう思う   

□わからない   

□そう思わない   

□全くそう思わない 

２ ） ． 私のことを心配してくれる人がいる 

□全くそう思う   

□そう思う   

□わからない   

□そう思わない   

□全くそう思わない 

 

10． グループ活動の参加 

１ ） ． 何らかのグループやクラブなどのメンバーである 

□はい   どのようなものですか？(                    ) 

□いいえ 

２ ） ． どのくらいの頻度でグループ活動に参加していますか？ 

□毎日 

□週に何回か 

□月に何回か 

□年に何回か 

□全く参加していない 
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11． 過去 6 ヶ月間で、あなたにとって、どのような重要な出来事がありましたか？もし、

ありましたらお書きください。また、そのひとつひとつの出来事が貴方にとって、 

どのくらい大変な辛い出来事であったか、該当するものをお選びください。 

（                              ）  
□それほど大変ではなかった  □やや大変だった  □大変だった  □とても大変だった 

 

（                              ）  
□それほど大変ではなかった  □やや大変だった  □大変だった  □とても大変だった 

 

（                              ）  
□それほど大変ではなかった  □やや大変だった  □大変だった  □とても大変だった 

 

（                              ）  
□それほど大変ではなかった  □やや大変だった  □大変だった  □とても大変だった 

 

（                              ）  
□それほど大変ではなかった  □やや大変だった  □大変だった  □とても大変だった 

 

（                              ）  
□それほど大変ではなかった  □やや大変だった  □大変だった  □とても大変だった 

 

12． 信仰している宗教はありますか? 

□なし  □仏教  □神道  □キリスト教/カトリック  □イスラム教   

□その他（          ）  

 

13． その宗教はあなたにとってどのくらい重要ですか？  

□全く重要ではない   

□あまり重要ではない  

□わからない  

□やや重要である    

□とても重要である 

それはなぜですか？ 

（                                       ）  
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14． 貴方の健康状態は？ 

□一時的な状態である 

□慢性疾患が主なものである 

□やや重い状態である 

□終末期である 

 

15. 入院理由は？ 

 (                                       ）   

 

16. どのような慢性疾患をお持ちですか？ （                         ）  

 

17． 入院日数は？     日 
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Self-Transcendence Scale (English Version) 
Reed, Pamela, RN, PhD, 1987 

 
DIRECTIONS: Please indicate the extent to which each item below describes you. There 
is no right or wrong answers. I am interested in your frank opinion. As you respond to 
each item, think of how you see yourself at this time of your life. Circle the number that 
is the best response for you. 
 
At this time of my life,                                                  Not at    Very     Somewhat   Very 
I see myself as:                                                               all        Little                      much 
 
1. Having hobbies or interests I can enjoy. 1              2              3              4 
 
2. Accepting myself as I grow older. 1              2              3              4 
 
3. Being involved with other people or my 1              2              3              4 
 community when possible. 
 
4. Adjusting well to my present life situation. 1              2              3              4 
 
5. Adjusting to the changes in my physical 1              2              3              4 

abilities. 
 
6. Sharing my wisdom or experience with others. 1              2              3              4 
 
7. Finding meaning in my past experiences. 1              2              3              4 
 
8. Helping younger people or others in some way. 1              2              3              4 
 
9. Having an interest in continuing to learn about 1              2              3              4 

things. 
 
10. Putting aside some things that I once thought 1              2              3              4 

were so important. 
 
