SELF-TRANSCENDENCE, VULNERABILITY, AND WELL-BEING IN

HOSPITALIZED JAPANESE ELDERS

by

Miwako Hoshi

Copyright © Miwako Hoshi 2008
A Dissertation Submitted to the Faculty of the
COLLEGE OF NURSING

In Partial Fulfillment of the Requirements
For the Degree of

DOCTOR OF PHILOSOPHY
In the Graduate College

THE UNIVERSITY OF ARIZONA

2008



THE UNIVERSITY OF ARIZONA
GRADUATE COLLEGE
As member of the Dissertation Committee, we certify that we haveheatissertation
prepared by Miwako Hoshi
entitled Self-Transcendence, Vulnerability, and Well-Being in Hospadlilapanese
Elders
and recommend that it be accepted as fulfilling the dissertation requiremére

Degree of Doctor of Philosophy

Date: 11/13/08

Pamela G. Reed, PhD, RN, FAAN

Date: 11/13/08

Elaine Jones, PhD, RN

Date: 11/13/08

Kathleen C. Insel, PhD, RN
Final approval and acceptance of this dissertation is contingent uparantdelate’s
submission of the final copies of the dissertation to the Graduate College.

| hereby certify that | have read this dissertation preparedrumgedirection and
recommend that it be accepted as fulfilling the dissertation requirement.

Date: 11/13/08

Dissertation Director: Pamela G. Reed, PhD, RN, FAAN



STATEMENT BY AUTHOR

This dissertation has been submitted in partial fulfilment of requirementa for a
advanced degree at the University of Arizona and is deposited in the UnivépsétgyL
to be made available to borrowers under rules of the Library.

Brief quotations from this dissertation are allowable without special psioni,
provided that accurate acknowledgment of source is made. Requests for permission for
extended quotation from or reproduction of this manuscript in whole or in part may be
granted by the copyright holder.

SIGNED: Miwako Hoshi




ACKNOWLEDGMENTS

My sincere gratitude goes to all who have contributed in helpmgamplete the
doctoral study. | especially would like to express my deem@steciation to Dr. Pamela
G. Reed, the chair of my dissertation committee as wellyagaaademic advisor. She has
been such a wonderful mentor who always inspires me and makességrin my
doctoral study fruitful. This dissertation would not have been completdobut her
ongoing guidance, support, and encouragement. | am fortunate to haa® megrchair
and gratefully appreciate her faith in my abilities and heepaé in my work. | wish |
can be a caring yet brilliant teacher like her in some day.

Special thanks go to my committee members, Drs. Elaine Jonesasinddt C.
Insel. Dr. Jones provided me many insightful comments and her hurteor afid
pleasant moments in the course of my study. Dr. Insel assisted me in imgpgoaiity of
data analyses of the study and her sweet remarks alwaysatadtime to keep going. In
addition, | would like to thank my minor committee, Dr. Elizabeth Grrisan, who
guided me through the study of complicated Japanese religion.

| would like to extend my appreciation to Dr. Judith A. Effken whiered me
precious learning opportunities by hiring me as a researcbkiatesand encouraged me
all the time. 1 also want to thank Dr. Sandra Cromwell for tgavdeen my committee
member until her retirement and always given me invaluablghtssiin a positive
manner. Moreover, | am grateful to all the faculty in the gellef nursing, university of
Arizona, for their kind and efficient supports.

| am very thankful to all of my friends in the United States, dapawherever
they are now. Their sincere and thoughtful friendship always ctedf@nd encouraged
me.

| sincerely appreciate those Japanese hospitalized elders wkowikng to
participate in this study and nurses who assisted in recruitiagn. Without their
generosity in time and energy, this study would not have been possible.

| would like to acknowledge the financial support for this reseanrh the Japan
Society for the Promotion of Scienddiljon Gakujutu Shinko Kpand the Sapporo City
University.

My heartfelt gratitude is extended to my family memberstieir understanding
and support. | would particularly like to thank my parents, Kazuo andikéatdoshi for
their unceasing love, caring, and sacrifice, which give me withageuaind strength to go
through difficulties in life. Lastly, my husband, Dr. Pen-Chiantp®€ (Ben) deserves
special appreciation. His unconditional love, unlimited support, and continuous
encouragement extensively contributed to all the achievements of my dotttdyal s



DEDICATION
This dissertation is dedicated to the memory of my grandparentsedl amd
Kiyono Hoshi, and Seizo and Kii Anzai, for their unceasing love from early
childhood. Their generosity, sincerity, diligence, and patience hagslwgressed me
and taught me many valuable lessons of life. The sacrifigehthe made for our family

deserves respect. Numerous sweet memories with them always remgiminan



TABLE OF CONTENTS

LIST OF ILLUSTRATIONS ...ttt ettt r e e e e e e e e e e e e eeas 10
LIST OF TABLES ... .ot r e e e e e e e e e e e e e e e s s e s 11
AB S T R A T -ttt e e e oo oottt e et e e e e e e e e e e e e e e e e e b e 13
CHAPTER |: STATEMENT OF THE PROBLEM ......cuttiiiiiiiiiiiiiiiiieeiie 15
U010 ] PP PPPR 17
[ FoTod (o [ {010 [ PP 18
Health Trends of Japanese Elderly...........ccooooriiiiiieeeeecce e 19
Mental Health and DepPreSSION....... oo eeeeeeees 20
Religion and Spirituality: Western and Eastern Conceptualizatians............... 22
L] o o] o PP SSPPP 22
FUNCION Of REIIGION. ......ueieiiiiee e 25
WESTEIN VIEWL. ...ttt e ettt e e e e e e e e e e e e e eeeeas 25
JAPANESE VIEW.....ceeiiiiiiiiiiii e e e e e e e eeeeeeeeeetetaaat s s e e e e e e e e e e e e e e eeeaesasannn s 26
Spirituality IN WeStern LIterature..........coooui i eeeeeeeeaeneees 26
Comparing Spirituality and Religion...............oouviiiiiiiiiei e 29
WESTEIN VIEWUS ....cciiiiiiiiiiiii e e e e e e e e e ettt e s e e e e e e e e e e e e e eeeneenann s 29
JAPANESE VIEWS.... i iieeeeeeeeieieiie e s s e e e e e e e e e e e e e e e e eaate s e s e e e e eeaaeaeeeeees 30
Religious Backgrounds iN JAPAN.........cciiiiiieeieeeieeeeeeeeitiise s e e e e e e e e e e e e e eeeeeannennnnne 35
Religious Affiliation and General Attitude Toward Religian.................... 35
GENZE RIYAKUL.....eeiiiei i 38
Major Religions iN Japan...........ooeviiiiiiiiiiiiie e 39
Minzoku Shukyo (Japanese Folk Religion)............ccccvveiiiiiiiiieeeeeeennn, 39
SINEQ. e 39
BUAANISIIL.... e 41
CRFISHANITY. ..t a e 43
CONTUCIANISM....ciiiiiii e e e e as 44
New and New New ReligionS.........coooiiiiiiiiiiiiiiiii e 44
Essence of Japanese ReligioUSNESS..........ccooiviiiiiiieeiiiiicie e 46
Significance of the Problem ... e 46
Increased Religiousness / Spirituality With AgQe...........uuveiiiiiiiiiieieeeeeeeeeeeiiiiinens 49
Philosophical Perspectives / OreNntation .............ooooiiiiiiiiiiiiiiiiiii e 52
AV T = U o T o o[ 55
TheoretiCal FramEWOTK ..........ooe it e e e e e e ar e as 56
RV 11 T= 7= o1 102U 58
Vulnerability in the Current Study..........coooiiiiiiiiiiii e 59
SeIf-TraANSCENUENCE. ... ..ttt e e e e e e e e e e e s s 62
Spirituality: Spiritual Self-Transcendence.............cooovvviiiiiiiiiiiiii e, 63
Vulnerability and Self-Transcendence............ccovvvvvvvvevieiiiiiiiieeeee e 66

Vulnerability and Spirituality.............eeeeiiiiiii e 67



TABLE OF CONTENTS Continued

Slf-Transcendence and Well-BeiNg............uuuuiiiiiiiiiiiiiiiiiieeeeiiiiie e 68
Spirituality and Well-Being........ccoooie i 68
WWRII-BEING. ...ttt ettt e e e e e e e e e e e e e e e e e e et aeee b s 70
RESEAICH QUESTIONS ... et e e e e e e e e e e e e e e e esta e e e eesesaaeeeeeeenaes 71
CHAPTER 1I: LITERATURE REVIEW .....ccoiiiiiiiiieeeeeeeee ettt 73
Vulnerability, Depression and Well-Being Among Japanese Elderly..............cccccoeeeen. 73
Physical Status and DEPreSSIQN..........ceuuuuuiiumiiiiae e et e e e e 73
Social Variables and DepPreSSION........ccouvvviiieiiiiiiiiie e e e 75
Vulnerability and ReliQIOUSNESS ..........oooiiiiiiiiiiiiii e e e e e eeeeeeeees 77
Self-Transcendence and Well-BeING .........uuuuuuiiiiiiiiiee e e e e e e e 79
Psychosocial Transcendence and Depression in Eastern and Western Lite8&ure
Japanese Empirical Studies About Spirituality.........ccceeeeeeeeieeiiiiiieieeen 84
Spiritual Transcendence / Religiousness and Well-Being in the Western Lit@ature
(@] o[ 11 5] o] o K0P P TP RPPRPR 95
CHAPTER 1ll: METHODOLOGY ....ooiiiii ettt ettt et e e e e e e e e e e e e seeee e 96
13 7S o | o PP 98
SAMPIE AN SEHING ...t e e e e e e e et e e e e e s r bbb r e e e e e e e aaaas 99
INSTIUMENTS ... e e e e e e e e e e e e e e e e e e e e nne e e e e e e ennn s 101
Health Status and Demographic Information..............cccceeeeeiiiieee i 101
VUINErability MEASUIES.........uuiiiiei e e e e e e e e e e 101
HeEalth StatUS......uee e 103
Resource Availability.............oovveeiiiiiii e 104
Past Vulnerable EXPerienCeS.........oouuuiiiiiiiiiiii e 105
Self-Transcendence SCale (STS) .. .ciiiiii i e e e e e e e eeeaaaaaees 106
Japanese Spiritual Perspective Scale (JSPS).......cccvviiiiiiiiiiiiii e, 107
Geriatric Depression SCale (GDS)........uuuuiiiiiiiee e e e e e 110
Satisfaction with Life Scale (SWLS)........uuuuiiiii e 110
Preliminary Test of the Study INStrumentsS...........cccoovvvviveeeeiiicccer e 112
e (0Tl =To (U PP 113
Human Subjects APProval PrOCESS ......uuu ittt e e e e e e e e e e e e s 114
Data ANAIYSIS PLAN .....uuiiiiii ettt e e e e e e e e e e e e e eeeeaarnnna 115
CHAPTER IV: FINDINGS ..ottt 117
Characteristics of the SamMPIe...........eeeeii e 117
Characteristics of Study VariablesS.........ccooiiiiiiiiiiceeeee e 122
Reliability Of INSIIUMENES .....coeiiiiiiiiiieie e e 127
VUINErability MEASUIES........uuuiiiie e e e e e e e e e e 127
Self-Transcendence SCale (STS)....cuuuuiiiiiiiiiiaee e 131

Japanese Spiritual Perspective Scale (JSPS)...........vvviiiiiiiiiieeeeeeceeeeeeeiiiines 133



TABLE OF CONTENTS Continued

Geriatric Depression Scale (GDS)........cooviiiiiiiiiii s 135
Satisfaction with Life Scale (SWLS).......cooviiiiieiieciee e 135
Descriptive Data Analysis of Study Variables on ParticipantS............cccceeeeeeiiieiiiiiiiinnnnns 135
RESEAICH QUESTIONS ... e e e e e e e e e e e e e e tba e e e e e easaaeeeaeeens 139
Research QUESHION ONE..........uiiiiiiii e 139.......
The Relationship Between Vulnerability and Self-Transcendence....... 139
The Relationship Between Vulnerability and Well-Being....................... 141
The Relationship Between Self-Transcendence and Well-Being......... 143
Research QUESHION TWO ......uuiiiiiiiiie e 144.......
Research QUESHION THIEE .........ovi i 146........
Research QUEeSHiON FOUN ...........ciiiiiiii e 149.......
Research QUESHION FIVE .........oouiiiiiecee e 150.......
Testing Mediating Effects of Self-Transcendence................ccccceeeeeeeieens 151
Testing Moderating Effects of Self-Transcendence..............ccccvvvvvvvnnnes 153
Examination of Direct Effects of Self-Transcendence on Well-Being..153
AddItioNal COMMENTS ...t e e e e e e e e e e e e e e e e s s s aannes 155
SUMIMBIY <.ttt ettt oo oot ettt e e e et e e et e e e e e e et a e e e eeeet b e e eeeeesbna e eeaeensnnnaeaeennen 155
CHAPTER V: DISCUSSION ....utitiiiiiiiiitieieee ettt e e e e e e e e e e e s s s 158
Characteristics of the Study PartiCIpants ... 158
Vulnerability of the Study PartiCipantS............oeuuviiiiiiiiiiiiie e 158
Vulnerability in Health Status...........ooooo i 158
Vulnerability in Resource Availability................ciiiiiiiiiieeeceeeeee e 159
Past Vulnerable EXPeri@NCe......ccooo i 160
Religious Affiliation and Attitudes Toward Religion of the Study Participant........ 161
Well-Being of the Study PartiCIPANTS ............ueeiiiiiiieee et eeeeeeeeaeeees 161
92T 0] €257 [0 1 162
Life SAtISTACTION. .. .ueeiie et 162
Self-Transcendence of the Study PartiCipants ..........ccccoveiiiiiiiiiiiiceeceecrrr e 163
Psychosocial Self-TranSCeNUENCE..........uuuuuuiiiiiii e 163
Spiritual Self-TranSCENUENCE ... ...cii i 165
Additional Comments About Issues Important to Their Lives...........ccccceeeene... 166
RESEAICH QUESTIONS ... e et e e e e e e e e e e e e b e e e e eessbeeeeaeens 168
Research QUESHION ONE........coooiiiiii e e 168
The Relationship Between Vulnerability and Self-Transcendence....... 168
The Relationship Between Vulnerability and Well-Being....................... 170
The Relationship Between Self-Transcendence and Well-Being......... 172
Research QUESTION TWO.......coiiiiiiie e e e e e e aaaas 172
Research Questions Three and FQUI.............ooeviiiiieiiiiiiii e 173
Research QUestion ThIee.........coooviiii i 174
Research QUESHION FOUL..........oocuuiiiiieeiee e e 174

Research QUESHION FIVE.........oooiiii e 175



TABLE OF CONTENTS Continued

SEUAY LIMITALIONS ...ttt e e e e e e e e e e e e e et e e aeabab e e e e e e eeeeeeeeeeeees 176
= 10 1] ] L1 o S 176
Data Collecting Method............ueuiiii e 177
Y (U0 | [ S (U0 0 T= ] €S 178

Implications for NUrsing ReSEaArCH ..o 179

Implications for NUISING PracCliCe .........ccoeeiiiiiiieeeeeers e e e e e e e 180

SUMIMBIY <.ttt ettt oottt e e oot ettt e e e et e e et e e e e ee et a e e e e eeetaa s e eeaensbsn e eeeeennnnnaeaeennen 181

APPENDIX A: RECRUITMENT MATERIAL ......uuttiiiiiiiiiiiiiiiiiieeee e 182

KAITEI HASEGAWA-SHIKI KANI CHINO SCALE (HDS-R)
(ENGLISH VERSION) ..tttitittittieeee ettt a e e e e e e e 183
KAITEI HASEGAWA-SHIKI KANI CHINO SCALE (HDS-R)
(JAPANESE VERSION) ...ciiiiiiiiii ittt e e e e e e 184

APPENDIX B: DATA COLLECTION INSTRUMENTS .......cciitiiiiiiiiiieireeeeee e e e 185

HEALTH STATUS AND DEMOGRAPHIC INFORMATION

(ENGLISH VERSION) ...uiiiitiiitiiiiiiiiete e e e e e e e e e e e e s s e s s s ssseeeeeeeeaeeeaaeaaeaaaaaaaaassnnnnnnes 186
HEALTH STATUS AND DEMOGRAPHIC INFORMATION

(JAPANESE VERSION) ...etiiiiiiitiieie ettt a e e e e e e e e e e e e e s s s annnsnnsneennnees 189
SELF-TRANSCENDENCE SCALE (ENGLISH VERSION).......cuuuuiiiiiiiiiiiiiiiiiieeenn, 193
SELF-TRANSCENDENCE SCALE (JAPANESE VERSION) ......ccooiiiiiiiiiiiiiie 194
JAPANESE SPIRITUAL PERSPECTIVE SCALE (ENGLISH VERSION)....... 196.
JAPANESE SPIRITUAL PERSPECTIVE SCALE (JAPANESE VERSION)......199
GERIATRIC DEPRESSION SCALE (ENGLISH VERSION) ......ccccviiiiiiiiiiiiceeeeeeennn 202
GERIATRIC DEPRESSION SCALE (JAPANESE VERSION).......cuuiiiiiiiiiiiiiieeeeenn. 203
SATISFACTION WITH LIFE SCALE (ENGLISH VERSION) ......cvviiiiiiiiiiiiiiieeeen, 204
SATISFACTION WITH LIFE SCALE (JAPANESE VERSION) ....cccoovviiiiiiiiiiiiis 205

APPENDIX C: SITE AUTHORIZATIONS FOR STUDY CONDUCT ......ccvvvvviiieeennn. 206

APPENDIX D: INFORMED CONSENT FORM .....ccoiiiiiiiiiiiiiiiiieiieeeeee e e 211

APPENDIX E: HUMAN SUBJECTS APPROVAL LETTER ......ccoooiiiiiiiiiiiiie, 218

REFERENCES ... 220



FIGURE 1:

FIGURE 2:

FIGURE 3:

FIGURE 4:

FIGURE 5:

FIGURE 6:

FIGURE 7

FIGURE 8:

10

LIST OF ILLUSTRATIONS

Proposed TheoreticaModel: Relationship of Vulnerability and Self-
Transcendence to Well-Being in Japanese Hospitalized Elders.......... 57

The Conceptualization of Japanese Spirituality...............coovviiiiiiiiiiinnnn. 65

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.......... 97
Boxplots of Scores in Vulnerability in Health Status, Resource Availability,
and Past Life EVENLS.........oooviiieiiiss e 125

Boxplots of Scores of Translated Version of Japanese Self-Transcendence
Scale (JSTS) and Japanese Spiritual Perspective Scale (JSPS)......126

Boxplots of Scores in Geriatric Depression Scale (GDS) and Satisfaction
WIth Life SCale (SWLS)......uuiiiiiiii ittt e e e e e e e e e e eeaeeannees 127

Model for the Relationships Between Concepts of Vulnerability, Self-
Transcendence, and Well-Being in Japanese Hospitalized Elders Found in
ENIS STUAY. .. e e e e e e e e e 157

The Final Model of the Relationships Between Concepts of Vulnerability,
Self-Transcendence, and Well-Being in Japanese Hospitalized EIJETS .....



TABLE 1:
TABLE 2:

TABLE 3:

TABLE 4:

TABLE 5a:

TABLE 5b:

TABLE 5c:

TABLE 6:

TABLE 7:

TABLE 8:

TABLE 9:

TABLE 10:

TABLE 11:

TABLE 12:

TABLE 13:

11

LIST OF TABLES

Definitions of Spirituality from Current Western Literature................ 28

Definitions and Descriptions About Spirituality, Spiritughin, Spiritual
Care, and Spiritual Well-Being in the Japandséerature..................... 33

Proposed Variables of Health Status, Resource Availability, and Past
Vulnerable Experience to Assess Vulnerability in This Study........... 62

Items and Item Number that Indicate the Concepts and Empirical
Indicators of Vulnerability in the Questionnaire of the Health Status and
Demographic INfOrmation................eciiiiiniiiiie e 102

Demographic Characteristics of the Sample (N = 105) Organized by the
Concept of Health Status of the Construct of Vulnerability.............. 119

Demographic Characteristics of the Sample (N = 105) Organized by the
Concepts of Resource Availability (Social Status and Social Capital) of the
Construct of VUulnerability..........cccooeeiiieiiiieieeeeeee e 119

Demographic Characteristics of the Sample (N = 105) Organized by the
Concepts of Resource Availability (Human Capital) of the Construct of

VUINEIADIIEY ... 121
Respondents’ Comments Related to the Reason Why Their Religion Is or
IS NOU IMPOITANL......coeeiiie e e en e 122

Intercorrelations of Each Variable and Correlations of Each Variable to
Total Score of the Concept of Health Status (N = 105).................... 128

Intercorrelations of Each Indicator and Correlations of Each Indicator to
Total Score of the Concept of Resource Availability (N = 105)....... 129

Intercorrelations of Each Variable and Correlations of Each Variable to
Total Score of the Concept of Resource Availability (N = 105)....... 130

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).................. 132

Range of Interitem Correlations, Corrected Item to Total Scale
Correlations, and Factor Loadings of Each Item of Japanese Spiritual
Perspective Scale (JSPS) (N = 103)......cccevviiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeneenns 134

Range, Mean, Standard Deviation (SD), Number in the Sample (n) and
Percentage (%) of Concepts of Vulnerability, Self-Transcendence, Well-
7T o o TSR 136

Mean and Standard Deviation (SD) of Concepts of Vulnerability, Self-
Transcendence, Well-Being Between Male and Female................. 138



12

LIST OF TABLES -Continued

TABLE 14:

TABLE 15:

TABLE 16:

TABLE 17:

TABLE 18:

TABLE 19:

TABLE 20:

TABLE 21:

TABLE 22:

TABLE 23a:

TABLE 23b:

TABLE 24:

Correlations Between Each Indicator and Variables of Vulnerability and

Concepts of Self-Transcendence (N = 102).......ccccceeeeeeviiviieeeeiiinnnnnnn, 140
Correlations Between All the Indicators and Variables of Vulnerability

and Concepts of Well-Being (N = 104).......covuvveuiiiiiieeeeeeeeeeeeeeeeeeiiienns 142
Correlations Among Concepts of Self-Transcendence and Well-Being

(N S 200 ittt 144
Linear and Quadratic Regression Analyses for Concepts of Vulnerability
Predicting Self-TranSCeNdeNnCe. ........ccevviiieiee e 145

Linear and Quadratic Regression Analyses for Spiritual Self-
Transcendence Predicting Concepts of Well-Being (N = 103)........ 146

Summary of Forced Entry and Step-Wise Regression Analysis for

Variables Predicting Depression (N = 1QL1)........cccoovvvvvvviiiiviiniiineeenn. 147
Summary of Forced Entry and Step-Wise Regression Analysis for
Variables Predicting Life Satisfaction (N = 102).............ccccevvvvvrernnnnns 149

Multiple Regression Analysis for Variables of Vulnerability and Self-
Transcendence Predicting Variables of Well-Being (Depression and Life
SALISTACTION) ... i 150

Multiple Regression Analysis of Resource Availability and Psychosocial
Self-Transcendence Predicting Depression and Life Satisfaction 152.....

