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MEMORIAL SLOAN KETTERING CANCER CENTER'S QUALITY 


IMPROVEMENT PAIN MANAGEMENT PROGRAM
 

Marilyn Bookbinder, RN, Ph. D. 

Director, Nursing Research Program 

Memorial Sloan-Kettering Cancer Center 1275 York Avenue, 

New York, New York 10021 

Telephone 212.639.6900 FAX 212.717.3044 

E-mail:bookbinm @ mskcc.org 

patients the access to optimal pain management. This 

paper will review some facts about the prevalence of 
INTRODUCTION 

cancer pain, Memorials pain management program for 

I am honored to be in Japan and I want to thank my nurses and patients, and the results of the three-year 

hosts, Dr. Mitsuko Matsuki and Professor Chie project. 

Ogasawara, and the Osaka University Nursing Prevalence of pain 

Department for the privilege of being here. I also Cancer causes 1 in every 10 deaths worldwide. Pain is 

thank Professor Ohno for translating today and assist- experienced by 30—50% of patients receiving cancer 

ing with this lecture. Memorial Sloan-Kettering Cancer treatment and 70 —90% of those with advanced dis-

Center (MSKCC) is a comprehensive cancer center ease. Of those with advanced disease, 40 —50% report 

located in New York City (Photo of MSKCC). MSKCC pain as moderate to severe and 25 —30% have very 

is a designated World Health Organization (WHO) col- severe pain. 

laborating center for pain with a Neurology Pain Cancer pain relief policy 

Service for Chronic Cancer Pain patients and It is known that cancer pain can be controlled in near-

Pediatrics, and Anesthesia Pain Service of Acute Pain ly 90% of patients, yet only 10% of patients are ade-

Management. We conduct research and provide leader- quately relieved. Undertreatment of pain and other 

ship in pain management worldwide. symptoms of cancer present a serious and neglected 

public health problem for all nations. In 1990, the 

World Health Organization issued a document urging
IMPROVING THE QUALITY OF CARE 

every nation to give high priority to establishing a can-
IN PAIN MANAGEMENT 

cer pain relief policy. 
"What is the quality of pain care for Memorial Nurses' role 

patients?" My speech today will describe a quality Nurses have a critical role in controlling  patients pain. 

improvement (QI) project for pain management stated Pain causes unnecessary suffering, loss of control, and 

by nurses four years ago to answer this question. We decreased quality of life. Because pain is a multidimen­

formed a QI Pain Team of 15 professionals from the sional concept, it can be physically, psychologically, 

disciplines of pharmacy, social work, nursing, pain ser- socially, and spiritually devastating, and can prevent 

vices, and medicine to ensure that standards were patients from being productive and enjoying their 

being met and new knowledge was implemented into usual family and social life.

the care of all nurses' practices, giving all cancer 
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BARRIERS TO TREATMENT 

Research shows that there are three major barriers to 

adequate pain management. They relate to the clini­

cians, the patient, and the healthcare system. Clinicians 

lack education in pain assessment and treatment and 

their fears about addiction make them reluctant to 

give opioids. Patients and families are reluctant to take 

medications because: 

• They fear addiction to opioids . 

• They don't want to distract the doctor from treating 

their disease. 

• They fear that the pain means that the disease is 

getting worse. 
• They want to be "good patients ." 

Healthcare systems lack a standardized approach to 

assessment, treatment, and documentation of pain. 

Most settings lack systematic ways to identify pain 

management problems in the system and then making 

changes in practice. 

THE QUALITY IMPROVEMENT (QI) 


PAIN MANAGEMENT PROGRAM 


In 1990, the American pain Society published the first 

quality assurance standards for acute pain and cancer 

pain management. These are intended to help organi­

zations identify problems and monitor and evaluate the 

quality of care being given. These five standards pro­

vided the structure for our continuous quality improve­

ment study. 

1 . 	 Recognize and treat pain promptly. 

2. 	 Make analgesic information available to profession­

als. 

3 . 	 Promise patients attentive analgesic care. 

4. 	 Develop policies and procedure for advanced anal­

gesic technologies. 

5. 	 Monitor adherence to standards. (Examine the 

process and outcomes of pain management with 

the goal of continuous improvement). 

I will focus primarily on the first three standards. 

