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Perspective of Mothers Utilizing “Family Houses" 
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Family Functioning Survey-
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Abstract 

Family functions in Japan and the U.S. were compared by means of Japanese and English 

versions of the FFFS (Feetham Family Functioning Survey) , whose subjects were Japanese 

and American mothers using “family houses. ”Japan showed significantly lower sufficiency of 

family functioning in two of the 25 survey items ．“Time with health professionals”and “Time 

you are ill.”Thus it is necessaηr to improve the protective and rest functions within Japanese 

families. 

Likewise, when the survey results for Japan and the U.S. were compared in three areas of 

family function, Japan tended to show a lower sufficiency of family functioning in “Relationship 

between family and subsystem.”This can be attributed to the characteristic of the Japanese 

family to draw a clear boundary between family members and others. It is necessary to adjust 

the relationship between the family and the subsystem (acquaintances, relatives and people 

such as neighbors with whom the family has strong interrelationships) in the context of cultural 

background. 

The family function scores and importance scores disclosed that the family functions that 

required family nursing intervention in Japan were“Problems with children”and “Satisfaction 

with marriage" and in the U.S.，“Problems with children.”In other words, in both Japan and the 

U.S. intervention is necessary to relieve worries over children in the hospital and children left 

at home. Also, with respect to“Satisfaction with marriage" in Japan, assistance in supporting 

sexual-love functions between husbands and wives can be considered. It is necessary to re-

confirm improvements in the health care environment with emphasis not only on sick children 

but also on family life. 

As described above, it was possible for the medical staff members to reach a deeper under 

standing of the Japanese family against the background of culture, and to receive suggestions 

for considering family nursing intervention through cross-cultural research. 
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I. Introduction 

In both Japan and the U.S. children with 

chronic illness are often brought to hospitals in 

urban centers for state-of-the-art health care. 

But admission to or regular outpatient treat-

ment at such a hospital places a heavy financial, 

mental, and physical burden on the family who 

live far from an urban center.1121 However, the 

New System Regarding Allocation of Nurses 

(Ministry of Health, Labor and Welfare) in prin-

ciple prohibits the family from accompanying 

the patient on a round-the-clock basis and, 

therefore, presently there is barely any space or 

facilities for families in the wards.31 

In recent years, in order to ease the burden 

on families，“family houses" have been exten-

sively constructed.11 A“family house，＇’ located 

near a hospital, provides sick children and their 

families inexpensive accommodations where 

they can find repose. Momentum for the “family 

house" came from the Ronald McDonald House 

(hereafter RMH) , which was established in the 

U.S. in 1974. Other RMHs followed in succes-

sion. Their operation depends upon assistance 

from an organization of unpaid volunteers.4151 

Meanwhile, in Japan, the first “family house，” 

Esaka House, was established by volunteers in 

1988. Japan’s first RMH was finally established 

in 2001. The comparatively high construction 

costs in Japan and the fact that volunteer activi-

ties have not taken root in Japanese society61 

have delayed the establishment of “family 

houses.”But the 1998 supplementary budget of 

the former Ministry of Health and Welfare pro-

vided for the development of 32 accommodation 

facilities for families of children with chronic 

diseases.11 

A“family house" is expected to supply, in par-

ti cu恒久 residence,economic, protective, and 

rest functions to the family. However, the func-

tions of families using “family houses" have 

never been the subject of research. There are 

several scales for evaluating family functions. 

One is the FFFS (Feetham Family Functioning 

Survey) , developed by Feetham and others in 

the U.S. It was developed by nurses, which is its 

salient feature, and is frequently used in family 

nursing research. 71 Moreover, a Japanese ver-

sion, FFFS Japanese Language Version I, has 

been developed, providing a basis for compari-

son of family functioning in Japan and in the 

U.S.81 Japan's“family house，＇’introduced on the 

model of RMH, must satisfy needs particular to 

the Japanese people, such as the need for men-

tal health care.11 In this way cultural back-

ground must also be taken into consideration 

when dealing with the issue of family nursing. 

Thus this study compares Japanese and U.S. 

family functions from the perspective of Japa-

nese and American mothers who have used 

“family houses" and RMHs. The purposes are to 

analyze the imperfections and insufficiencies of 

functions of the Japanese family and to identify 

areas where family health nursing is necessary. 

