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Abstract

Background and aim: Intensive care unit (ICU) mortality rates are notably high. Several studies outside
Japan indicate that the Quality of Death and Dying (QODD) in ICUs is often rated lower compared with
settings such as hospices or specialized palliative care units. However, there are no tools to directly evaluate
QODD in ICUs that are appropriate to Japanese culture and medicine. Consequently, no study has been
conducted in Japanese ICU settings. This study aimed to develop a Japanese version of the QODD
Questionnaire 3.2A (ICU-QODD) and to evaluate its reliability and validity.

Methods: The ICU-QODD was translated into Japanese following the guidelines for translation, adaptation,
and validation of instruments. A pilot test involving an expert panel and family members of 40 ICU

survivors helped establish the content validity index (CVI). Further testing with 59 bereaved family members
evaluated validity through convergent and known groups analyses, while reliability was assessed through
internal consistency and test-retest methods.

Results: The pilot test confirmed the face and content validity of the Japanese ICU-QODD. Following
revisions, all items achieved a CVI of 0.78 or higher, with an average scale-level CVI exceeding 0.90. One
item with low CVI was excluded, resulting in a finalized 24-item version. The ICU-QODD demonstrated
strong construct validity, with significant domain correlations to the total score. Known-groups analysis
revealed lower QODD scores for patients admitted from the ward (p=0.03). Internal consistency and
reliability were robust, with the intraclass correlation coefficient generally above 0.7 (range: 0.705-0.964,
p<0.001).

Conclusions: The Japanese version of the ICU-QODD translated in this study demonstrates satisfactory
validity and reliability, making it suitable for clinical use in Japan, and adapted to the country’s medical,
cultural, and linguistic context.

Categories: Other, Palliative Care
Keywords: end-of-life care, intensive care unit, palliative care, quality of dying and death questionnaire, validation
study

Introduction

The intensive care unit (ICU) is a facility where critically ill patients with life-threatening conditions receive
advanced medical technology under 24-h close observation, with the primary purpose of saving their lives.
However, owing to the severity of these cases, mortality rates are elevated. Although international
comparative data on ICU mortality are limited, the overall mortality rate for adult ICU patients ranges from
10% to 29% [1].

The emphasis on life-saving therapies in intensive care often complicates decisions regarding the
withdrawal of care. Advances in life-support technologies, such as extracorporeal membrane oxygenation or
ventricular assist devices, have further blurred the boundaries of end-of-life care. Consequently, many
healthcare professionals involved in intensive care experience difficulties in providing end-of-life care in
the ICU setting [2,3]. Furthermore, several studies have reported that the Quality of Dying and Death
(QODD) in ICUs is often lower compared with settings such as hospices or specialized palliative care [4,5].

Therefore, improving QODD in ICUs is a critical concern. Consequently, various interventions have been
implemented globally, including palliative care education for ICU clinicians, nurses, and other healthcare
providers, as well as the involvement of palliative care specialists in ICU rounds [6].
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However, research focusing on improving ICU patients’ QODD in Japan remains limited. This gap is largely
owing to the absence of validated tools to measure QODD in Japanese ICU settings. The QODD
Questionnaire 3.2A (ICU-QODD) is the most widely used tool globally for assessing QODD in the ICU setting
[7,8]. The ICU-QODD has been well-evaluated for validity and reliability [9]. Its availability in Japan would
be the first step toward improving the quality of end-of-life care by enabling the assessment of QODDs in
ICU patients. Therefore, it is necessary to develop an ICU-QODD adapted to Japanese culture and healthcare
systems. To this end, this study aimed to translate the ICU-QODD into the Japanese language and evaluate
its validity and reliability [10].

Materials And Methods
Study design

This methodological study involved translating the ICU-QODD into the Japanese language (translation
process) and evaluating its validity and reliability with bereaved families (validity and reliability process)
according to established guidelines [11].

Translation process

Permission to translate the original questionnaire (ICU-QODD) was obtained from Elizabeth L. Nielsen, one
of its developers. The ICU-QODD consists of 25 items (appendix 1) [12]. The questionnaire includes 22 items
assessing aspects of the respondents’ experience during their loved one’s final days, two items evaluating
the quality of care provided by the medical team, and one item assessing the overall quality of the death
experience. The 22 items are divided into six domains as follows: (1) symptoms and personal care, (2)
preparation for death, (3) moment of death, (4) family, (5) treatment preferences, and (6) whole person
concerns. Each of these 22 items consists of two parts as follows: (a) an evaluation of frequency or presence
(0 =none to 5 = always or yes, no) and (b) a rating of the patient’s dying experience (0 = terrible to 10 =
almost perfect). The total score is calculated by summing the ratings for each item, dividing this by the
number of answered items, then dividing by 10 and multiplying by 100; higher scores indicate a better
QODD.

Following the back-translation method and previously established guidelines, a translation team consisting
of two nursing lecturers, four clinical nurses, and one of the original authors participated in the process [11].
The process included five steps, including face validation and content validation, and was conducted from
May 2023 to February 2024 (Figure I).

2025 Naya et al. Cureus 17(1): e77161. DOI 10.7759/cureus.77161 20f19


javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)

Cureus

Part of SPRINGER NATURE

Quality of Dying and Death Questionnaire for Family Members — Version 3.2a

0
|

Translation from English to Japanese = %

Translation on 1 (T1) Translation on 2 (T2)

v

Synthesis of Translated Versions 1 (T3)

i

Back translation from Japanese to English —g

Back Translation on 1 (B1) Back Translation on 2 (B2)

0
i

A4

Provisional Japanese versions (T4)

J

Expert panel

Provisional Japanese versions1(T4)

!

Evaluation of theitem clarity

!

Provisional Japanese versions 2 (T5)

Pilot test for families of ICU patients

Provisional Japanese versions 2 (T5)
Evaluation of theitem clarity
Pre-Final Version

Expert panel

Pre-Final Version

!

Content-related validity

!

Final Version

)0 0
BRI

FIGURE 1: Translation and cultural adaptation process into Japanese.

Step One

Two nursing lecturers independently translated the original ICU-QODD from English to Japanese language,
producing translations T1 and T2, which were subsequently combined into version T3 after discussions
between the translators. Equivalence between the original and translated versions was assessed by two
nursing lecturers, who evaluated clarity for healthcare professionals and the patient's family.

