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Abstract
Objectives. DignityTherapy (DT) helps reframe and givemeaning to the illness process of the
terminally ill individual. This study aims to evaluate the effect of DT on meaning in life scores
and, additionally, to assess how much DT can alleviate physical and emotional symptoms in
cancer patients undergoing palliative care.
Methods. This was a before-and-after clinical trial, involving the recruitment of 30 patients
hospitalized in a palliative care unit, who filled out the Edmonton Symptom Assessment Scale
(ESAS) and the Meaning in Life Scale (MiLS) both before and after the implementation of DT.
Results. Of the 40 patients invited to participate in the study, DT was completed by 30 (75%)
participants: 22 (73%) women and 8 (27%) men. Eighteen (60%) patients died during hospital-
ization, while 12 (40%) were discharged. When analyzing the factors correlated with the MiLS
scores, a positive association was identified between the emotional and physical domains of the
ESAS, and a negative association with the total ESAS score, spiritual ESAS score, male gender,
higher educational level, and a cancer diagnosis duration (>6 years).
Significance of results. DT contributed to clinically relevant improvement, albeit not statis-
tically significant, observed in emotional and spiritual well-being, as well as in the meaning
of life. This underscores the importance of considering DT for palliative care patients nearing
death.

Introduction

The experience of life-threatening disease can generate a significant impact on patients’ mental
health. Feelings such as insecurity, anxiety, worry, fear, loneliness, and anger arise, driven by
the uncertainty of future events and a loss of sense of control in daily life. When such feelings
and emotions are not managed, individuals can become overwhelmed, experiencing intense
reactions such as panic attacks and burnout (NHS 2024; Robinson et al. 2019).

As illness progresses and functional capacity decreases, patients begin to experience various
losses, impinging on their quality of life (Antoniadis et al. 2024; Moreira et al. 2021; Verkissen
et al. 2019). The provision of palliative care becomes paramount, offering a holistic approach
(Davis and Hui 2017; WHO 2020). This is also necessary to address “total pain” – a concept
introduced by Dame Cicely Saunders – which describes how pain can derive from physical,
emotional, social, and spiritual dimensions of patient experience (Clark 1999). Therefore, it is
necessary to use a biopsychosocial model of care as opposed to the traditional biomedicalmodel
focusing exclusively on physical aspects of illness (Krawczyk et al. 2018).

Emotional states influence spiritual well-being, and vice versa (Beaussant et al. 2021; Siddall
et al. 2015; Winger et al. 2021). Hence, coping mechanisms enable the reevaluation of priorities
and adaptations in order to find new sources of meaning and purpose in life, providing the
individual with resources to reinterpret their suffering through the convergence of values and
beliefs and, consequently, the adjustment of resilience (Klikovac and Djurdjevic 2010).

Chochinov et al. developed theModel of Dignity in the Terminally Ill, which details elements
subsumed under the rubric of dignity toward the end of life; the primarymodel themes relate to
concerns about illness, psychological, spiritual, and social factors (Chochinov 2022; Chochinov
et al. 2002a). Based on thismodel, dignity therapy (DT)was created, which seeks to help patients
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with life-limiting illness to reframe and give meaning to their lives
(Chochinov 2012; Chochinov et al. 2005).

This practice improves patients’ emotional well-being, quality
of life, and family cohesion (Chochinov et al. 2011; Scarton et al.
2018). Studies confirm its effectiveness in reducing distress, depres-
sion, anxiety, and psychological distress, enhancing end-of-life
experience (Iani et al. 2020; Julião et al. 2014, 2017). Additionally,
it increases dignity, satisfaction, peace, and meaning at the end of
life (Donato et al. 2016; Li et al. 2020; Zaki-Nejad et al. 2020; Chen
et al. 2021).

Although some studies mention the importance of meaning in
life for patients at the end of life and the increase in their sense
occurs through DT, which indicates a potential overlap with the
concepts measured by Krause’s Meaning in Life Scale (MiLS), to
the best of our knowledge, its impact on the dimensions of mean-
ing and purpose in life, which this author divides into 4 main
aspects: objective, purpose, values, and reflections, has not yet been
registered (Krause 2009; Rabow 2019). Given the growing evi-
dence of the relevance of this topic and the great usefulness and
acceptance of DT intervention in the context of palliative care,
this study aims to evaluate the effect of DT on meaning in life
scores and additionally assess how much DT can alleviate physical
and emotional symptoms in cancer patients undergoing palliative
care.