11. Accepting death as a part of life. 1              2              3              4 
 
12. Finding meaning in my spiritual beliefs. 1              2              3              4 
 
13. Letting others help me when I may need it. 1              2              3              4 
 
14. Enjoying my pace of life. 1              2              3              4 
 
15. Dwelling on my past unmet dreams or goals. 1              2              3              4 
 
Thank you very much for completing these questions. Please feel free to list below or on 
the back any other issues that are important to you at this time of your life that were not 
listed above. 
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貴方の人生や人生について大切なことについて貴方の人生や人生について大切なことについて貴方の人生や人生について大切なことについて貴方の人生や人生について大切なことについて    

日本語版日本語版日本語版日本語版    SelfSelfSelfSelf----Transcendence ScaleTranscendence ScaleTranscendence ScaleTranscendence Scale（（（（ STSSTSSTSSTS））））     (Japanese Version)(Japanese Version)(Japanese Version)(Japanese Version)    

 

下記の項目は、貴方が自分の人生を今どのように感じているかを表したものです下記の項目は、貴方が自分の人生を今どのように感じているかを表したものです下記の項目は、貴方が自分の人生を今どのように感じているかを表したものです下記の項目は、貴方が自分の人生を今どのように感じているかを表したものです。。。。    

貴方の感じ方に最も近いと思われる番号を右の欄から選び、○で囲んでください。これ貴方の感じ方に最も近いと思われる番号を右の欄から選び、○で囲んでください。これ貴方の感じ方に最も近いと思われる番号を右の欄から選び、○で囲んでください。これ貴方の感じ方に最も近いと思われる番号を右の欄から選び、○で囲んでください。これ

らの項目には正誤の回答はありませんので、貴方の率直な意見をお聞かせください。らの項目には正誤の回答はありませんので、貴方の率直な意見をお聞かせください。らの項目には正誤の回答はありませんので、貴方の率直な意見をお聞かせください。らの項目には正誤の回答はありませんので、貴方の率直な意見をお聞かせください。    

    

１ ．１ ．１ ．１ ．     現在の人生で、私は趣味や興味を持ち、それを楽しんでいる現在の人生で、私は趣味や興味を持ち、それを楽しんでいる現在の人生で、私は趣味や興味を持ち、それを楽しんでいる現在の人生で、私は趣味や興味を持ち、それを楽しんでいる    

①全くない    ②少しそうである    ③多少はそうである    ④いつもそうである 

２ ．２ ．２ ．２ ．     現在の人生で、私は年を重ねていく自分を受け入れている現在の人生で、私は年を重ねていく自分を受け入れている現在の人生で、私は年を重ねていく自分を受け入れている現在の人生で、私は年を重ねていく自分を受け入れている    

①全くない  ②少しは受け入れている  ③多少受け入れている  ④いつも受け入れている 

３ ．３ ．３ ．３ ．     現在の人生で、私はできる限り他人や地域社会の人々と関わり合いを持って現在の人生で、私はできる限り他人や地域社会の人々と関わり合いを持って現在の人生で、私はできる限り他人や地域社会の人々と関わり合いを持って現在の人生で、私はできる限り他人や地域社会の人々と関わり合いを持って    

いるいるいるいる    

①全くない   ②少しは持っている   ③多少     ④いつも 

４ ．４ ．４ ．４ ．     現在の人生で、自分の生活状況によく適応していると思う現在の人生で、自分の生活状況によく適応していると思う現在の人生で、自分の生活状況によく適応していると思う現在の人生で、自分の生活状況によく適応していると思う    

①全くしていない   ②少しはしている   ③多少はしている   ④いつもしている 

５ ．５ ．５ ．５ ．     現在の人生で、自分の身体機能の変化に順応していると思う現在の人生で、自分の身体機能の変化に順応していると思う現在の人生で、自分の身体機能の変化に順応していると思う現在の人生で、自分の身体機能の変化に順応していると思う    

①全くしていない   ②少しはしている   ③多少はしている   ④いつもしている 

６ ．６ ．６ ．６ ．     現在の人生の中で、私は自分の知恵や経験を他人と分かち合っていると思う現在の人生の中で、私は自分の知恵や経験を他人と分かち合っていると思う現在の人生の中で、私は自分の知恵や経験を他人と分かち合っていると思う現在の人生の中で、私は自分の知恵や経験を他人と分かち合っていると思う    