Step Two

Two translators, blinded to the original scale, independently back-translated versions T3 from Japanese to
English language, resulting in versions B1 and B2. One translator was a native English speaker with medical
knowledge, while the other was a native English speaker with no medical background. Two nursing
lecturers, along with one of the original authors, evaluated equivalence between the original, B1, and B2,
adjusting to minimize linguistic discrepancies. After refinements, a provisional Japanese version, T4, was
developed.
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Step Three

An expert panel consisting of three clinical nurses, three nursing college faculty, one medical professional
who had experienced family loss in the ICU, two clinical psychologists, one ICU physician, and one palliative
care physician evaluated each item in T4 for “clarity” or “unclearness” through an online survey. Experts
with diverse backgrounds were selected to modify the content and representation to be appropriate for the
Japanese culture and healthcare system. The expert panel should consist of six to 10 members who are
knowledgeable about the content areas of the measure’s components and the target population for which
the measure is intended, and who are native speakers of the measure’s language. The proportion of
“unclear” responses was calculated, and participants rated “unclear” items or offered suggestions for
improvement.

Step Four

A pilot test of T5 was conducted to assess item clarity. Item clarity is pilot-tested among participants whose
language is the target language of the instrument to evaluate the instructions, response format, and the
items of the instrument for clarity. A sample size of 10-40 individuals is recommended in the guidelines.
Only family members of ICU patients whose conditions had improved and who were being transferred to the
ward were included in the study. The pilot test focused on face validity and involved family members of ICU
survivors who were less burdened. The test was explained to them before they left the ICU, and their
responses were collected by completing and mailing the questionnaire. Consequently, a total of 40 family
members of ICU patients evaluated the clarity of the scale using the same process outlined in step three.

Step Five

An expert panel rated each item of the pre-final version on a four-point Likert scale as follows: 1 = not
relevant, 2 = unable to assess relevance, 3 = relevant but needs minor revision, 4 = very relevant and concise.
The content validity index (CVI) was calculated as the proportion of items rated 3 or 4. A CVI of >0.80 was
deemed acceptable, with item-level and scale-level content validity indices computed for each item and the
entire scale. Revisions continued until item-level and scale-level CVIs reached >0.78 and >0.90, respectively,
culminating in the final Japanese version [11].

Validity and reliability process from the bereaved family

Data were collected from the bereaved family through a postal survey between April and July 2024 to
evaluate the validity of the ICU-QODD.

Inclusion criteria were as follows: (1) family members of patients admitted to the ICU as an emergency and
who stayed for at least 48 h within six months prior to the survey to the past five years, (2) family members
of patients who passed away in the ICU or the ward following ICU discharge within the past five years, and
(3) individuals aged 18 years or older. Exclusion criteria included: (1) inability to provide consent, (2) family
members who are unaware of the patient’s condition because they never visited the patient in the ICU, (3)
individuals who required emotional support, such as counseling, as indicated in medical records, (4) history
of mental illness, and (5) non-native Japanese speakers.

Construct validity was assessed by convergent validity through correlation between ICU-QODD scores and
QODD-1 scores and by known group validity from previous studies. Initial contact was made by telephone,
providing a brief study description and seeking permission to mail study materials. Subsequently, the final
version ICU-QODD Questionnaire was mailed, and patient and family baseline characteristics were collected
from electronic medical records. The ICU-QODD’s intrarater reliability was evaluated using the test-retest
method. Participants agreeing to the test-retest method received the ICU-QODD a second time, two weeks
after their initial response, with a reminder sent two weeks after mailing.

Sample size for the validity and reliability process

The sample size for translation was based on established guidelines [11]. For validity and reliability
assessment, a minimum of 50 bereaved families were included. Intrarater reliability was determined
utilizing the intraclass correlation coefficient (ICC) based on test-retest responses. Following Zou’s formula,
a sample size of 41 was calculated assuming a significance level of 0.05 and a power of 0.8 [13]. For construct
validity evaluation, correlation coefficients between ICU-QODD scores and a single-item QODD-1 rating
were calculated. With an effect size of 0.4, a significance level of 0.05, and a power of 0.8, the required
sample size was calculated at 46. Internal consistency testing targeted a sample size of 50 or more, based on
prior research [14]. The overall target sample size was therefore set at 50 or more.

Data analysis for the validity and reliability process

Participant characteristics were summarized using descriptive statistics. The normality of each dataset was
assessed. Data were expressed as mean+standard deviation (SD), and parametric tests were applied based on
the results. Construct validity, internal consistency, and intrarater reliability were assessed to confirm
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reliability and validity. Convergent validity was evaluated by calculating the correlation coefficient between
the ICU-QODD and QODD-1 scores. Internal consistency was measured using Cronbach’s alpha, with values
>0.7 indicating satisfactory consistency [15]. Intrarater reliability was evaluated using a two-way random
effects ICC model, with ICC <0.5 indicating poor reliability, 0.5-0.75 indicating moderate reliability, 0.75-0.9
indicating good reliability, and >0.9 indicating excellent reliability [16]. The t-test was used to compare the
groups in the known groups analysis. The ICU-QODD was expected to distinguish between the following
groups based on the hypotheses and the following factors: male patients scoring higher than female patients,
patients admitted from the emergency room scoring higher than those admitted from the ward, patients who
were accompanied by family members at the time of death scoring higher, patients who did not undergo
chest compressions at the end of life scoring higher, and patients with advance directives scoring higher [8].
Analyses were performed with IBM SPSS version 28.0 for Windows (Armonk, NY: IBM Corp.).

Ethical considerations

The study protocol was approved by the Ethics Committee of the Japanese Red Cross Wakayama Medical
Center (#1144 and #1176). The survey was anonymous, and participants reviewed the consent form and
indicated their willingness to participate before completing the questionnaire.