Methods

Study design

This was a before-and-after clinical trial (Aggarwal and
Ranganathan 2019) (registered in the Brazilian Registry of
Clinical Trials (REBEC) under the number RBR-2nygd6j).

Study setting

The study was conducted in the palliative care inpatient unit at
Barretos Cancer Hospital (Barretos, São Paulo, Brazil).

Participants

Patients were recruited if they met the following inclusion crite-
ria: age ≥ 18 years, incurable disease, exclusive or non-exclusive
follow-up with a palliative care team, knowledge of the illness itself
(terminal prognosis), and ability to express oneself verbally and in
writing in the Portuguese language spoken in Brazil. Individuals
with psychiatric illnesses (dementia, personality, mood, depres-
sion, anxiety and psychotic disorders, and impaired cognitive
ability) were excluded.

Data collection and intervention

Participants were screened for eligibility by the researcher who is
an experienced palliative care physician and is involved in hospital-
ized palliative patient care and had with prior training in DT. After
providing written consent, participants completed a questionnaire
that included age, gender, religion, educational level, marital status,
number of children, main caregiver, diagnosis, time since diagno-
sis, and Palliative Performance Scale (PPS) (Maciel and Carvalho
2009).

Instruments

The Edmonton Symptom Assessment System (ESAS-BR) consists
of a brief scale focused on evaluating the intensity of symptoms
through a gradation between 0 (minimum intensity) and 10 (max-
imum intensity) reported by the patient. Symptoms addressed
include fatigue, nausea, depression, anxiety, drowsiness, appetite,
well-being, dyspnea, quality of sleep, inner peace, and spiritual
pain. This instrument has been validated for use in Brazil (Paiva
et al. 2015).

The Portuguese translation of the MiLS consists of 8 questions
with 4 subscales: values, purpose, objectives, and reflections. Values
focus on beliefs and life philosophy; purpose addresses the search
for meaning in life and how fulfilled individuals feel; goals concern
personal objectives, sense of direction, and life goals; and reflec-
tions consider opinions regarding past choices and the level of
peace individuals feel about these decisions. Likert responses are
as follows: 1: I strongly disagree, 2: I disagree, 3: I agree, and 4: I
very much agree. The score ranges from 8 to 32, with higher scores
indicating greater meaning in life (Gravier et al. 2020).Within 24 h
of applying these instruments, DT was performed; no more than a
day later, these instruments were reapplied.

DT involves a brief interview guided by the Dignity Therapy
Question Protocol, which has been translated and adapted into
Brazilian Portuguese (Miwa et al., 2023). These interviews were
audio recorded, transcribed verbatim, edited, and presented to
the participants for approval before completing their legacy doc-
uments. While DT was conducted by the palliative care physician
involved in recruitments, different researchers administered the
pre- and post-measures.

Ethical approval

This study was approved by the Committee of Ethics in Research of
Barretos Cancer Hospital, no. 5.567.892/2022. All the participants
invited to participate in the study signed an informed consent form.

Statistical analysis

Study data were managed using REDCap electronic data capture
tools (Harris et al. 2009), hosted at Barretos Cancer Hospital, and
analyzed using R software version 4.4.0 2024.

To describe the sample, frequency and proportions were
reported for qualitative variables; and range, medians, means,
and standard deviations were reported for quantitative variables.
Graphs were generated using the ggplot2 library in the R lan-
guage. For the comparison between ESAS and MiLS scores in
the pre- and post-conditions, the non-parametric Wilcoxon test
was employed due to the non-normality of the scores. To analyze
associations between factors (covariates) and the response variable
(outcome), both simple andmultiple linear regressionmodels were
used. The selection of significant covariates for the multiple mod-
els was performed using the Backward method. The multivariate
analysis presented a limitation due to the multiple models contain-
ing too many factors for a dataset with 30 cases. Therefore, prior to
applying the backwardmethod, the variables “number of children,”
“primary caregiver,” and “diagnosis (neoplasms)” were excluded.

To analyze the ESAS aspects separately before and after the
intervention, the global domains were grouped into 3 categories:
emotional (including depression and anxiety), with a score rang-
ing between 0 and 20, physical (encompassing pain, fatigue, nausea,
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Figure 1. Patient flowchart in the study.

drowsiness, appetite, dyspnea, and sleep quality), with a score rang-
ing between 0 and 70, and emotional (including inner peace and
spiritual pain), with a score ranging between 0 and 20. It is note-
worthy that on this scale, the higher the score given, the worse
the symptom. Similarly, for the MiLS, the analysis focused on its
4 dimensions: values, purposes, objectives, and reflections.