Multiple Regression Analyses of Effects of Vulnerability, Self-
Transcendence, and the Interaction Variables of Vulnerability by
Psychosocial Self-Transcendence on Depression and Life Satisfd&ibn

Multiple Regression Analyses for Variables of Vulnerability, Self-
Transcendence, the Products of Variables of Vulnerability by Spiritual
Self-Transcendence on Depression and Life Satisfactian............... 155

Respondents’ Comments Related to Issues that are Important to Them at
this Time of Their Life Categorized by Intrapersonal, Interpersonal,
Temporal, Transpersonal Themes..........cccccvvvivveeieviccciii e, 156



13

ABSTRACT
The primary purpose of this study was to explore the relationships among
vulnerability, self-transcendence, and well-being in Japanese hospitatizesl &Vith
their declining functional health and diminishing social network, elderly people are

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

field of nursing. Self-Transcendence is identified as one of the developnestaiaes
that promote well-being in later adulthood during increased vulnerability; however
applicability of the concept of self-transcendence as well as its themnekar been
tested in Japanese population. Thus, the current study specifically testefinmadare
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 eelcinain 4
hospitals in Sapporo, Japan. The respondents’ level of vulnerability was assegsed by
aspects: vulnerability in health status, vulnerability in resource avditabnd past
vulnerable experience. Well-being was examined from the level of depressl life
satisfaction. Besides psychosocial self-transcendence, spirituabssiéendence 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 dfqeoaal self-
transcendence on the relationship between vulnerability in resource augikamiliwell-
being variables. Psychosocial self-transcendence also demonstratedftéets on well-

being. Spiritual self-transcendence did not show any mediating and modertatgref



14

the relationship between vulnerability and well-being; however, it was found e be t
strongest predictor for the level of life satisfaction. In addition, the fisdiegealed that
vulnerability in health status had a direct effect on the level of depressionsbut pa
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 hospitédieed €his
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 fangulati

interventions that help enhance well-being in vulnerable elderly patients.



15

CHAPTERI: 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, increlasmgs73
million in 2005 to almost 2 billion by 2050. The number and proportion of otddgi-e.,
persons aged 80 years or over) is rising as well. In 2005, there were 87 mibstal,
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 speeiahda
attention. Along with aging, older people experience declining functional statuare
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 elwding
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 nustissities

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 decadesymostiestern society.

In various disciplines, such as nursing, medicine, psychology, sociology, awusglig
studies, researchers have examined the concept of spirituality anoirelngl

investigated their effects on physical and mental health. Empixicidrece in the

western literature has demonstrated salutary effects of spigttellgion 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-transceratenoe of the
developmental resources that promotes well-being in later adulthood during@ttrea
vulnerability. Based on various empirical findings, Reed (1991b, 2008) proposed a
nursing theory that self-transcendence facilitates well-beirexpgnding 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 frormares
involving people with strong Judeo-Christian religious orientations. It remains unclea
whether similar positive results will be found in people with different religamabs
cultural backgrounds. Research conducted in contexts where people hold
conceptualizations of religiosity that diverge from the biblical perspeistinecessary to
confirm the positive effects of religion/spirituality on well-being (Mikset al., 2000).

Likewise, the theory of self-transcendence has never been tested in ptopléfevent
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cultural backgrounds. Although self-transcendence has been acknowledged as an
important characteristic of developmental maturity of adults and therebpéxted to
universally demonstrate the similar positive association with well-breialj the people,
this theory still needs to be tested in a different cultural context andadef necessary.

Japanese elderly can be one of the prime candidates for the study of spiritualit
and self-transcendence from a different religious and cultural perspeatite the
following three reasons. First, Japan is one of the leading nations with populatign ag
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-transcendenthealth have
been rarely investigated in Japan because the concept of spirituality and self-
transcendence are relatively new in Japan. Lastly, religiougitmacid as well as
people’s perspectives toward religion in Japan are extremely diffieoen those in
western countries. Accordingly, examining spirituality among Japareggeomay
contribute to revealing new aspects of spirituality and religion. Thus, the dbthis
study is to examine the relationships of vulnerability, self-transcendenctyadipy, 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), anebeigly in Japanese
hospitalized older adults aged 65 or over. Specifically, this study is to tesfanedar

theoretical middle range theory, which is mainly derived from the theomslfef s
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transcendence developed by Reed §200ther works were used to further define the
variables of vulnerability (Aday,000; Flaskerud & Winslow, 1998; Rogers, 2000) and

Japanese spirituality (Hoshi, 2005, unpublished paper) in the theory of self-traamsmend
used in this study. As a mid-range theory, Reed’s theory has empirical Sapgloits
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 chiarabtaridt
be universally recognized, and its theory can be applicable to anyone. Beqzarsesé
cultural and religious backgrounds are very different from those in the United Stas
important to examine its applicability to Japanese elderly and to refirleciiey .

Additionally, the conceptualization of spirituality in the current study is derive
through reviewing both English and Japanese literature; therefore, it is diffétrent
from existing conceptualization found in Japanese literature. In this stusigebeesting
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 agichEast
religion and spirituality are also presented and compared. This is folloneedblous on
Japanese religion and religious background. The section concludes with a bmed¢istate
about the essence of Japanese religion today. This information is helpful in undegstandin
the differences between Western and Eastern religion and spirituatitg)so 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 measuegsitredent
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 todliness
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, gmitigwork,
house chores, study, exercise, and so on) due to health problems were approxigtately 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 Taisaky’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 oflyhseelaeto
be overlooked. As a matter of fact, the national surveys focus more on plaggieats of
health among elderly, such as major complaints, daily habits, or the prevailence
particular diseases (e.g., cancer, heart disease, or stroke) which ofeeplogisal
impairments or death in the elderly; however, these illnesses and heaapdalcan also
contribute to lowered well-being and psychological problems among older people, whic
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 extremelythgyhany
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 seriousidepress

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 pétgrie have
screening-based depression and that the proportion was significantly higieenen
(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 hopeson fife
(Eisner, Yelin, Trupin, & Blanc, 2002; Sato, Akiyama, & Takahashi, 2001). In fact, a
study with only institutionalized elderly (Horiguchi, 1990) demonstrated tRat&0
those elderly had some kind of depressive symptoms. Consequently, suicide among olde
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 itegstiga
the prevalence of depression among the elderly in various conditions, such as community
dwelling, institutionalized, or post-stroke. Forty two percent of the studiesimedm
treatments, specifically, effectiveness of particular antidepanés®n the elderly.

Another 8% studied the diagnosis or diagnostic tools of depression. Physical,
psychological, and social factors which may cause depression among theveéderly
identified in the review of those studies; however, there is no research exgthimi

associations between spiritual aspects and/or developmental resources p¢ode
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and depression in Japan to date. In addition, study of depression focusing ornitex$pita
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 bésrkaf conceptual
clarity concerning the term spirituality. The words “spiritualityidd’religion” often have
been used interchangeably in the literature, and it is indicated that tbethederm
“spirituality” as distinguished from religion has a surprisingly shorohys{Wulff, 1997,
cited in Hill et al., 2000). The proposed conceptualization of religion and spirituality
be discussed later in the theoretical framework of the current studgyvbeovan
overview of general definition and understanding of the word religion and spiyitual
from both western and Japanese perspectives will be provided here.
Religion

The English word “religion” comes from the Latin ragetigio, meaning a bond
between humanity and some greater-than-human power. There are numerougndefinit
of religion provided in dictionaries. For example, religion is defined as “actioonaluct
indicating a belief in, reverence for, and desire to please, a divine ruling’paovae’[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 OxfottBacy
(2001) and the New Oxford American Dictionary (2001). Many scholars also offer thei

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]hdidiéion 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’I€RAyilor
“a principle of life, the feeling of a living relation between the human indivicudltiae
powers or power of which the universe is the manifestation” (Reville, J).

The Japanese wordstiukyd, is a literal translation of the English word
“religion.” According to the Japanese diction&wgjien (2003),shukyais defined as
beliefs in and functions related to godkgtni” in Japanese), or something
transcendent/sacred which is separated from the secular world, catiésl I®fstem.
Japanese scholars also provide several definitiossudyo Oshima (1984) referred to
shukyoas believing in and revering something unseen. He further mentioned that if a
person has a certain religious belief, he or she will acquire the beliahsgisteg with
his/her value system. Miyake Hitoshi (1994), a scholar in the field of Japaviessmku
shukyo” (usually refers to Japanese folk religion), describedstatyois an act of
salvation from difficulties or suffering which cannot be solved in a logical nmanne
daily lives; it is basically a life-style in relation to somethingred, such as spirits, gods,
Buddha, cosmology, or the supernatural irrespective of people’s religious cons@gousnes

Based on the review of those definitions provided by dictionaries and various
scholars both in western countries and Japan, it seems that the word rebgrura#g
means people’s beliefs in, sense of connection to, and worship for something unseen,
sacred, and mysterious power or existence that is greater than humarahdirgys

separated from the secular world. In addition, religion can be a principle of lifeylé&dem
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a life-style, and/or offer salvation from sufferings in life. Originahis term has a
broader meaning which covers both personal and societal aspects. Nevertheless] the
religion today is primarily interpreted from the institutionalizedgielis perspective,
such as Christianity, Judaism, Islam, or Buddhism. For instance, Stegerof (ged
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 smuhydri
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 tvaasformed from
an abstract process to a fixed objective entity expressed through a defysédne, such
as denominations, theological traditions, and/or major world religions. Despite the
usefulness of reification to classify religions, it results in a seriotsrtiis and
depreciation of religion because it overlooks the dynamic personal qualitycbf m
religious experience (Smith & Wulff cite in Hill et al., 2000). Likewisey&l(1997)
pointed out that Japanese people including health care professionals view relagion i
narrow scope such that religion indicates a religious organizationats#lbr frantically
believing in and following a doctrine provided by institutionalized religiéa result,
the use of alternative words such as religiousness, religiosity, or sgyityraldually has
become popular in order to signify the original meaning of religion, qualitpmdition

of being religious.
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Function of Religion

Western viewOne of the important functions of religion implied in the Western
scholar’s definitions is providing existential reality (e.g., one’s view efdif worldview)
and the principles of life in relation to the transcendental deity. For instaauile
(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 Lanny
referred religion to “essentially a principle of life.”

There are several scholars providing theoretical perspectives regancatigris
of religion. Becker (1973) holds the view that the idea of death, the fear of it, isjtire ma
driving force underlying every human activity. In other words, all human teg\are
performed to avoid the fatality of death or to overcome the fear of death by danying i
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 servicessf@iddo
specific human needs and desires. From this perspective, religion geaddatigses
three desires: (1) a desire for eschatological explanations; (2) afdesioenfort and

hope; (3) a desire for emotional and social support. The first desire is reldted to t
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explanations of existential concerns, such as meaning of life, salvation, aniiife .af

The second one, the desire for comfort and hope, is associated with physical or economic
suffering or deprivation. The third desire refers to assistance, frigndghdance, and

advice. It is indicated that the popularity of religions depends on their abilitpvalpr

services that address these three basic human desires.

Japanese viewDn the other hand, Japanese scholars take a slightly different
perspective to address the essential function of religion, emphasizinguwigosafirom
suffering in daily life. For example, Shigaraki (1983), a Buddhist scholastided 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 thag¢ithen 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 rospiritus, signifying breath
or life, with the Latinspiritulis designating simply a person “of the spirit” (Hill et al.,
2000). According to the Oxford English dictionary, the word “spirituality” is ravd@ve
of the adjective “spiritual” and/or the noun “spirit”; thus, the definitions of tsility are
normally explained by using those words, such that spirituality is “[tjhe bbslgiritual
or ecclesiastical persons” or “[t]he quality or condition of being spiritti@¢clament to
or regard for things of the spirit as opposed to material or worldly interegtS@on.

The adjective “spiritual” or the noun “spirit” have numerous definitions as et
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example, the adjective spiritual is defined as “[0]f or pertaining togtaifg or
concerning, the spirit or higher moral qualities, esp. as regarded iniauglagpect”, or
“[o]f, belonging or relating to, concerned with, sacred or ecclesiasticals or matters,
as distinguished from secular affairs, pertaining to the church or the clergy,
ecclesiastical” or so on. The noun spirit signify “[tjhe animating or a pitatiple in
man (and animals)”, “[tjhe 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 themes
literature provided by scholars (Table 1). For example, Reed (1992) definbaaipir
as “a basic characteristic of humanness” which is important in human hedived
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 behavibesiigafrom

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)

Wright (1998)

Musick,
Traphagan,
Koenig, & Larson
(2000)

McCormick,

Holder, Wetsel, &
Cawthon (2001)

Seybold, & Hill
(2001)

Tanyi (2002)

Thoresen, &
Harris (2002)

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).

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.

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.

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.

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.

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.

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 viewdzrom reviewing those definitions of spirituality in both
dictionaries and literature, it appears that the word spirituality moph&sizes
“personal” aspects of experience than religion. That is, in discussing abauapyr it
may be very important to “be aware of” ourselves, or the spirit inside us, cogecti
higher beings, sacred, or something opposed to secular materials. In $adgatly
stated that spirituality is “a highly subjective, personal and individualisticepdhc
(Cawley, cited in Coyle, 2002), “the favored term to describe individual experiedce a
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 roaspiritus (breath or lifeyepresents, spirituality is necessary for human
beings to live but cannot be seen and/or felt. Like breath or life, spiritualitypena
something that we tend to take for granted in daily life.

As noted in definitions of religion and spirituality, they are not exactlydhees
However, despite the academic conceptualizations of these terms, most people do not
distinguish between the two words in the United States. For example, in awitivey
348 respondents in Pennsylvania and Ohio in 1995 (Zinnbauer et al., 1997), 74% of the
respondents identified themselves as both spiritual and religious, while 1®%esai
were spiritual but not religious. Findings also indicated that compared topihnieua

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 fofmrship (i.e.,
church attendance and prayer), less likely to hold orthodox or tradiGdmistian beliefs,
more likely to be independent from others, more likely to engage in group expsrience
related to spiritual growth, more likely to hold non-traditional “new ageekglmore
likely to have had mystical experiences, and lastly more likely to difiete
religiousness and spirituality as different and non-overlapping conceptilitioa,
another study demonstrated that a large number of Americans currentl\s @ bfelgef in
God (96%), attend religious services regularly (42%), consider theirowgigpiritual
beliefs as very important in their lives, associate frequent religious invohtemwté
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 centralesseéntial function
of religion in western society. Spirituality is a broader concept thanaelegid may or
may not include religion. Spirituality may occur without any institutiaea religious
context, but it can and often does occur within it. Therefore, attempts to measure
spirituality as a separate construct from religion are difficult. dstrof the articles in the
United States, scholars reached a consensus that it would be unrealisticate separ
spirituality and religion in western socigfill et al., 2000).

Japanese view#n Japan, scholars could not find an appropriate Japanese word to
explain spirituality and thereby have had difficulties in understanding whéatiapiy 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 referredisef as a
translation of “spirituality.” Suzuki mentioned that spirituality can aked “shukyo
ishiki” (religious consciousness), bughukyo ishiki’as spirituality might result in
misunderstanding of the meaning of spirituality among Japanese people duel&ckhei
of profound understanding of the worsh{kyd (religion). He, therefore, did not use
shukyo ishikbut calledreiseias a translation of spirituality.

Despite Suzuki’'s effort to translate spirituality and explain its meanamg f
Japanese perspective, the wargisei’ as spirituality has not come into wide use. This is

mainly because the Chinese charactei’(5%) of “reisel’ 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 “spjtiasaiitis
in JapanAs a result, the meaning of spirituality remains unclear. The wbatls,
“reisei’ and spirituality, had rarely been discussed and are still not in angekgpa
dictionaries to date.

Nevertheless, spirituality has come into the limelight in the field ofinealte 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,aparkse
Health Ministry’s Council attempted to translate “spirituality” into Jegse; 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 atigtoptonceptualize it

without religious perspectives. Moreover, some claimed that they do not understand the
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difference between mental and spiritual and thereby do not see the neceassitysain
of spiritual well-being into the definition of health, or others posed a question i
spirituality in a western sense exists in Japanese tradition/culturéated that not
having spirituality does not mean unhealthy (Tsuda, 2000).

The importance of spirituality on health has first been acknowledged frelithe
of terminal care in Japan, and the increased number of Japanese schibtirs@ans
gradually discuss and examimspirituality. Recently, several scholars offered the
definition of spirituality in the contemporary Japanese literature. F@nost 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 crisispa’pelesire of
being remembered him or her by family, society, people in his or her dying pridtes
process of losing his/her existence. Higa (2002) defined spiritualithasriental
outlook of actively seeking something and endeavoring to relate oneself to it| as we
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, sens®of self
feeling toward something” in 2008. Hibino (2005) defines it as reestablishing one’s
identify and affirmatively organizing one’s life by seeking somethingljoae 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 hisrdife. Other
definitions of spirituality and related terms were shown in Table 2. Ititgghs some
Japanese scholars have discussed spiritual pain, spiritual care, orlspéitdeing

without defining or conceptualize spirituality itself.
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TABLE 2: Definitions and Descriptions About Spirituality, Spiritual PaBpiritual
Care, and Spiritual Well-Being in the Japanese Literature.

Authors

Definition of Spirituality

Spirituality
Kawa, M. (2005)

Yamazaki, F. (2005).

Spiritual Pain
Kashiwagi (1992)
Takahashi, Hara,
Shimoinaba, &
Tsuneto (1996)

Murata, H. (1999)

Spiritual Care
Numano (1996)

Tamura (2000)

Spiritual Well-Being
Inaba (2000)

Shirahama & Inoue
(2001)

Fundamental energy for people to live and is related to the
meaning of human existence.

Important essence for human existence but usuallynbe late
inside people.

Spiritual pain includes both spiritual pain and religious pain.

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.

Pain caused by impending loss of existence and meaning of
ourselves.

Assistance for all people who suffer from the ultimate human
guests such as the meaning of life, the death perspective, and a
view of the afterlife.

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.

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

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, sjpiaitualre
somehow related to human beings’ existential concerns, such as meaning em$iéeos
self, or death and life perspectives and thereby, spiritual well-being domes
establishing the worldview or contentment in their life. Because of the difficult
understanding meaning of spirituality, unlike the United States, there has®study
that actually investigates whether people consider themselves as batnglsmi being
religious in Japan. Although Suzuki (1972; 1988) and Kashiwagi (1992) stated that
spirituality is related to religion, some Japanese scholars still haveoavaarr
understanding of religion and thus have attempted to conceptualize spiritutiddytw
considering religious contexts.

For some peoplethe spiritual aspect is confused with mental or psychological
aspects as evidenced by the expression of “mental outlook” or “coping mechemism
some Japanese scholars’ definitions of spirituality. Higa (2002) develop&isthe
Japanese instrument to measure levels of spirituality, the spirituaiity szale (SRS),
based on his definition of spirituality and review of Japanese literature (2091).
explicitly stated that religious aspects were purposefully excluded fro®RBe 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 |ecgtehtion
with the statement of affirming religion as a coping method. Becausesthnennent did
not include possible religious views, it was not an acceptable instrument to use in this

current study.



35

Religious Backgrounds in Japan

Japanese religion has a syncretic nature and is considerably differerthose
in western countries. Using multiple religions in a daily life has been quiteahéor
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 religem w
they are in trouble. Moreover, Japanese moral standards are often influenced by
Confucianism. In the following sections, an overview of Japanese religiousnessnigc
typical religious affiliation, general attitudes toward religion, angbmligions in Japan
will be provided.
Religious Affiliation and General Attitudes Toward Religion

According to the latest data concerning the religious affiliations ohéspa
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 tohraor&d0%
of the total population. That is, many Japanese people classified themselves tihamore
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 actualletaglthat

religion. Even with this penchant for religious belongings, most Japanesel|esgaf
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age, are unwilling to describe themselves as “religious” (Musick, Traphaganjd{ &
Larson, 2000),

In fact, a national survey by the Institute of Statistical Mathematidapan
(Sakamoto, 2000) demonstrated that only 30 to 35% of Japanese actually confessed a
particular religious belief and that this percentage has been relato@sistent during
the past 40 years. Another nationally representative survey (NHK Bsiadirca
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 raiggougly (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 havatamarl (negative or unsafe)
image of religion (Inoue, 2002). This negative and unsafe image of relegomesl to be
aggravated byAum Shinrikyancident in 1995, the biggest attack of a religious cult in the
history of Japan in which a nerve gsarin, was released by the memberaim
Shinrikyoin 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 imcimbrame 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 Buddhisnd{fttom
39%) and Shinto (from 35 to 32%) were found (NHK, 2004).

In addition, the active proselytisation of adherents in New or New New religion i
Japan contributes to this unfavorable image of religion. The active missiwodeys
one of the characteristics of New or New New religion. However, even in a tam®
setting, some Japanese New or New New religion’s followers often aqyteair
nowhere at a patient with serious illness and enthusiastically prophgatestigion to
him or her. In most cases, their propagation does not offer any help oiosateahem
but rather gives them annoyance (Kiba, 1992). Accordingly, a majority of Jagdsenes
a passively religion-affirming attitude, that is, people think that it teb#d just “taste” a
religion rather than to be deeply involved in it (Kaneko, 1998). They can take part in
religious activities as rituals, regakdmi(gods) and Buddha as something that they turn
to in the time of distress, and learn a religious doctrine as education. Hotheyenever
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 (tamashif). 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, H888ko,

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 thakeligpeas
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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 Riyakult is indicated that “gnze riyaku’is an important notion in
understanding Japanese religiosity because many Japanese religiousrbédiadito
focus on it. The termdenze riyakican be translated into “this worldly benefit,”
practical benefits in life,” or simply “practical benefits” (ReadeTanabe, 1998)Genze
riyaku is generally understood to involve primarily material or physical gains oifispec
goals, such as good health, healing, success, or personal or protection of fantbrsnem
or giving birth to a child (Reader & Tanabe; Musick et al., 2000). Reader and Tanabe
(1998) further describe Japanese religiosity as a “total-care systémsh 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 forpeoglie. A popular
Japanese expressiokutushii toki no kamidanorhimeaning that turning to the gods in
time of distress (Musick et al.) represents the typical approach tmséalgn Japan
(Miyake, 2002).

Miyake (2002) provided a worldview unique to Japanese, based on the idea of
genze riyakuSince 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. Neverthetdassnevitable that

people experience hardships in a life; hence, they create various religiaisaitd
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assume an existence of afterlife for the purpose of living more comfontetiis life
and in this world. The religious rituals based on the though¢nte riyakuillustrates
Japanese world view, which is an optimistic and life-affirmativeuatiinstead of
denying this life and escaping to the world afterlife.
Major Religions in Japan

Minzoku Shuky@lapanese Folk Religion The primitive features in Japanese
folk religion are nature worship (i.e., worship for a tree, a stone, a river, or a iImunta
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 otugdeatind
fear for a spirit or gods as a guardian in a local community is formegk. thfit, various
types of gods are originated, and people worship for the various gods or spiritskand see
for their protection. People also believe that gods or spirits which are not wodshigipe
become a ghost, an apparition, or a bad spirit (Miyake). It is also believedattabtie
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 spigo(er’) 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 &bth€’ Kamiis the
primary focal point of veneration in Shinto. Although the wkadhican refer to a single
god, it is also used as the collective term for the myriad godsarheare part of all
aspects of life and manifest themselves in various forms (Kasulis, 1990; &ukarl

1991; Japan Fact Sheet).
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The nature okamiappears to be somewhat dualisiami have a superhuman
power, represent a life force, a source of manifestation of energy found inrlde and
guard the benefits of the life fordéami also protect people against danger and provide
them with the blessings of nature. On the contieayniare unpredictable like nature
itself and are prone to offend, resent, which sometimes results in harming tloé hi@w
and causing problems (Reader, 1991). People believe that to maintain a balanced and
productive relationship witkami they must honor, propitiate, and appreciate kami
(Reader, 1991). There is a strongly reciprocal element in the relationshigebet
humans anétami(Reader). The Japanese notionsaidge-sama(gratitude) and
“tatari” (retribution) are derived from the blessings and the radg@mwi respectively
(Kaneko, 1998).