Results
Translation process

Following approval from the original authors to review the back-translated ICU-QODD, 11 experts evaluated
the clarity of the provisional Japanese version (T4). Twenty percent of respondents found the text
explanatory and seven items unclear, specifically (4a) How often did your loved one appear to breathe
comfortably?, (5a) How often did your loved one appear to feel at peace with dying?, (8a) How often did your
loved one appear to keep his/her dignity and self-respect?, (11a) Was your loved one touched or hugged by
his/her loved ones?, (12a) Were all of your loved one's healthcare costs taken care of?, (16a) Did your loved
one have a spiritual service or ceremony before his/her death?, and (23) Overall, how would you rate the
quality of your loved one’s dying? These unclear items were revised over three survey rounds, resulting in
Provisional Japanese Version 2 (T5). A pilot test was conducted with family members of ICU survivors,
collecting 10 responses to assess comprehensibility. Six items (14a, 15a, 16a, 18a, 19a, and 23) were again
rated as “unclear” by more than 20% of respondents. These items were subsequently revised. For example,
religious or spiritual ceremonies were adapted into “farewell parties” with less religious overtones. The
survey was repeated four times, culminating in a pre-final version based on feedback from 40 participants.

A content validity assessment was then conducted by experts on the pre-final version. Revisions were made
until each item’s validity index reached 0.78 or higher, with the average scale-level CVI surpassing 0.90.
However, item 12a (“Were all of your loved one’s healthcare costs taken care of?”) received a validity score of
0.10, and this item was excluded from the questionnaire because it was deemed unsuitable for Japanese
culture owing to universal health insurance. The finalized Japanese version of the ICU-QODD is presented in
appendix 2.

Validity and reliability process

Between October 2018 and September 2023, 335 patients passed away in the ICU. Of these, families of 172
patients meeting the eligibility criteria were contacted by phone, and questionnaires were mailed to 84
bereaved family members who consented to participate. Responses were received from 59 individuals
(response rate: 70.2%), with 24 providing responses for the retest (response rate: 61.5%) (Figure 2).
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FIGURE 2: Participants and dropouts in reliability and validity surveys.

ICU: intensive care unit

The baseline characteristics of the patients and respondents are presented in Tables 1, 2. Approximately 80%
of the respondents’ loved ones were admitted through the emergency department (ED), compared with non-
respondents. Only one respondent, among both groups, reported an advance directive. About 70% of
respondents were present at the time of their loved one's death.
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Variable
Sex

Age at death (years)

Clinical department

Hospital admission route

Ventilator

Dialysis

Advance directive
Chest compression

ICU stay (days)

Male, n (%)

Mean (SD)

Intensive care, n (%)
Cardiology, n (%)
Cardiovascular surgery, n (%)
Pulmonology, n (%)
Gastroenterology, n (%)
Neurosurgery, n (%)
Orthopedics, n (%)
Nephrology, n (%)
Hematology, n (%)
Dermatology, n (%)

Breast surgery, n (%)

Obstetrics and gynecology, n (%)

ED, n (%)
Ward, n (%)
Yes, n (%)
Yes, n (%)
Yes, n (%)
Yes, n (%)

Mean (SD)

Respondents (n=59)
35 (59.3)
741 (12.3)
3(5.1)
26 (44.1)
6 (10.2)
6 (10.2)
5 (8.5)

5 (8.5)

2 (3.3)
1(1.7)

2 (3.3)
1(1.7)
1(1.7)
1(1.7)
46 (78.0)
13 (22.0)
47 (79.7)
11 (19.0)
1(1.7)
4(6.8)

8.73 (6.46)

TABLE 1: Baseline characteristics of patients who died in the ICU.

SD: standard deviation; ICU: intensive care unit; ED: emergency department

Non-respondents (n=18)
9 (50.0)

70.9 (14.7)

2(11.0)

9 (50.0)

1 (5.6)

14 (77.8)
4(22.2)
14 (77.8)
7 (38.9)
0 (0)

2 (11.0)

7.67 (3.94)
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Variable 1st test (n=59) Retest (n=24)
Sex (male) n (%) 24 (40.7) 14 (58.3)
Age at the time of survey (years) Mean (SD) 59.6 (12.5) 61.5(12.9)
Spouse/domestic partner, n (%) 20 (33.9) 7(29.1)
Parent, n (%) 1(1.7) 1(4.2)
Relationship to patient Child, n (%) 33 (55.9) 12 (50.0)
Sibling, n (%) 2(3.4) 1(4.2)
Other relative, n (%) 3 (5.1) 3(12.5)
Lived with patient Yes, n (%) 33 (55.9) 33 (55.9)
Yes, n (%) 41 (69.5) 16 (66.7)
Presence at bereavement None, n (%) 17 (28.8) 8 (33.3)
Unknown, n (%) 1(1.7) 0(0)

TABLE 2: Baseline characteristics of bereaved families.

SD: standard deviation

The construct validity results are presented in Table 3. Positive correlations were observed between each
domain score and QODD-1 with the ICU-QODD total score. A known-groups analysis, conducted based on
patient and respondent characteristics, indicated significantly lower QODD scores for patients admitted
from the ward (p=0.03), reflecting differences between ICU admission routes (ED vs. Ward). No significant
differences were found in other groups (Table 4).

Variable Correlation coefficient 95% CI p-Value
Symptoms and personal care 0.810 0.689-0.888 <0.001
Preparation for death 0.930 0.878-0.960 <0.001
Moment of death 0.616 0.406-0.765 <0.001
Family 0.797 0.665-0.881 <0.001
Treatment preferences 0.815 0.689-0.893 <0.001
Whole person concerns 0.743 0.580-0.848 <0.001
QODD-1 0.750 0.603-0.848 <0.001

TABLE 3: Assessment of construct validity by correlation with total ICU-QODD score.

Construct validity was assessed by convergent validity through Pearson correlation between ICU-QODD scores and QODD-1 scores.

ICU-QODD: Intensive Care Unit-Quality of Death and Dying (Questionnaire 3.2A); QODD-1: Quality of Death and Dying (a single item rating of the overall
quality of dying and death)
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Variables

Patient sex

Mechanical ventilator

Hospital admission route

Chest compressions

Advance directive

Present at the moment of death

Lived with patient

Category
Male
Female
Yes
None
ED
Ward
Yes
None
Yes
None
Yes
None
Yes

None

Sample size
34
24
46
21
45
13
6
52
1
57
36
17
32

26

QODD score (meantSD)
52.22 (22.54)
45.50 (27.13)
47.73 (24.28)
55.97 (25.51)
53.27 (23.82)
36.16 (23.15)
50.89 (27.09)
49.27 (24.52)
65.29

49.16 (24.67)
53.72 (23.80)
42.72 (25.23)
45.18 (22.69)

54.68 (26.14)

TABLE 4: Known groups comparison of ICU-QODD scores.