Patient controlled analgesia (PCA) 

APS Standard IV recommends that policies and proce­

dures be developed for advanced technologies such as 
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epidural and PCA. This is a Memorial nurse setting up 

a Patient-Controlled Analgesia machine. After surgery, 

patients are able to give themselves their own medica­

tion by pushing a button. Patients like controlling their 

own medication and not having to call or wait for the 

nurse. PCA, like epidural, saves nurses' time. 

Project aims 

The aims of the QI project were: 

1. 	 To test the feasibility of implementing the APS 

standards in a large cancer center. 

2 . To determine the effect of implementing a Quality 

Improvement Pain Management Program. 

a) nurses' pain-related knowledge, attitudes, and 

perceptions of barriers to giving optimal care 

and 

b) patients' satisfaction with pain management. 

Conceptual model 

A conceptual model was developed to guide the pro­

ject and includes interventions to address the three of 

the barriers mentioned earlier. By providing nurses 

with a structure for assessing and treating pain, basic 

education about pain, and a problem-solving process 

for making changes in practice we expected: 

1. 	 increases in nurses' knowledge, their behaviors of 

assessment, and documentation of pain. Once these 

behaviors were routine, we expected patient out­

comes would improve. 

2. 	 increased patient satisfaction with pain relief and 

the time to receive medication administration; in 

time, lower pain intensity scores. 

Assessment 

To meet Standard I , recognized and treat pain 

promptly, we made two changes in our practice. We 

added some questions to the pain assessment portion 

of the admission history. The patient completes the left 

side of the form noting any previous experience and 

the effectiveness of treatment. (insert form). This 

assessment is an important first step in recognizing 

patients with problems early in their care. In a review 

of 476 admission forms, we found that 55% patients 

had pain two weeks before admission and 38% had 

inadequate relief from medication. 

The nurse reviews the patient's entry and completes 

the, right side of the form asking the patient about the 
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location,intensity,quality,onsetduration,anyprecipi-

tatingandrelievingfactors,iftheyexperiencebreak-

throughpain,(i.e.,anyintermittentepisodesofpain
 

thatoccurspontaneouslyorinrelationtospecificactiv-

ity),andreasonsforanydissatisfactionwithcurrent
 

treatment.
 

Atthispoint,nursesteachpatientsthatpainmanage-

mentisimportantandthattheyshouldexpectsatisfac-

tionwithpainrelief.Theyalsoteachthemthatwillbe
 

askedtwicedailyaboutthepresenceofanypainand
 

teachthemtousetheO(nopain)to10(worstpain)
 

scale.Forpatientshavingdifficultyusingnumbers,
 

worddescriptors(none-mild-moderate-severe)areused.
 

Apainscoreof50rgreaterisacteduponimmediateiy.
 

°painis
 
whatthepatientsaysitis."
 

"lf
 
wedon'task,wedon'tknow."
 

"L
 
ackofpainexpressiondoesnotmeanlackofpain."
 

MargoMcCaffrey,aleadinginpainmanagement,says
 

thatpainiswhatthepatientsaysitis.Wemust
 

believethatthepatientisthebestjudgeofhis/her
 

painandthepatienthastherighttobepain-free.This
 

principleisthe,cornerstoneofourprogram.Initially,
 

nursesandsomepatientsfoundthepainquestions
 

bothersomeanddidnotseetheirvalue.Butasnurses
 

becamemorecomfortablewiththeprocedure,sodid
 

ourpatients.Within1.5years,implementationofthis
 

screeningpracticeimprovedfrom33%to92%forall
 

nurses.
 

Interviewswith720patientswhodidnothavepain
 

intensityrecordedonthebedsidechartrevealedthat
 

50%,orhalfofallpatients,experiencedpainwithinthe
 

previous12hours.Thesefindingspersuadednurses
 

abouttheneedforscreeningandthatifwedonotask,
 

wewillnotknowifthepatientshavepain.Theyalso
 

realizethatthelackofpainexpressiondoesnotmean
 

lackofpain,especiallywithchroniccancerpain
 

patients.
 