II. Samples and Methods 

1 . Samples and methods of survey 

In Japan, an explanation of the survey was 

mailed to the heads of the 32 accommodation 

facilities for families of children with chronic 

diseases in September 2002. The 12 facilities 

agreeing to participate became the subjects of 

the study. In October 2002, a questionnaire 
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and related materials written in Japanese were 

mailed to 7 5 mothers (limited to those with hos-

pitalized children 18 years of age or younger) at 

the 12 facilities. 

In October 2002, an explanation of the survey 

was mailed to the heads of 32 RMHs selected at 

random from 145 facilities in the U.S. that have 

been in operation as of August, 2002. The four 

facilities agreeing to participate became the 

subjects of the study. In November 2002, a 

questionnaire and related materials written in 

English were mailed to 84 mothers (limited to 

those with hospitalized children 18 years of age 

or younger) at the four facilities. 

The package sent to the mothers contained a 

letter of request, a covering letter, the FFFS 

sheet, a self administered questionnaire con-

cerning family attributes, a small token of grati-

tude, and a return envelope for the question-

naire. In the questionnaire concerning family 

attributes, items pertaining to sick children and 

their families and to the “family house" were cre-

ated on the basis of previous research.1121 The 

operational definition of a family was a group of 

two or more people sharing bonds and mutually 

recognizing one another as family. Also, the 

term husband included a partner performing 

the role of husband, irrespective of actual mari-

tal status. The covering letter to the mothers ex-

plained the purpose and methods of the study, 

that participation was by their own volition, and 

that their confidentiality would be protected. It 

asked them to respond only if they consented to 

these issues. 

2. Structure of FFFS and Evaluation Method 

of Family Functions 

The FFFS is a self-administered 2 7-item ques-

tionnaire that objectively evaluates the suffi-

ciency of family functioning.7181 Twenty-five 

items consist of multiple-choice questions. 

There are seven possible responses, from 1 Oit-

tle) to 7 (much) on the Likert scale. From these 

responses the d score [the family functioning 

score (a high score indicates the insufficiency of 

family functions) J and the c score [the impor-

tance score (a high score means the item is be-

lieved important) J are calculated. Accordingly, 

an item with both high d scores and high c 

scores indicates nursing intervention was nec-

essary7181. Furthermore, family functions can be 

classified broadly into three areas：“Relation-

ship between family and the individual" ( 10 

items）；“Relationship between family and the 

subsystem" (8 items) , and “Relationship bet-

ween family and society" (6 items). These three 

areas account for 24 items altogether. (One of 

the 25 items was independent of the areas.) The 

total of the d scores of items in an area was the 

area’s d score.81 

Also, two of the items were open-ended ques-

tions .“What is most difficult for you now？” 

and “What is most helpful for you now？” 

3. Data tabulation and method of analysis 

SPSS 11.0 for Windows was used for statisti-

cal analysis. When unanswered items were dis-

covered in the questionnaire, only these were 

excluded from analysis. 

Ill. Results 

1. Response to the questionnaires 

In Japan 35 mothers (46. 7% response) re-

turned the questionnaires by November 15, 

2002. In the U.S. 39 mothers (46.4% response) 

returned the questionnaires by December 20, 

2002. 
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Table 1. Attributes of Families Utilizing “Family Houses” 

Japan (n = 35) U.S. (n = 39) 

Item % Average士 SD(range) % Average ± SD (range) 

Parent age Mother* 34.2 ± 5.4 yrs (25～ 49 yrs) 30.3 ± 7.2 yrs (18～ 44 yrs) 

Father* 36.5 ± 6. 7 yrs (25～ 51 yrs) 31.8 ± 7.6 yrs (17～47 yrs) 

Number of household members 4.3 ± 1.3 persons (2～ 7 persons) 4.2土 1.2persons (3～ 7 persons) 

Presence of family members Father 96.7 94.7 

Sibling(s) 73.3 71.1 

Grandparents * * 23.3 。
Relatives 6.7 2.6 

Mother employed/at home * Employed 32.3 63.2 

At home 67.7 36.8 

Age of sick child 5.3 ± 4.3 yrs (O～ 17 yrs) 3.6 ± 5.4 yrs (O～ 17 yrs) 