95% CI

-19.8210 6.38

-7.70 to 24.16

-32.05t0-2.18

-23.00 to 19.77

-65.99 to 33.72

-25.34 t0 3.33

-3.35 10 22.35

p-Value

0.31

0.31

0.03

0.88

0.52

0.13

0.14

ICU-QODD: Intensive Care Unit-Quality of Death and Dying (Questionnaire 3.2A); SD: standard deviation; Cl: confidence interval; ED: emergency

department

Variable

ICU-QODD total score
Symptoms and personal care
Preparation for death
Moment of death

Family

Treatment preferences

Whole person concerns

Cronbach’s alpha values for internal consistency were calculated, with all domains achieving values above

0.7, indicating good internal consistency (Table 5). The ICU-QODD’s intrarater reliability was evaluated

using the test-retest method. Two weeks after the initial responses, the survey was administered again to 24
participants. Item 17, "Did your loved one receive dialysis for his/her kidneys?" demonstrated an ICC below
0.5, while item 18, "Did your loved one have his/her funeral arrangements in order prior to death?" showed
an ICC of 0.5252. All other items exhibited ICCs greater than 0.7 (range: 0.705-0.964, p<0.001), indicating

good reliability (Table 6).

TABLE 5: Internal consistency of the ICU-QODD.

ICU-QODD: Intensive Care Unit-Quality of Death and Dying (Questionnaire 3.2A)

Cronbach's alpha
0.995
0.958
0.931
0.752
0.880
0.920

0.760

ICU-QODD item
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1. How often did your loved one appear to have his/her pain under control?

2. How often did your loved one appear to have control over what was going on around him/her?
3. How often was your loved one able to feed her/himself?

4. How often did your loved one appear to breathe comfortably?

5. How often did your loved one appear to feel at peace with dying?

6. How often did your loved one appear to be unafraid of dying?

7. How often did your loved one laugh and smile?

8. How often did your loved one appear to keep his/her dignity and self-respect?

9. How often did your loved one spend time with his/her family or friends?

10. How often did your loved one spend time alone?

11. Was your loved one touched or hugged by his/her loved ones?

12. Did your loved one say goodbye to loved ones?

13. Did your loved one clear up any bad feelings with others?

14. Did your loved one have one or more visits from a religious or spiritual advisor?

15. Did your loved one have a spiritual service or ceremony before his/her death?

16. Did your loved one receive a mechanical ventilator (respirator) to breathe for him/her?
17. Did your loved one receive dialysis for his/her kidneys?

18. Did your loved one have his or her funeral arrangements in order prior to death?

19. Did your loved one discuss his or her wishes for end-of-life care with his/her doctor (e.g., resuscitation or
intensive care)?

20. Was anyone present at the moment of your loved one’s death?
21. In the moment before your loved one’s death what was your loved one's condition?

22. Overall, how would you rate the quality of your loved one’s dying?

23. Rate the care your loved one received from all doctors and other healthcare providers during the last
several days of his or her life while in the ICU.

24. Rate the care your loved one received from his or her doctor during the last several days of his or her life
while in the ICU.

ICU-QODD total score

2025 Naya et al. Cureus 17(1): e77161. DOI 10.7759/cureus.77161

0.953

0.818

0.844

0.902

0.964

0.940

0.899

0.705

0.813

0.828

0.735

0.913

0.927

0.815

0.943

0.750

0.494

0.525

0.773

0.858

0.814

0.845

0.848

0.754

0.958

0.871-
0.983

0.604-
0.922

0.648-
0.935

0.770-
0.960

0.905-
0.986

0.793-
0.983

0.777-
0.956

0.353-
0.882

0.608-
0.916

0.548-
0.942

0.453-
0.883

0.793-
0.965

0.753-
0.980

0.533-
0.934

0.857-
0.977

0.447-
0.898

-0.05-
0.796

0.106-
0.786

0.430-
0.921

0.689-
0.939

0.569-
0.926

0.674-
0.930

0.675-
0.933

0.503-
0.888

0.905-
0.981

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

=0.026

=0.009

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001
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TABLE 6: Intraclass correlation coefficients for the test-retest method in ICU-QODD items.

ICU-QODD: Intensive Care Unit-Quality of Dying and Death (Questionnaire 3.2A); ICC: intraclass correlation coefficient; Cl: confidence interval

Discussion

This study successfully developed a Japanese version of the ICU-QODD in accordance with established
translation guidelines [11]. Both experts and end users evaluated the clarity of the translation, and
specialists assessed its content validity, ensuring alignment with Japan’s medical, cultural, and linguistic
context. The validity and reliability of the Japanese ICU-QODD were subsequently confirmed through a
survey of bereaved family members.

Adaptations were made to the ICU-QODD to suit Japanese medical and cultural practices. Based on expert
evaluations of comprehensibility and content validity, and an end-user assessment, revisions were made to
certain items, and item (12a) "Were all of your loved one’s healthcare costs taken care of?” was removed. In
Japan, the National Health Insurance System ensures that medical costs remain affordable for most of the
population. Moreover, a domestic survey on the components of a desirable death did not identify medical
costs as a significant factor [17]. Consequently, medical costs are expected to have a minimal impact on
QODD. Given that the original QODD was developed in the United States, some items may not align with
medical, cultural, or linguistic practices in Asian countries [12]. In a similar adaptation, six questions were
integrated or removed in the Chinese version of the QODD, reducing the questionnaire to 22 items [18]. In
the present study, the items (15a) "Did your loved one have one or more visits from a religious or spiritual
advisor?” and (16a) "Did your loved one have a spiritual service or ceremony before his/her death?” were
revised to use less religious language, adapting it to Japanese culture, which does not strongly express any
particular religion. For example, we added the prefatory phrase “when necessary,” because the Japanese are
less likely to require the intervention of a religious or spiritual advisor [19].

A strong positive correlation was found between the total and domain scores of the Japanese ICU-QODD and
the QODD-1 (range: 0.616-0.930, p<0.001). Previous studies have also reported a correlation between the
ICU-QODD score and QODD-1, which supports the convergent validity found in this study [12,20].
Additionally, a known-groups analysis demonstrated that patients admitted to the ICU from a general ward
had significantly lower QODD scores (p=0.03), which is consistent with previous findings [21]. No significant
differences were observed based on patient gender, chest compressions, or advance directives, which may be
attributed to the small sample size. Future studies with larger sample sizes are recommended to further
explore these factors.