Painisthefifthvitalsign
 

TomeetStandardlonadailybasis,wescreenall
 

patientstwicedailyandcallittheFIFTHVITAL
 

SIGN.Wewantnursesandphysicianstorespondas
 

quicklytopatients'reportsofhighpainintensityor
 

unacceptablereliefastheywouldforanelevatedtem-

peratureof>37C.Placingpainintensityandreliefon
 

thevitalsighsheetatthepatient'sbedsidemakesit
 

highlyvisibleandeasytorecord.Apainintensity
 

scoreof50rgreaterorunacceptablerelieffortwocon-

secutiveepisodesraisesaredflagandpromptsan
 

immediateinvestigation.
 

Verbalpainscale-adults
 

Usingapainscaleof(0=nopainto10=worstpossi-

blepain)canbehelpfulforpostoperativeacutepain
 

patientsandcancerpatients.Thenursewhoreportsto
 

aphysicianthatthepatient'spainscoreisstill80ne
 

houraftergivingmedicationwillbeheardinamore
 

objectiveandprecisemannerthanonewhoresponds
 

bysaying"thepatientisstillhavingpain...itisonly
 

slightlybetter."Byusingthesame"language,"
 

nurses,patients,families,andPhysicianscanwork
 

moreefficientlytoachievesatisfactorypainrelief.Our
 

goalistoreducethepainscoretolessthanthree.


痛みは 「5番 目のバイタルサイン」

疼痛の強さと緩和の評価の流れ図
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Painscaleforchildren
 

VerbalchildrenareabletousetheO-10numericrating
 

scale,butforpreverbalchildren,thefacespainscaleis
 

beingused.Thisscalecanalsobeusedwithadults
 

havingdifficultywiththenumericscale.
 

Reminders
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Posters helped to remind nurses about screening for 

pain and to increase reliability among staff about how 

the pain.screening questions should be asked: 

1 . Are you having pain now? 

2 . Rate your pain on a scale of 0 = no pain to 10 = 

worst pain. 

3 . Have you had pain in the last twelve hours? 

If so, has your pain relief been acceptable? 

(yes/no) 

WHO 3-step ladder for prescribing analgesics 

To answer Standard II , make information available 

about analgesics to professionals, the WHO 3-step lad­

der for ordering analgesics and a dose conversion 

chart are placed in each nurses' station to facilitate 

nurses' and physicians' awareness of prescribing prac­

tices. Medications are listed for mild pain (1-2), moder­

ate (3-7), and severe pain (8-10). The patient with 

moderate to severe pain should have a drus prescribed 

on the second of third step of the ladder. 

Timeline and educational interventions for nurses 

This is a timeline of the three-year project. From 1993­

1995 the PMP was implemented throughout the hospi­

tal. A pre-posttest design was used. Baseline 

questionnaires were administered to nurses to assess 

their attitudes, knowledge, and perceptions of barriers 

to optimal pain management. Patients were inter­

viewed within 48 hours of discharge about their satis­

faction with pain management during their 

hospitalization using a 20,item survey developed by 

the APS. These measures were repeated one year 

later. 

In Year 1 

•A series of six videotapes developed by Memorial's 

pain experts were seen by all nurses over a four-

month period. 

• Focus groups , or discussion groups, were held follow­

ing each video with day and night nurses to get 

feedback about the project and identify the most dif­

ficult pain management problems on their units. 

• Four Pain CNSs in acute , chronic, pediatric, and pal­

liative care were available for education and consul­

tation to staff. 

In Year 2 

• Pain rounds were started twice monthly for nurses 
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and doctors to present case studies of patients with 

pain problems. 
• Communication workshops , using case scenarios, 

were given to educate senior staff who were the unit 

resources in advanced pain problems. 

In Year 3 

• A Pain 	 Resource Mannual that includes pain scales 

in nine languages is available on all nursing units. 

• Unit/service-specific 	 Quality Improvement projects 

to reduce pain intensity began. 

CONTENT FOR THE SIX VIDEOTAPES 

Tape 1 : Overview of pain management and pain 

assessment principles. 

Tapes 2 and  3 : Pharmacologic approach to pain man­

agement, including nonopioids, and adjuvant therapies. 

Tape 4 : Cancer pain and use of PCA and epidural 

analgesia: A nursing perspective. 

Tape 5 : Use of algorithms for signal events (pain inten­

sity 5 or greater or unacceptable relief for two consec­

utive episodes). 

Tape 6 : Cognitive behavioral approaches including 

relaxation techniques and touch. 

RESULTS 

RN knowledge and attitudes 

One year after the educational interventions, signifi­

cant improvements were found in nearly all 46 knowl­

edge and attitude survey items. This slide shows the 

improvements for the first 14 items of the survey. 