In contemporary Japan, the most common Shinto’s spiritual act can be the visit to
a neighborhood Shinto shrine (Kasulis, 1990). h@esumodgthe New Year's festival, is
a national holiday and also the largest religious event with themes of regenerat
purification, and renewal. Traditionally, people visit shrines to pay one’s raspbet
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 afoEsitand customs. Therefore,
it does not proselytize or seek converts (Kasulis, 1990) nor rarely follow ebdifie
doctrines, reflect explicit theological agendas, or depend on charisnaatérde Visitors
have relative freedom of choice in how they structure their visits. Therenoavetten

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, os politic
(Nelson, 2000). Nelson (2000) stated that “[a]Jnyone is welcome to contract thesshrine’
services” (p.244). The Shinto shrines allow us to have a subjective personalized
experience, thereby offering an escape from the rigid structure of ifaifi{asulis,

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 thés cycl
there is impermanence asdffering. 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 kayaiar{*
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, inds/iduat
abandon all clinging and perceive the true nature of reality, that is, bb#ndedll things
are without substance and are thus unworthy of attachment. When a person accemplishe
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, diggina

focuses on practices conductive to enlightenment, which is oftextl satiori in Japanese.
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In generalJodo Shinsh(True Pure Land Buddhism) and Zen Buddhism are
popularly identified as typical Japanese Buddhism (Takeda, 1997). The essetttiabtea
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 catketki” (Takeda,

1997). Therefore, the True Pure Land Buddhism denies one’s own pgiviler’j"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 separdtefr
normal and natural state of life” (Reader, 1991, p. 81). Our desires, favored ways of
thinking, presuppositions, and prejudices, arrange our experience according to air sense
and often distort what is actually present. The Zen emphasizes own pakigrnot
other power to attain enlightenment. Therefore, the central teaching skZeis 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 tatledliis 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). Thattisnfint
the established Buddhist sects in contemporary Japanese society are egridaetal
and memorial service for deceased votaries and maintaining cemeteriglsatea2001).
Nevertheless, the notion of karmgo" has been well integrated in Japanese
people’s thoughts as evidenced by the expressipgs;jitoku” or “inga-ohd. These
two expressions were actually derived from Buddhist thought and originally tedlittee
retributive justice of one’s karma for one’s next life. However, Japareeggeare more
likely to understand them in relation to this world. Therefodeyd-jitoku’ is interpreted
that one’s current troubles and sufferings have been brought by what one had done, and
“inga-ohd 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 Jiggsgtoku 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 ineli@ban had
not succeeded yet (Kanzaki, 1995; Kasahara, 2001). It is difficult for Jazemse to
become a Christian. In fact, current Christian adherents account for only 1.5% of
Japanese population. The major obstacle to permeate Christian beliepaneska
culture is thought to be the deeply cultivated belief of ancestor venerational{a

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 denygasta
of spirituality in Japan (ancestor veneration) is to deny one of the deepass 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 hieahrchi
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, sinceipiyaieg 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 contemplajgay is a
central aspect of the Japanese moral and philosophical tradition; howevergitdbas s
played a key role in Japanese religious tradition (Kasulis).

New and New New Religion$he most prominerdevelopment in Japanese
religion in the 20th century is the spread of a number of new religishex¢huky® and
new new religions Ehinshin shuky9. 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 beertedimula
by social factors. The new religions are renovations of traditional Jepasiegious

ideas/restatements and contemporary expressions of Japanese redigfiousg 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 ancexdaspiats of the dead,
concepts of spiritual causation, and the emphastggeanre riyakwand 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 thenalig
curing disease (Inoue, Komoto, Tsushima, Nakamaki, & Nishiyama, 1990). Curing a
disease is one of the most effective ways in the proselytization. Aimtse aéw
religions develop their own etiology. They diagnose the cause of diseasgé®bdkseir
etiology and offer treatments to adherents. In their etiology, diseasesially tlought
to be caused by eithkami,spirits, human minds, or emotions. The new religions tend to
form a community of suffering and provide salvation from the suffering in the ngifyi
community with sympathy, beyond one’s family (Inoue et al.). Therefore, ahatgas
where social networks are strong, the development and propagation for newmsedicp
less successful (Reader, 1991). A major barometer of whether they becomeadefiave
new religion depends on how much they can experience the results they seek, (Read
1991). Consequently, many new religions have high turnover rates. For example, more
than half of those who participate in the training course oiidlaikari (one of the
Japanese New New religions) drop out of the religion fairly soon afterwaagss(Eited
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 reflectedhn eac
Japanese religion. Especially, the concerns with ancestors and appropedte tae
deceased remain a dominant feature of contemporary Japanese religion aad cultur
(Hoshino & Takeda, 1993). Miyake (1994) claimed that without syncretizing asjects
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 Ne
New religion showed that it is necessary to take Buddhist and Shinto perspiettives
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”) appearedwelbéngrained
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 Japhlih’sdrea
system nowadays. It is critical because the rapid growth of elderly peojpliees the
government to revise health plan and to place a greater emphasis on careiofjthe ag
population. It is complicated because elderly people are more likely to hatwelenul
health conditions which sometimes hinder detection of their underlying psyclablogic
distress. In fact, institutionalized or hospitalized elderly showegh#isantly higher
level of depression than community dwelling elderly in Japan (Ueno, Fujita, Nakamur

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 popAlation
number of researchers endeavor to identify factors that contribute to health knegsvel
in the elderly.

Spirituality and religion as a resource for well-being is acknogdddy many
scholars and clinicians, and numerous empirical findings about their positivenicdis
on health have been found in the western literature. Increased religiowsthesging
can be seen in not only the United States but also Japan. Religion and gpjritual
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 (dspecBuddhism),
or fact-finding surveys, such as studies conducted by the Agency for Culturas Affa
the Public Opinion Research Institute of the national broadcasting station. &ligises
studies have contributed to explication of the sycnretic nature of Japangiseisakess;
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 sectipscholars and clinicians in the field of health care have
discussed spirituality, attempted to conceptualize it, and acknowledgexigtantial
concerns will trigger spiritual pain. Thus, spiritual well-being is somgthelated to
contentment in their life. However, it can be said that the concept of spiyitmalit
Japanese literature is still in chaos compared to the literature aboutadipjrin western

countries. Although nowadays, increased number of scholars try to conceptualize
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spirituality, there are no sound research findiagsl no theory regarding spirituality.
Moreover, there are onlgeveral articles that address spirituality per se. It is agbume
that Japanese health care workers have been facing patients with dyHatssdiciated
problems and devoted their efforts to assist those patients. Therefore, théychaed
their attention on immediate matters, such as spiritual pain or spirituaboarbave
tended to neglect to conceptualize the origin of those problems, that is, spjritualit
Furthermore, even in the research studies, the concept of spiritnaiyimstrument
developed by a Japanese scholar (Higa, 2002) may not capture the whole picture of
Japanese spirituality because some scholars try to exclude religiocts asfch 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 theoriaed as
correlate of spirituality (Coward & Reed, 1997), the concept of self-transtentias
never been discussed in the Japanese nursing literature nor investigated @aoesela
population to date. Self-transcendence is “an innate human characteisec!, 003, p.
147); therefore, even though expressions of self-transcendence may betditfare its
theory should be universally applicable to any people regardless of nations, coltures
religious backgrounds. As Reed (2008) indicated, self-transcendence (and also
spirituality and religiousness) should be a cost-effective and holistic cesolwell-
being for Japanese people as well. Examining the relationshgosgeself-transcendence,
spirituality and religion, and health as well as testing applicability oéxisting theory

relating the concepts will not only be the fist step in finding effective ryitsane and
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practice for Japanese elder’s well-being but also contribute to obtaininkosviedge
regarding spirituality, self-transcendence, and the theory ofraedd¢endence.
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 successivelyobldes of
Americans and highest of all among those past age sixty five” (Levin, citethuits
Hipp, 2001, p. 95). The main exception is lower levels of attendance at religiousservice
among the oldest old group (age of 85 or older) with health and mobility problems
regardless of racial, religious, and cultural variations (Moberg; Schuyb@})Htowever,
the oldest old group often demonstrate high levels of nonorganizational religiodity, suc
as praying, listening to religious radio programs and music, watchingreditglevision,
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 theNgbge
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 fait

more often in daily life (Ellor cited in Moberg, 2001). A study of Duke Universgyp al
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showed that most hospitalized patients say that their religion became rporéaim to
them as they grew older.

Increased religiousness in the elderly is also seen among Japanese pofdilation
NHK Broadcasting Corporation’s survey (2004) demonstrated that beliefs in botb Shint
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 thése deit
Nevertheless, this affirmation consistently increases until it reachesd@%8%,
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 havi
religious belief than younger people. In fact, through the survey of Japanese pedfle f
years conducted by the Institute of Mathematical Statistics in Japeas found that the
proportion of people who claimed to hav@hinjin’ or “Shinkd, which signify both
organizational and nonorganizational religious beliefs, have consistentlysedre&h
age (Sakamoto, 2000). Millar carried out secondary analyses (1998; 1995) of the two
datasets of surveys provided by the institute of Statistical Mathemafiokyo: “A
Survey of Japanese Values and Behaviors” (1976 and 1977) and “A comparative Survey
of Value and Systems” (1980). Both analyses employed logistic regressioheand t
results demonstrated that there was a 4% increase in the odds of believia@d@mi
(God or gods) for every additional year of life (1998) and that people were nyageeh
in prayer and religious services with age (1995). Especially, women werdiketye
than men to express a beliefspiritus or gods (OR .79), and people with chronic illness

were likely to have an increased likelihood of believing in an after life (OR 11998J.
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However, Miller's studies were based on the data more than 20 years agoréhéne
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 havgldisetstat reduce
mortality. Consequently, the lower mortality rates of religious people thouig
adulthood would be a significant source of the higher average religiosity in the diatal ol
generation (Moberg, 1997). It is estimated in a study with more than 20, 000 Americ
adults that religious involvement prolongs life by about seven years (Hummecieal
in Moberg, 2001). Besides healthier habits among religious people, as another possible
reason, Koenig (1997) argued that “existential concerns at this time indjife¢ pnompt
aging persons to reexamine their views about God or perhaps adopt a religiouseworldvi
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 sociabhsand
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 inTite; 3)
help accept the inevitable losses of old age and discover compensation values; 4) To mee
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 comngoouse|
activities among the Japanese elderly, visiting Sudden Death Tenpékfi-derd),

may illustrate their concerns. In the temple, those elderly pray for arsyskekeceful
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death without excessive suffering (cited in Musick et al., 2000). Ninety threernpef
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) aised &f
in a context of nursing knowledge as “a statement encompassing ontological albaiat
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 dmly wit
the members of a particular discipline but also to the general public. Accgrdingl
philosophy of nursing include: 1) ontological claims stating what is believed digout t
nature of the phenomena of interest to the discipline of nursing, specificaignpthe
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
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nursing actions, nursing practices, and the character of individuals who chooseite prac
nursing (Salsberry, cited in Fawcett, 2000).

Ontological and epistemic claims in philosophies of nursing reflect worldview
Fawcett (1993; 2000) demonstrated three worldviews such as reaction, reciprocal
interaction, and simultaneous action worldviews, by examining four sets of warkdvie
(i.e., the organismic and mechanistic worldviews proposed by Reese and Overton, 1970;
the change and persistence worldviews explained by Hall, 1981, the simyltarkit
totality paradigms described by Parse, 1987; and the particulate-detaaninist
interactive-integrative, and unitary-transformative paradigm by Newh®92) that have
been cited as fundamental to the development of nursing knowledge.

The philosophical perspective for this study is derived from Fawcett’s realproc
interaction worldview (1993; 2000). In this worldview, a human being is conceptlialize
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 ar
continuous, and at other times, persistence or stability reigns and changeoobctos
foster survival. The probability of change at any given time can only beagstim

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-sociattsgdibeings. All those
dimensions of an individual are interactive and complexly interrelated institalay.
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 thydeeac
harmony as a whole. Accordingly, health is regarded as harmony of physablogi
psychological-social-spiritual dimensions. When all the dimensions arenteglated,
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 withgba.per
That is, environment can stimulate or influence the person, and the person can dlso affec
the environment. Reality is acknowledged as relative and multidimensional. éple pe
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 seersasd
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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 thenpand

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-transcendewitens
recognized as one of the correlates or consequence of the pattern oflispinttize
simultaneous action worldview. In the reciprocal interaction worldview, self-
transcendence can be theorized as an inner resource that faciliegestion 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” ant healt
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 harroyiegn
harm, and positively contributing to another’s good. Nurses have responsibility to
appropriately assess patients’ conditions, find problems that compromise tlteir hea
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 tieprovi
necessary information to patients so that they can examine and consideepossibl
treatments as well as alternatives and decide most preferred way. aAlsodaee
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 ofraelfcendence
(2008), conceptualization of spirituality from Japanese perspective, and a
conceptualization of vulnerability. The model of theoretical framework is shown |
Figure 1.The structure of the proposed theoretical model was primarily derivedfieom t
theory of self-transcendence (Reed, 2008). By using the vulnerable populations model
(Flaskerud & Winslow, 1998; Aday, 2001) with consideration for a person’s expdrientia
state, the construct of vulnerability will be examined through health statoarces
availability, and past vulnerable experience. Self-transcendence, incigdiitgality, is

theorized as a mediator or moderator which converts or moderate people’shlalnera



Construct

Concept
Past Self-Transcendence Spirituality . Life
e Res_our_c_e Vulnerable (Psychosocial (Spiritual Depression Satisfaction
Status Availability . atisfactio
Experience Self-Transcendence) || Self-Transcendence)

FIGURE 1:Proposed Theoretical Model: Relationship of Vulnerability and Self-TranscendenedltBaivig in
Japanese Hospitalized Elders



58

experience into well-being. Self-transcendence may also directig telavell-being.
Lastly, well-being will be assessed through life satisfaction and cepnes
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 eteztpr
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 §Roger
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, relathamdsksource
availability. Using those three key concepts, Aday (2001) also proposed thevinkme
for studying both community- and individual-level correlates of vulnerabdityoor
physical, psychological, and social health. This model reflects epidemallpgicciples
of population-based relative risk, focusing on collective health status of membeess in t
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 islgedétcted 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 degheeatf t
are different. One person may strongly feel distressed, whilesatiegy 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 descriptitimeof
phenomena from someone outside the experience) and emic, or subjective (aaescripti
of a phenomenon as understood by he person) perspective. It is indicated thatemssessm
of the objective aspect alone may not be adequate to predict individual’s healthemutcom
The objective or etic approach can be a hindrance in understanding self-cdrrjmna
in terms of vulnerability, well-being, and quality of life by those labeterhlly 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 ritbeses
on the subjective aspect of vulnerability, that is, personal experiencedéense
vulnerability. To understand situations which are likely to cause vulnerable exgeof
a person, the concept of resource availability in the vulnerable populationptt@hce
model (Aday, 2001; Flaskerud & Winslow, 1998) was the focus in this study. The
concept of resource availability is defined in reference to the avéayaifil

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 suppadi@an
capital (productive potential) (Aday, 2001; Flaskerud & Winslow, 1998). Social s$atus i
a correlate of “positions that individuals occupy in society as a function p$egerace
and ethnicity, and the corollary socially defined opportunities and rewardisasuc
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 peoplecsiee m
vulnerable because they experience a decrease in physidasahbiia time (Aday, 2001).
Women are found to be more likely to suffer depression as a result of domestidsonflic
(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-baihsg &
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 tl¢ ahpa
adversity on their physical and mental health. Consequently, people who have supportive
social networks are likely to have better physical, psychological, and kealth
(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 regulary awong
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 iliness or other personal/economic adversities (Aday, 2001; fldske
Winslow, 1998).

In addition to resources availability in the Vulnerable Populations Model, recent
past vulnerable experience (within the past six months) will be included cotiséruct
of vulnerability in this study. It is indicated that people experiencing mag®scor
stressor in their life, such as diagnosis of terminal iliness, lossrofisamt others, or
major life changes or transitions, are also at high risk of becoming illifBhill992;
Rogers, 1997). This experience is regarded as possibly increasing vulner@pditific

variables used to theorize vulnerability in this study are shown in Table 3.
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TABLE 3: Proposed Variables of Health Status, Resource Availability, and Past
Vulnerable Experience to Assess Vulnerability in This Study.

Concepts in the Construct of Proposed Variables to Assess each vulnerability concept
Vulnerability in the Proposed (italicized indicates less vulnerability)
Theoretical Model

Health Status Perceived Health Status
Severity of Condition
Number of Chronic lliness

Resource Availability
Social Status Age (younge}, Gender ihale

Social Capital Marital Statusrarried)
Current Living Arrangementi¢ing with family)
Perceived Social Support
Engagement in Groups Activities

Human Capital Perceived financial security
Current employmenfill-time)
Educational levell{ighen
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 regerded
inner resource that facilitates integration and harmony of all dimensions ahHgmgs.
Self-transcendence is a person’s inner resource. The definition of sslfdralence in
this study is derived from Reed’s theory of self-transcendence, such that self-
transcendence is “the capacity to expand self-boundaries intrapergtmaliyd greater
awareness of one’s philosophy, values and dreams), interpersonally (toorelduers

and one’s environment), temporally (to integrate one’s past and future in a whggha
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meaning for the present), and transpersonally (to connect with dimensions beyond t
typically discernible world)” (Reed, 2003, p. 147). Its emergence will be evbkeugh

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 developmetiatyna
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 mganiaystem in
order to sustain well-being and a sense of wholeness across the trapétheriliness”
(Reed, 2003, p.146). In this study, two types of self-transcendence, as Reed (1995)
indicated, are proposed: psychosocial self-transcendence and spiriti@rssgieéndence.
Spirituality: Spiritual Self-Transcendence

For this study, spirituality is regarded as one of the concepts in the cows$truct
self-transcendence, referred to as “spiritual self-transcendencettu&pyr 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 humaacteaistic,
and its awareness and transformation can occur in any time in a life. Ontueakiyiiis
awakened, it provides a highly subjective and individual life philosophy. As noteergarli
religion and spirituality are closely related phenomena; spiritualitybeaihe same as

religion for a person who can internalize a religion as his/her beliehsybteaddition,
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some religious aspects have already permeated in Japanese custom oewsyrldvi
therefore, important themes in Japanese religions will be included in the
conceptualization of spirituality. The proposed conceptual model of Japanese #piritual
is shown in Figure 2.

There are three important domains in the Japanese spirituality; Perdafal be
sense of connection, and practice. All three are interrelated. As thetgynatare of
Japanese religion shows, differentiating between what a person behehseperson’s
sense of connection (e.¢ami, 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 nakamoh Shinto
or gratitude and fear for a spirit or gods as a guardian in folk beliefs in Jagaseribe
of connection is often expressed@isage(gratitude/appreciation and being protected),
Tatari (retribution), and/omga-Oho/Jigo-Jitokyretributive justice). In addition to
private prayer or meditation, as Reader (1991) pointed out, visiting Shinto shring at Ne
Years Day ljatsumodeand visiting ancestor’s graveyardBain season in the middle of
August pakamair) are the two major religious practices in Japan. It can be said that the
ultimate consequence of religiousness is enlightenment, which is csdiati*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 slingimgy
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 thastime per
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FIGURE 2:The Conceptualization of Japanese Spirituality
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attains a firm personal understanding about reality, the self and the wortth, avai
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 mdlife a
principles in life. In addition, enlightenment is the ultimate consequence;drera
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 relaponshi
between the concept of vulnerability and self-transcendence, such thatseattlezels
of vulnerability, as brought on by health events for example, influence increasksleve
self-transcendence” (Reed, 2003, p. 149). From the developmental perspective, it is
considered that “life events that heighten one’s sense of mortality, inagequac
vulnerability can trigger developmental progress toward a renewed sedseatdliand
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 otharides, self-
transcendence is evoked and may enhance well-being by transforming gheés=s st
life experiences into healing (Reed, 1996; 2003, p. 149). However, this relationship may
exist only within certain levels of experienced vulnerability. That is, tlad@aship
between vulnerability and self-transcendence may be non-linear in whicloweor
very high levels of vulnerability are not expected to influence levels ofraakd¢endence.
It is more likely that very low levels of vulnerability do not affect self-tcamslence,

where people are able to rely on more material sources of gratifiddtginlevels of
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vulnerability, as with the Nazi was camp prisoners may encourage high $pintua
psychosocial forms of self-transcendence, as reported by Victor Frankl.(1959)
Vulnerability and Spirituality

The relationship between vulnerable experience and spirituality is alsot@wlica
in Japanese literature. As long as a person has a harmony of physical, psyahealodic
social dimensions, the person may not regard the spiritual dimension as imponteyt
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. Irecteas
vulnerability by impacts on physical, psychological, or social dimensions Ig tike
stimulate a growing spiritual dimension. A source of adversities or sig#ein life can
be a conflict between a persos@ishin(a person’s will or will powerand material in
the world. In other word, suffering will arise when the person clings tdl ovdo a
particular thing, but the substance or this material world will not allow hintdhéo it.
For the awakening of spirituality, this adversity must have a certain intevigiti
makes a person realize his or her limitations in the world and/or experience Kaaha
is, the person has to feel that he or she cannot longer overcome this suffering by his/her
own seishinwill power. As long aseishinand 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 resuitrmtay‘the
eternally constant something that is beyond the world of cause and effect” (JuB4ki

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 anchgh &
depicted inBBuddhism. Because Suzuki is a Buddhist, “the absolute Great Compassionate
One” who “will enable him to free himself from the shackles of karmic causeffect”
can be regarded as Buddha. However, we can also interpret that this absolute Grea
Compassionate One can be any religious deity, transcendental deity, or higher,
mysterious power depending on an individual’'s belief. With the support of spirituality,
seishins will power is able to transcend the self, ego, or limitations, and as a result, t
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 easalyybynpact
in the life.

Self-Transcendence and Well-Being

The relationship between self-transcendence and well-being is alsdeddita
the theory of self-transcendence (Reed, 2003; 2008). It is stated thatldheaship is
posited to be direct and positive when the indicator of well-bsiagoositive 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 indicatefl-difesmng.
Spirituality and Well-Being

The relationship between spirituality and well-being has been well-docedient
the United States. Numerous empirical findings indicating salutary £téct

spirituality/religion on physical and mental health have been found in the lieematur
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Western society. In general, spirituality and religion contribute to iogyéhe risk of
certain diseases (e.g., heart disease, emphysema, stroke, and kidrneetailuand
overall mortality. Spirituality and religion have positive associatioris well-being,
general psychological function, and marital satisfaction, and negativeasstivith
suicide, delinquency, criminal behaviors, and drug/alcohol use. Especially o &g
and peace, love and joy, meaning and purpose in life, self-transcendence, fosgifenes
self and others, awareness and acceptance of hardship and mortality, and adteighte
sense of physical and emotional well-being have been indicated as conseqfiences
spirituality in nursing literature (Coyle, 2002; Haase et al., 1992; Reed, 1987, Tany
2002). Shigaraki (1983) also maintained that whether or not people attain enlightenment,
religion is considered to provide a peace of mind by integrating and harmonizimgsvar
contradictions, confrontations, and confusions in a daily life by providing existential
meaning and reality and the principle of life. People will have comfort and hopglthrou
the existential meaning and gain emotional support through the principle of life.
However, there are also some pathological effects of spiritualigyine found in
the literature, such as being authoritarian, blindly obedient, fragmentedy stxicinsic
or self-beneficial. These attitudes sometimes result in child abuse dadtniegergroup
conflict and violence, or false perceptions of control with medical neglectofLatsal.,
2000; Musick et al., 2000; Seybold & Hill, 2001). It is indicated that a “healthy” oeigyi

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 oéinglidreferred
to “a sense of feeling whole and healthy, in accord with one’s own criteria forvelssle
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 b
defined in many ways. Empirical indicators listed as examples in the theseif-of
transcendence are life satisfaction, positive self-concept, hapsfjland 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. Regardlessrdiidris
physical impairment, deficits, or limitation, if a person is content with who hegsties
person is considered to have well-being. Well-being will be assessed hydiaators in
this study; life satisfaction and depression. It is theorized that the peitbamgher level
of well-being demonstrates higher level of satisfaction with life and |lcavet bf
depression.