The Japanese version of ICU-QODD demonstrated strong reliability. Cronbach’s alpha for all domains
exceeded 0.7 (range: 0.752-0.995), indicating good internal consistency [22]. The ICC was below 0.7 for the
following two items only: the use of dialysis and funeral preparations. The universal health insurance system
began covering chronic hemodialysis treatment in 1967. Currently, hemodialysis treatment is almost free of
charge, except for those with high incomes (up to 20,000 Japanese Yen per month, or approximately 200 US
Dollars) [23]. Consequently, the number of dialysis patients per population in Japan is significantly higher
than that of global standards [24]. Dialysis is not only limited to ICU patients but is also relatively common
among the public in outpatient and home healthcare settings. Funeral arrangements, as part of advance care
planning (ACP), are intended to respect the patient’s wishes and promote emotional well-being [25].
However, the prevalence of ACP in Japan is relatively low, suggesting that making funeral arrangements
before death may not be a common practice [26]. Although this Japanese context may have influenced the
results, the overall ICC exceeded 0.7 for the total score and other items, supporting its reliability for using
Japanese clinical settings.

Strengths and limitations

This study presents the first rigorously developed Japanese version of the ICU-QODD, providing an essential
tool for evaluating family perspectives in a culturally appropriate context. A key strength is the standardized
translation process, ensuring both validity and reliability. However, several limitations should be noted.
First, data were collected from a single hospital ICU in central Japan. Although ICU environments are
consistent nationwide owing to Japan’s healthcare system, regional cultural differences could influence
responses. Second, while the target sample size was met, the sample size remains relatively small, and
caution is needed when interpreting the known-groups analysis results. Third, the low ICCs for dialysis- and
funeral-related items warrant further analysis focused on these patients to account for specific patient
backgrounds. Finally, this study did not conduct factor analysis for construct validity or evaluate criterion-
related validity with other measures. This limitation is attributed to the absence of assessment tools to serve
as criteria and the challenge of obtaining an adequate sample size at a single facility for construct factor
analysis. However, convergent validity can be confirmed using the QODD-1 as the comparator [20].
Therefore, in this study, validity was assessed by confirming convergent validity rather than by construct
validity through factor analysis. Future research should address these aspects to provide a more
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comprehensive validation.

Conclusions

A Japanese version of the ICU-QODD was translated, incorporating modifications to align with Japan’s
medical, cultural, and linguistic practices. This version was rigorously evaluated for convergent and known-
groups validity, internal consistency, and intrarater reliability. The findings indicate that the Japanese ICU-
QODD demonstrates adequate validity and reliability, supporting its suitability for using Japanese clinical
settings.

Appendices
Appendix 1

From your perspective, we would like to know how often your loved one had the experiences described below. Please pick a
number from 0 to 5 with “0” indicating “none of the time” and “5” indicating “all of the time”. Then, we would like you to rate this
aspect of your loved one’s dying experience on a scale from 0 to 10, where “0” is a “terrible experience”, and “10” is an “almost
perfect experience”. Please make your best effort to choose a number, even if you are not completely certain of the answer. If
you cannot pick a number, please circle “Don’t Know” so that we will know that this is a question you cannot answer. We want
you to choose a number based on your experience, not what you think your loved one might have answered.

1a. How often did your loved one appear to have his/her pain under control? (Circle one number) 0: None of the time, 1: A little bit of the
time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 2a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

2a. How often did your loved one appear to have control over what was going on around him/her? (Circle one number) 0: None of the time,
1: Alittle bit of the time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go
to Question 3a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

3a. How often was your loved one able to feed her/himself? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some of
the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 4a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al t perfect
most perfec!

4a. How often did your loved one appear to breathe comfortably? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some
of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 5a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al t perfect
most perfec

5a. How often did your loved one appear to feel at peace with dying? (Circle one number) 0: None of the time, 1: A little bit of the time, 2:
Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 6a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al t perfect
most perfec!

6a. How often did your loved one appear to be unafraid of dying? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some
of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 7a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

7a. How often did your loved one laugh and smile? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some of the time, 3:
A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 8a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

8a. How often did your loved one appear to keep his/her dignity and self-respect? (Circle one number) 0: None of the time, 1: A little bit of
the time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 9a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

9a. How often did your loved one spend time with his/her family or friends? (Circle one number) 0: None of the time, 1: A little bit of the
time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 10a.
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Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al t perfect
most perfec!

10a. How often did your loved one spend time alone? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some of the time,
3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 11a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al t perfect
most perfec!

From your perspective, we would like to know how often your loved one had the experiences described below. Please pick a number from
0 to 5 with “0” indicating “none of the time” and “5” indicating “all of the time”. Then, we would like you to rate this aspect of your loved
one’s dying experience on a scale from 0 to 10, where “0” is a “terrible experience”, and “10” is an “almost perfect experience”. Please
make your best effort to choose a number, even if you are not completely certain of the answer. If you cannot pick a number, please circle
“Don’t Know” so that we will know that this is a question you cannot answer. We want you to choose a number based on your experience,
not what you think your loved one might have answered.

1a. How often did your loved one appear to have his/her pain under control? (Circle one number) 0: None of the time, 1: A little bit of the
time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 2a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

2a. How often did your loved one appear to have control over what was going on around him/her? (Circle one number) 0: None of the time,
1: A little bit of the time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go
to Question 3a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

3a. How often was your loved one able to feed her/himself? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some of
the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 4a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

4a. How often did your loved one appear to breathe comfortably? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some
of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 5a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Ao e

5a. How often did your loved one appear to feel at peace with dying? (Circle one number) 0: None of the time, 1: A little bit of the time, 2:
Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 6a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) T

6a. How often did your loved one appear to be unafraid of dying? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some
of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 7a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al i

7a. How often did your loved one laugh and smile? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some of the time, 3:
A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 8a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Ao e

8a. How often did your loved one appear to keep his/her dignity and self-respect? (Circle one number) 0: None of the time, 1: A little bit of
the time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 9a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al it

9a. How often did your loved one spend time with his/her family or friends? (Circle one number) 0: None of the time, 1: A little bit of the
time, 2: Some of the time, 3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 10a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) T

10a. How often did your loved one spend time alone? (Circle one number) 0: None of the time, 1: A little bit of the time, 2: Some of the time,
3: A good bit of the time, 4: Most of the time, 5: All of the time, 6: Don’t know >>>>>>>>>> Go to Question 11a.
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Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Ao el

The following questions are answered with either a “Yes” or “No” based on whether your loved one did certain activities. Please rate the
quality of that aspect of the dying experience. Again, we are asking you to focus on your loved one’s last several days.