①全くしていない   ②少しはしている   ③多少はしている   ④いつもしている 

７ ．７ ．７ ．７ ．     現在の人生で、私は自分の過去の経験はとても意義があると思う現在の人生で、私は自分の過去の経験はとても意義があると思う現在の人生で、私は自分の過去の経験はとても意義があると思う現在の人生で、私は自分の過去の経験はとても意義があると思う    

①全く思わない   ②少しは思う    ③多少はそう思う    ④いつもそう思う 

８ ．８ ．８ ．８ ．     現在の人生で、私は何らかの方法で他人や若い人々を助けていると思う現在の人生で、私は何らかの方法で他人や若い人々を助けていると思う現在の人生で、私は何らかの方法で他人や若い人々を助けていると思う現在の人生で、私は何らかの方法で他人や若い人々を助けていると思う    

①全く思わない   ②少しは思う   ③多少はそう思う    ④いつもそう思う 

９ ．９ ．９ ．９ ．     現在の人生で、私は何かを学び続けたいという意欲や興味を持っている現在の人生で、私は何かを学び続けたいという意欲や興味を持っている現在の人生で、私は何かを学び続けたいという意欲や興味を持っている現在の人生で、私は何かを学び続けたいという意欲や興味を持っている    

①全くない    ②少しは持っている   ③多少は持っている   ④いつも持っている 

10101010．．．． 現在の人生で、以前に大事だと思っていたことは、今はそれほど大事とは現在の人生で、以前に大事だと思っていたことは、今はそれほど大事とは現在の人生で、以前に大事だと思っていたことは、今はそれほど大事とは現在の人生で、以前に大事だと思っていたことは、今はそれほど大事とは    

思わない思わない思わない思わない    

①全く思わない   ②少しはそう思う   ③多少はそう思う    ④いつも大事だと思う 
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        11111111．．．．     現在の人生で、私は、死は人生の一部だと受け止めている現在の人生で、私は、死は人生の一部だと受け止めている現在の人生で、私は、死は人生の一部だと受け止めている現在の人生で、私は、死は人生の一部だと受け止めている    

①全くそう受け止めていない  ②少しそう思う   ③多少はそう受け止めている   

④いつもそう受け止めている 

12121212．．．．     現在の人生で、私は宗教的信念や精神的活力に自分なりの意義を見出して現在の人生で、私は宗教的信念や精神的活力に自分なりの意義を見出して現在の人生で、私は宗教的信念や精神的活力に自分なりの意義を見出して現在の人生で、私は宗教的信念や精神的活力に自分なりの意義を見出して    

いるいるいるいる    

①全くない    ②少しは見出している   ③多少は見出している   ④いつも見出している 

13131313．．．．     現在の人生で、私は手助けが必要だと思ったら、他人の援助を受け入れよう現在の人生で、私は手助けが必要だと思ったら、他人の援助を受け入れよう現在の人生で、私は手助けが必要だと思ったら、他人の援助を受け入れよう現在の人生で、私は手助けが必要だと思ったら、他人の援助を受け入れよう    

と思うと思うと思うと思う    

①全く思わない   ②少しそう思う   ③多少はそう思う   ④いつもそう思う 

14141414．．．．     現在の人生の中で、私は自分の生活の速度を楽しんでいる現在の人生の中で、私は自分の生活の速度を楽しんでいる現在の人生の中で、私は自分の生活の速度を楽しんでいる現在の人生の中で、私は自分の生活の速度を楽しんでいる    

①全くない    ②少し楽しんでいる   ③多少楽しんでいる    ④いつも楽しんでいる 

15151515．．．．     現在の現在の現在の現在の私は、私は、私は、私は、過去に果たせなかった夢や目過去に果たせなかった夢や目過去に果たせなかった夢や目過去に果たせなかった夢や目標標標標をををを、まだあきらめることができず、、まだあきらめることができず、、まだあきらめることができず、、まだあきらめることができず、

新しい目標に向かうことができない。新しい目標に向かうことができない。新しい目標に向かうことができない。新しい目標に向かうことができない。    

①全く思わない   ②少しはそう思う   ③多少はそう思う   ④いつもそう思う    

 