In summary, the theoretical framework for this study consists of threewcisst
vulnerability, self-transcendence, and well-being. Vulnerability wikhbsessed through
health status, resource availability, and past vulnerable experienceaSstiendence
will be examined by psychosocial self-transcendence and spiritualesedténdence
(spirituality). Well-being will be evaluated by life satisfaction andrdspion. The
construct of self-transcendence in this study is conceptualized as aanedimoderator

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-trarsoesmdand self-
transcendence is expected to positively affect sense of well-beingvidowhere is a
possibility that the relationship between vulnerability and self-transcendeddesetween
spiritual self-transcendence and well-being may not be a lineaorelaip. As Reed
(2008) indicated in the theory of self-transcendence, extremely high or low ¢éve
vulnerability may not affect the process of self-transcendence. In additioxtramely
high level of spiritual self-transcendence may not positively influentsesaf well-being
as evidenced by negative consequences of spirituality in the western lgehatiact, it
is pointed out that terminal ill patients often psychologically distress 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, Resour
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-Satsfa
and Depression)?

2. Are any of the relationships among the following variables linear or quzail?

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 p&shex
the variance in each Well-Being variable (Depression and Life-&etiish)?

4. Which type (Vulnerability or Self-Transcendence) of variables explairem
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 Vulngrabilit
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 religicasness
related to vulnerability (in terms of physical status and social health),ssepreand
well-being in older adults. Spirituality research in the West is also addtrgsarticularly
as it provides a basis for conducting new research in this area among Jajiersse

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 oceuimenider
adults (Takahashi, 1999). Studies reported below demonstrate that problems with
physical health and decreased social activity, which can increase senseeddwility in
elders, were closely related to levels of depression and well-being aneogigehly.

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. Thebaof 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 liv(adpL)
were selected. The translated versions of Philadelphia Geriatric ¢RG€) moral scale
and Zung’s self-rating depression scale (SDS) were administered torsneanse of
well-being and depression respectively. The mean score of the total santpeePGC
moral scale was 11.2 (SD = 4.0), and the t-test revealed that male respondeiits. M =

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
depressiorscore 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 highds lefve
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 analysiddreveale
that there was a strongly negative correlation between the PGC moeshsdahe 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 currgnaphy
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 satsfadtcurrent
physical health status are less depressed and reported higher senséeihgel
Other studies also showed the relationship between physical atataepression.
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 hiy{(ADLs) and
quality of life (QOL) (Wada, Ishine, Kita, Fujisawa, & Matsubayashi, 20[@i#&) and
Takaoka (2002)’s review of research revealed that lower levels of ADLs; lowe
subjective rating of health status, having physical impairments or detqgagscal
functioning, and increased number of chronic ilinesses, affected signifietahlys level

of depression. Moreover, studies about people with chronic illness demonstratedythat the
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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 haps or pl
life. On the contrary, older people who live at home, rate their physical heslib st
higher, demonstrated higher sense of well-being and life satisfact®®& (Tdikaoka,
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. Sev@uiydests
living in the older area where most residents have lived there for dec8desifzand 42
women), and 32 respondents living in the newer area, which is a relatively neldizarea
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 assigjarag.t The
Center for Epidemiological Studies Depression Scale (CSE-D) and Philad&lehatric
Center (PGC) Moral Scale were used to examine depression and well-beimgsUltse
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 dersahstra
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significantly lower depression and higher sense of well-being (p < .05). Incaxlditi
elderly in the older area who have opportunities of farming and traveling showed
significantly higher sense of well-being (p < .05). However, in the newertasra 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-b&ing tha
those who do not, the differences were not statistically significant. Moreovddarty e

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 lade of a r
within the family, not belonging to any community activity or club, changingaimely
structure, or decreased income were identified as important factordbatngito elder’s
depression. Moreover, institutionalized elders (both in hospitals or nursing hemds) t
to have higher levels of depression than community dwelling elderly (Uenta, Fuiji
Nakamura, Toumoku, & Asano, 1997).

The findings of these studies suggest that physical and social factorslufetig
may influence or are at least related to levels of depression and wejl-bewer levels
of Activities of Daily Living (ADLS), lower satisfaction of physicaldith status,
increased number of chronic iliness are identified to affect the older pelgpiel's of
depression. Increased social activities, such as more opportunities of going out or

belonging to a community activity contribute to the elder’s well-beingyedseloss of a
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role in the family, changing the family structure, or decreased inconuemti the level
of depression.

In summary, vulnerability experienced by decreased physical health aad soci
activity can contribute to depression in elders. These studies did not examibepossi
factors that may moderate the relationship between vulnerability factbdegnession
or well-being. Spiritual or religious factors may be factors that influémseelationship
between physical and social variables and depression and well-being. laradditi
spiritually-related or religious factors may be salient during timesanéased
vulnerability.

Vulnerability and Religiousness

Experiencing vulnerability in terms of increased anxiety for actual onpate
adversities in life such as decreased social support, actual/potential dettigimhealth
status, and fear of losing independence, may be a driving force for the Japdedgecel
be more religious. Tagaya, Okuno, Tamura, and Davis (2000) investigated the
relationship between social support, religion, end-of-life issues, and deagtyanxour
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 theartei
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 rétieive
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 thewther
groups; however, there were no statistically significant differencesbatthegroups.

Most of the people (80%) prayed for Ancestor followed by for God amliddha (60%).
Seventy-six percent of respondents prayed daily. What they prayed most isifpr fam
safety (86.5%) and then for their own health and/or safety (56.4%). Lastly, thenibste
frequently words associated with death reported by the participants \aétedy
(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 begafahoa
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 autepret
comfort or hope. However, what they are afraid most are excessiverguffenuding
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 intéopretat
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the three words associated with death including gratitude, peace of mind, and peradise
this study. This study was written and published in English, and researchers did not
explicitly mention the actual Japanese words corresponding with those threshEngli
words. Thus, there still has a possibility that the elder’s expressions midie thod
exact same as those three English words.

Additionally, one of the very common religious activities among the Japanese
elderly, visiting Sudden Death Templepdkkuri-derd), may clearly illustrate an
insecure feeling about their declining health status. In the temple, tllesky @ray for a
sudden, peaceful death without excessive suffering (cited in Musick et al., 2000y. Ninet
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 t
increased vulnerability from illness and the accompanying concerns about hg@mi
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 tlyis stud
which include psychosocial and spiritual measures of self-transcendence sTititdee i
research in the East focused on self-transcendence. The review belowsprasent

Eastern study and several studies done in the West on both forms of self-transcendenc
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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 then have
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 a
Center of Epidemiological Scale of Depression (CESD) (National Irestifutlental
Health, 1972) were used to examine the relationship. Both scales were tdamslate
Japanese by author with an operational strategy, which aimed at maintalalitg to
the original English version of the instruments. The result of Pearson correlzigsais
showed no significant relationship between STS and CESD (r = -.09, p = 0.61); however,
the following three items on STS showed significantly negative relationsktipshe
total score of CESD: “adjusting well to my present life situation” (r = $34,05),
“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-transcendencdextdde
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 indiqzdaedsda
elder’s mental health may not be so closely associated with their isoerce due to
their strong sense of interdependency. Because Japanese people tend to emphasize the
importance of group harmony, Japanese elders may find meaning of lifer@xisgnce
through interaction or relationships with others. The sample size was ratliangha
study, which may limit the power to achieve significance. Aisore than three fourth of
the respondents lived with either family members or spouse, and the subjectd were al
healthy elders. Therefore, increased vulnerability, which is concepuliatizyoke the
process of self-transcendence, of the respondents may not have been so strang that w
could not see emergence of self-transcendence among them. Another possiblesreas
that the translated version of the self-transcendence scale may not havdidden va
Japanese people. Validity and reliability of the translated version wassoossked in
detail in the study; therefore, the translated version will need to be reedamine

On the contrary, studies among American elderly showed the significant
relationship between self-transcendence and well-being in various older posilaAti
longitudinal study in a convenient sample of 28 clinically depressed and 28 mentall
healthy older adults demonstrated the significant association betweersaepessl self-
transcendence (Reed, 1986). In these two groups, age, sex, and years of education, we
matched to control for variables which possibly affect developmental resoe¢hree
different occasions, the Developmental Resources of Later Adulthood Scdla)BRd

the Center for Epidemiological Studies-Depression Scale (CESD)adermistered to
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measure the levels of self-transcendence and depression respectively. Afacxo(&!
analysis of variance in developmental resources with repeated measures véaied
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 lefveésselopmental
resources than that of the mentally healthy group on every three occasionstidm addi
the result of cross-lagged panel correlations showed that the mentally lyealtpyhad a
significant causal tendency for developmental resources to influenasdigpr. On the
contrary, the reverse trend (i.e., lowered developmental resources effecteckane 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 supperted t
link between self-transcendence and depression (Reed, 1989). Pearson correlation
analysis demonstrated statistically significant moderate inveeg@reship 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 heaéhy eld
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 usezbsothss
level of self-transcendence. CESD and Langner Scale of Mental Healfit@gatology
(MHS) were administered to measure the levels of depression and geneedlheaalti
respectively. Pearson correlation analysis revealed moderate nedatiomstips with
statistical significance between the score of STS and CESD (r =-.33, p 1d01) a

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-struteueelv schedule.
The qualitative data were analyzed by matrix analysis scheme proposetebyaivti
Huberman (cited in Reed, 1991), and four conceptual clusters, including Generativity,
Introjectivity, Temporal Integration, Body Transcendence, were identifetbminant
patterns of self-transcendence affecting the elders’ emotionabeiall). Especially,
body-transcendence, inner-directed activities, and positive integrationsehpend
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 wetlrlooreased
depression among those facing end of life through aging or iliness. Resadnobdi
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 healtrgdolter

Several other researchers demonstrated a positive relationship betlireen se
transcendence and well-being or quality of life in persons witHAIDS (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 brea
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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-beinty in ne
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, orrchafiare
were only a few research studies examining about spirituality in Jdpéortunately, no
research has attempted to find out the relationship between spirituality Buienvg to
date. Those empirical studies were mainly related to identification alsfity/spiritual
pain/or spiritual care, and construction of a psychometric instrument of sytiyitual
Moreover, none of studies focused only on the elderly.

The first study was a qualitative study conducted by Tazaki, Matsuda,adaché
(2001) based on the World Health Organization (WHO)’s concept mappsmriéality.
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 religiadsrke (e.g.,
Christianity, Islam, Judaism, Hinduism, and Buddhism) and scientists who have a grea
knowledge about religion in 1998. Besides the 18 constituents of spirituality, detachment
(“teinen, shuchaku wo hanatsukdtaras approved to be included only in the Japanese

version because investigators claimed that it was the fundamental concept)in (Ze
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Buddhism. In this study, investigators examined appropriateness of the conpppigna
translation, and expressions of the translated version of the WHQO'’s concept mapping of
spirituality. This study was a part of the WHO project, which aims at a ebrapsive
understanding of spirituality and religiousness and at development of spirfieatsas

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 agnosticsyn; Tok
4). Buddhists and Shintoists; 5). Health care workers in Shizuoka prefecture; 63tAthei
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 constitinent
concept mapping ranged from 1 (not important) to 5 (very important). The resulecevea
that the most important constituents reported by participants were inner
peace/serenity/harmony (M = 4.05), inner strength (M = 4.0), attachment to (dfrrers
3.95). Zen-Buddhists and participants who had experienced severe iliness ot difficul
relationships reported the importance of detachment, whereas younger paditjth
that it was important to be attached to others. Most participants reported tleatrever
feeling toward nature, the relationship with ancestors, and inner strengihtaslgy. In
addition, many participants who do not have any specific religious belief confaased t
they feel/sense some absolute power. It was concluded that participants who do not have
specific religious beliefs were not likely to perceive importance ofelaionship 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 pantscipa
(especially young participants), the meaning of spirituality wasiguous 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 spiritualéyg var
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 grouss,ah
Japanese participants felt that the WHO'’s proposal of concept mapping of Biyiritua
were not suitable for Japanese people. Although Japanese Christians seemed to be
comfortable with it, as noted earlier, Christian perspective was not a n@joview in
Japan. Also, it is interesting to see that Zen-Buddhists and participamtsad
experienced adversities mentioned the importance of detachment, abandoning all
clingings in this world, which is the ultimate goal of Buddhism, enlightennsatrg).
The study revealed that the word spirituality was not clear for mostipartis. In
addition, it was mentioned that the investigators showed the translation of theatefini
of spirituality to participants; however, the exact translated definition ofusgity 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 andsel
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 SRig+Bapanese
people based on his definition of spirituality and review of Japanese literatungy mai

from the review of Tazaki et al.’s study about the WHO'’s concept mapping otiapiyit
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(2001; 2008). The SRS-A is a scale for a quantitative studies, while the SR&S-B i
guestionnaire with five open-ended questions for mainly qualitative stlidtie SRS-A
was tested its reliability and validity among 382 university female stud&iiés
eliminating statistically inappropriate items, factor analysis peatormed and
consequently yielded five factors with 15 items of the SRS-A. The five faottne
SPS-A were named gkaku (self-consciousnesgjnikan(meaningfulness)yoku
(volition), shinjin (human spirit), an#achikan(values). Reliability of the SRS-A,
estimated by Cronbach’s alpha, was rated .82 and test-retest reliabgity 2 The SRS-
A demonstrated convergent validity by negative anxiety and positive anxiety scale
helplessness scale, and fulfillment scale and discriminate validityelngligious
perspective scale. Higa referred that the SRS-A was specificalyneesio measure
spirituality without religious aspects due to Japanese people’s compliexsetelward
religion. In fact, it was indicated that although the SRS-A has sifaitéors with
Howden'’s Spirituality Assessment Scale (1992), Spiritual Orientation loment
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 univardintst, 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 supernaturahpowe
their life principles; however, his scale did not seem to focus on only spiritual agpect

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 religiousqutinge scale
developed by Takagi, Yoshida, & Mori in 1987, showing low level of correlation with
the attitude affirming personal religious beliefs and religion as a frergport. It might
be questionable if it is better to measure level of spirituality without cansyde
religiousness in Japanese people. There may be a risk that this scale ntbasavets
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 stualentst
show any problem, but because of its inclusion of desires/motivations towardidife, t
scale may have possibility of demonstrating unreasonable lower spiyimmlong the
elderly who are toward the end of their life and identify more with religiousctspe
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 aamitgnfrom
1997 to 1998. The author’s research questions were: 1) How spirituality is defirtesl by t
members of a farming community in Japan and 2) How Japanese nurses arly current
providing spiritual care. Ten informants (4 male and 6 female), ranging iinceye.8 to
75, were recruited and interviewed. As guiding questions for interviewauthers
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 tufapiri
care emerged from this studyouon kansh#o thank others and repay neighbors’
kindness through actions), dying, ancestor worship, and nurse-patient comroanicati

was implied that informants defined spiritual care as caring for the ddagpaits. From
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this study, authors derived the definition of spiritual well-being as beingmowntth 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, takingacdre
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 Budehgy
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 dyhregefore, authors
indicated that health care professionals and ordinary people might have fengndlif
conceptions of spiritual care.

There are some problematic issues in this study which might affectdlibitity.
In spite of the main purpose of this study, exploring the definition of spiritutigy
never explicitly defined “spirituality”. Their guiding questions of intervievisd to
directly address the informants’ own definition of spirituality, and the authergioned
the popular understanding of the word “spirituality” among the informants. Howeve
they directly went on to the discussion of spiritual care and spiritual well bedhdic
not provide any results about informants’ definition of spirituality. Also, therdlia st
guestion about whether the informants with such diverse ages really knew or understood
the term “spirituality”. Considering the fact that the Japanese Heattistiy’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 spirititadiégms to be

difficult for ordinary people to actually comprehend meaning of spirijuaht respond
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to the guiding questions at that time. In fact, informants considered spiritaa<a
caring for the dead and spirits. Moreover, we could not see the process how they
conceptualized and defined “spiritual well-being”. Therefore, the traaisfey 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 terminalnter patients in a
Christian hospital. The study explored factors involved in the spiritual pain amdfcar
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 thegpatie
in this study were observed to have spiritual pain during their hospitalizatidae,4vBb
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 soa. It
assumed that spiritual pain was expressed as the quest for the mearien@id#t),
guestions 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 spiritudbcare
the patients seemed to be close commitment of staff members (98%), the timopéra
the family (88%), and helpful influence from people with religious background or
training (51%) because 51% of the patients changed positively after sugknititars.

The remarkable changes of patients were a deeper experience of true loye (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 achegber
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existence by family and surrounding people and gaining energy to continue to lige base
on this acceptance. The factors resulting from this stwedg family support (44%),

caring from health care workers (38%), accurate understanding otdimeiition (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 grovoke
spiritual pain among these patients. However, caring with love from familyoersras
well as health care workers will facilitate and help the patients to findan@aning of
life or existence. The authors concluded that in caring for patients with dpainathe
most important goals for staff are to build a deep relationship of trust whiphtéents
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; thabnitians
there are considered to be among the leading Japanese experts in the figlahaf te
care. This study exclusively relied on clinicians’ observations instedu oétlections 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 onstemtial
meaning in the relationship with family members or others or being addieie
existence by them may be very important for terminal ill patients.

In summary, the results from these studies into Japanese spirituality pravide s

basis for the present research. First, the descriptions of spiritualitgeiftd in designing
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a measure of Japanese spiritual perspect8stuality or religiousness among Japanese
people emphasize the following concepts: detachment (in Buddhist sense), sense of
connections to nature/ancestors/and supernatural power, life prinbiples) kansh#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 shggests t
spiritual issues are important at this time of life and may influencebeally. The
author’s research will focus on spirituality from the perspective of themdspts 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 taalcagiion of
spirituality for this study will include some religious aspects whrehuaique 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 stuchesirgrg of
spirituality have found a positive relationship between religious beliefs, lmebaand
mental or physical health. In general, spirituality and religion contributamering the
risk of certain diseases (i.e., heart disease, emphysema, stroke, and kidrne\etai)
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 demdnstrate
significantly lower blood pressure, fewer strokes, better health, and lessqmaicancer

and other iliness or surgery than similar persons with lower religious corantitm
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(Koenig, 1997). Both religious affiliation and regular attendance at religenwsces
seemed to influence the need for and length of hospitalization (Koenig & Larson, 1998).

Positive associations between spirituality and mental health were alstecein
many studies. The Durham Veterans Administration Mental Health Surveya@vieat
religious coping is negatively related to depressive symptoms and major depress
disorders among hospitalized male patients. In addition, religious elédmuad to be
less likely to become depressed even when confronted with negative life exdméss
physical illness (Moberg, 2001). Spirituality and religion have positive aggnts with
well-being, such as life satisfaction, morale, successful aging, and scsorit whs
found out that higher religiousness and spirituality are associated posititieljpwer
levels of death anxiety, fewer suicides, marital satisfaction, and welgadith
delinquency, criminal behaviors, and drug/alcohol use (Larson et al., 2000; Ma2betg
Musick et al., 2000; Seybold & Hill, 2001).

However, there are also some pathological effects of spiritualigyine found in
the literature, such as being authoritarian, blindly obedient, fragmentedy stxicinsic
or self-beneficial. These attitudes sometime result in child abuse amdtthagiergroup
conflict and violence, or false perceptions of control with medical neglect. Incagdit
religious affiliation’s negative influence on people’ mental health was egp@rarson et
al., 2000; Moberg, 2001: Musick et al., 2000; Seybold & Hill, 2001).

In addition to general empirical findings about religiousness and spintualit
research studies using the Spiritual Perspective Scale (SPS) develdpeedoil 986) as

a measurement of spirituality will be specifically reviewed here. ifsestudy compared
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religiousness and wellbeing between 57 terminally ill and 57 healthy groups & adult
Four variables, such as age, gender, education, and religious affiliation wehedna
these two groups. The Religious Perspective Scale (RPS), the former verbieisbig,
and the Index of Well-being (IWB) were used to measure the levels of religesusne
well-being respectively. The result showed that terminally ill adafisnted 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 thédacine

group was terminally ill and one was healtijoreover, a positive relationship with
statistical significance(r = .43, p <.001) between religiousness anteved-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 ad@hgerminally 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 terrinally i
hospitalized group had a significantly greater spiritual perspectivehbanther 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@, p
<.02). The relationship did not show significance either in nonterminally ill hagpdal

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 reflddteeir adjustments
associated with approaching toward the end of their life (Reed, 1986; 1987).

In summary, there is a body of research that indicates the significaace of
relationship between spiritually-related or religious variables andbeeil in adults
who are older or who are ill. Early research conducted by Reed as welrasdatach
by others support the idea that spiritual forms of self-transcendencapirecally and
clinically important to well-being, at least among elders in the Westdture.

Conclusion

Many research findings between spirituality and health/well-being baen
already found in the Western countries, while spirituality per se has not bedaheatescr
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 #yiritual
has not been clarified yet, it is time to move on to test its association with haséd on
findings from Western literature, using a Japanese perspective of $ipyritliais

conceptualization was presented in Chapter 1.
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CHAPTER lll: METHODOLOGY

This chapter describes the design, sample, procedure, instruments, and data

analysis for each research question in this study. The proposed study invedtgated t

relationships between vulnerability, self-transcendence, and well-bmioiggalapanese

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)

b)

What are the relationships among the independent variables represented
by the two constructs, Vulnerability (variables are: health status, Resour
availability, and Past vulnerable experience) and Self-Transcendence
(variables are: psychosocial self-transcendence, spiritual self-
transcendence)?

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-Satiefaatd
Depression)?

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-Satsfa

and Depression)?
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FIGURE 3: The Measurement Model of the Proposed Study: Constructs, Concepts and Empirical Indich®rs in t
Relationships of Vulnerability and Self-Transcendence to Well-Being in JapanesaliespElders
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2. Are any of the relationships among the following variables linear or ineai?
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 togethexplkesh e
the variance in each Well-Being variable (Depression and Life-&etiish)?
4. Which type (Vulnerability or Self-Transcendence) of variables exptaire
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 Vulngrabilit
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 appropriatesdesigal to
the investigator’s ability to answer the research questions (Polit & Biyrigd99). In this
proposed study, a non-experimental, descriptive correlational study was ussdéo a

the six research questions. Nonexperimental correlational research inw@uasiag
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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. Sekbd¢endence, the
central phenomenon of interest in this study, is considered as an inner human
characteristic, which is not amenable to randomization and is almost imposdble t
controlled. Therefore, nonexperimental descriptive design was considehedrasst
suitable research design to capture the nature and intensity of relatioPsiifp& (
Hungler, 1999).
Sample and Setting

A convenience sample of 110 Japanese hospitalized elderly was targeted for
recruitment for this study. Sample criteria for study participatioreasrfollows.
Inclusion criteria were: 1) 65 years of age or older; 2) Hospitalized foedical
condition such as exacerbation of a chronic iliness; 3) Speak Japanese and can understand
the questions; 4) Reside in a Medical-Surgical unit in a hospital and 5) are able t ha
45-minute interview. Exclusion criteria were: 1) Patients with dementiatasmined by
theKaitei Hasegawa-shiki Kani Chino ScqldDS-R)as shown in Appendix A, which is
usually available and widely used in Japan as an evaluation tool for dementiae2sPat
who are in critical condition or experiencing an acute health crisis. For exaafighe
patients in critical care units, telemetry units, or post anesthesiarigs¢PACU) and
patients who were suffering from pain, difficulty breathing, nausea, fatigaether
severe symptoms due to a medical condition or side effects from medicaktmeatmere

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 wittaire
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 predititbe
needed to even hope for stable prediction equation. The proposed theoretical fkamewor
includes five independent variables: Physical health status, resourab#itgilpast
vulnerable experience in the construct of vulnerability, and self-transtendad
spirituality in the construct of self-transcendence. Thus, this studyedcpti least 50
subjects. Cohen (1988) also provides a formula for determining sample size for
regression analysis, given an effect size index. Following this formula, intordave 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 Beesfeale,
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 analysisdingty, the
sample size of 105 would be adequate to establish confidence in statistigsilsaioal
this study.