Improvements were greatest in the areas targeted by 

the program including performing more frequent 

assessment, administering medications on a continuous, 

rather than PRN basis, medicating patients before 

severe pain returns, and believing that the patients' 

report of pain is the most valid. We also found a signifi­

cant correlation between nurses educational levels and 

correct answers to the survey items. The age of the 

nurse, number of years in nursing, and other charac­

teristics were not significantly correlated. Areas that 

needed more education related to interpreting clock-

watching behaviors, providing better comfort to the 

—22 — 
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dyingpatient,dispellingmythsaboutaddiction,and
 

convertingdosagesofopioids.
 

Barriers
 

Thelasttenitemsofthesurveyqueriednursesabout
 

theirperceptionsofbarrierstogivingoptimumpain
 

management.Thisslideshowsthattheirperceptionsof
 

mostbarrierssignificantlydecreased.Thetopranking
 

barriersrelatedtoalackofknowledgeinpainmanage-

ment,inadequateassessmentofpainseverity.Thetwo
 

areasthatremainedunchanged,however,relatedto
 

needformorepatienteducation,patients'reluctanceto
 

reportpainandpatientreluctancetotakenarcotics.
 

Thiswasnotasurprise,sinceoureducationalprogram
 

wasdirectedatnurses.Althoughwedevelopedspecif-

ispatienteducationmaterialstoaddressthis,itunder-

scorestheimpactofdeeplyheldbeliefsandattitudes
 

surroundingtheuseofopioiddrugsinallcultures.We
 

needtocontinuallyeducatenurses,physicians,
 

patients,andfamiliesthat<1%ofhospitalized
 

patientsdevelopaddiction.
 

Focusgroups
 

Otherbarriers,closertothenurses'managementof
 

painatthebedside,wereidentifiedinthefocusgroups.
 

Listedonthisslidearethetop5rankingbarriers.Four
 

tofivenursesonthedayandnightshiftsmetwithus
 

todiscussthedifficultiespatientshadinself-reporting
 

pain,toreinforcethecontentfromthevideo,andto 

describetheday-to-dayproblemstheywerehaving 

managingpatients'pain.Themostcommontheme

relatedtothedif丘cultyinassessingpatientswhocan-

notself-reportpain,e.g.,thosewhoareacutelyillor

フォーカスグループで明らかにされた疼痛管理の障害 

(N=336)

順 項目 % 

位 

i 複雑 な患者(混 乱 している患者や病気が活動期に ある患者)に

対 して行う適切な疼痛 ⊇ントロールのためのアセスメン ト 55% 

2 患者の現在の身体状態(呼 吸抑制、傾眠状態)と 損傷の可能性 54% 

3 医 師 か らの オー ダーを受 けるの が遅 くなるこ と 47% 

3 治療方針についての医療チーム間の共通理解が欠けていること 47% 

5 医 療 チ ーム での 目標に関 して、医師 、患 者 、家族 、看護 婦間 で

合意に 欠 けてい ること 46% 

confused.Thesecondhighestrankingproblemrelated
 

tophysicians'andnurses'reluctancetogiveopioidsfor
 

fearofreducingrespirationsandcausingthepatients'
 

death.Athirdthemerelatedtotheneedforbetter
 

communicationwithphysiciansandtheneedforclari-

tyaboutthepatients'treatmentplanandgoalsofcare,
 

especiallyfortheterminallyill.
 

Patientsatisfaction
 

Patientsreportedincreasedsatisfactionwithcare-

givers,withthegreatestimprovementsseenintheir
 

satisfactionwithnurses(10%).Butweknowfrom
 

researchthatpatientscanreporthighsatisfactionand
 

yethavehighpainintensity.Toaccountforthisphe-

nomena,weaddedaconcernschecklisttohelpus
 

understandmoreaboutpatientsresponses.
 
"Painkeptmefromsleeping"and"painkeptme
 

fromdoingthethingsInormallydo,e.g.,ADL"were
 

thetwomostfrequentlyreportedconcerns.Theaver-

ageworstpainduringhospitalizationforthesepatients
 

was7.7.Thissupportsotherresearchthatpainintensi-

tyscoresof70rgreaterinterferewithpatients'
 

activitiesofdailyliving.Thesewerethetopfivecon-

cernsreportedbyoursampleofpatientsexperiencing
 

pain.Theywerealsoconcernedaboutpainrelief,side
 

effects,andpossibleaddiction.
 