Gender of sick child Male 50.0 62.9 

Female 50.0 37.1 

Time from home to hospitalキ＊＊ 225.5 ± 17 4.1 min ( 60～ 840 min) 110.2 ± 74.0 min (45～ 480 min) 

Time from “family house”to hospital * * 16.0 ± 22.6 min (1～ 90 min) 3.4士 1.7min (1～ 7.5 min) 

Duration of child hospitalization this time * 78.6 ± 95.1 days (1～ 360 days) 29.9 ± 43.6 days (O～ 150 days) 

Length of stay in“family house" this time ＊キ 60.6 ± 77.1 days (1～ 240 days) 20.1 ± 31.9 days (1～ 150 days) 

*. p < 0.05. ＊キ p< 0.01, * * * p < 0.001 (comparison between Japan and U.S.) 

2. Attributes associated with families 

Attributes associated with families were 

shown in Table 1 . In the Japanese-American 

comparison, significant differences were ob-

served in age of mother, age of father, presence 

or absence of grandparents in the household, 

percentage of mothers with jobs, time required 

from home to hospital, time required from “fam-

ily house" to hospital, number of days of child’s 

hospitalization, and number of days families use 

“family house" (one-way ANOVA or chi-squared 

test). 

The children’s diseases (classified according 

to the 10th Revision of the International Classi-

fication of Diseases) were in Japan neoplasms 

(9 children, 30.0%), congenital anomalies (8, 

26. 7%), genitourinary system diseases (4, 

13.3%), diseases of eye and adnexa (3, 10.0%) 

and other diseases (6, 20.0%). The number of 

valid responses was 30. In the U.S., on the 

other hand, the diseases were circulatory sys-

tem diseases (8 children, 21.1 %) , certain con-

ditions originating in the perinatal period (8, 

21.1 %) , neoplasms (7, 18.4%), respiratory 

diseases (5, 13.2%), endocrine, nutritional and 

metabolic diseases (3, 7 .9%) and other diseases 

(11, 29.0%). Eleven other children had differ-

ent diseases. There were 38 valid responses, 

and multiple responses. 

3. d scores and c scores in the FFFS 

Table 2 shows d scores and c scores by item. 

In the Japan-American comparison d scores for 

2 of the 25 items show significant differences. 

Japan had significantly higher scores in“Time 

with health professionals" and “Time you are ill” 

(Mann-Whitney U test). As well, there were sig-

nificant differences between Japan and the U.S. 

inc scores for 15 of the 25 items ; in all 15 items 

the American scores were significantly higher 

(Mann-Whitney U test). Table 3 ranks the top 

five items in terms of d and c scores, respec-

tively. 

When Japanese and American d scores for the 

three areas are compared (Table 4), Japan 

tends to have higher scores in “Relationship be-

tween family and subsystem" (Mann-Whitney U 

test). 

4. Responses to the open-ended questions in 
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Table 2. Average Scores on FFFS Items 