どうもありがとうございました。あなたが現時点で人生にとって大切だと感じていることどうもありがとうございました。あなたが現時点で人生にとって大切だと感じていることどうもありがとうございました。あなたが現時点で人生にとって大切だと感じていることどうもありがとうございました。あなたが現時点で人生にとって大切だと感じていること

で、上の項目に無いものがございましたら、ここにご自由にお書きください。で、上の項目に無いものがございましたら、ここにご自由にお書きください。で、上の項目に無いものがございましたら、ここにご自由にお書きください。で、上の項目に無いものがございましたら、ここにご自由にお書きください。    
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JJJJAPANESE SPIRITUAL PERSPECTIVE SCALE ©Hoshi & Reed, 2006 

(English Version) 
Introduction and Directions:  I am interested in your responses to the questions below 
about your personal beliefs or religious beliefs as they relate to your life.  There are no 
right or wrong answers.  Answer each question to the best of your ability by marking an 
“X” in the space above that group of words that best describes you.  
 
1.  How often do you share with others your personal beliefs (including religious 
beliefs)?   
 
___________/___________/____________/___________/___________/___________ 
      Not at all            Less than once        About once                About once            About once             About once 
 a year a year a month a week a day 
 

2.   How often do you read materials related to life Philosophy?  
 
___________/___________/____________/___________/___________/___________ 
      Not at all            Less than once        About once                About once            About once             About once 
 a year a year a month a week a day 

 
3.  How often do you read materials related to religions? 

__________/___________/____________/___________/___________/___________ 
      Not at all            Less than once        About once                About once            About once             About once 
 a year a year a month a week a day 

 

4.  How often do you engage in private prayer or meditation? 

 
___________/___________/____________/___________/___________/___________ 
      Not at all            Less than once        About once                About once            About once             About once 
 a year a year a month a week a day 

 
 

Directions:  Indicate the degree to which you agree or disagree with the following 
statements by marking an “X” in the space above the words that best describe you. 
 
5.  Being thankful to others or to everything surrounding me is important in my life. 

 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

6. Overall, I think, my life has been blessed.   
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
                                                                   than agree                  than disagree 
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JAPANESE SPIRITUAL PERSPECTIVE SCALE  (continued) 

 
Directions:  Indicate the degree to which you agree or disagree with the following 
statements by marking an “X” in the space above the words that best describe you. 
 
 

7. In making decisions in my every day life, my personal belief is important.  
  
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 

8.   My personal belief (including religious belief) is a significant part of my life.  

 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
9.   I believe that I am protected or watched by Kami (God), Buddha, or ancestors.  
   
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree 
 
  

10.   My personal or religious beliefs have had an influence upon my life. 

 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
 
11.  My personal beliefs (shinko, shinjin, including religious belief) give meaning to 
my life. 
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
12. Something greater than the self exists in this world.   
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  
 
 



 

 

198

JAPANESE SPIRITUAL PERSPECTIVE SCALE  (continued) 
 

Directions:  Indicate the degree to which you agree or disagree with the following 
statements by marking an “X” in the space above the words that best describe you. 
 

13. In this world, some unseen principles of life, such as Inga-oho, Jigo-jiotku 
(retributive justice), exist.   
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
14. My life has been guided by some unseen supernatural or absolute power.   
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
15. Following religious rituals (visiting shrines at Hew Years days, visiting 
ancestor’s graveyard at Bon season) is important to me.  
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
16.  Detachment (abandoning attachment to secular things) is important in my life.   
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
17. I have attained enlightenment (satori).   
 
___________/___________/____________/___________/___________/___________ 
Strongly Disagree  Disagree Disagree more Agree more  Agree Strongly Agree 
  than agree than disagree  

 
If possible, please describe how you define spirituality on the back of this page, or provide any 
other comments you feel are important for the researcher to know about.  
Thank you for completing the questions.   
 