Timelinessofpainmedicationadministration
 

Theamountoftimeittakestogetmedicationonce
 

patientsaskforitwassignificantlycorrelatedto
 

patientdissatisfaction.Thisslideillustratespatients'
 

reportsofhowlongittooktoreceivemedication.
 

Memorial'sstandardislessthan15minutes.About
 

92%ofpatientssaidtheyreceivedmedicationwithin
 

15minutes.Thisfactormaybecontributingtothe
 

highsatisfactionratingsofMemorialpatients.Nowin
 

thethirdyearofthepainprogram,thereare15srnall-

er,multidisciplinaryQualityInsurancestudiesbeing
 

conductedatMemorialtoreducepain.Iwilldescribe
 

threeofthemforyou.
 

1.Taperingofopioids
 

Inthefirststudy,nursesandphysiciansstandardized
 

thetaperingofopioidsinBMTpatientsreceivingcon-

tinuousmorphineforpainrelatedtomucositis.By
 

graduallyweaningpatients,theyreducedthewith-

drawalsymptomsexperiencedbypatients.Ourgoalis
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tohavethestandardimplementedatleast90%ofthe
 

time.Withinnine,months,theteamhadreachedthe
 

goalofonetaperdecreasein24hoursandeachtaper
 

was30%orlessofthehourlydosemorethan85%of
 

thetimewithoutwithdrawalsymptoms.
 

2.Intravenousteam
 

Thenexttwostudiesrelatetointerventionsforpain
 

associatedwithprocedures.Inthesecondstudy,nurs-

esonourIVteamweretaughtrelaxationtechniques
 

andtheuseoftouchtoreducepatients'painandanxi-

etyduringangiocatheterinsertion.Withinthefirst
 

year(seethepurplebars)painintensityscoreshave
 

reducedsignificantly:nopatientsreportedpaininthe
 

severecategory(8‐10)andmostpatients(77%)had
 

O‐3painscores.
 

3.Chesttubeinsertions
 

Inthethirdstudy,nursesandphysicianscollaborated
 

todevelopastandardspracticeforinsertingchest
 

tubes.PhysiciansweretaughtbytheChiefResidentto
 

medicatepatientsadequatelyandnursesprepared
 

patientsfortheprocedurebyusingrelaxationtech-

niquesandtouch.Patientsareasked:Areyouready?"
 

beforetheprocedurebegins.Again,painintensityand
 

anxietywerereducedsignificantly.Infact,withinone
 

year'stime,theaveragepainintensityhasdecreased
 

from6.5to3.5,andnowis1,anxietydecreasedfrom
 

4.1to1.5,andisnowO.Totherightyouseethemode
 

ofmostfrequentlyreportedscorehasdecreased.The
 

modeisnowOforbothpainandanxiety.
 

CONCLUDINGREMARKS
 

TheAPSstandardshaveprovidedMemorialwitha
 

valuableorganizationalstructure.Thisprojecthas
 

increasedallstaffsawarenessabouttheneedtorou-

tinelyscreenpatientsforpain.Apainscoreof50r
 

greaterraisesa"redflag"toallstafftotakeaction.
 

Ourgoaloftherapyformostpatientsisachievinga
 

painscoreof<3.WearenowconductingotherQI
 

studiestoensurethatvulnerablepopulationsare
 

receivingoptimalpaincontrol.thesepopulations
 

includepatientsdischargedhomewithpainmedication,
 

theelderly,children,cognitivelyimpairedandsedated
 

patients,culturallydiverse,terminallyill(endoflife),
 

andhomecarepatients.
 

Sincewestartedthisprojectin1991,twoimportant
 

publicationsarenowavailabletohelpcliniciansman-

agepain.TheNationalInstitutesofHealth,Agencyfor
 

HealthCarePolicyandResearchdistributeguidelines
 

forAcutePostoperativePain(1992)andCancerPain
 

Management(1994),whicharebaseduponover1000
 

studiesintheareaofpainsatisfaction.Eachcomes
 

withguidelinesfortheclinicianandforpatients.
 

Painreliefcanbeachievedformostpatientsifnurses
 

begintoanswerthequestion,aswedid,"Whatisthe
 

qualityofourcareinpainmanagement?"
 