Con tens of Likert-scale questions 
d score c score 
Average± SD Average土 SD

1. Discuss concerns or problems with friends ( Il) 0.8 ± 0.9 
キ＊

0.8 ± 1.2 5.8 ± 1.5 

2. Discuss concerns or problems with relatives ( Il) 0.7 ± 1.1 5.6 ± 1.4 ]* 
0.6 ± 1.0 6.4 ± 1.1 

3. Time spent with spouse ( I ) 2.4 ± 2.2 
＊＊ 

1.6士 1.6 6.6 ± 1.1 

4. Discuss concerns or problems with spouse ( I ) 0.8 ± 1.0 6.0 ± 1.5 

0.9土 1.4 6.5 ± 1.3 

5. Time spent with neighbors 1.2 ± 1.3 3.6 ± 1.4 

0.9 ± 1.2 3.2 ± 2.1 

6. Time for leisure or recreation ( I ) 1.6 ± 1.5 4.8 ± 1.5 

1.7 ± 1.3 4.7 ± 1.7 

7. Help from spouse ( I ) 1.2土 1.4
＊＊ 

1.2 ± 1.5 6.4 ± 0.9 

8. Help from relatives ( Il) 0.9 ± 1.4 5.6士 1.2

0.9 ± 1.5 5.2 ± 2.1 

9. Time with health professionals ( Il) 1.6 ± 1.9 ]* 
0.7 ± 1.4 6.3 ± 1.2 * 

10. Help from friends ( Il) 1.1 ± 1.3 3.2 ± 1.7 Jι 
0.8 ± 1.3 4.1 ± 2.2 

11. Problems with children ( Il) 2.7土 2.1 6.5 ± 1.0 

2.0 ± 2.0 6.6 ± 0.8 

12. Time with children ( I ) 1.5 ± 1.7 6.5 ± 0.9 ]* 
1.0 ± 1.4 6.8 ± 0.5 

13. Time children miss school (III) 1.7 ± 1.9 5.5 ± 2.0 

2.0 ± 2.3 6.1 ± 1.6 

14. Disagreements with spouse (I) 1.5 ± 1.5 5.4 ± 1.9 ]* 
1.7 ± 1.8 6.3 ± 1.5 

15. Time you are ill (III) 1.4 ± 1.6「i本 5.1 ± 2.1 

0.8 ± 1.4 5.5土 2.3

16. Time spent on housework ( I ) 1.6 ± 1.5 
＊＊ 

1.3 ± 1.4 邑0± 1.4 

17. Time you miss work (including housework) （皿） 1.8 ± 1.8 5.2士 1.7

2.2 ± 2.2 5.7 ± 1.8 

18. Time spouse misses work (including housework) (III) 1.5土 1.7 4.9土 1.8

1.7 ± 2.3 5.3 ± 2.3 

19. Emotional support from friends ( Il) 1.0 ± 1.3 
＊キキ

0.8土 1.5 6.2 ± 1.6 

20. Emotional support from relatives ( Il) 0.8 ± 1.5 5.7 ± 1.4 J * 
0.8 ± 1.3 6.3 ± 1.3 

21. Emotional support from spouse ( I ) 1.5 ± 1.9 Jム
＊＊ 

0.8 ± 1.3 6.9 ± 0.3 

22. Time work routine is disrupted （皿） 1.5 ± 1.9 Jム
＊キ

2.5土 2.2 5.3 ± 2.1 

23. Time spouse’s work routine is disrupted (III) 1.1 ± 1.4 
＊＊ 

1.4 ± 2.1 5.3 ± 2.0 

24. Satisfaction with marriage ( I ) 1.7 ± 2.0 
＊＊ 

1.4 ± 1.9 6.9 ± 0.3 

25. Satisfaction with sexual relations ( I ) 1.3士 1.7
＊＊＊ 

1.3 ± 1.9 5.8 ± 1.9 

Upper figures: Japanese mothers (35), Lower figures: American mothers (39) 

I : Relationship between family and individual (10 items), Il : Relationship between family and subsystem (8 

items), III . Relationship between family and society (6 items) 

ム：pく 0.1,*: pく 0.05,* * p < 0.01，キ＊キ p< 0.001 

the FFFS 

Responses to open-ended questions were 

classified by context and the top five were listed 

(Table 5). 
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Table 3. Top 5 Scores of FFFS Items 

Item (Japanese mothers) 

d score (family function score) 

Problems with children 

Time spent with spouse 

Time you miss work (including housework) 

Satisfaction with marriage 

Time children miss school 

c score (importance score) 

Time with children 

Problems with children 

Emotional support from spouse 

Discuss ccncerns or problems with spouse 

Satisfaction with marriage 

Average± SD 

2.7 ± 2.1 

2.4 ± 2.2 

1.8土 1.8

1.7 ± 2.0 

1.7 ± 1.9 

6.5 ± 0.9 

6.5 ± 1.0 

6.3 ± 1.1 

6.0 ± 1.5 

6.0 ± 1.3 

Japanese mothers (35), American mothers (39) 

Table 4. Comparison of Japan U.S. Family Functions 

Based on Three Areas of the FFFS 

Areas of relationships 

Relationship between family and individual 

Relationship between family and subsystem 

Relationship between family and society 

d score 
Average土 SD

15.3 ± 8.6 

13.2 ± 9.6 

9β 士 6.0「
！ム

7.3 ± 6.8 _J 

9.4 ± 6.0 

9.9 ± 8.8 

Upper figures: Japanese mothers (35), Lower figures American 

mothers (39) 

ム.p < 0.1 

IV. Discussions 

1. A comparison of Japanese and American 

families using “family houses" 

When the rate of three-generation families is 

considered, the family composition significantly 

differs between Japan and the U.S., with 23.3% 

of Japanese households including a grandpar-

ent, as opposed to 0% in the U.S. (Table 1). 