 
 
 
 

©Hoshi & Reed, 2006    
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人生における個人的な信念・宗教的信仰心について人生における個人的な信念・宗教的信仰心について人生における個人的な信念・宗教的信仰心について人生における個人的な信念・宗教的信仰心について    

（（（（ JAPANESE SPIRITUAL PERSPECTIVE SCALEJAPANESE SPIRITUAL PERSPECTIVE SCALEJAPANESE SPIRITUAL PERSPECTIVE SCALEJAPANESE SPIRITUAL PERSPECTIVE SCALE）））） ©Hoshi & Reed, 2006©Hoshi & Reed, 2006©Hoshi & Reed, 2006©Hoshi & Reed, 2006    

(Japanese Version)(Japanese Version)(Japanese Version)(Japanese Version)    

    

貴方の人生における個人的な信念や宗教的信仰についてお伺いします。これらの

項目には正誤の回答はありません。 

 

以下の質問に、最も当てはまる回答を選んで、番号を○で囲んでください。 

１ ． どのくらいの頻度で、あなたの個人的な信念（ 宗教的信仰も含め） を他の人と話１ ． どのくらいの頻度で、あなたの個人的な信念（ 宗教的信仰も含め） を他の人と話１ ． どのくらいの頻度で、あなたの個人的な信念（ 宗教的信仰も含め） を他の人と話１ ． どのくらいの頻度で、あなたの個人的な信念（ 宗教的信仰も含め） を他の人と話

したりしますしたりしますしたりしますしたりしますか。か。か。か。    

①全くなし  ②年に 1 回もない  ③年に 1 回くらい  ④月に 1 回くらい  ⑤週に 1 回くらい  

⑥1 日に 1 回 

２ ． どのくらいの頻度で、人生についての本を読みますか２ ． どのくらいの頻度で、人生についての本を読みますか２ ． どのくらいの頻度で、人生についての本を読みますか２ ． どのくらいの頻度で、人生についての本を読みますか。。。。    

①全くなし  ②年に 1 回もない  ③年に 1 回くらい  ④月に 1 回くらい  ⑤週に 1 回くらい  

⑥1 日に 1 回 

３ ． どのくらいの頻度で、３ ． どのくらいの頻度で、３ ． どのくらいの頻度で、３ ． どのくらいの頻度で、宗教についての本を読みますか。宗教についての本を読みますか。宗教についての本を読みますか。宗教についての本を読みますか。    

①全くなし  ②年に 1 回もない  ③年に 1 回くらい  ④月に 1 回くらい  ⑤週に 1 回くらい  

⑥1 日に 1 回 

４ ． どのくらいの頻度で、個人的に何かに４ ． どのくらいの頻度で、個人的に何かに４ ． どのくらいの頻度で、個人的に何かに４ ． どのくらいの頻度で、個人的に何かに祈ったり、瞑想をしたりしますか。祈ったり、瞑想をしたりしますか。祈ったり、瞑想をしたりしますか。祈ったり、瞑想をしたりしますか。    

①全くなし  ②年に 1 回もない  ③年に 1 回くらい  ④月に 1 回くらい  ⑤週に 1 回くらい  

⑥1 日に 1 回 

 

次に、以下の各項目において、あなたの考え方や感じ方に最も近いものを選んで、番

号を○で囲んでください。 

 

５ ． 人生において、周りの人や物事に対して感謝することは大切だ５ ． 人生において、周りの人や物事に対して感謝することは大切だ５ ． 人生において、周りの人や物事に対して感謝することは大切だ５ ． 人生において、周りの人や物事に対して感謝することは大切だ。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

 

６ ． 全体的に見ると、自分の人生は恵まれている６ ． 全体的に見ると、自分の人生は恵まれている６ ． 全体的に見ると、自分の人生は恵まれている６ ． 全体的に見ると、自分の人生は恵まれている。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 
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７ ． 日常生活で色々な選択をするにあたり、自分の個人的な信念は大切である７ ． 日常生活で色々な選択をするにあたり、自分の個人的な信念は大切である７ ． 日常生活で色々な選択をするにあたり、自分の個人的な信念は大切である７ ． 日常生活で色々な選択をするにあたり、自分の個人的な信念は大切である。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