11a. Was your loved one touched or hugged by his/her loved ones? (Circle one number) 1: Yes, 2: No, 3: Don’t know >>>>>>>>>> Go to
Question 12a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

12a. Were all of your loved one’s healthcare costs taken care of? (Circle one number) 1: Yes, 2: No, 3: Don’t know >>>>>>>>>> Go to
Question 13a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

13a. Did your loved one say goodbye to loved ones? (Circle one number) 1: Yes, 2: No, 3: Don’t know >>>>>>>>>> Go to Question 14a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

14a. Did your loved one clear up any bad feelings with others? (Circle one number) 1: Yes, 2: No, 3: Don’t know >>>>>>>>>> Go to
Question 15a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

15a. Did your loved one have one or more visits from a religious or spiritual advisor? (Circle one number) 1: Yes, 2: No, 3: Don’t know
>>>>>>>>>> Go to Question 16a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

16a. Did your loved one have a spiritual service or ceremony before his/her death? (Circle one number) 1: Yes, 2: No, 3: Don’t know
>>>>>>>>>> Go to Question 17a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect
most perfe

17a. Did your loved one receive a mechanical ventilator (respirator) to breathe for him/her? (Circle one number) 1: Yes, 2: No, 3: Don’t
know >>>>>>>>>> Go to Question 18a.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al t perfect
most perfec

18a. Did your loved one receive dialysis for his/her kidneys? (Circle one number) 1: Yes, 2: No, 3: Don’t know >>>>>>>>>> Go to Question

19a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al t perfect
most perfec

Please answer either “Yes” or “No” if your loved one ever experienced the following. Then, rate the quality of this aspect of your loved
one’s dying experience.

19a. Did your loved one have his or her funeral arrangements in order prior to death? (Circle one number) 1: Yes, 2: No, 3: Don’t know
>>>>>>>>>> Go to Question 20a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) e e

20a. Did your loved one discuss his or her wishes for end-of-life care with his/her doctor, for example, resuscitation or intensive care?
(Circle one number) 1: Yes, 2: No, 3: Don’t know >>>>>>>>>> Go to Question 21a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect

21a. Was anyone present at the moment of your loved one’s death? (Circle one number) 1: Yes, 2: No, 3: Don’t know >>>>>>>>>> Go to
Question 22a.

Terrible012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Almost perfect
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22a. In the moment before your loved one's death what was your loved one's condition? (Circle one number) 1: Awake, 2: Asleep, 3:
Unconscious, 4: Don't know >>>>>>>>>> Go to Question 23.

Terrible 012345678910

b. How would you rate this aspect of your loved one’s dying experience? (Circle one number) Al  vorfoct
most perfec!

Terrible012345678910

23. Overall, how would you rate the quality of your loved one’s dying? (Circle one number) Al t perfect
most perfec

24. Rate the care your loved one received from all doctors and other health care providers (including Worst healthcare possible 0 1 2
nurses, caseworkers, and other health care professionals) during the last several days of his or her life 345678910 best
while in the ICU. (Circle the number) healthcare possible

Worst healthcare possible 0 1 2
345678910 best
healthcare possible

25. Rate the care your loved one received from his or her doctor during the last several days of his or
her life while in the ICU. (Circle the number)

TABLE 7: Original version of the Quality of Dying and Death Questionnaire (QODD).

QODD score: the total score for question b is divided by the number of answered items in b, then divided by 10 and multiplied by 100 to get the total score.
The total score ranges from 0 to 100, with higher scores indicating a better quality of death and the dying process.

Appendix 2

B a. Tl HB=OXNEAN. BEARTCOVWTEDL 5VWDBETERLIE, E. [0: 2R [ [5: LWob] TEEAKE
Ve BREORECEICESVWTHFEEATLESW. FALNAEWEERE. T6La» LRV COEDHTLEEL. ELT. B
[ b. Tl&. Z0EER BERaDFER % [HBEOARNBAREDES CFHALIZEBS5H] COVT. T0: EW] 1 [10: E& A EER
Bl TEEACESV. TR SBREOKUNBANEDEL S ICFHEL LR S5 &KL T, HFEEATCESL.

1. 1 HRENDRTIHRIEOKNBAE. EDLKBWVEAETY FA—ILTETWSILSCRAELA B SEZDBUO %L T
CIEEIVD0: 2R DL 20 EEEE. V0L 4 FEAE 5:LDE. 6 ADDBIRL>>>>>> [6: B ZIBIRL
R IFER2 an

b. HRI=DKRNBANET L RY [CRZBETHERLLCOSTER1 am 2. HREORYLAFE (DEVEER) 0123456789
DESICFHBEL 2L BVWETH L IE SZEIDBUO 2L TLEEV 10 (E & A EIBBRY7LHZER)

20. 0 BRI BRTUSHBRIEOKRNBAIFZ. EOKLVEDOEYNDILEBROBSBEY ICTETWELEENIIBESEIDETO L
TLESVO0: 2L, 11Dy 20 EEEE 3 E0LN 4 FEAE. 5:0DH 6: ANBRN>>>>>>> [6: Ah b AL ZER
L =7 IFERI3 an

b. HBBI=DRNBAN BT RY LR HBIEFTHERLIcCORVER2a &2, HRLEOKYBARFE (DELEER) 0123456789
DESICFHBEL 2L BVWETHIIE SZIDBUO 2L TLEEV 10 (E & A EIBBRY7RHZER)

B NHREMNLRTUHRLOXNABEANF. EOKLVENRTRELTISUNTETCLWELEATNBESEIDBEUO 2L TLES
WI0:ELARL. DL 2 EEEE VL, 4 [FEAE 5 LDEL B:ANBRL>>>>>>> [6: bR Z&RLIERE
B4 an

b. HRIZOKINBADNBTELRY ICR2BIETERLECOSER3al . HREOKRNBAFE (DEWEER) 0123456789
DESICFHAL =L BVWETHIBESEDEFO 2L TLESLD 10 (IR & A CIBIERIDHRER)