Also, the figure for working mothers was signifi-

cantly higher in the U.S., at 63.2%, as opposed 

to 32.3% in Japan. In this way the differences in 

attributes of Japanese and American families 

became clear, and it is thought that a deeper 

understanding of the Japanese family derived 

from the assessment of cultural features will 

lead to suggestions for family nursing interverト

Item (American mothers) 

Time work routine is disrupted 

Time you miss work (including housework) 

Problems with children 

Time children miss school 

Time spouse misses work (including housework) 

Satisfaction with marriage 

Emotional support from spouse 

Time with children 

Time spent with spouse 

Problems with children 

tion for the Japanese family. 

Average± SD 

2.5 ± 2.2 

2.2士2.2

2.0 ± 2.0 

2.0 ± 2.3 

1.7 ± 2.3 

6.9土 0.3

6.9 ± 0.3 

6.8 ± 0.5 

6.6 ± 1.1 

6.6 ± 0.8 

When the number of days of the child’s hos pi-

talization and the number of days the family 

uses the “family house" are considered (Table 

1) , it is seen that both figures are significantly 

higher for Japan, and it can be said that the ex-

istence of the “family house" is closely related to 

residence function of the family. As for the chi!-

dren’s diseases, neoplasms were top in Japan 

(30.0%), but ranked third in the U.S. (16.7%). 

For example, in the U.S. hospitalization during 

the incipient stage of leukemia is 7 to 10 days, 

far shorter than in Japan. Because subsequent 

treatment takes place at home in the U.S.,91 

mothers may be likely to use a“family house" for 

a smaller number of days. 

Among the top five responses，“What is most 

difficult for you now？”（Table 5) , financial bur-

den was cited the most in Japan (8 out of 26) . 

Staying at an inexpensive “family house，＇’ and 

thereby saving on accommodations and trans-

portation, reduces the financial burden. How-

ever, even if the lodging expense is low, ex-

tended hospitalization of a child is thought to be 

a great burden. u Moreover, because many of 

the users of“family houses" are young parents 

(Table 1) without a solid livelihood, the finan-
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Table 5. Top 5 Responses to FFFS Open ended Questions 

Japanese mothers American mothers 

What is most difficult for you now? (Japanese mothers [26]. American mothers [39]) 

Financial burden 8 (30.8) Child’s illness 11 (28.2) 

Uncertainty of future 6 (23.1) Separation 仕omfamily 8 (2且5)

No time to spend with other children 5 (19.2) Own health problems 6 (15.4) 

Family and own health problems 5 (19.2) No time to spend with other children 6 (15.4) 

Anxieties and w町 riesever child’s illness/treatment 4 (15.4) Workload (including home chores) 5 (12.8) 

Other (9 items) 15 (57.7) Other (12 items) 20 (51.3) 

What is most helpful for you now? (Jap叩 esemothers [26]. American mothers [39]) 

Presence and support by family, relatives and acquaintances 18 (69.2) Availability of family house 19 (54.3) 

As日stan田 withhousework and child raising 6 (23.1) Presence and support by family, relatives and acquaintances 14 (40.0) 

Exchanges with other “family house" users 5 (19.2) Support by medical staff 8 (22.9) 

Children’s happiness and growth 4 (15.4) Exchanges with other “family house”users 5 (14.3) 

Financial assistance 4 (15.4) Being together with the sick child 3 ( 8.6) 

Other (9 items) 15 (57.7) Other (12 items) 2日（57.1)

No. persons (%), multiple responses given 

cial burden may impact upon their living condi-

tions. 11 Currently the average length of stay at a 

hospital in Japan is 4.2 times longer than in the 

U.S. 101 Because reform of the Japanese medical 

system is leading to shorter hospital stays, the 

burden on the family arising from its living away 

from home is expected to grow lighter. 