    

８ ． 自分の個人的な信念（ 宗教的信念も含めて） は人生の重要な要素である８ ． 自分の個人的な信念（ 宗教的信念も含めて） は人生の重要な要素である８ ． 自分の個人的な信念（ 宗教的信念も含めて） は人生の重要な要素である８ ． 自分の個人的な信念（ 宗教的信念も含めて） は人生の重要な要素である。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

 

９ ． 神、仏、またはご先祖様は私を見守ってくれている９ ． 神、仏、またはご先祖様は私を見守ってくれている９ ． 神、仏、またはご先祖様は私を見守ってくれている９ ． 神、仏、またはご先祖様は私を見守ってくれている。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

 

10101010． 個人的な信念や宗教的な信仰は、自分の人生に影響を与えた． 個人的な信念や宗教的な信仰は、自分の人生に影響を与えた． 個人的な信念や宗教的な信仰は、自分の人生に影響を与えた． 個人的な信念や宗教的な信仰は、自分の人生に影響を与えた。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

    

11.11.11.11.    個人的な信念（ 宗教的信仰も含めて） は私の人生に重要な意味をもたらした個人的な信念（ 宗教的信仰も含めて） は私の人生に重要な意味をもたらした個人的な信念（ 宗教的信仰も含めて） は私の人生に重要な意味をもたらした個人的な信念（ 宗教的信仰も含めて） は私の人生に重要な意味をもたらした。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

    

12121212． 自分を超える存在・何かがこの世にはある． 自分を超える存在・何かがこの世にはある． 自分を超える存在・何かがこの世にはある． 自分を超える存在・何かがこの世にはある。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

 

13131313． この世には． この世には． この世には． この世には、何か眼には見えない人生の法則や原則、何か眼には見えない人生の法則や原則、何か眼には見えない人生の法則や原則、何か眼には見えない人生の法則や原則    （（（（ 例えば例えば例えば例えば、、、、因果応報や自因果応報や自因果応報や自因果応報や自

業自得業自得業自得業自得など）など）など）など） があるがあるがあるがある。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

 

14141414． 自分の人生は、何か眼に見えない自然を超えた力や絶対的な力に導かれている． 自分の人生は、何か眼に見えない自然を超えた力や絶対的な力に導かれている． 自分の人生は、何か眼に見えない自然を超えた力や絶対的な力に導かれている． 自分の人生は、何か眼に見えない自然を超えた力や絶対的な力に導かれている。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 
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15151515． 宗教的儀式（ 例： 初詣、お墓参り） は私にとって重要である． 宗教的儀式（ 例： 初詣、お墓参り） は私にとって重要である． 宗教的儀式（ 例： 初詣、お墓参り） は私にとって重要である． 宗教的儀式（ 例： 初詣、お墓参り） は私にとって重要である。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

    

16161616． 物事に執着しないことは私の人生において重要である． 物事に執着しないことは私の人生において重要である． 物事に執着しないことは私の人生において重要である． 物事に執着しないことは私の人生において重要である。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

    

11117777． 私は悟っている・悟りを開いた． 私は悟っている・悟りを開いた． 私は悟っている・悟りを開いた． 私は悟っている・悟りを開いた。。。。    

①全くそう思わない  ②そう思わない  ③どちらかというとそう思わない ④どちらか

というとそう思う ⑤そう思う  ⑥強くそう思う 

    

どうもありがとうございました。どうもありがとうございました。どうもありがとうございました。どうもありがとうございました。    

もし良ければ、あなたが、人生を生きていく上で、特に重要であると思われることを教えもし良ければ、あなたが、人生を生きていく上で、特に重要であると思われることを教えもし良ければ、あなたが、人生を生きていく上で、特に重要であると思われることを教えもし良ければ、あなたが、人生を生きていく上で、特に重要であると思われることを教え