4a.lHRENBRTIHRLEOKRNABARK. EDLBVECHCHRELTVEESICRAFLENATTESEIDBUO 2L TLES
WI0:ELARL. DL 2 EEEE VL. 4 [FEAE 5 LDEL B:ANBRL>>>>>>> [6: A bR Z&RLIEHE
HERI5 a~

b. HRIEOKRNBAN BT RY ICLZBETHERLCOR B4 a2 HBRIOKRYEAEE (DEWEER) 0123456789
DESICFHELEEBVWETHIOESEIDBU O 2L TLEE L 10 ([F & A CIRIBRIRHRER)

5a. 1 HRENLRTUHRLOXNAEANFZ. BTULRYICKRZETORHAEZLEDL 5VEPHICASLTVWS LS ICRATLENNE
SEIDBUO ZLTLETVO0 2L 1: DL 20 EEEE 320l 4 FEEALE 5:LDH. 6: RO BAL>>>>>>> [6:
AhHEN] ZBIRL 27 FER6 an~

b. HRIEOKRNBANBTLLRY ICLZBETHEBRL ORI BRSa iz HBREOKRYBAEE (DEWEER) 0123456789
DES ICFHEL e EBVETANIESEODBU O 2L TLEEW 10 (& & A EIRIBRVZDHZER)

6a. 1 HRIENADRTIHBIEOKIBAK. EDKBVWBTLKRYICAZILEEBNTVAVWKSICRAELEATESEDBU O
ELTLEEVND0:2KAL. 1m0 20 EXEE 3 EU0 L, 4 FEAE. 5:L\DH. 6: DD DALS>>>>>> [6: AMDRL] &
BIRL 27 1XBR7 an

2025 Naya et al. Cureus 17(1): e77161. DOI 10.7759/cureus.77161 15 0f 19



Cureus

Part of SPRINGER NATURE

b. HBBI=DRNBAN BT BRY LR HBIETHERLICORIERM6a £, HRLEOAYBAFE (DELVEER) 0123456789
DESICFHBEL L BVWETHIIBE SEIDBUO 2L T TV 10 (E & A EIBBRY7RHZER)

Ta. 0 HRENLRTUHBRLOXNAEAF. EDLKLVE-TY . WRAEYLTOELEN B SEIDBUO 2L TLEESWVIO0:
2L 1: DLy 20 EEEE 3 UL 4 FEAE. 5:L0DBL 6: AN BIRLS>>>>>> [6: AN B ARV ZBIRL =/ I1XER8 a

~

b. HBBI=DRNBANBTLBRY LR HBIEFTHERLICORVERT al &2, HRLEOKYBARFE (DELEER) 0123456789
DESICFHBEL L BVWETHIBESEIDBUO 2L TSV 10 (& & A EIRIERVDHZER)

Ba. 1 HREMBRTUSHRIEOKRIBAF. EOKLVWBEBLERTREY. ALLTEBESNEYLTWSAESCRAFLENIOES
ZIDBUO ZLTLEEVL 0 R2CARL. 1AL 2 EEEE. 3 E0EL. 4 [FEAE. 5 WD 6: DD BIEL>>>>>>> [6: 5
MoEL] ZBIRL 27 IEER9 an

b. HRIEORNBAN BT RY ICLZBETHEBRLCOR BRI a iz HBRTOKRYEAIEE (DEWEER)0123456789
DESICFHELERBVWETHIIESEIDBEUV O 2L TLEEVD 10 (& & A EIRIBRVZDHZER)

a. |BHBEMBRTUHBRIZOKRINBANF. EOLBVNFREPEALBILTOELEA? (BESE DBUO £2LTLIESVI0:2L<
RO 1ALy 22 EEEE S EUVEL. 4 FEAE 5 L0DHEL 6: ADDBIRL>>>>>>> [6: A BV ZIBIRL 2/ IXERI10 an

b. HRIEOKRNBAN BT RYICLEBETHERLCORBER9a 1z HBREOKRYEAEE (DEWEER) 0123456789
OESICFHEL EBLETAOIESEOIDBU O 2L TLEEWD 10 (& & A EIRIERVZLHZER)

10a. 1 HRENBRTIHREZOKRNBEANF. EDLLBVNTSAR— FREMEBISLTOWELEMINESEIDBUO 2L TLES
WO 0:ZLCAL 1L 22 E&EE 3 UL 4 [FEAE 5:0DH 6: ADBRN>>>>>>> [6: MDAV EBIRLEAIE
BHR11 an

b. HRIEOKRNBAN BT RY ICLZBRETHEEL O BER10a 1%, HBOXRUILARK (DEVWEER)0123456789
EOLSICRHMAEL L BWETHUBSE DBV O £LTLEEL 10 (IF & A CIRIBRIIRHRER)

LTFOER a. Tl HEE=OXTSAHNFFERLIZENICESOT. TRV £z Twnwz] TEEACES L. B b. TR b4k
DAREADNE T BRY ICRHBIETHERLIEC EQBEICOWTEHEIL T EEW. CITH. HBEOXVSZADORHOHARBICHES
EHTTLESL.

Ma. HRTEOKNBAFE. ZOACE>TRNBACHSENTEY. IBELOHBNLEYLELEAIIBESEODBU O L TLESL
1 0ELS 2: WOVEL 3D ADBARN>>>>>>> [3: An bR IR0 27 EBRI12 an

b. HIBRIOKUBADN BT RYICR2BIETERLIECOSDER1 alz. HREOKRNZARFE (VD EWEER) 0123456789
EOLSICEHMAEL 2L BVWETHOUBSEDBU O £LTLEEVLD 10 (I& & A EIBIERV7RHEER)

12a. HBEOKNBEAIFZ. HLOALCRNESFLENTEE LA UIBESEIDBUO £ELTLESV 1 EL. 22 0VWA 317
MHIRN>>>>>>> [ bR EZIRL 2R IFERI3 an

b. HBI=ORNBANBTLBY ICRZBIETERL-COSUER12al%. HRFEOKRILANIE  (PEWEER) 0123456789
EDESICEHAEIL mEBOWETHLIIESEODEL O £2LTLREEVD 10 (IE & A EIBERITHRER)