In Japan a trip from home to the hospital takes 

225.5 minutes (110.2 minutes in the U.S.), but 

use of a“family house" reduces the time to 16. 0 

minutes (3.4 minutes in the U.S.) (Table 1). It is 

thought that use of the “family house" is a great 

relief for families because it allows them to se-

cure time with children and provides a place 

from which they can quickly reach the hospital 

in case of an emergency. The top five responses 

to the item “What is most helpful for you now？” 

(Table 5) included “Exchanges with other 'fam-

ily house' users”in both Japan and the U.S. (3rd 

place in Japan, 4th place in the U.S.) . The “fam-

ily house" can be expected to constitute a place 

of peer support where families in similar circum-

stances exchange information and provide mu-

tual assistance. 11 

However, it takes a significantly longer time 

from a“family house" to a hospital in Japan than 

it does in the U.S. In Japan the longest time was 

90 minutes. Because a“family house" cannot 

carry out its function unless it is close to a hos-

pital,41111 it will be necessary to reexamine the lo-

cations of Japan’s“family houses.” 

2. A Japanese-American comparison of family 

functioning by 25 items and 3 areas 

An examination of the d scores by individual 

items (Table 2) shows that Japan has signifi-

cantly lower sufficiency of family functioning in 

“Time with health professionals" and “Time you 

are ill.”It is necessary to suffice the protective 

and rest functions within the Japanese family. In 

the U.S., patient advocacy has become preva-

lent, and hospital patients can always avail 

themselves of counseling. In Japan, however, 

the physician and patient have traditionally had 

a vertical relationship. It is thought one reason 

for such a relationship is the absence of the 

family doctor system.121 Moreover, at American 

RMHs, the hospital staffers also serve in the 

role of advisers131 and there is a well-developed 

system of consultation with healthcare work-

ers.111凶 Incontrast, only 10.3% of Japanese 

“family houses" have established counseling 

rooms, and professional assistance from 
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nurses, healthcare workers and others capable 

of providing counsel11151 should be offered. 

In only two of the 25 items significant differ-

ences were observed ind scores between Japan 

and the U.S., but c scores for 15 of the 25 items 

differed significantly. There was a wider dispar-

ity between Japan and the U.S. in items evalu-

ated as important, which establishes the fact 

that Japanese and American families maintain 

different values. Table 3, which lists the top five 

items in d scores and c scores, shows that “Time 

with children" ranked among the top five in c 

scores Ost in Japan, 3rd in the U.S.), disclosing 

that both Japanese and American mothers value 

time spent with their children. On the other 

hand, this item was not included among the top 

five d scores for either Japanese or American 

mothers. This can be thought to reflect the fact 

that family function was sufficient in that moth-

ers could spend time with children in hospitals 

nearthe “family houses" they were using. How-

ever，“Problems with children" was ranked 

among the top five items in d scores (1st in Ja-

pan, 3rd in the U.S.), which indicates that wor-

ries over children persisted. In response to the 

question “What is most difficult for you now？” 

the lack of time with children other than the sick 

child was among the top five responses in both 

Japan and the U.S. (3rd in Japan, 4th in the 

U.S.) (Table 5) . Thus intervention to relieve 

anxiety with respect to children in the hospital 

and children left at home is necessary. 161 

Items that ranked among the top five in both d 

scores and c scores (Table 3) were“Problems 

with children" and “Satisfaction with marriage" 

in Japan and “Problems with children" in the 

U.S. Those items with both high d scores and 

high c scores suggest nursing intervention is 

necessary. As for intervention in the Japanese 

family with respect to“Problems with chi!-

dren，”consideration of mothers' difficulties calls 

for relieving anxieties and worries over the sick 

child and assuring time with other children (Ta-

ble 5) . It is necessary to pay personal attention 

that satisfies each family’s needs by, for exam-

ple, creating an environment in which the 

mother can with peace of mind return home to 

spend even a short time with the rest of her fam-

ily. 171 It is conceivable that in addition to the en-

hanced support from medical social workers 

and other specialists, 11 as mentioned earlier, 

nurses could assist mothers from distance to 

prevent them from feeling isolated and establish 

with them trusting relationships in which they 

could freely consult about their children’s con-

dition or prognosis. 181 As well, nurses are ex-

pected to demonstrate a sympathetic attitude 

toward mothers, 191 to provide them with accu-

rate information at appropriate times and to 

give satisfactory explanations.181 Also, it is 

thought “Satisfaction with marriage" ranked 

among the top five in both scores because lead明

ing two lives meant less time with one’S spouse, 

causing a decline in the sexual-love functions. 