The 105 volunteer participants were obtained from four general hospitals in the
city of Sapporo, Japan, where the administrators gave the investigatospemio
conduct this study. The selected hospitals have medical-surgical units. |Geseical-
surgical units in Japan hold many older patients whose medical conditions afe- not |

threatening, acute, or serious. In addition, each four hospitals were locatedfemesntif
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area of the city. The size of the hospitals, in terms of the number of inpatient e, va
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 ctetstruc
by the investigator for this study. This instrument served two purposes for thiststud
understand sample characteristics of the study participants and totasdessl of
vulnerability of the respondents. Both English and Japanese versions of HealkhaStht
Demographic Information as well as other study instruments were fodmpandix B.
Vulnerability Measures
Three concepts of the construct of vulnerability were incorporated in the
guestionnaire of Health Status and Demographic Information as presentedeid Tabl
Most of the items in this instrument addressed the three concepts: Haglt S
Resource Availability, and Past Vulnerable Experiences. This meassiiaitially
intended to assess overall vulnerability by adding up scores of each thregtgonce
however, considering that the three concepts assessed different aspgessoha
vulnerability, obtaining one overall score of vulnerability may not be apprepriat
Therefore, instead of having an overall composite score of vulnerabilitgvidleof
vulnerability in each concept (i.e., health status, resource aVitylabind past life events)
were evaluated and used as the study variables. The items were dibgidipe

investigator for this study based on the literature on vulnerability (Aday, 2xkefFud
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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 ftem
number
Health Status Perceived Health How would you describe your 7
Status present health status?
Severity of lliness The severity of condition of the 14
respondent
Number of Chronic Actual Number of Chronic llinesses 16
lllnesses
Resource Social Status
Availability Age Age 1
Gender Gender 2
Social Capital 4
Marital Status Marital Status 8
Current Living  Your Current Living Arrangement 9
Arrangement

Engagementin Do you have a membership of a club 10
Group Activities or other?
How often do you engage in group

activities?
Human Capital 3
Educational What level did you complete? 5
Level
Perceived What do you consider your financial 6
Financial Status status?
Past
Vulnerable
Experience
Past Vulnerable What, if any, significant event(s) has 11
Experience happened in the last 6 months?
Intensity Please indicate how each event was 11

intense for you.
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Health Status

Health status was measured by three items: 1) perceived health(kem 7), 2)

a severity of illness rating (Item 14), and 3) number of chronic illnesees U6). These
three items represented subjective and objective approaches. The sailtfetiv

measured perceived health status based on the participant’s perception of hsaer he
health condition using a one-item question. Self-rated health is typicallyradasith 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 — poittyjlecscale

with potential responses ranging from “poor” (5) to excellent” (1) in regptmthe

guestion: “How would you describe your present health?” (Note that the itemevease
scored to better represent level of vulnerability.) Health status measuegesingle item
assessment of one’s perception of current health is a well-accepted meagoioalof
physical health in the research community (Schultz et al., 1994). Self-repitint hea
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 thg severit
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 s®re wa

calculated as the sum of the Perceived Health score, the Severity &f 8wre, and the
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number of chronic ilinesses they had, which can be more than two indicathgflev
vulnerability in terms of health status. Calculating the score in this way atdaged the
importance of both the subjective and objective measures of health status.
Resource Availability

Resource availability was measured by three overall subareas: $aitig) social
capital, and human capital. Social Status was assessed by age groupdandtge item
1 and 2 of Health Status and Demographic Informati®aged on the results of
examining the correlation matrix, gender was included in the scale ofeesour
availability. Age was categorized into five groups representing increlasialy 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. Wenaen w
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 instrurdeatsis

Social Capital was evaluated by marital status (Item 4), curreng livin
arrangement (Item 8), social support (Item 9), and engagement in groupescflteim
10), with each scored to reflect levels of increased vulnerability. Curraatiyed
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 menmoe2s=anot
living with family members. Social support was assessed by two staterfigmre are
people available who can help me when | am in need” and “There are people who care

for me.” Responses were based on a five point scale ranging from 1 forystgreg to
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5 strongly disagree. Engagement in group activities was evaluated hewbenot 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 groupesctivgte
rated lower in vulnerability. Possible scores on this instrument range from 6 to 21.

Human capital was assessed by their educational level (Item 3ntcurre
employment status (Item 5), and perceived financial status (Iltem 6). The ¢ével
education completed were rated following: elementary school = 5, middle schpol =
high school = 3, junior college or vocational school = 2, and college or graduateschool
1, and lower levels of education represented higher vulnerability. Currentyengpio
status was assessed by full time, part-time employment, or raticesicored as 1, 2, and
3, respectively. Perceived financial status was evaluated by a respamsequestion:
“What do you consider your financial status?” The score was assigned to respense
very secure = 1, secure = 2, somewhat secure = 3, and not at all secure = 4l The tot
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 1htul46flect
overall level of resource availability; the higher the score is, therfi@geurces 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 weigbatatsin t
of how intense they were for the respondent. This is similar to the Geriatridubzlo¢

Recent Life Events scale which adds up the number of life events the persarehdy re
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experienced to generate a life stress score. This approach howeverdahew
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 atyntana
scale of 1 to 4, with a 1 indicating less intense. Possible scores on this instuareent
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 thisstuAppendix
B). This scale is a unidimentional 15 item Likert type of scale that measma®ia
psychosocial resource of developmental maturity (Reed, 1991). Participartasked
to rate on a 4-point scale ranging from 1 for “not at all” to 4 for “very much."tGtaé
score reflects overall level of self-transcendence. Its reliyalditestimated 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 ewmirical
theoretical studies to specify the domain of content and careful construction and
refinement of the items; thus, content validity of the STS is assumed. Constidity val
of the STS is supported by the relationships of the STS to other variables. It wafound t
have statistically significant negative association with the levedgpifession (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
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translated by employing the operational translation strategy which lylegriority 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 deswnst
adequate reliability and validity in American population. Although it sebatsthe
concept of self-transcendence is not much different between Americanpamesa
people, using this operationally translated version of the STS to investigateskapa
population may reveal that to what extent American self-transcendgiste and what
aspects of American self-transcendence may or may not be shared apamegsé
population. That is, the original STS serve as a criterion referenced iestrton
Japanese people.
Japanese Spiritual Perspective Scale (JSPS)

The Japanese Spiritual Perspective Scale (JSPS) is a new instrument ddwglope
combination of symmetrical translation of the Spiritual Perspective gRakxl, 1986)
and conceptualization of Japanese spirituality by an extensive literatle® (geie
Appendix B). The intent of the JSPS is the same as the SPS, such that it atempts t
measure “participants’ perceptions of the extent to which they hold certatoapirews
and engage in spiritually-related interaction” (Reed, 1986). The JSPS hasdwitkra
Likert scale format anchoretith descriptive words to indicate frequency of the behavior
or degree of agreement. Following the original SPS, the response to eachrétad is
using a 6-point Likert-type scale with descriptive words that correspondhmeanber,

such as: (1) Not at all or (1) Strongly disagree; and (6) About once a daySirdieyly
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agree. The JSPS is scored by calculating the arithmetic mean atiesssalfor a total
score that ranges from 1.0 to 6.0, with 6.0 indicating greater spiritual pevepecti

Reliability and validity for the JSPS was examined in the current stuidy.ter
use in the actual study, first, content validity assessment of each item prbgdsenn
(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 @hgyons.
those four judges were accessible for this assessment. Due to the diificulty
understanding the notion of spirituality or religiousness from Japanese pewspatthe
judges, however, expressed their difficulties in rating relevancy of eacloftthe 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 elevanc
without item revision or item is in need of such revision that it was no longer rel8vant;
= relevant but needs minor alteration; 4 = very relevant and succinct). The mo@drti
items that received a rating of 3 or 4 by the judges indicated the Contentyialt#ix
(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 jualgyegs
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 followswnsed he item

1 was retrieved from the original SPS, and it may be beneficial to see textat
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Japanese people rated on the item. The item 6 was related to the notkagsf “
[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 relatiobshipeen the
JSPS and depression/well-being and by factor analysis. Reliabilitgstiasated by
using Cronbach’s alpha as a measure of internal consistency for the taakspeacting
to be at least .70, the standard for a new instrument (Nunnally & Bernstein, 11€94).
analysis, such as item-item correlation, item to total scale coorelaere also examined
to see if those correlations demonstrate acceptable values (between .30 and A@yfor a
instrument. The results of reliability and validity assessments wengsdesd in Chapter 4
and 5.

Estimates of reliability and validity of the original SPS are very sound (Ccbnba
alpha consistently above .90 with little inter-item redundancy), and in termsdifyal
SPS scores correlated significantly as expected with other spiriteldlgd measures. In

addition, women score higher than men.
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Geriatric Depression Scale (GDS)

The Japanese translated version of the Geriatric Depression Scalei$GDS)
selected to assess the level of depression (see Appendix B). This sdievelaped
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/n®, itewh
higher scores are associated with greater depression. It is reportedshatdarly
patients found this yes-no format easier to fill in than the multiple choice tiditma
showed an adequate reliability with a coefficient alpha ranged from .87 to .88 And hig
convergent validity (r = .74) with the Zung self-rating depression scaleY8/an-
Marwijk, Arnold, Bonnema, & Kaptein, 1993: Van-Marwijk, Hoeksema, Hermans,
Kaptein, & Mulder, 1994). Although the reliability and validity of Japanese trauislat
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) (Pavat Biener, 1993)
was used to assess the level of well-being in this study (see Append@iixeBJWLS 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 ak be&hhances but
allows respondents to integrate and weight these domains in whatever wayabgg’c

(Pavot & Diener, p. 164, 1993).
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This five item scale was developed and refined from the original scale with 48
items which reflected life satisfaction and well-being. Items eweesl from one to seven
and are summed to yield a total score ranging from 5 to 35. Higher scores ttataons
higher satisfaction with life. The SWLS has been extensively used in vafiety
populations including elderly (Pavot and Diener, 1993; Vallerand, O’Connor, & Blai
1989). It showed an adequate reliability with a coefficient alphangrighm .79 to .89
and a test-retest stability coefficient with two weeks to two months ihtenvged
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 lowette 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 wedl-bein
and life satisfaction scales (Diener et al, 1985; Pavot et al., 1991), and dis@iminat
validity has been confirmed by strong negative correlation (r = -.72, p = .00dretw
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 introdueedt@stigator.
The psychometric property of the Japanese translated version, however, l@smnot

examined.
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Preliminary Test of the Study Instruments

In this study, some instruments were Japanese translated versions ofaimeric
instruments. One issue in this translated version was that the wording mattlbe a li
difficult for the older adults. As Streiner & Norman (2003) indicated, the shalddnot
require reading skills beyond that of a 12-year-bicaddition 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 Jagldedge
five monolingual lay Japanese elders were asked to review all the instsymento the
actual research. Based on the feedback from the lay Japanese elderapsiifinations
were added to the instruments. For example, in the initial vulnerability nesagems
were listed according to each concept of vulnerability and labeled &is bizailis,
resource availability, past life events; however, the lay elders pointed outwiaat miot
easy to answer in this sequence and that they were confused about what were resourc
availability. Thus, the items were arranged by relevance and did not put asydabel
concept of vulnerability.

For the original ST®articipants 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 @ess were
changed and anchored by phrases accordingly each question. For exampi®, Idr, Ite
“Accepting death as a part of life”, instead of using “not at all” and “neungh”,
responses were rated 1 for “not at all accept” to 4 “very much accepthd-d6PS, only

minor revisions for wording were made.
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Procedure

Prior to the actual study, the investigator tested out the research proogdure
asking five healthy Japanese elders to complete the interview and evhkiat
experience. Initially, the amount of time spent to complete this interviesiosesas
estimated within 30 minutes. In fact, it was found out that all the intenaesian
including informed consent process took approximately 45 minutes.

The sample for this study was recruited from four hospitals in Sapporo, Aapan.
the initial meeting with the administrators of the selected hospit@smplementation
plan of the study was discussed, and permission to conduct thewgasdgbtained. The
site authorization forms are found in AppendixXT@en the administrators introduced the
investigator to either nursing managers of the hospitals or the units where theasudy
actually conducted as a specific contact person. The eligibility erfi@rihe sample of
this study were given to the contact persons so that they could refer poespaldents
to the investigator when they found eligible participants. In addition, speéeifes of the
investigator’s visits to each hospital or unit were determined in advangedt cases,
prior to the investigator’s visit, the nursing managers assessed if epgiiats were
mentally alert and not in a critical condition, explained the study, and obtained ora
permission for the investigator to approach them. When the investigatorautsiédd
them, further details of the study were explained to the potential participamgshes
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 confereniceth@om
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unit) or a lobby in the hospital where the subject resided in order to protect theiyprivac
and confidentiality. After obtaining informed consent, 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-Transcendeneg(St8l), the
Japanese Spiritual Perspective Scale (JSPS), the Geriatric Dapi®sale (GDS), and

the Satisfaction with Life Scale (SWLS). The instrumentsevegiministered in this order,

so that general descriptive and health-related questions were addnesserhich are

less intrusive, followed by more personal questions, and concluding with a more
emotionally neutral instrument. An interview format was used to help ensursteonyi
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@&obf

Nursing. Copies of the approval letters can be found in Appendix E. A written descripti
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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 tiezaye
purpose, the reason why they were asked to participate in this study, and protéukire o
study. Risks, benefits, costs were also informed to the participants, and the yoluntar
nature of their participation and their right to withdraw from the study atisu@y

without penalty and adverse effects were assured. The copy of the conseint for
Japanese was provided to each participant. The subjects were explditie€itha
identities would be confidential by not revealing any individual names.

Because of the difficulty in understanding the terms such as vulneralalfty, s
transcendence, spirituality for elders in Japan, the title of the cosenwias “well-
being in Hospitalized Japanese Elders” instead of using thélibt this research study.
It was explained that the specific purpose of this study is to investigate t
institutionalized elder’s life experiences and perception of their healtmdarhe and
telephone number of the researcher were given to subjects, and participantslavthat
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 standar@ag)viati
were used to examine the sample characteristics and distribution of sndraescheck
for scoring errors. Prior to analyzing the research questions, psychotesting of the
instruments (internal consistency, item analysis, and factor an&tyses Japanese

translated version of Self-Transcendence Scale and Japanese SpirdpatfRer Scale)
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were conducted to determine the reliability of the instruments. The researtbrigies
were analyzed by Pearson’s correlation and bivariate and multiplesiegrasalyses.
Specifically, the research question one was analyzed by Pearsorlatoam. For the
research question two, bivariate linear and quadratic regression analysesomdgrcted.
The research question three and four, were examined by multiple regressisesnaly
Forced entry methods of multiple regresswas used predominantly. In addition, for the
research question three, stepwise regressions were also conducted tefypithre the
relationships. The research question five was examined by a series of multiple
regressions suggested by Baron and Kenny (1986). Lastly, the parstigapbnse 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 magnitudépdire
nature, and significance of relationships among the study variables. The sampl
characteristics are presented using descriptive statistics and edyan@the framework
of the construct of vulnerability. Reliability of instruments used in this studiscs
assessed. The study variables are analyzed using various statistiedlupes such as
correlations, linear and quadratic, or multiple regressions, in order to answesethieine
guestions.

Characteristics of the Sample

A total of 105 elderly patients were recruited from four hospitals located in the
metropolitan Sapporo area 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§4.0 year
(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), svherea
17 lived alone.

Primary medical diagnoses of the participants were as follows: respithtease
(n = 29) such as pneumonia, chronic obstructive pulmonary disease, or asthma,
cardiovascular disease (n = 28), cancer (n = 22), renal disease (n = 17is arttri
musculoskeletal problems (n = 5), stroke (n = 2), and other (n = 2). The length of stay i
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 = 1&jeafre=
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§D= 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 (nve&S8)
retired, whereas 17 were employed (9 full-time, 8 part-time) at tleethiey were
interviewed. The data showed that participants rated their financias skiffierently,
including very secure (n = 21), secure (n = 45), somewhat secure (n = 27), andInot at al
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 statistlus wdriables
of the concepts of health status (present health status and number of chronis)linesse
and resource availability (social status, social capital, and human captitat) 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 1-5 4.2 1.14
Poor 2(1.9)
Fair 11 (12.4)
Average 14 (13.3)
Good 15 (14.3)
Excellent 63 (63)
Severity of conditions 1-4 1.8 .62
A temporary condition 28 (26.7)
A chronic condition 73 (69.5)
A more serious condition 0
A terminal condition 4 (3.8)
Number of Chronic llinesses 0-4 15 91
0 11 (10.5)
1 50 (47.6)
2 31 (29.5)
3 10 (9.5)
4 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 65-94 74.0 6.30
65-69 35 (33.3)
70-74 21 (20.0)
75-79 29 (27.6)
80-84 14 (13.3)
85 or over 6 (5.7)
Gender
Men 62 (59)

Women 43 (41)
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TABLE 5b: —Continued

Range Mean SD n(%)
Social Capital
Marital Status
Married 74 (70.5)
Divorced 4 (3.8)
Widowed 24 (22.9)
Single 3(2.9)
Current Living Arrangement
Spouse 56 (53.3)
Family Members 30 (28.6)
Alone 17 (16.2)
Not alone but not with family members 2 (1.9)

Social Support
“There are people available who can help
me when | am in need”

Strongly agree 77 (73.3)
Agree 20 (19.0)
Not sure 5 (4.8)
Not agree 2 (1.9
Strongly disagree 1(1.0)
“There are people who care for me”
Strongly agree 89 (84.8)
Agree 14 (13.3)
Not sure 0 (0.0)
Not agree 1 (1/0)
Strongly disagree 1(1.0)

Engagement in Group Activities
Membership of a club or other

Yes 46 (43.8)

No 59 (56.2)
Frequency of engaging in group activities 2(1.9)

Everyday 21 (20.0)

A few times a week 18 (17.1)

A few times a month 6 (5.7)

A few times in a year 58 (55.2)

Not at all
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TABLE 5¢c: 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 5-16 10.6 2.34
Highest Level of Education
Elementary School 5 (4.8)
Middle School 38 (36.2)
High School 48 (45.7)
Junior College / Vocational School 7 (6.7)
College 7 (6.7)
Current Employment
Full-time 9 (8.6)
Part-time 8 (7.6)
Retired 88 (83.8)
Perceived Financial Status
Very secure 21 (20.0)
Secure 45 (42.9)
Somewhat secure 27 (25.7)
Not at all secure 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%) Bedshist;
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 idestified a
Christian or Muslim. Those who had a religious affiliation rated the importartbeiof
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 importizueim

are listed in Table 6.
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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:
| had a miraculous experience about a religion 1

Ouir life itself is Buddha 1

Religion is not important

| 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
| 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 ngrmalit
by two tests: the Kolmogorov-Smirnov (K-S) and Shapiro-Wilk (S-W) tests,hwhic
compared the set of scores in the sample to a normally distributed set of stiotls wi
same mean and standard deviation (Field, 2003). If the results of the tests are not

significant > .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 vulnergaeence,
Japanese translated version of Self-Transcendence Scale (JSTi®sd&aritual
Perspective Scale (JSPS), Geriatric Depression Scale (GDS),tasfidc8an with Life
Scale (SWLS), only JSPS showed non-significant requks.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 ofbilitihera
in resource availability, the data distribution became not significantigrdiit from a
normal distribution as evidenced by the results of K-S (20) and S-W{ > .10) tests.

The distributions of study variables were also assessed for skewness and kurtos
by the Fisher's measure, which is calculated by dividing the measurenofesise(or
kurtosis) by the standard error for skewness (or kurtosis). Values ab®&@eof helow -

1.96 are interpreted as statistically significant skewness and kurttises.@b6 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 inifeast |

events (2.54) was significantly positively skewed. In terms of kurtosis, onlyasiable,

GDS, demonstrated significant kurtosis by Fisher's measure (-1.961). Thusathe dat
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 i lséatiis but

showed higher level of self-transcendence and life satisfaction. Moreloser mhay be
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larger proportion of people who were likely to be depressed as evidenced ksuthefre
significant negative kurtosis of the score distribution.

Outliers were examined by inspecting descriptive statistics and hexPlotliers
were traditionally labeled if the value locates more than three standaatiaies 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 Vulrgyahbi Health
Status, Resource Availability, and Past life events), Figure 5 (for SPS)J&d Figure
6 (for GDS and SWLS). The examination of the boxplots indicated no extreme outlie
which is more than three interquartiles from the upper or lower edges of theitwaxme
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. Tkesoutli
were examined to see if they produced different results in the subsequensanalys
however, the results with or without the outliers were similar. Thus, the outkees w

retained in the data as suggested by Munro (2001).
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FIGURE 4: Boxplots of Scores in Vulnerability in Health Status, Resource Avaiabilit
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 conceytls: heal
status, resource availability, and past vulnerable experience, and aévthteated
different perspectives of vulnerability. The level of vulnerability wssmated by
examination of various aspects of respondents’ health and sociodemographic

background; assessing internal consistency as a whole is not appropriait fogdsure.
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In addition, the score of past vulnerable experience was evaluated only bgdbhet mf
number of significant life events that happened to a respondent in the past $ig araht
the intensity of each event. Thus, no further analysis of this indicator was conducted

The composite score of health status was created by adding thefdtwoee o
health related characteristics: perceived health status, sevecdpdifion, and number
of chronic illnesses. The higher the score, the higher the vulnerability ih s&stls.
The three characteristics used different rating systems, for exgmepteived health
status was assessed by five levels, while severity of condition wastedabyaour
levels. To standardize, the three scores of health status were tramksiioiozescores to
compute the total composite score of health status. Correlations among eaa$ well
as between each item and total score of health status are presented ih Adltleee
items demonstrated significantly high correlations (nore than .65 <.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 Iliness A3 16 -
4. Health Status Total Score .65** .66** .66**
** p<.0l, *p<.05

Resource availability was evaluated by three perspectives: satied &ge,

gender), social capital (marital status, current living arrangersecial support,
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engagement in group activities), and human capital (level of education, current
employment, perceived financial status). Because all the scalesource availability
also had different metrics, before creating the composite score, all izleleamwere
converted t@ scores. Correlations among social status, social capital, and human capital
and their correlations with the composite score of resource availabgigy sthown in
Table 8. All three indicators were significantly associated with thegotak of resource
availability withr range from .45 to .8%(< .01), and the correlations between social
capital and human capital was significant(.27,p < .05). Interitem correlations and
item to total scale correlations of all the variables in the concept of ressuaitability
are presented in Table 9. Item to total scale correlations were rangeémetdand .63,
and 70% fell within the range of 30 to .70.