Tipsforachievingpainrelief


・Routinelyassessandscreenpatientsforpain .

・Empowerpatientsbyteachingthemtoself-report 

pain.


・LaunchaPAINawarenesscampaignonyourunit

・Integratealternativetherapiesintothepharmaco-

logicmanagementofpain.


・Educatepatientsandprofessionalsaboutpainman-

agement


・Followupwithevaluationofpatientsatisfactionand 

areasforimprovement


Relief(緩 和) 

RRoutinely

:定期的な患者の痛 みのアセスメン トとスクリーニング 

EEmpower

:患者に自己報告するよう励ます 

LLaunch

:それぞれの職場で疼痛への関心 を高めるための運動を始める 

IInclude

:薬 物による疼痛管理を補足す るためにその他の治療を含める 

EEducate

:患 者や専門職者への疼痛に関する教育 

FFollow

:患者の満足度と改善領域についての追跡調査
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〈講演要旨〉

講演抄訳

「ス ロー ンケ タ リ ング メモ リア ル癌 セ ンター病 院 にお け る

疼 痛 管 理 プ ロ グ ラ ム の 開発 」

ブ ッ クバ イ ン ダ ー 氏 の 略歴 

MarilynBookbinder

1946年10月27日 生 まれ

ア メ リ カ、 ニ ュ ー ヨー クス ロー ンケ タ リ ン グ メモ リ

ァ ル癌 セ ン タ ー看 護 研 究 所 長

ボ ス トン大 学看 護 学 部 卒 業 後 、 ニ ュ ー ヨ ー ク市 立 大

学 で 修 士 、 博 士 号 取 得

専 攻 看 護 管 理 学 特 に疼 痛 看 護 管 理

癌患者における疼痛管理は、医師、患者 ・家族、医療

システムそれぞれに問題があ り今まで積極的に取 り組ん

でこられなかった。当病院では、入院患者のアンケー ト

により疼痛 コントロールが不十分であるとの結果を得、

医療スタッフが協力 して病院システムとして対応を検討

した。

(1)疼 痛の把握

患者が入院すると、看護職は通常の問診に加え疼痛に

関し、痛みの位置、質、持続時間、間隔、痛さの変動要

因など詳 しく情報をとる。同時に患者に対 し疼痛 コント

ロールの意義を教育 し、疼痛管理の治療上の有効性を理

解させる。

痛みの判断は患者の主訴をスコア化 したものに基づき

行われ、看護職はスコア変化を十分疼痛管理に活かせる

ようバイタルサインと同 じ用紙に記録する。医療スタッ

フは、スコア変化に基づ き投薬など疼痛管理を進める。

(2)疼	 痛管理プログラム施行の実際

疼痛管理 を円滑に行うにはスタッフ間で、疼痛管理の

重要性を理解 していること、スコアの意義および変動評

価 を周知 していること、が重要である。当病院ではこの

ために、スタッフ教育も含め病院システムとして疼痛管

理プログラムの導入を図 り現在4年 目である。まず初年

度には、疼痛 コントmル 教育ビデオを用いつつ、少人

数グループによるグループ学習をした。次年度には看護

職 と医師とが病棟をラウンドしていくコミュニケーショ

ンワークシ ョップ形式の研修が行われた。3年 度には各

配属病棟 において疼痛管理の質的改善を目指 した臨床検

討が行われた。プログラムが施行され、アンケー ト結果

によると、麻薬系鎮痛剤投薬量の減量、患者の疼痛スコ

アの軽減、患者QOL向 上、など種 々の改善が認め られ

ている。

(3)疼	 痛管理にむけて

アメリカでは、1990年 以降疼痛管理に関するガイ ドラ

イ ン作成が進み、急性疼痛、癌性疼痛、など疼痛管理研

究の集約化、出版が続いている。 これらのガイ ドライン

には医療者むけのものと患者家族むけのものとがあ り、

高齢者、小児を含むさまざまな患者における疼痛アセス

メントや治療法について情報提供 して くれる。当病院の

ス タッフもこれらに基づ き日々実践している。

すべての看護職が 「私たちの痛みの管理はうまくいっ

ているか」 という問題意識をもつこと、そこか らすべて

が始まるのである。

(文責 大野ゆう子)
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