Because it has been shown that having a child 

with a chronic disease can lead to family prob-

lems and divorce, 201211 it is desirable that the 

health care environment be improved not only 

for the sick child but also with an emphasis on 

family life. A big function of the RMHs in the 

U.S. is to provide a place resembling the home 

where the sick child and family can gather.221 It 

is thought that spending time together and shar-

ing various problems among family members is 

an effective method of support for families. For 

example, it is conceivable that nurses could give 
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considerations to enabling mothers to be in 

close touch with their distant husbands, en-

courage paternal visits to promote time when 

parents can talk and arrange sleepovers at a 

“family house" when convenient for fathers.181 

When family functions are examined in each 

of the three areas (Table 4) , it is seen that the 

sufficiency of family function of“Relationship 

between family and subsystem" tends to be 

lower in Japan. Also, a previous study231of Japa-

nese mothers who have healthy children attend-

ing nursery school shows that the average d 

scores in the FFFSwere 14.8±9.8 in “Relation-

ship between family and individual，” 8.4士5.3in 

“Relationship between family and subsystem" 

and 8.9士6.0in “Relationship between family 

and society.”Although it is not an exact com-

parison, because of the different ranges in chi!-

dren' s ages, if compared with the results of this 

study (Table 4), d scores show the greatest dif-

ference in“Relationship between family and 

subsystem" and reveal that the family function-

ing of this area in this study was lower than that 

in a previous study. The subsystem consists of 

people with whom the family has strong interre-

lationships, such as acquaintances, relatives 

and neighbors.81241 Japanese have a special con-

cept called “uchi-soto”（inside vs. outside) . 251 

The family, which erects a solid boundary be-

tween itself and others, has weak relationships 

with the subsystem, and is hesitant to receive its 

support. It has been pointed out that in Japan 

an unfortunate feature of social support for 

mothers with babies is that neighbors provide 

the least help. 261 In consideration of this deeply 

rooted cultural background, it is necessary to 

try to improve the level of family functioning 

through adjustment of the family-subsystem re-

lationship. 

V‘ Conclusion 

The functioning of Japanese and American 

families using “family houses" was compared. 

Amongst FFFS items, Japan had significantly 

lower sufficiency of family functions in “Time 

with health professionals" and 

ill.”When examined by area, Japan tended to 

have lower sufficiency of family function in “Re-

lationship between family and subsystem.”Fur-

thermore, items for which nursing intervention 

is necessary included “Problems with chi!-

dren" and “Satisfaction with marriage" in Japan 

and “Problems with children" in the U.S. In this 

way, the features of the functions of Japanese 

and American families using “family houses" 

have been established, and because of the 

deeper understanding of the Japanese family 

from a cultural viewpoint, family nursing inter-

vention for the Japanese family should be pro-

vided. 
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ファミリーハウスを利用している日米の母親を対象として， FFFS(Feetham Family Functioning Survey）の日

本語版と英語版を用いて家族機能を比較した.25項目別にみた家族機能得点の日米比較では， 「医療機関にかかっ

たり，健康相談を受けることjとf体調が悪いとき」の家族機能充足度が日本のほうが有意に低く，日本の家族に対

しては保護機能と休息機能の充足が望まれる．

また， 3分野別にみた家族機能得点の日米比較では， 「家族とサブシステムとの関係jの家族機能充足度が日本の
ほうが低い傾向がみられた．これは3家族員とそれ以外の人々の聞に明確な一線があるという日本の家族の特徴と関

係していると考えられ，文化背景を考慮しながら家族とサブシステム（知人や身内，近所の人のように家族との相互

関係が強い人々）との関係を調整していくことが必要で、あろう．

家族機能得点と重要度得点からの評価により，家族看護介入が必要である家族機能の項目は，日本では「子どもに

関する心配事」と「結婚生活に対する満足感J，アメリカ合衆国では「子どもに関する心配事jであった．すなわち，

日米ともに入院中の病児と自宅に残している子どもに対する心配を軽減する介入が必要で、ある また，日本の「結婚

生活に対する満足感Jについては，夫婦聞の性愛機能への支援が考えられ，病児のみならず家族の生活をも重視した

医療環境の整備の再確認が必要である．

このように，文化背景から日本の家族をより深く理解することが可能で、あり，クロスカルチャー研究により家族看

護介入を考えてし、く示唆を得ることができた．