13a. HRBTOKNBAIE. HE~DLERY EFELELEDNINESEZ DBV O 2L TSIV 1LY 22 LWVWAL 3 AMBRL
>>>>>>> [3: BV ZBIRL 2H IXER14 an

b. HBI=ORNBANBTLBY ICRZBIETHERLcCOSER18all . HRFEOKRILANIE (PEWEER) 0123456789
EOLSICEHMAEL 2L BVWETHUBESE DBU O £LTLESVLD 10 (IE & A EIRTERITHRER)

14a. HETEORNEANF. FELEEBEIC. RENERFRAEYFa7ARZA LRI AEIALNLEEELELEAUIESEZDEU O
ELTLRESOO L IEL. 22 LWWAL 3 DD RN>>>>>>> [3: An B0 EBIRL 27 IXER15 a~

b. HRIEDARNBANET K RY CRZBETHERLLIOSERM14a0E. HBIOXYBAIE (DEVEER) 0123456789
EDESICEHMAIL mEBVWETAHIOESEODEL O LT REND 10 (IF & A EIBIERV7RHEER)

15a. HEfO KN AlE. BELEBEIC. BTELKRYICRIFICRAEY Fa7LRY—EREEFELEZ—BBhOERELS
CHEZHELEMINESEIDEUT O 2L TLESWVI 1 [EL 2: WAL 3:AMDRN>>>>>>> [3: Anibin] ZBIRLEAE
BHR16 a~

b. HIBRIOKUBADNE TR Y IR BIETERLIECOSLER15a0%E. HR=OKRNBZARF (VEWMEER) 0123456789
EDESICEMEL =L BVWETHLIBSELDBEUT O L TLESLD 10 (IF & A CIRIERIZRHRER)

16a. HRTOKNBAlE. ATFFREZICEZ2MEOHMNEZFTOELEAIIESZIDEU O 2L T IV 1 IEL. 20 LWOE.
L RMBIRNS>>>>>> [ A bRN] ZBIRL =2HIFER17 a~

b. HBRIOKUBANE TR Y [CR2BIETHRRLIECOSLER16a0%E. HRZOKRNBZARF (VDEWVEER) 0123456789
EQ&SICFHBEL L EBVWETHLIUESEDBUO LT EEND 10 (IE & A EIBIERY L FRER)

17a. HREEOXNLAIFZ. EREZFTOELENANESZIDBUO 2LTLESVO 1 EL 220V WA 3 AN BRN
>>>>>>> [ bRV ] ZBIRL 12/ EEBR18 an
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b. HBI=ORNBADNBTLBY ICRZBIETERLCOSUERI7 all e HRFEOKRLANIE  (PEWEER) 0123456789
EDESICEHAEIL ZEBOWETHLIIESEODEU O LT REWVD 10 (IE & A EIRTERITHRER)

LToER a. Tl HBREOXRNBZADERLIECEICEIVWT. TRV F£F ThwWwAl TEEALEE L. B b. TR &7k
DRNBADNBETLRY CRZBETHERLIES LOEROVWTHHEL TS ES L.

18a. HRTOKNBAIER. EFINLBEOERFELTOELEAIIBSEZIDEVT O Z2LTLEEIVL 1L 22 LWWAL 3 AN DBK
W>>>>>>> [3: Am bR, #BIRL =/ IXER19 an

b. HRIEOKNBANETL LY L2 BRETHEBRLIEC ORI BRE18a & HBLOXRUBARKE (DEWVWEER) 0123456789
DESICFHELEBVWETHIOBESEIDBU O 2L T EEVD 10 (IF & A EIBIERV7RHEER)

19a. HETOKENEANIF. BRPEECOVWTOFELEEMEFELEVWELEMAOHIZAIR. HGEET 2N CEREBEETOINREOE
SEODDBUO ZLTLETVO 1 EL. 2: LWWWEL 3T M BIRU>>>>>>> [3: B0 ZBIRL =27 EERI20 a~

b. HRIEOKNBAN BT LY ICL2BRETHEBRLIECOSBRE19a &, HBEOXRUBARKE (DEWVWEER) 0123456789
DESICFHELEBVWETHIOBESEIDBU O 2L TLEEVD 10 (IF & A EIBTERV7RHRER)

20a. HRFEOKNBANBTEL RY CRZBEECILIER>TEAFVETAIIBESEZDBUO LTIV 1 EL. 2200 A, 3
PBHBIEN>>>>>>> [ AM DR ZBIRL 127 EER21 an

b. HBBIOKINBANBTE LK RY LR IBIETERLECOSIEM20a01%. HREZOXNBAFE (VDEWEER) 0123456789
D&ESICFHAEL =L BOWETHAIOBESEIDBUO LTSV 10 (IE & A CIBIERY L HRER)

21a. HREOKNBANB T RYICHIER. EQOLIBRETLENAINESEIDBUO 2L TLESVI L EELTW: 2
BR>oTUW e 3 BEREELEEHAL, oo 4 DHBRN>>>>>>> [4: Ah B0 Z8IRU 727 FER22~

b. HBRIEEDANEANET L BY CH2BIETHERRL OSBRI a 128, HREORBARFE (VELHEER) 0123456789
DESICFHEL 2L BOETHOOBESELDBU O 2L T EEWLD 10 ([E & A EIRIBRIISHRER)

22. #AEHICHT. RUIBANT K L2 BIETRERLZC LOBELRFIOE I Z. HREFENDLS (VEWRER) 0123456789
ICEMEL £ 0BEE DBV O 2L TLEELD 10 (IF & A EIRIEHI7LHRER)

23. HRTOKNBANICUICARL TOW=RAOHBERM. 2 TOEMB L UEERBE FEMPYZE (ZALNIRENEE)0123
DHMOEEZFMREELR2TOERBE NSRRI LEITICOVWTEHMEL T L. 1FEEDESL 45678910 (FAbN2RE
O #LTLEETND DERE)

(ZEALNBIRENERE) 0123
45678910 (ZAbNdEe
DEE)

24. HIRT=ORNLADICUICARL TOWERAOKBR. EEREALGRF T 7IZOVTEHEL TS
EEW. IBESEIDEVO LTSV

TABLE 8: Japanese version of the Quality of Dying and Death Questionnaire.

QODDDEA BRIEEbDAH S 2EESN-bDIEEHTEIS. 510, 10TE > T100£H I HASHES LR S. SEHESIF001005T. B4
AEWELTELIEICY BIEOENBN L ZRT.
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