Because the variables in resource availability consisted of respondansisv
sociodemographic backgrounds, each variable as well as each indicator did not
necessarily relate to each other. All three indicators and all the esridénonstrated
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 A5** .85** .62**
** p<.0l, *p<.05
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TABLE 9: Intercorrelations of Each Variable and Correlations of Each Variable to Total Score Glatheept 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 -.15 -.09 13 .19*
who can help me when | am in
need
6. There are people who care for -.04 -.16 23* A2 .66**
me
7. Engagement in Group -.10 -.01 -11 -.08 A1 .01
Activity
8. Level of Education -.15 A5 .02 .01 -11 -.03 .01
9. Current Employment A2 .25 16 16 .06 .09 .05 .18
10. Perceived Financial Status -.25* -.09 -.02 .08 A4x* 33** 23  -.05 .07
Resource Availability Total 25% 41 63** 61 52* Gl 2G% 4% AQ¥*  AQ**

Score

** p< .01, *p < .05
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Self-Transcendence Scale (STS)

Although the original STS is a mature scale with an established rgyiathis
Japanese translated version of the STS should be considered as a new scaétbecaus
was used only once in the Japanese population, and reliability has never teeen tes
Internal consistency as measured by Cronbach’s alpha for Japanesesttaresision 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 totéd sca
correlations were between -.01 and .58. Seventy three percent of the item to etal sca
correlations were between .30 and .70 (Table 11). For a new scale, 40 to 50%tefrinteri
as well as item-to-total scale correlations were expected to bedret®@and .70
(Nunnally and Bernstein, 1994). Although the interitem correlations of the Japartese S
did not meet the criterion as a new scale, the item to total scale correlagiens
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 & S2066) (
stated that examining the plot of the eigenvalues (scree plot) to retain@ié fadh
eigenvalues in the sharp descent part of the plot before the eigenvalues stattafb le
would yield more accurate results than the criterion of eigenvalues giestet.

Although the STS demonstrated four factors with eigenvalues of 1.0 or greatergthe s

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 Corrected Item to Factor
Interitem Correlations Total Scale Correlations  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 (-.013cod f
loadings (-.01). Item 15 had constantly low interitem correlations with otmes.it@

addition, the analysis of coefficient alpha indicated an increased alpha of .i89 if it
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eliminated. Based on the result of internal consistency, item and factgsiantde
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 correlatibwstHéh
the acceptable range of .30 to .70. Item to total scale correlations weeehet06
and .64, and 82% of the correlations were between .30 and .70.

Factor analysis indicated one interpretable factor. Iltems and factimdsaare
shown inTable 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 unidimentionghscale.
majority of the items met the criterion of factor loading of .30 or over.

Item 16, “Detachment (abandoning attachment to secular things) is impartant i
my life” demonstrated consistently low item to item correlationshiEigeritem
correlations were negatively associated with other items, and aotreze below .1.

Item 16’s correlation with total score was -.06. Moreover, the factor loaditgnofl6
was -.01, which was much lower than the acceptable criterion of .30. Thereford,6it

was eliminated from the JSPS. The JSPS without item 16 had the coetipieatf .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)

ltem Range of interitem  Corrected Item to Total One Factor

Correlations Scale Correlations 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 A7
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




135

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 conselat
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 scalielecimmsthe fact
that this Japanese translated version of GDS has not been reported the psichometr
property in any study, this scale can be regarded to be satisfactory.

Satisfaction with Life Scale (SWLS)

Internal consistency of the SWLS was establisled .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 item$®, itd
| could live my life over, | would change almost nothing” has demonstrated/edyati
lower interitem correlations € between .24 and .38) and item to scale correlation (
=.37). If this item is deleted, Cronbach’s alpha will increase to .86. Nevertheless
because the SWLS already demonstrated satisfactory internal consagenahole,
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 respondeats wer

presented in Table 12. Since the score of vulnerability in health status and resource

availability were transformed toscores, means were both zero. Standard deviations of
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vulnerability in health status and resource availability were 1.96 and 4.31 redpective

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. dteecfc

past significant life event(s) ranged from 0 to 8, with a mean score &R3 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 1.4-40 3.2 .53
Spiritual Self-Transcendence 1.8-5.6 3.8 .76
Well-Being
Depression 0-13 5.2
No depression 50 (47.6)
Suggestive depression 41 (39.9)
Depression 13 (12.4)
Life Satisfaction 5-35 23.8 6.72
Extremely Satisfied 16 (15.2)
Satisfied 30 (28.6)
Slightly Satisfied 28 (26.7)
Neutral 2(1.9)
Slightly Dissatisfied 19 (18.1)
Dissatisfied 8 (7.6)
Extremely Dissatisfied 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 16themsossible
range of scores between 1 and 6. There was one missing item for psyalhse6ci
transcendence (on the JSTS) and two for spiritual self-transcendence (&PB). The
level of psychosocial self-transcendence of respondents as measured $y$hanged
from 20 to 56, with a mean score of 453D(= 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 whittedas a total
sample of 104 for this variable. The score on the GDS ranged from O to 13, with a mean
score of 5.2%D = 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 criferiore 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 Japamestateéd
version of Satisfaction with Life Scale (SWLS). No missing data were foutids
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 satisfie®8), satisfiedr(= 30),

and extremely satisfiech & 16) with their lives. Two subjects (1.9%) were neutral, and
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29 (27.6%) were considered to be either slightly dissatisfiedl@), dissatisfiedn(= 8),
and extremely dissatisfied € 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. Thefeseats
demonstrated that statistically significant mean differences in stineld vulnerability
in resource availabilityt[(103) = -4.60p = .00] and spiritual self-transcendent€1j01)
=-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 tbarewin this
sample. The level of well-being (depression and life satisfaction) westatistically
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 Male 62 -03 971
Female 43 .04 1.050
Standardized Resource Availability  Male 62 -.34 .970
Female 43 49 .829
Past Vulnerable Experience Male 62 00 980
Self-Transcendence Female 43 .00 1.039
Psychosocial Self-Transcendence Male 61 31 59
Female 43 3.3 46
Spiritual Self-Transcendence
Male 61 3.6 72
. Female 42 3.9 .80
Well-Being
Depression Male 62 5.2 3.40
Female 42 5.0 3.31
Life Satisfaction Male 62 241 6.79

Female 43 23.5 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 relationshiiphef
variables among the constructs of vulnerability, self-transcendence, angeingllwere
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 vulnerabdise#n
transcendence presented in Table 14 showed that only one correlation betovaee res
availability and psychosocial spirituality were statisticallyngigant ¢ = -.29,p < .01).
Green and Salkind (2004) stated that correlation coefficients of .10, .30, .50, are
interpreted as small, medium, and large coefficients, respectivelydieggof sign.
Accordingly, it is indicated that the level of vulnerability in resourcelabiity has an
almost moderate negative relationship with psychosocial self-transweEndeénat is,
people with less resource availability (i.e., highly vulnerable in resourcaliligy) tend
to have lower psychosocial self-transcendence.

Correlations between each empirical indicator of resource availgsibityal
status, social capital, and human capital) and self-transcendence Wwas dudlyzed
(Table 11). The results revealed that psychosocial self-transcendsrsigriiicant
negative relationship with social capitaH-.36,p < .001)) and human capital £ -.22,
p < .05) and has a small positive relationship with Social States1). In addition,

examining correlations of each composed variable of resource availakikity w
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psychosocial self-transcendence revealed that psychosociabsslféndence showed
the moderate negative correlations with two variables of social suppoftd9 and -.39,
ps = <.01), engagement in group activities ¢.35,p < .01), and perceived financial
status ( = -.38,p < .01). Therefore, people with higher levels of vulnerability in social
support, group activity, and sense of security in their financial status haverddoateof
psychosocial self-transcendence.

TABLE 14: Correlations Between Each Indicator and Variables of Vulnerability and
Concepts of Self-Transcendence (N = 102)

Self-Transcendence

Psychosocial Spiritual
Self- Self-
Transcendence Transcendence
Health Status -.06 .05
Present Health Status -.08 .01
Perceived health status -.13 -.03
Severity of condition .01 .04
Number of Chronic lllnesses .00 .08
Resource Availability -.29%* -.04
Social Status A5 22*
Age Group .07 A2
Gender .16 21*
Social Capital -.36** -.12
Marital Status -.08 -.03
Living Arrangement .04 -.00
Social Support
There are people available who can -.29%* -.18
help me when | am in need
There are people who care for me -.39%* -.21*
Engagement in Group Activities -.35** .06
Human Capital -.22% -.07
Educational Level .05 A1
Current Employment -.08 .03
Perceived Financial Status -.38** -.28**
Past Vulnerable Experiences .07 .04

** p< .01, *p< .05



141

Only one empirical indicator, social status, showed significant positive
relationship with spiritual self-transcendence(22,p < .05). Moreover, a few items in
the resource availability such as gender (r = .21, p <.05), social suppa@tatagreople
who care for mej(= -.21,p < .05), and perceived financial status(-.28,p < .01),
demonstrated significant correlations with spiritual self-transcendérean 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-transcergden
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 preseiitdalenl5
Among the relationships between composed concepts, significant correlagianund
between vulnerability in health status and depressienZ1,p < .05), between
vulnerability in resource availability and depressior (27,p < .01), and between
vulnerability in resource availability and life satisfactior=(-.30,p < .01). The results
indicated that participants with higher vulnerability in health status tend to hgher hi
level of depression. Moreover, respondents with fewer resources are likely todoe mor
depressed. On the other hand, respondents with more resources tend to be mede satisfi

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 21* -.23*
Perceived health status .30%** -17
Severity of condition .02 -17
Number of Chronic lliness .09 .08
Resource Availability 27+ -.30**
Social Status .00 13
Age Group .09 24**
Gender -.09 -.04
Social Capital 33** -.32**
Marital Status .04 -.01
Living Arrangement A7 -.06
Social Support
There are people available who can help me .26** -.35%*
when | am in need
There are people who care for me 28** -.31**
Engagement in Group Activities 23* -.22%
Human Capital 10 -.29**
Educational Level -.29%* -.02
Current Employment 10 -.05
Perceived Financial Status .36** - 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 s(atus36, p
<.01) had significantly positive relationships. It is apparent that people who did not
perceive their health well, had less social support, involved less groupyaetndtfelt
less security in their financial status, tend to have higher level of depreSsity one

variable, educational level showed a significantly negative correlaton?®. 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 followingabées were
negatively related to life satisfaction: vulnerability in perceivedtheshtus(=-.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 percaneaatial
status (r = -.46, p <.01). Thus, respondents with better health status, more social supports
and group activities, more secure feeling of their financial status wengtickbe more
satisfied with their lives. Interestingly, age group demonstrated avgosdirelation with
life satisfaction( = .24, p <.01). Itis 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 édepreand life
satisfaction) were found (Table 16). Almost all the correlations dematstratderate
strength except the relationship between spiritual self-transcendehde@ression. It is
indicated that respondents with higher level of psychosocial and spiritual self-
transcendence were likely to be less depressed and more satisfidtewilives.

The results also revealed that composed concepts in each constructs of self-
transcendence and well-being had significant relationships. The camdiativeen

psychosocial self-transcendence demonstrated significant positivenshagi with
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spiritual self-transcendence (r = .38, p <.01), and depression had a signifhematiye
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 A40** .38** -.36%*

** p<.01, *p< .05
Research Question Two

Research question two, “Are any of the relationships among the variableshet
the vulnerability and self-transcendence as well as between spieliiatbsascendence
and variables of the well-being linear or curvilinear?” was examinedésriand
guadratic regression analysis. First, to evaluate the relationship betelée
transcendence and vulnerability, linear and quadratic regression anvedysesonducted.
The results demonstrated two significant quadratic relationships betwieenalility in
resource availability and each of the self-transcendence variabfebopscial and
spiritual self-transcendence (Table 17). In the relationship between atilitgrin
resource availability and psychosocial self-transcendence, the reduiesaofand
guadratic regressions both showed significance. The significance level oftquadra
regressiong = .000) was slightly higher than the linear regression 003). In addition,

a significant quadratic relationship and non-significant relationship betweeerahility
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in resource availability and spiritual self-transcendence was indicHtes, it can be
said that the relationship between resource availability and psychasodiapiritual
self-transcendence may be quadratic as theorized in the theory osstfeindence such
that too high or too low vulnerability (in resource availability) may notcatfee level of
self-transcendence.

TABLE 17: Linear and Quadratic Regression Analyses for Concepts of Vulnerability
Predicting Self-Transcendence

Psychosocial Spiritual
Self-Transcendence Self-Transcendence
(N =104) (N =103)

df F p R? df F p R?

Health Status
Linear Regression 1,102 36 55 .00 1,101 .22 .64 .00

Quadratic Regression 2,101 .25 .78 .01 2,101 215 .12 .04

Resource Availability
Linear Regression 1,102 930 .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 sdimfavas
examined. The results of linear and quadratic regression analyses préesdiaeie 18

revealed that there were significant linear relationship betweeruspslf-
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transcendence and well-being (depression and life satisfaction). Quaglgaession
analysis between spiritual self-transcendence and life satisfatd@mdeanonstrated
significance; however, the quadratic regression did not add much to the explained
variance. Thus, it can be said that the relationship between spiritual setktrdaesce
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 R?
Spiritual Self-
Transcendence
Linear Regression 1,100 5.61 .02 .05 1,101 16.76 .000 .14

Quadratic Regression 2.99 286 .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-beiablegdepression
and life-satisfaction)?” First, a multiple regression analysis witteld entry method
followed by step-wise method was conducted to evaluate how well respondents’
vulnerability and self-transcendence predicted his or her level of deprebsidinstt
well-being indicator. Specifically, predictors were the three vulnetabibncepts (health
status, resource availability, and past significant life events) and theheeps of self-
transcendence (psychosocial and spiritual self-transcendence). Reswisl shat the

linear combination of vulnerability and self-transcendence variables graBcantly
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related to the level of depressidn(5, 95) = 6.69p < .001. The multiple correlation
coefficient was .51, indicating that approximately 27% of the variance ofuéleoe
depression in the sample can be accounted for by the linear combination of vulgerabilit
and self-transcendence. Among five predictors, two were significarit Iséztus

(B= .20, p = .02) and psychosocial self-transcendghee- 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

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 = .08)=R20 for model 1AR2 = .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-transcendencei-(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) wastroongtysrelated 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 egdd¢ount
24% of the variance of the level of depression.

Another multiple regression analysis with the same five predictorsavakicted
to predict the second well-being indicator, level of life satisfactionrésgts of this
analysis demonstrated that vulnerability and self-transcendence togetbanted for a
significant amount of level of life satisfactida,(5, 96) = 6.69p < .001. The multiple
correlation coefficient was .51, indicating that approximately 26% of thance of the
level of life satisfaction in the sample can be accounted for by the lineairaimon of
vulnerability and self-Transcendence. Among five predictors, two of them were
significant; Resource availability & -2.27, p = .026) and spiritual self-transcendefice (
= 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-transcergléad 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 variancdenfethef
satisfaction. The linear combination of spiritual and psychosocial seffeteadence and

resource availability accounted for 23% of variance of the level of lifsfaetiion.
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TABLE 20: Summary of Forced Entry and Step-Wise Regression Analysis for
Variables Predicting Life Satisfaction (N = 102)

Life Satisfaction

p 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 = .08)=R14 (.00) for model 1AR2 = .06 for model 2 (p
=.01),AR2 = .03 (p < .05) for model 3 in the step-wiseresgion.

Research Question Four

Research question four, “Which type (vulnerability or self-transcendehce)
variables explain more variance in well-being?” was examined by muiéigtession
analysis. Two multiple regression analyses were conducted to predictdéealsh
variable of Well-being. One analysis included the three vulnerabilityblasawhereas
the second analysis included the two variables of self-transcendence. ikljtbssion
eqguations with vulnerability and self-transcendence variables on the lev@ressien
and life satisfaction were significant as shown in Table 21; however, aedicgndence

predicted more of both of well-being variables £ .000) than vulnerabilityp(= .006
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both for depression and .007 for life satisfaction). Self-transcendence accfmntere

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,ivetpect
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

R? F (df) p
Vulnerability (N = 104) A2 4.43 (3, 100) .006
Self-Transcendence (N = 101) .20 12.44 (2, 98) .000

Life Satisfaction

R? F (df) p
Vulnerability (N = 105) A1 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 gaplable
in the relationship to well-being?” Specifically, whether Self Transcereleediates,
moderates, or effects directly on the relationships between VulneraoitityVell-Being

were examined.
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Testing Mediating Effects of Self-Transcendence

In order to test mediation, a series of regression analysis sugge®adinyand
Kenny (1986) was conducted. There are three steps; first, regressitigrsgtbndence
variables on vulnerability variables; second, regressing well-beingolesion
vulnerability variables; and lastly, regressing the well-being vasatsh both variables
of vulnerability and self-transcendence. To establish mediation, firdt &lkdwing
three conditions must exist: 1) vulnerability variables must affectrsgiétendence
variables in the first equation: 2) vulnerability variables must be shown to affieables
of well-being; 3) self-transcendence must affect the Well-being vasain the third
equation. It is indicated that when all three are in the predicted direction, theffettte
of the vulnerability variables on well-being variables must be less in the ¢igirelssion
analysis than in the second. Perfect mediating effect of self-trarseandxists if the
vulnerability variables have no effect when the self-transcendence vaaables
controlled.

In fact, the analysis conducted to examine the Research Question 2 indicated only
one significant linear relationship among variables of Self-Transcendedce
Vulnerability (as shown in Tablel7, p151), that is, psychosocial self-transceradence
resource availabilityq (1, 102) = 9.30p = .003]. Other variables did not meet the
criteria of first equation; therefore, testing mediation among other viitigrand self-
transcendence variables would not be conducted.

Second, regression analyses of resource availability on depression asavell a

life satisfaction were conducted. The results demonstrated significaat le@lationships
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of resource availability on depressidh(fL, 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 significancewteeso
availability becomes less or none when regressing both resource availalility a
psychosocial self-transcendence on depression and on life satisfaction.H-oir bot
depression and life satisfaction, models showed signific&f2e,100) = 15.88p = .000,
andF (2, 101) = 11.84p = .000, respectively, which met the third condition to test
mediation. The results demonstrated that the effect of resource availabitigpression
became non significant, and the effect on life satisfaction was still sigmifbut less in
the third equation than the second (Table 22). Psychosocial self-transcendence
maintained significance. Therefore, it is indicated that psychosotislesescendence
has a mediating effect in the relationships between Resource Avgilabidl both
depression and life satisfaction. Especially, psychosocial self-tradesoee 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 Life Satisfaction
(N = 103) (N = 104)
p p p 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 byamultip
regressions as well. According to Baron and Kenny (1986), first, welghairiables are
regressed on vulnerability, Self-Transcendence, and the products of vulneeatallity
self-transcendence. If there is a significant effect of the products ofrablhy and self-
transcendence while vulnerability and self-transcendence are teshtrabderating
effects exist.

The results of the multiple regression analyses among variables of wgl]-be
vulnerability, self-transcendence, and the products of variables of vulngrabiitself-
transcendence were shown in Table 23a and 23b. It is indicated that none of the products
of variables of vulnerability and self-transcendence had significantetiadoth
depression and life satisfaction. It was apparent that self-traresstandariables 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 mg@derati
effects of self-transcendence, it became apparent that self-transoehdsrdirect effects
on well-being variables. Multiple regression analysis for vulneralahty self-
transcendence variables demonstrated that psychosocial self-traamsmetaether with
health status predicted depression; however, mediating and moderatingleffeetsn
health status and psychosocial self-transcendence did not exist. Thathssta¢as and

psychosocial self-transcendence independently affected the level of depraihough
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psychosocial self-transcendence acted as a mediator in the relational@perbetsource
availability and well-being variables, it also has a direct effect oredsjon.

With respect to life satisfaction, spiritual self-transcendenceouesl to be the
strongest predictor, and together with both self-transcendence variablescamdeaes
availability demonstrated significant explained variance of the leveflecdditisfaction.
Spiritual self transcendence did not show any mediating and moderatirtg @fitbic
resource availability predicting life satisfaction. Thus, it can bepraézd that spiritual
self-transcendence independently affected the level of life saitisfac
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
p p p 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
p p p 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 A7

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 througheoptdcess
of their interview sessions or after they filled in the questionnaires etfraaffcendence.
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 hespitaliz
elderly were presented in this chapter. Sample characteristics meenied and
organized into concepts of vulnerability. Reliability assessments of theiggidyments

were discussed. In order to examine the relationships among study vamabéesaer
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the five research questions, bivariate correlational analysis, linear anatiiad

regression analysis as well as multiple regression analyses wetetamh The

relationships among concepts of vulnerability, self-transcendence, and wgllftend

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

=)

Intrapersonal
Be sincere to myself and people
Be thankful to people around me
Be (physically) healthy
Make efforts to improve myself
Be positive and not be pessimistic
Work hard
Live out my beliefs or will
Have good manners
Have a sense of responsibility
Perseverance
Not to lose all hope
Interpersonal
Take good care of parents, family members, and relatives 11
Be thoughtful or kind to people
Be thankful to people around me
Cherish people around me
Get along well with people around me 7
Have friends
Respect others or seniors
Family Support
Not to give a person trouble
Not to be obstinate
Temporal
Do not look back on the past
Financial security
Transpersonal
Be thankful to ancestors
Follow Buddhist teaching
Have a right religious belief
Live in harmony with nature
I wish | could sincerely believe in a religion 2
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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 discesbay, may influence
interpretation or relevance of the findings. Then, results on each researchrmaesti
discussed. Limitations are addressed. The chapter concludes with irapsdati 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 felbgabd a
their health status as evidenced by the fact that more than 70% of the salbgectheir
health status as either excellent or good. In addition, the majority of #méyeld
respondents in this study seemed to have relatively good social or family sUjosrt
the findings cannot be generalized to other groups, particularly those withcsighif
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 stady wa
rather on an individual’s perceptions of vulnerability.

Vulnerability in Health Status
Vulnerability in health status was assessed by one subjective (i.e.vpdrcei

health status) and two objective aspects (i.e., severity of condition and numbemat chr
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illnesses). As reported in the previous section, a large proportion of hospitalized elder
perceived their health status relatively good. In addition, almost all oé$pemdents
(98%) rated their health status equal to or better than “fair”, which was thettethe
results of national survey conducted by Japanese Ministry of Health, Labor aiagéVel
(2004: 2005).

Vulnerability in Resource Availability

In this study, gender was included as a variable in social status. Due to thre highe
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 ticadhatis
significant difference of the mean score of depression between men and wadimen i
sample. Nevertheless, a statistically significant mean differenbe ¢tével of
vulnerability in resource availability between men and women was found in the study
sample. Men on the average demonstrated lower vulnerability in resource awailabi
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 taey wer
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 ofibglong
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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 Il, 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 peoplestadiie
sample, over 60% of them reported their financial status either very secaecei®.s

Nonetheless, it should be noted that perceived financial status among the
indicators of human capital may be a key factor in the concept of resourabaAaillt
showed that people with lower sense of security in their financial statediledy 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 dentedstnat those with
lower sense of financial security had the fewer social resources.