ていただけますか。ていただけますか。ていただけますか。ていただけますか。ままままた、その他に、私が知っておいた方が良いと思われることがありた、その他に、私が知っておいた方が良いと思われることがありた、その他に、私が知っておいた方が良いと思われることがありた、その他に、私が知っておいた方が良いと思われることがあり

ましたら、以下に（ または裏面にでも） 何でも自由にお書きください。ましたら、以下に（ または裏面にでも） 何でも自由にお書きください。ましたら、以下に（ または裏面にでも） 何でも自由にお書きください。ましたら、以下に（ または裏面にでも） 何でも自由にお書きください。    
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GERIATRIC DEPRESSION RATING SCALE 
(English Version) 

Brink et al., 1982; Yesavage et al., 1983-Short version – Sheik et al., 1986 

Choose the best answer for how you have felt over the past week: 

1. Are you basically satisfied with your life? YES / NO 

2. Have you dropped many of your activities and interests? YES / NO 

3. Do you feel that your life is empty? YES / NO  

4. Do you often get bored? YES / NO 

5. Are you in good spirits most of the time? YES / NO 

6. Are you afraid that something bad is going to happen to you? YES / NO 

7. Do you feel happy most of the time? YES / NO  

8. Do you often feel helpless? YES / NO 

9. Do you prefer to stay at home, rather than going out and doing new things? YES / NO  

10. Do you feel you have more problems with memory than most? YES / NO 

11. Do you think it is wonderful to be alive now? YES / NO 

12. Do you feel pretty worthless the way you are now? YES / NO 

13. Do you feel full of energy? YES / NO 

14. Do you feel that your situation is hopeless? YES / NO 

15. Do you think that most people are better off than you are? YES / NO 

Answers in bold indicate depression. Although differing sensitivities and specificities 
have been obtained across studies, for clinical purposes score > 5 points is suggestive of 
depression and should warrant a follow-up interview. Scores > 10 are almost always 
depression.  
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高齢者用うつ評価スケール高齢者用うつ評価スケール高齢者用うつ評価スケール高齢者用うつ評価スケール    

日本語版日本語版日本語版日本語版 Geriatric Depression ScaleGeriatric Depression ScaleGeriatric Depression ScaleGeriatric Depression Scale（（（（ GDSGDSGDSGDS） 簡易版） 簡易版） 簡易版） 簡易版    
(Japanese Version) 

この一週間のこの一週間のこの一週間のこの一週間の、貴方の感じ方に一番近いものを選んでください。、貴方の感じ方に一番近いものを選んでください。、貴方の感じ方に一番近いものを選んでください。、貴方の感じ方に一番近いものを選んでください。    

    

 項目項目項目項目    回答回答回答回答    

１  毎日の生活に満足していますか はい  いいえ 

２  毎日の活動力や周囲に対する興味が低下したと思

いますか 

はい  いいえ 

３  生活が空虚だと思いますか はい  いいえ 
４  毎日が退屈だと思うこと多いですか はい  いいえ 
５  大抵は機嫌よく過ごすことが多いですか はい  いいえ 
６  将来の漠然とした不安に駆られることがおおいです

か 

はい  いいえ 

７  多くの場合は自分が幸福だと思いますか はい  いいえ 
８  自分が無力だなあと思うことが多いですか はい  いいえ 
９  外出したり何か新しいことをするよりも家にいたいと

思いますか 

はい  いいえ 

10 なによりもまず、物忘れが気になりますか はい  いいえ 
11 いま生きていることが素晴しいと思いますか はい  いいえ 
12 生きていても仕方ないと思う気持ちになることがあ

りますか 

はい  いいえ 

13 自分が活気にあふれていると思いますか はい  いいえ 
14 希望がないと思うことがありますか はい  いいえ 
15 周りの人があなたより幸せそうに見えますか はい  いいえ 
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Satisfaction with Life Scale (English Version) 

The SWLS is a short, 5-item instrument designed to measure global cognitive 
judgments of one's lives. The scale usually requires only about one minute of respondent 
time. The scale is not copyrighted, and can be used without charge and without 
permission by all professionals (researchers and practitioners). The scale takes about one 
minute to complete, and is in the public domain. A description of psychometric properties 
of the scale can be found in Pavot and Diener, 1993 Psychological Assessment. 