Past Vulnerable Experience

Past vulnerable experience was assessed by number of significanthts the
respondents experienced in the past six months and by the intensity of eact event. |
seemed that, however, the six month interval was not an appropriate period whéme
asked elderly. Although most respondents were willing to share their sighiffea

experiences, many of their experiences did not happen in the past six months. 8emetim
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events happened in a few years or several years. Also, even with events hapgened in t
past six months, recalling the intensity of each event was difficult for smspendents.
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 Participant

The findings in the sample characteristics revealed religiousatifiiis and
attitudes toward religion in the research participants. Only 36% of thdesaorgessed a
particular religious belief, and only 15% of them mentioned that their religisrverg
important for them. The percentages were almost the same as the fofdingsational
survey conducted by the Institute of Statistical mathematics in Japam@&@aka000)
and NHK Broadcasting Corporation (2004). Buddhism was the major religion for those
with a religious belief in this study. As indicated in several studies (KkariZ205;
Komuro, 2003; Mullins, 2004), family tradition of ancestor veneration and its related
religious practices (protecting and praying for family religiousralivas one of the major
reasons why they thought their religion was important. Less than 8% of sttidippats
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 Depr&ssile (GDS) for
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depression and the Satisfaction with Life Scale (SWLS) for lifefaatisn 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 instituddid@panese
elderly (Horiguchi, 1990; Ueno et al., 1997). For the study participants, approyimate
53% of them were found to be either suggestively or almost always depresked by t
GDS. The study participants were referred to the investigator by nursgenamnd 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 wer
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 wateslilpge: to
some extent, there may be a large latent proportion of depressed elders inshospital
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 SVifLgeneral,
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, conceyasthbir

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
guestions of the SWLS. For some people, the item five, “If I could live my life bve
would change almost nothing” may not be so strongly associated with theactadisf
with lives. Several participants mentioned that they were definitekfisatwith their
lives; however, if they could live their live over, they would rather experietatlsy
different life from their current lives. Besides people who were di§satiwith their life,
some people even being strongly satisfied with their lives may not abhagse to
repeat the same lives over as well. Those with more curiosity or tendencyyto enjo
challenges may desire to live differently if they would be able to. Thatome possible
reason why the Cronback’s alpha increased if the item 5 was deleted fraralthefs
SWLS.

Self-Transcendence of the Study Participants
Psychosocial Self-Transcendence

Psychosocial Self-Transcendence was assessed by using the Japasiasedra
version of the Self-Transcendence Scale (JSTS). In the JSTS, item 15irighoelimy
past unmet needs or goals” was excluded from the JSTS based on the resultrd item a
factor analyses as explained in Chapter 3. Several elderly who seemeddbvaged
still expressed their intention to challenge their dreams or goals once thefnéa they
were young. For instance, some respondents reported that they would like to study i
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. Iltem 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 frarsdlod word
of “tanin’, a literally translated word of others in English. Several respondemtsamed
in the interview process that they accepted helps by family membersnatsfor
acquaintances, but not btahin” [others]. An English word “others” signifies simply
people in general, as opposed to yourself; thus, it may automatically inclutle fam
members, friends, depending on situations. On the contrary, a Japanestaniatds*
often interpreted as a stranger. Some respondents who actually accepteaimelps fr
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 otfe#-being
variables Reliability coefficient of the Japanese version of JSTS shawatisfactory
internal consistency as a relatively new scale. In other words, theid 8if&nally
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 construgt validi
of it because the internal structure of this scale was revealed by thrediaalysis
(Nunnally & Bernstein, 1994). The findings of factor analysis of the JSTS, hoveige
not support the construct validity. The first factor explained 26% of varianceh @itic

not meet the criterion of more than 40% suggested by Zellar and Carmines £1980).
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factor loadings of the six items (including item 13 and 15) presented in Table 1Qavere
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 positizeareship with
life satisfaction. In addition, in this study, the psychosocial self-transcerdvas found
to be a mediator in the relationship between vulnerability in resource avgjilahd
well-being (depression and life satisfaction). These finding supported theptoalized
relationship in the theory of self-transcendence as well as other firafitiys study used
in the original STS (Reed, 1986; 1989; 1991, Coward, 1991).

Spiritual Self-Transcendence

Respondents” level of Spiritual self-transcendence was examined by &panes
Spiritual Perspective Scale (JSPS). As indicated in the Chapter 3, itemetéctithent
(abandoning attachment to secular things) is important in my life” waselied 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 spiritualitgligiousness.
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 raiabil
coefficient, factor analysis, and convergence and divergence with well-beiaglearas
theorized. Reliability coefficient of the JISPS demonstrated a satisfanternal
consistency as a new scale; therefore, it can be considered that aitbeneasured
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 thea3dSPS
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 wgjl-be
variables demonstrated that spiritual self-transcendence was sigtiifimversely
associated with depression and positively with life satisfaction. The findimgs we
consisted with theorized relationships and previous research results (Koenigl99B5;
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 potaegalor
future research is to examine whether self-transcendence is more rédewvamnen 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 spiritualraagendence,

after both STS and JSPS administered, the respondents were further askeskabsut |

that are important to them at this time of their lives. As shown in Tahle Qhapter
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Four,many elderly reported interpersonal and intrapersonal notions. Many comments
they referred as important, are associated with manners toward people, sunfg as be
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 rggpecti
parents, family members, or relatives in this sample. In addition, it can béaiaiart
Japanese elders, clinging to their beliefs or wills may not be so impastaptced 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 towarce@eophd
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 Gonfuci
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 ahd atill
central theme of the Japanese moral and philosophical tradition. Thereforpafoeska
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 followatationships were
examined; the relationships among the independent variables representetioy the
constructs, vulnerability and self-transcendence; the relationshipdretive
vulnerability independent variables and each of the well-being variabliésha
relationships between the self-transcendence independent variables and leaetedf t
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 aitas,weople with
less resources, specifically, lower the levels of social capital andrhoapital were
likely to have lower level of psychosocial self-transcendence. The findemgsnstrated
the importance of having social support and social network for psychosocial self-
transcendence. Sense of being cared for by people, especially, may haveitieaemcr
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 alpsetit-
transcendence in this study sample. As indicated, a person with lower level@Veer
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 highesfleed}
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transcendence. The relationship between self-transcendence and fintatusahas not
been explored before in the published literature. This finding suggests thatdinanc
status may be an important indicator of vulnerability in certain older adult pamdati
particularly in contemporary society with global economic problems that ffexy a
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 theunseafs
vulnerability such as gender, social support, and perceived financial seatifownd to
be significantly associated with it. In this study, women were considerge more
vulnerable and thus scored higher than men. Higher score in gender related to the highe
level of spiritual self-transcendence in this sample, that is, women showed highe
spiritual self-transcendence than men. Gender difference in spiritual gterspeas
reported in both western and Japanese literature. It was even consistenillarts M
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 statusaid not
any statistically significant association with self-transcendarasebecause of relatively
high perceived health status among the participants. In fact, approxi®aelgf the

respondents perceived their health equal to or more than average despitethiad ¢evetr
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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 relgtionshi
past experience may not relate to current self-transcendence levethedhy of self-
transcendence focuses on current not past experiences as relatedanssttience.

Past vulnerable experience was measured as sum of the product of number csignifi
life event(s) the subjects experienced and intensity of each event irstrsaxpaonths.

The period of the past six months, however, may not have been an adequate interval for
elderly. Several other respondents mentioned about their significant Iifgveot

within the past six months but in a few to several years. In addition, ratemgityt 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 astesise. It

can be said that because the event was very intense for the elderly, they nedéimbe
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) aaské&tud &
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 heaith atet
two objective perspectives (i.e., severity of conditions and number of chronig)lines
Among the variables of health status, perceived health status was the osilig st
significant indicator for depression. That is, the degree of vulnerabilityhvwhight
affect their well-being was dependent on how the individual perceive thetin naider
than objective health status in the study participants. The findings confirmed the
importance of investigating emic (subjective) aspects of vulnerabilitya 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 studindihgs
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 vatke\ents
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 a
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 consistenwtach 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 illustratee i
theory of self-transcendence (Reed, 2008). The level of psychosocial and spilftual se
transcendence significantly correlated positively to life satisfadiut negatively to the
level of depression. In addition, the study findings about spiritual self-tadsnce
confirmed that there are salutary effects of spiritual/religious persps on well-being
found in the literature of western society (Coyle, 2002; Haase et al., 1992, 2G0R)
even among Japanese hospitalized elders.

Despite differences in cultural or religious background, psychosocial andapiri
self-transcendence worked as a resource for well-being amongipke s Japanese
hospitalized elders. It may be indicated that as theorized, self-transcerfieth
psychosocial and spiritual) as a developmental human characteristics rsainive
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 vuldiéyalairiables
and self-transcendence variables, between spiritual self-transcenddneellabeing
variables (depression and life satisfaction). The research findingethtplkat the
relationship between vulnerability in resource availability and both psychosodal
spiritual self-transcendence may be more quadratic than linear. Espdoratpiritual
self-transcendence, the linear relationship with resource availabdgydenied. This

result confirmed the conceptual relationship between vulnerability antaetizendence
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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 psychakasiwell 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 withrfgedon
research question two, which assessed the relationships between spifitual se
transcendence and well-being variables. In this study, the relationshipeinespiritual
self-transcendence and both depression and life satisfaction were found to tieenore
than quadratic. That is, the higher the level of spiritual self-transceneice lower
the level of depression and the higher the level of life satisfaction will bg filiding
supports previous results on optimal spiritual levels.

Considering the religious aspects of the study participants, the intexqurethti
the findings should be cautious. The demographic characteristics of the sampétirevea
that nearly two third of them (63.8%) had no religious affiliation and that only 15%6 sai
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 ismpoytant
in their lives (Thoresen & Harris, 2002), it can be said that the majority of theipeants
in this study were already a person with a “healthy” religious invodvegnThere 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 vuliterabi
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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-beiagleari
(depression and life satisfaction)?” The study findings demonstratechtisticlly
significant linear combination of all vulnerability (i.e., health status, rescavailability,
and past vulnerable experience) and self-transcendence variables (i.e., botspsgl
and spiritual self-transcendence) on the level of well-being variabdesb@th depression
and life satisfaction). That is, as conceptualized in the theory of self-tralesuee,
vulnerability and self-transcendence together influenced the level of deprasd life
satisfaction.

For depression, among all the variabl@®vious research findings consistently
indicated that psychosocial self-transcendence was the major facttingftee level of
depression, followed by present health status. On the contrary, with respfect to li
satisfactiongpiritual self-transcendence was identified as the strongest predictor with
more variance, followed by psychosocial self-transcendence and reseaitabikty.
Research Question Four

The research question four was, “which type (vulnerability or self-transcesde
of variables explain more variance in well-being?” The study findings dstmated that
although both variables of self-transcendence and vulnerability were cagnjfself-
transcendence variables had more explained variance in predicting thef iveditbeing

than variables of vulnerability.
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Research Question Five

Research question five was, “what role do the self-transcendence varialles pl
the relationship to well-being?” In this study, psychosocial self-trawlscee was
identified as anediatorin the relationship between vulnerability and well-being. As
conceptualized in the theory of self-transcendence, psychosocial setketrdance
converted vulnerable experience in terms of availability of ressuoceell-being, that is,
lower level of depression and higher level of life satisfaction. Esphegsalychosocial
self-transcendence held a perfect mediating effect of vulnerahbiligsource availability
on depression; even though people with fewer resources available, those may net becom
depressed if they have a higher level of self-transcendence. It can beasaid t
psychosocial self-transcendence is an important inner resource [fdreivey.

Second, it was found out that psychosocial and spiritual self-transcendence
directly related to level of well-being in this study. Psychosocial self-trasree had
direct effect on both depression and life satisfaction, while spiritualraedd¢endence
directly influenced only the level of life satisfaction. Although spiritedil-s
transcendence had a significant correlation with depression as shown isetrene
guestion one, as a predictor, spiritual self-transcendence was not a significant one
depression. This may be result from one of the sample characteristics, in vatecim
usually do not express about spirituality were more than female in the stughesam

Lastly, there was no moderating effect of variables of self-transoeadeund in
this study. In short, in the relationship between vulnerability and well-being, self

transcendence directly affects a person’s level of well-being. Merefor people with
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less socioeconomic resources, psychosocial self-transcendence functiansdaator

which hinders the individual from being depressed and simultaneously promotes their

satisfaction with their lives. The final model demonstrating the relationsiopngthe

constructs of vulnerability, self-transcendence, and well-being ismexsin Figure 8.

Vulnerability Self-Transcendence Well-Being

Health
Status

Psychosocial Spiritual
Self- Self- Depression
Transcendence Transcendence

Life
Satisfaction

Resource
Availability

FIGURE 8:

T
I
|
I
I

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 investigiatained a

permission to access to the facility. In addition, all the respondents wereddtethe

investigator from a nurse manager in a unit. Selection of the participantsotaevetre

possibly biased and threatened the representativeness of the population bytaelsam

fact, the majority of respondents was accommodating and enjoyed sharnirigethei
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experiences. It may be able to say that the sample was relativehopeg@lly healthy
people. Lack of random sampling may limit generalizability of study firdasgwell.
Data Collecting Method

In order to collect data from elders in this study, an interview format wdgsaise
help ensure consistency across respondents in understanding and completing the
instruments. The investigator read and showed each responsé¢csttaesubjects 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 thewrftanmviat
provided them opportunities to clarify their questions about items of the scales.

Despite the benefits of the interview format in elderly participantdotine of
self-report has a disadvantage which may become an additional threat nalexaédity
of the study findings, such as social desirability response bias. It is intiibateself-
report was sometimes considered to elicit an individual's tendency to presentabte
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, mostespibiedents
completed the interview session approximately 45 to 60 minutes. Some partjcipants
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 imtesggsion may
have fatigued some participants; as a result, their responses to some questiooishea

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 Saisfawith Life Scale
seemed to be useful in this study. Since this research used two rather longeinistrofm
self-transcendence besides the measure of vulnerability, by the timmtheyto answer
GDS or SWLS, some participants seemed to be fatigued. However, becausa&BS w
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 caheedieasy
to answer. It did take approximately five minutes to complete both of scale®$biof
respondents.

Study Instruments

Despite of demonstrations of adequate reliability of study instruments, some
issues related to the instruments may threaten the validity of the findirgjlssbme
study variables violated the assumption of normality. Although most paramstsi@ate
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 exayrfiaedr
analyses did not support adequate validity of the Japanese translated versioreldf the S
Transcendence Scale (JSTS) as well as Japanese Spiritual Rexpeaie (JSPS). In
addition, the JSTS and JSPS may not reflect the full domain of self-transcenslence a

evidenced by additional comments about issues important to their lives. Espeviatly
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though Confucian thoughts has rarely been considered as a major religidientradi
Japan, incorporating it into the concept of self-transcendence may be neaassary f
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 di3he JS
assessed by factor analyses did not meet all the criteria, the finditngssafidy
suggested that conceptualization of psychosocial self-transcendence instieenWe
culture may have been applicable for the Japanese population as well. Bspecial
psychosocial self-transcendence was found to mediate the relationship between
vulnerability in resource availability and depression and between vulngrabilit
resource availability and life satisfaction, as proposed in the theory ¢faedtzendence
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 welletbe
Japanese elders.

Spiritual self-transcendence was examined by the newly composed ieistrum
Japanese Spiritual Perspective Scale (JSPS) and was found to have argignifica
relationship with life satisfaction. In addition, although spiritual selfidcendence may
not be a predictor of the level of depression, significant correlation betweenvisem
demonstrated. Unlike other instruments developed to assess person’s spuélial |
Japan (Higa, 2002; 2007; 2008), the JSPS incorporated traditional Japanese religious

perspectives in a positive manner. Although in general, there is a tendencyathgnti
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against institutionalized religion in Japan, many elders may still think tanity and
behave accordingly to some religious thoughts. Further study is necesszligd the
JSPS and verify the positive effect of spiritual self-transcendence bheusl 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 shaayesl
the significant quadratic relationship between vulnerability in resourckabbéy and
psychosocial self-transcendence, which was consistent with the proposeashlgtin
the theory of self-transcendence, the findings also indicated the existesiggificant
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 sarfdbpt
theory. Moreover, it may help support the relevance of the theory of selédratence 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 raitigapotential effect
of vulnerability in resource availability on the level of depression as weliasote a
person’s life satisfaction. Japanese nurses may consider applyihgaing of self-
transcendence to formulate interventions that help enhance mental health iablalner

elderly patients. The theory provides a basis for helping individuals to expancetheir s
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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., intrapersonaenstaral,
transpersonal) as suggested by Reed (2008), are especially effectayeaioesk elders.
Summary

This research study explored relationships among vulnerability, self-
transcendence, and well-being in Japanese hospitalized elders. The findivegstady
provided a further evidence of universality of the concept of self-transcendehce a
applicability of its theory to Japanese hospitalized elders. Psychosotial sel
transcendence was found to be a mediator which transformed a vulnerablenegperie
into well-being, while spiritual self-transcendence demonstrated a ohifieence on the
level of life satisfaction in Japanese people. This study added to the body of kreoimledg
Japanese nursing, in which self-transcendence is recognized as human innez fesourc
well-being. Moreover, this study could be the first step in developing ekéeatirsing

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 Scalé HDS-R) (English Version)

Age: Sex: DOB:
guestions Score

How old are you®an acceptable error range is within 2 years) 0-1

What is the year, month, day, date? 0-1

(Each one such as year, month, day, date, haveomne) 0-1
0-1

Where are we now?

(If the person can have a right answer voluntargres@. 0-1-2

Waiting after 5 seconds, if the person can answeectly to the questions

such as, “Is here a hospital? Is here your houss@dre 1)

Repeat after | say three words. Please remember those three

things because | will ask you those again later. 0-1

(choose either following group of three thingscigrone you choose) 0-1

1:a). cherry blossom b). a cat ¢). a train

2: a). plumtree b). adog c). a car 0-1

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 0-1

you get? 0-1

(If the person cannot get the correct answer afittstetime, stop this.)

Say backward of several numbers | will say.

(Ask the person to say backward of 6-8-2 and 3%-2the person cannot say | Q-1

backward of three numbers, then stop this.) 0-1

Ask for the three things repeated above. a:0-1-2

(If the person can voluntary say the correct ansysarore each_2. b:0-1-2

If the person cannot answer, give a hint like th)s;plant, b).animal,

c).vehicle. In this case, for each correct ansvasrdtore 1) c:0-1-2

Show the person five objects and hide them. Then ask what therg-1-2

were.(Show key, watch, or cigarette, coins, etc. Thdgeats should not be 3:4+5

related. )

Ask the person to say names of vegetable as much as they know.

(If they cannot say the name for more than 10 s@sostop this then.) 0-1-2

0to 5 = score 0, 6=score 1, 7 = score 2, 8 = s80%e= score 4, 10 = score 5 3:4-5

Full score = 30: Less than 20 = Dementia: Over 21= Not demented Total

Score
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BETRANKEZEERS—IL( HDS-R)  (Japanese Version)

5 ( B-%&) : F H H4:
IR ES (g3
BEFIKDOTIMN? ( 2FFTHOREIZIERE) 0-1
SHIZAEDORBTI N ?MERATTM? 0-1
( £.A.B. BENEETERETN—2T D) 0-1
0-1
0-1
BNV EVNSFRIZESTT M ?
( BEMICTENRE 2 5.5 PEVLWTRTI N ?R/ETI M 2 HERTYT 0-1-2

N2 DEMINSIELLVERZINIE 1 A)

NMEEDS DDEEFXE>THT TS, HETE-HEET
DTEEZTEULTTSLY,

( UTORIOWLNTAM DT FEALERIIZOMZEDITTHEL)

1: a)tk b)IE c).TBE 2:a) g b) X c)HEIE

100 M5 7ZIBEFEICSINVTTFILY,
(100 =7 [FX?2ZnDBFE7 ZUKE?LERT S, RIIDBZANT
ERDGE. 1T685, ThEn 1 5H)

eeeee
R N N [ G G

IMINDLESIBFEFENSLSTTELY, 0-
( 6-8-2,3-5-2-9, ZHIZE>THHS, 3 HIHIBICKHMLI=53THE YD) 0-
FIFERATHEOI-EEEZEII—EE > THTLESLY, ao01-2
( BRMUIZEZELHNIEE 2 S, LLASHIENMEAUTOEVNSZ | b 0-1:2
ETHNIE 1 R) c 0-1-2
a) {EY) b) 1) o) FVUY
D5 DOEMEREFT . TNERLEFT DO TRIZHAH- 0-1-2
f=hE->TTFELY, 3-4-5
( BFEt. B, 2\ BELELTHEICERRLZLD)
HOoTWAHEDAFETESEITELE>TLEELY,
( BABEOAMEAWIZEAT S &P THEY. B 10HEF-T 0-1-2
LEZ VMBS ZZITITEYS) 3-4-5
0~5=0m.6=1 R, 7=2m.8=3R.9 =4 K. 10=5 K

BRI E 20 RHT ER 21 mUE FEERR Total

Score

(INERERTS: ZERBEHESHMEE 2: 1339—1347, 1991)
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APPENDIX B:

DATA COLLECTION INSTRUMENT
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Health Status and Demographic Information (Englishsion)

. Age: (years)
. Gender{_.JMen [ JWomen

. Number of Years of Education:
What level did you complete?
[JElementary education
[IMiddle school
[LIHigh school
[ICollege
[JGraduate School

. Marital Status:
[IMarried [IDivorced [IWidowed [ISingle

. Current Employment
LIFull-time []Part-time [JRetired

Past Employment

. What do you consider your financial status?
[INot at all secure
[ISomewhat secure
[1Secure
[IVery secure

~

How would you describe your present health?
[IPoor
LIFair
[JAverage
[1Good
[1Excellent

. Your current Living Arrangement:
[ISpouse
[IFamily members
[JAlone
[INot 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 | am in need.
[IStrongly agree
[1Agree
[INot sure
[INot agree
[IStrongly disagree

2).There are people who care for me
[IStrongly agree
[IAgree
[ INot sure
[INot agree
[IStrongly disagree

10. Engagement in Group Activities

1). Do you have a membership of a club or other?
[IYes
[INo
If yes, what kind?

2). How often do you engage in group activities?
[IEveryday
LJA few times a week
LJA few times a month
[LJA few times a year
[INot 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.

( )

[INot intense  [1Somewhat Intense [lintense  [IVery Intense

( )

[INot intense [ 1Somewhat Intense [lintense  [IVery Intense



(

[ INot intense

(

[ INot intense

(

[ INot intense

(

[ INot intense

12. Religious Affiliation

[ ISomewhat Intense

[ ISomewhat Intense

[ ISomewhat Intense

[ I[Somewhat Intense

[ IBuddhist

[ 1Shinto

[IChristianity/Catholic

Lllslam
[ 1Other

[IIntense

[IIntense

[IIntense

[IIntense

13. How important is your religion for you?
[INot at all
[JSomewhat unimportant
[ IDon’t know
[ ISomewhat Important
[IVery important

Why?

)

[IVery Intense

)

[ IVery Intense

)

[IVery Intense

)

[ IVery Intense
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14. The severity of condition of the respondent

[JA temporary condition

[JA chronic condition is predominantly present

[ 1A more serious condition
[ 1A terminal condition

15. Reason for Hospitalization:

16. What chronic illness(s) do you have? :

17. Length of stay in hospital
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BHDRERELAEFEEIZDOLT (Japanese Version)
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14, BAORERERL?
O—FeIIRETHS
OBMRENETLELDTHDS
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OKEATHD
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( )

16. EOFITEBMERBELFHLETIMN? ( )
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Self-Transcendence Scal@nglish Version)
©Reed, Pamela, RN, PhD, 1987

DIRECTIONS: Please indicate the extent to which each itdowbe@escribes you. There
IS no right or wrong answers. | am interested in your frank opinignycAl respond to
each item, think of how you see yourself at this time of yoar Gircle the number that
is the best response for you.