Survey Form: Below are five statements that you may agree or disagree with. Using the 
1 - 7 scale below indicate your agreement with each item by placing the appropriate 
number on the line preceding that item. Please be open and honest in your responding. 

• 7 - Strongly agree  
• 6 - Agree  
• 5 - Slightly agree  
• 4 - Neither agree nor disagree  
• 3 - Slightly disagree  
• 2 - Disagree  
• 1 - Strongly disagree  

____ In most ways my life is close to my ideal.  

____ The conditions of my life are excellent. 

____ I am satisfied with my life. 

____ So far I have gotten the important things I want in life. 

____ If I could live my life over, I would change almost nothing. 

� 35 - 31 Extremely satisfied  
� 26 - 30 Satisfied  
� 21 - 25 Slightly satisfied  
� 20        Neutral  
� 15 - 19 Slightly dissatisfied  
� 10 - 14 Dissatisfied  
�  5 -  9   Extremely dissatisfied  
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日本語版日本語版日本語版日本語版    人生満足度尺度人生満足度尺度人生満足度尺度人生満足度尺度    

（（（（ Satisfaction with Life Scale））））  (Japanese Version) 
    

１ ． ほとんどの面で私の人生は私の理想にちかい１ ． ほとんどの面で私の人生は私の理想にちかい１ ． ほとんどの面で私の人生は私の理想にちかい１ ． ほとんどの面で私の人生は私の理想にちかい    

    
 1-------------2------------3------------4-------------5-------------6------------7 

全然       そう思わない   どちらかといえば どちらでもない どちらかといえば  そう思う   強く          

そう思わない          そう思う                そう思う              そう思う               

    

２ ． 私２ ． 私２ ． 私２ ． 私のののの現在までの現在までの現在までの現在までの人生の状態は優れている人生の状態は優れている人生の状態は優れている人生の状態は優れている    

    
1-------------2------------3------------4-------------5-------------6------------7 

全然       そう思わない   どちらかといえば どちらでもない どちらかといえば  そう思う   強く          

そう思わない          そう思う                そう思う              そう思う               

    
 

３ ． 私は３ ． 私は３ ． 私は３ ． 私は今までの今までの今までの今までの自分の人生に自分の人生に自分の人生に自分の人生に満足している満足している満足している満足している    

    
1-------------2------------3------------4-------------5-------------6------------7 

全然       そう思わない   どちらかといえば どちらでもない どちらかといえば  そう思う   強く          

そう思わない          そう思う                そう思う              そう思う               

    

    

４ ． 私が人生に求める大切なものはこれまでに得てきた４ ． 私が人生に求める大切なものはこれまでに得てきた４ ． 私が人生に求める大切なものはこれまでに得てきた４ ． 私が人生に求める大切なものはこれまでに得てきた    

    
1-------------2------------3------------4-------------5-------------6------------7 

全然       そう思わない   どちらかといえば どちらでもない どちらかといえば  そう思う   強く          

そう思わない          そう思う                そう思う              そう思う               

    

    

５ ． もう一度人生をやり直すとしても、ほとんど何も変えないであろ５ ． もう一度人生をやり直すとしても、ほとんど何も変えないであろ５ ． もう一度人生をやり直すとしても、ほとんど何も変えないであろ５ ． もう一度人生をやり直すとしても、ほとんど何も変えないであろうううう    
 

1-------------2------------3------------4-------------5-------------6------------7 

全然       そう思わない   どちらかといえば どちらでもない どちらかといえば  そう思う   強く          

そう思わない          そう思う                そう思う              そう思う         
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