At thistime of my life, Notat Very Somewhat Very
| see myself as: all Little much
1. Having hobbies or interests | can enjoy. 1 2 3
2 Accepting myself as | grow older. 1 2 3
3. Being involved with other people or my 1 2 3
community when possible.
4. Adjusting well to my present life situation. 1 2 3
5. Adjusting to the changes in my physical 1 2 3
abilities.
6. Sharing my wisdom or experience with others. 1 2 3
7. Finding meaning in my past experiences. 1 2 3
8. Helping younger people or others in some way. 1 2 3
9. Having an interest in continuing to learn about 1 2 3
things.
10. Putting aside some things that | once thought 1 2 3
were so important.
11. Accepting death as a part of life. 1 2 3
12. Finding meaning in my spiritual beliefs. 1 2 3
13. Letting others help me when | may need it. 1 2 3
14. Enjoying my pace of life. 1 2 3
15. Dwelling on my past unmet dreams or goals. 1 2 3

Thank you very much for completing these questions. Please fe¢b fisebelow or on
the back any other issues that are important to you at thesdifiryour life that were not
listed above.

S U >N N
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FEHEDAEDOANEIZDNVTKRYEGEZEIZDLNT
BAEERR Self-Transcendence Scale( STS) (Japanese Version)

TROEBIE. EANBIDODAEEZSEDKSIIZRELTINSIERLIZBDTT,
BADRLAICRLEVERDNLIBESZE ORI LRY. OTHA TSN, Ch
LNEBICIFERDEIFRFIHYEFEADT, EADRELEREZSEM LI,
1. BHEOALT, FAFTEBROCEKREZRFL. TNZERELATLS
O£ Q@PLESTHD ®ZLIEZE5THD @LDHE5THD

2. BAEDAET. IEFZERTIKBGZZITANTINS
DBy QPLERITANTNG Q@FLZIFANTLS @L\DHRITANTS

3. REDANET.FAETESRYMA LMD AN LZEEADYENERST
L%
D& @PLIFFE-TE @%d @2

4. BEDODANET. BPOEFRRICKGERLTNSERS
@2LTHVELY @ALIELTNS  BFAEFLTVS  @ULDILTLS

5. HEOANET, BHOSABEDELICIELLTNSERS
@eLTHELY @PLIFLTVS BFDELTVS @LD3LTLS

6. BEDANEDHT, MIESTOMECEREMALIDEESTLNSERS
@eLTHELY @PLIFLTVS BFADELTVS @LD3LTLVS

7. REODANET. AEESDBEDORRIIETLERLHDHEES
O£<BLEL QPLIFRS @M FESR5 @NDHESES

8. BHEDANET,REFRISHDHETHAPCENDARZRITTINSERES
O2<Bbhily QPLIFRS QLTSRS @LDHESES

9. BEDAET. EAILEZEULETIT=VDELSIERCERERF>TLS
DL @QLLIEH>TLS QFDEFHE-TLS @LD3HE-TLS

10. HEDALET. UATNICKEBLEEBSTWVCER, SERENIFEEXRBLIF
Boiy
O2<LBbhily Q@PLIEFESERS  QBFLIEFEES @WDHLKREFERD
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1. REDODANET.FIFT.FEIZAED—EEZIFIEDHTINS
DELEFSZHIEHTLELY QPLESIRS QFBDEFESIZIFIEHTLS
@ULDEEFSZIFIED TN

12. BREODAET. AEREMESOHFAUENICEFGYOEREZRHLT
(A¥
D& @PLIERHLTLS QA REFRELTVNS @ULOHRELTLS
13. BEDALET.FAEFBRITHABELER -6, i ADRBIZZITANLS
ERBS
O2<EBHLEL QPLESIRS  QFLEFEIRS @ I3E585
14, BHEDODANEDHT . AFIEHSDETDEEEELATIS
OF¢A @PLELATNS  QZLELATLD @ULDLELATIND
15. REDFX. BEICR-ELGI-BOEELE. FEHELHEHENTET.
FLOBRICALSIZENTELLY,
O2<BHLEL QPLEESIRS BFLEZEIRS @ 23E585

ESLBYMNESITENEL =, HET-ABEFFRTALEITE>TRYIEERLTINSE
T. LOBRBICERVDBOMNTEVVEL =L, CTIZTBAIZEEEEZSL,
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JAPANESE SPIRITUAL PERSPECTIVE SCALE ©Hoshi & Reed, 2006
(English Version)
Introduction and Directions: | am interested in your responses to the questions below
about your personal beliefs or religious beliefs as they relate tdifguihere are no
right or wrong answers. Answer each question to the best of your ability kinghan
“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 rejious
beliefs)?

/ / / / /
Not at all Less than once boAt once About once Abonce About once
ayear a year a month a week a day

2. How often do you read materials related ttife Philosophy?

/ / / / /
Not at all Less than once boAt once About once Abonice About once
ayear a year a month a week a day

3. How often do you read materials related to religions?

/ / / / /
Not at all Less than once bo#At once About once Abonice 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 bo#At once About once Abonice About once
ayear 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 desaribe y

5. Being thankful to others or to everything surrounding me is important in myife.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree than disagree

6. Overall, | think, my life has been blessed.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree thesadree
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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 desaribe y

7. In making decisions in my every day life, my personal belief is important.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree than disagree

8. My personal belief (including religious belief) is a significant parof my life.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree than disagree

9. | believe that I am protected or watched byami (God), Buddha, or ancestors.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  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 Agreemor  Agree Strongly Agree
than agree than disagree

11. My personal beliefsghinko, shinjin, including religious belief) give meaning to
my life.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree than disagree

12. Something greater than the self exists in this world.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  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 desaribe y

13. In this world, some unseen principles of life, such &aga-oho, Jigo-jiotku
(retributive justice), exist.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  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 Agreemor  Agree Strongly Agree
than agree than disagree

15. Following religious rituals (visiting shrines at Hew Years days, visitg
ancestor’s graveyard at Bon season) is important to me.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree than disagree

16. Detachment (abandoning attachment to secular things) is important in mifd.

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree than disagree

17. 1 have attained enlightenmentgatori).

/ / / / /

Strongly Disagree Disagree Disagree more Agreemor  Agree Strongly Agree
than agree than disagree

If possible, please describe how you define spirituality on the back of thds gragrovide 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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ANEIZHITHEANGEE - RBEREMLIZONT
( JAPANESE SPIRITUAL PERSPECTIVE SCALE) GHoshi & Reed, 2006

(Japanese Version)

BADAEICEFHEANGESOREMEMIOVTERALLES . chod
HBICRFERDEZEEHYFEA,

UTOEMIC. RBETEFIEEEEAT. BE5EOTHA TS,
1. EQBVDEET, HLEE-OEAMNGEZ( REMEMLED) D ALEE

LE=YLET D,

O&<HL QFIC1EELEL QFICTEKSLY @AICTEKSLY G 1 EKSL
®1 BIZ1 @

2. EDBLDEET, NEITOWTOEREFRAEFT H,

D&<HL QFIC1EELEL QFICTEKSLY @AICTEKSLY Gl 1 EKSL
®1 8I11[9

3. EDNBLDBEET, REBUTODVWTORERAETH,

O&<HL QFIC1EELEL QFICTEKSLY @AICTEKSLY G 1 EKSL
®1 81119

4. EQOLKLLOFEET, BAKICAIDCHof:=Y ., BBELEULET D,
D&<HL QFIC1EELEL QFICTEKSLY @AICTEKSLY G 1 EKSL
®1 8Iz11[9

RISVUTOFEBIZTEWT, HLEEDEAAPLRELAICKRLEVLDERAT. &
SO THATZELY,

5. AEIZBEVT. AYDANCYERISHLTREBIT HEFKEE,
DELEIBDELY @FIBDIEL QELLMEVNIEEIBHALY @DELLM
EWVSEESRS B©FS-5 ©#E<ESIRS

6. ERMICRSE BFDAEFEFEFNLTNS,

DL B QFS3BDLLY QELLMENSIEEIRDIELY DELLM
EVSEESES @©FS85 ©<ES8S
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7. BEEETRALERETSICH-Y. BHOBEANLGEZERTHS.

@é(%jlb\bfd‘ll\ @%jll_;\*)fd‘ll\ @EBB?ﬁ‘&L‘5&%')u1’)7§~L‘ @t%bb\
EWVSEESRS B®FES ©<ESES

8. HADEAMLGERZ( REAMEZLEDT) FALEDEELGERTHS.

@é(%jlb\bfd‘ll\ @%jll_;\*)fd‘ll\ @EBB?ﬁ‘&L‘5&%DM1’)7§~L‘ @t%bb\
EWVSEESRS B®FES ©@<ESES

9. #. A, FERAITEARIIBZERF>TM TS,

®é<%jlb\bfd‘b\ @%jlu\bf&b\ @EBB#‘L’L"B&%'),L.\*)QL\ @&Bbh\
EWVSEESES ©FSRS ©RE<ESIRS
10. EAMNGESOREBMGEMI. BF7DOANEICEEEZSA T,

@é(%jlb\bfd‘(l\ @%jll_;\*)fd‘(l\ @EBB?ﬁ‘&L‘5&%7u1’)7§~L‘ @tgbb\
EWVSEESRS B®FES ©@<ESES

1. BAMGEZ( REAMEMLEHT) FRDOANLICEEZELGEKRZL-LLT,

@é(%jlb\bfd‘(l\ @%jll_;\*)fd‘(l\ @EBB?ﬁ‘&L‘5&%?u1’)7§~L‘ @tgbb\
EWVSEESRS B®FES ©@<ESES

12. BREBASHFEE-AHLNIOHICIETHS,

@é(%jlb\bfd‘(l\ @%jll_;\*)fd‘(l\ @EBB?ﬁ‘&L‘5&%7u1’)7§~L‘ @tgbb\

EWVSEESRS B®FES ©@<ESES

18, CORIZE, FAARICERALDAEDRIGRA ( HIAIE, BREHOE

XB/ELE) 1Hb.

DELEIBDHEL @F3B 0L QELLMNELIETIBRDHEELY @DELELH

EWVSEESRS B®FES ©@<ESES

14, BAOALR, AARIZRALBREER D OEHNLHHALTNS,

®é<%jlb\bfd‘b\ @%jlu\bf&b\ @EEB#‘&L"B&%'),L.\*)&L\ @&Bbh\
EWVSEESES ©FSRS ©RE<ESIRS
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15. REBIEX( Hl: F158. BESBY) FRICE-TEETHS,

DELEIBDIEL @3B0 QELLMENSIEEIRDIELY DELLM
ELVSEESES @©FS/5 ©<ESES

16. MEICHBELLBEVWEFZRDAEIZBWVWTEETHS,

DL B @3B0 QELLMENSIEEIR DL DELLM
EVSEESES B©FS/5 ©m<E385

17. FAlFB-TLNS-EYZERALM -,

DL B QF3BDLLY QELLMENSIEEIR DL DELLM
EVSEESES B©FS/5 ©<ES8S

ES3RHYMNESTETLVELT=,
HLLRITFNIE, HE=-h, NEZEEZTIKET, BICEETHAERDNELEH A
TW=FE1TFETh, =, ZOMIZ, AR ->THW=ALRRNERDHNEIENHY
EL=G UTIC( FEE@ICTE) MTHEBICEEEESN,
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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:

. Are you basically satisfied with your life? YESIO

. Have you dropped many of your activities and intered&®/ NO

. Do you feel that your life is emptyES / NO

. Do you often get boredES / NO

. Are you in good spirits most of the time? YBS$O

. Are you afraid that something bad is going to happen to Y&$2 NO

. Do you feel happy most of the time? YBESQ

. Do you often feel helples¥ES / NO

. Do you prefer to stay at home, rather than going out and doing new tHiE§3IMNO

© 00 N O O A W N P

[
o

. Do you feel you have more problems with memory than nvasg” NO
. Do you think it is wonderful to be alive now?ES /NO
. Do you feel pretty worthless the way you are novieS / NO

e
w N P

. Do you feel full of energyYES /NO

'_\
~

. Do you feel that your situation is hopeleséE2S / NO
15. Do you think that most people are better off than you aite3 / NO

Answers inbold indicate depression. Although differing sensitivities and specificities

have been obtained across studies, for clinical purposes score > 5 points is suggestive o
depression and should warrant a follow-up interview. Scores > 10 are almost always
depression.
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HZAEER Geriatric Depression Scale( GDS) &SR

(Japanese Version)

CO—EED. BADRELCHIT—FAEVLDERA TS,

HE EE=
1 | BAOAEFEICHEELTUOET (AN AYAY1
2 | BHOFEBACEARICHTHAEEKMETLIZER | [FLY WA
LWETH
3 | EENEELERNETH = AN AYAY-4
4 | EHAMEREFEEBRSITEZNTT M (AN AYAY-4
5 | KIEIIHIEIGESTIENZNTTH (AN AYAY-
6 | FEDEARELEFRIZEEONDZENSHNTT | (FLY  LWWLV&
H
7 | ZLOGEIFEHNEREEBRNVETH Ly W&
8 | BN ENELRHERSIENZNTTH E{ANEAYAY-
9 | SHAHLEVAMNFLWIEEFTHLYERICUTZLNE | [ELY LR
n_.\l:\ia—f)\
10 | BIZKYBFET . AL RITEYETH (AN AYAY-
1| WEESTNWAIENRBLLERWET M E{ANEAYAY-
12 | AZFTOTHEREALGVERSIRBFBICRLIENH | [ELY LR
YEFH
13 | BOMERICHANTVERERNETH (AN AYAY
14 | HENGWERSTELAHBYFETH Ly Lz
15 | BYD AL SHEI-KYEEZESICRZAETH (AN AIAY-
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Satisfaction with Life ScaleEnglish 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). dlaaaes 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 t
1 - 7 scale below indicate your agreement with each item by placing trepepte
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.

_____l am satisfied with my life.

______Sofar | have gotten the important things | want in life.
______Iflcould live my life over, | 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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BAER AEBRERE

( Satisfaction with Life Scale (Japanese Version)

1. [FEAEDETRDALEEFADEEITEM

1 2 3 4 5 6 7
2 EORDLBL ELOMEVAIE ELLTHALY EbbMEVZIE 585 <
TR €I85 TIR85 €I85

2. AOBREETOAEDKEEFEBNATIS

1 2 3 4 5 6 7
£ EORDR ELoMNEVRE EBLTHLAL EbonEVaE 585 #<
el -rersAl 385 585 585

3. BISETHATDALEISHRBLTLS

1 2 3 4 5 6 7
EF EORDLGL ELoMEVRIE ELLTHAL EbbMeEVRIE 585 <
TR TIR-5 TIR5 TIR85

4. AAEIZRODZKUIGELDENFETIZRTES:

1 2 3 4 5 6 7
£ EIRDIGN ELoMEVZE EBLTHRLY EboMEVZE 585 #<
xapl-rersAl 585 585 585

5. ID2—BALEZPYETELTE, FEAERBERALZNTHAS

1 2 3 4 5 6 7
£ ORDR ELoMEVZE EBLTHAL EboneVZE 2585 #<
3R hEN 385 585 385
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APPENDIX C:

SITE AUTHORIZATION LETTERS FOR STUDY CONDUCT



Site Authorization Letter

Cret. 23, 2007

Miwako Hoshi, RN
Doetoral Student
Callege of Nursing
University of Arizona
N-11, W-13, Chng-lo,
Sapporo, Japan 060-0011

Dear Mz, Hoshi:

I have reviewed your request regarding your study and an pleased to support your
research project entitled “Self. Tranccendence, Vulnerability, and Well-being in
Hospitalized Japaness Elders”. Youor risquest io nse Adghim Memorial Hospital as a
research or recruitment site is granted. The research will include recruiting hospitalized
patients aged 65 or over and mierviewing them for approximately 45 minutes, This
authorization covers the time period of Nov. 1, 2007 to Mar. 31, 2008 . We lock
forwerd to working with you.

Sincerely,
LA iR

Mie Araki, RN,
Hurzing Director
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Site Authorization Letter

Qet. 24, 2007

Miwako Hoshi, RN,
Doctoral Student
University of Arizona
College of Nursing
Tucson, Arizons 85721

Diear Ms. Hoshi

I have reviewed your request regarding your study and am pleased to support your
research project entitled “Self:Transcendence, Vulnersbility, and Well-being in
Hospitalized Japanese Elders”. Your request o use Teine Keljinkai-Hospital as a research
of recruitment site is granted. The research will inchude recruiting hospitalized patients
aped 65 or over and interviewing them for approximately 45 minutes, This suthorization
covers the time peciod of_MNov.1,2007_ 1o _Mar31. 2008, We look forward to working
with you.

Sincerely,
Hive ko ton wa

Hiroko Honrma, RN
Manager of the Department of Nursing
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Site Authorization Letter

Nov. 1, 2007

Miwako Hoshi, RM.
Doctoral Student
University of Arizona
College of Mursing
Tucson, Arizona 85721

Diear Ms. Hoshi

1 have reviewed your request regarding your study and am pleased to support your
rescarch project entitled “Self-Transcendence, Vulnerability, and Well-being in
Hospitalized Japanese Elders”, Your request to use Sapporo Minami 1-Jo Hospital as a
research or recruitment site is granted, The research will include recruiting hospitalized
patients aged 03 or over and interviewing them for approximately 43 minutes. This
authorization covers the time period of _Mov.1, 2007_to _Mar.31, 2008 _. We look
forward o working with you,

Sincerely,
[Tyt Mo

iroko Shirakawa, RN,
Ianager of the Department of Nursing
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Site Authorization Letter

Naov.9, 2007

Miwzko Hoshi, RM.
Doctoral Student
University of Arizana
College of Mursing
Thesan, Artzona 85721

Dhear Ms. Hoshi

I heve reviewed your request regarding your study and am pleased to support your
research project entitled “Self-Transcendence, Vulnerability, and Well-being in
Hospitalized Japanese Elders”. Your request to use Makita Hospital as a research or
recruitment site is granted. The research will nclude recruiting hospitalized patients aged
63 or over and interviewing them for approximately 45 minutes. This authorization
covers the time period of _Nov.1, 2007 to_Mar31, 2008 . We look forward to

waorking with you.

Sincerely,

(Name) HIRONI MMAKITA /Z,Am., . .
(Title) M.I. v %%
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APPENDIX D:

INFORMED CONSENT FORM
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APPROVED BY UNWNZASNY OF AL IRE
THIS STAMP WUST APPEAR ON ALL

10 GONSERT
Informed Consent DATE: EAPIAATION:
[WELL-BEING IN HOSPITALIZED JAPANESE ELDERS]
Introduction

You are being inviled to take part in a research study. The information in this form fs
provided fo help you decide whether or not to take part. Study personnel will be
available fo answer your questions and provide additional information. If you decide
to take part in the study, you will be asked fo sign this consent form. A copy of this
form wilf be given fo you,

What is the purpose of this research study?

The purpose of this study s to explore well-baing in Japanese hospitalized older
adults aged 65 or over in Sapporo, Japan, Despite of the abundant empirical
evidence of positive associations between an individual’s views on what is important
iy his or her life and well-belng in western countries, thers Is no research
investigating such associations in Japanese population.

Why are you being asked to participate?

You are being invited because you are an eider who Is 1) 85years of age or older, 2)
hospitalized for a medical condition and reside in a hospital, 3) able o speak
Japanese and understand the questions, 4) absent of dementia as approved by the

Kaitei Hasagawa-shiki Kani Chino Scale, 5) not in crifical condition or not
experiencing an acute health crisis, and 6) willing to participate in this study.

How many people will be asked to participate in this study?

Approximately 110 Japanese hospitalized elderly will be asked to participate in this
study.

What will happen during this study?

You will be asked fo give the researcher permission to get information about your
result of the Kaitei Hasegawashi-ki Kani Chino Scale available in the hospital or
complete It. Then you will be asked to complefe a questionnaire about your
demographic background and general health, 2 questionnaires about your views on
whal is important in your fife and personal befiefs and religious perspectives, and 2
well-being questionnaires on depression and fife satisfaction in interview format.
How long will | be in this study?

About 45 minutes will be needed to complete this study,

Version 01/31/08 Participant's Initials
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Are there any risks to me?

The things that you will be doing have minimal risk. Although we have tried to avoid
risks, you may feel that some questions we ask will be stressful or upsetting. If this
occurs you can stop participating immediately. We can give you information about
individuals who may be able to help you with these problems.

Are there any benefits to me?

You will not receive any benefit from taking part in this study. However, this study will
contribute to new knowledge about how health care professionals may facilitate well-
being for hospitalized elders in Japan,

Will there be any costs to me?

Aside from your time, there are no costs for taking part in the study.

Will I be paid to participate in the study?

No, but you will receive a gift certificate of JCB valued at about $ 15 (2,000} for your
participation.

Will video or audio recordings be made of me during the study?
No.
Will the information that is obtained from me be kept confidential?

The only persons who will know that you participated in this study will be the person
conducting this study and her advisor,

Your records will be confidential. You will not be identified in any reports or
publications resulting from the study. It is possible that representatives of the Federal
Government or some other group that supports the research study will want to come
to the University of Arizona to review your information. If that occurs, a capy of the
information may be provided to them but your name will be removed before the
Infarmation is released.

May | change my mind about participating?

Your participation in this study is voluntary, You may decide to not begin or to stop
the study at any time. Your refusing to participate will have no effect on anything.
You can discontinue your participation with no effect on anything, Also any new
information discovered about the research will be provided to you. This information
could affect your willingness to continue your participation.

Varsion 01/31/08 Participant's Initials____
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APPENDIX E:

HUMAN SUBJECTS APPROVAL LETTER



THE UNIVERSITY Hummam Subjects 1243 M. Mowniai Ave.
Pratecti PO Bex 245137
OF ARIZONA. o o Tucsan, AZ B3T24+5137
Tel: (320) B24-6721
hitp/ firbarizonn.edu
31 January 2008
Miwako Hoshi, BSN
Mursing
PO Box 210201

RE: PROJECT NO: 08-0085-02 SELF-TRANSCENDENCE, YULNERABILITY, AND WELL-
BEING IN HOSPITALIZED JAPANESE ELDERS

Dear Miwako Hoshi:

We received your 31 January 2008 letter with accompanying revised Informed Consent forms [English
and Japanese versions 01/31/08] for the above referenced project. All of the conditions as set out in
Commitiee's 28 January 2008 (relevant to the 28 January 2008 Fuil Board review) were addressed in the
investigatar's 31 January 2008 letter and the accompanying submitted revised Informed Consent
documents. Therefore, approval for this minimal-risk project is granted an expiration dote af 28 Jamuary
2009,

The Institutional Review Board (IRB) of the University of Arizona has & current Federalwide Assurance
of compliance, FIW.AM0004218, which is on file with the Department of Health and Human Services and
covers this activity, '

Approval is granted with the understanding that no further changes or additions will be made either to the
procedures followed or to the consent form(s) used (coples of which we have on file) without the
knowledge and approval of the Human Subjects Committee (IRE} and vour College or Deparimental
Review Commitiee. Any research related physical or psychological harm to any subject must also be
reported to each committee.

A university policy requires that all signed subject consent forms be kept in a permanent file in an area
designated for that purpose by the Department Head or comparable authority. This will assure their
acceszibility in the event that university officials require the information and the prineipal investigator is
unavailable for some reason,

Judith Berg, PhD, RN

Alternate Chair, Social and Behavior Human Subjects Committes
UA ln.\_zﬁ_l.'l_.lt'mnalRﬂicw Board

IB:maa -

ce: Departmental/College Review Committee

Arizona’s First University = Since 1883,
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