Results

Four hundred patients were screen, 360 who did not meet eligibil-
ity criteria due to the end of life (83; 22.9%), inadequate personal
coping (69; 19.1%), delirium (71; 19.6%), uncontrolled symptoms
(44; 12.1%), impaired cognition (40; 11%), contact isolation (41;
11.3%), inadequate family coping (16; 4.4%), hospitalization for
less than 7 days (16; 4.4%), social issues (10; 2.7%), didn’t speak
Portuguese (7; 1.9%), lack of knowledge of the prognosis (5; 1.3%),
psychiatric disorder (4; 1.1%), and impaired diction (3; 0.08%).

Forty patients were invited to participate. Of those, 7 (17.5%)
declined, either because they did not feel ready to share their
thoughts or were physically unwell. Additionally, 3 (7%) withdrew
during the study due to worsening symptoms that prevented them
from completing the interview. Thirty patients completed DT; 22
(73%) females and 8 (27%) males. Eighteen (60%) passed away
during hospitalization, while 12 (40%) were discharged. Of the
30 legacy documents, 16 (53.3%) were finalized without partici-
pant final approval due to significant clinical decline that prevented
them from reviewing the edited documents. Of the 14 (46.6%)

participants who approved their documents, 10 (33%) progressed
to end-of-life care. Ultimately, 26 (86.6%) legacy documents were
delivered to participants’ families (Figure 1).The social and clinical
characteristics of patients are presented in Table 1.

The DT interviews lasted an average of 50 min (45–80), with
the shortest being 45 mi and the longest lasting 80 min. The tone
of the interviews was relaxed, aiming to make participants as com-
fortable as possible so they could freely share their thoughts. As
outlined in the methodology, the question protocol was presented
to participants 24 h before the interview. During the interviews,
participants were encouraged to avoid discussing uncomfortable
memories or those that could cause embarrassment.This approach
prompted participants to reflect and, in some cases, choose not to
include certain sections. Additionally, therewas no need for follow-
up support from the psychology team after the DT sessions, as no
significant emotional distress was triggered by the intervention.

We calculated Cronbach’s alpha for both instruments used
before and after DT. Cronbach’s alpha for ESAS was 0.87 and
0.831 before and after DT, respectively. For MiLS, Cronbach’s
alpha was 0.732 and 0.776 before and after the interven-
tion, respectively. These values suggest good reliability and
that the instrument questions are highly correlated with each
other.

When comparing the heatmaps to the ESAS scale, a discreet
trend towards symptom relief is observed, that is, some areas that
were previously predominantly red show a slightly lighter color,
which may suggest a tendency, although modest, positive in the
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Table 1. Social and clinical characteristics of the participants

Variable
Participants

N %

Sex Female 22 73

Male 8 27

Marital status Single 7 23

Married/stable union 16 53.3

Divorced 5 17

Widower 2 6.7

Number of
children

None 7 23

1 5 17

2 5 17

3 9 30

≥4 4 13

Education Primary 7 23

Secondary 14 46.6

Higher 9 30

Religion Catholic 15 52

Evangelical 8 28

Spiritist 5 17

Othera 1 3.4

Ignored 1 3.4

Primary
caregiver

Spouse 8 27

Children 6 20

Brother/Sister 5 16

Parents 8 27

Otherb 3 10

Diagnosis
(neoplasms)

Gastrointestinal tract 6 20

Lung 6 20

Breast 6 20

Genitourinary 6 20

Sarcomas 2 6.7

Otherc 4 13

Time since
diagnosis
(years)

<1 8 27

1 to 5 15 50

>6 7 10

PPS 30 2 6.7

40 7 23

50 13 43

60 4 13

(Continued)

Table 1. (Continued.)

Variable
Participants

N %

70 3 10

80 1 3.3

ECOG 1 4 13

2 17 57

3 9 30

Age Minimum Median Mean (SD) Maximum

27 53 52 (13) 83

PPS: Palliative Performance Scale.
aOther: Seicho-no-Ie.
bOther: friend, son-in-law, and formal caregiver.
cOther: amygdala, parotid, submandibular, and chordoma.

reduction of symptoms. The same is true for the MiLS (Figures 2
and 3).

ESAS

No statistically significant before-and-after-intervention differ-
ences were found between emotional (p = 0.3), physical (p = 0.6),
and spiritual (p= 0.2) domains. Within the emotional domain, the
mean (standard deviation [SD]) shifted from 7.8 (6) at before inter-
vention to 6 (4.9) after intervention, while in the physical domain it
shifted from 25 (14) to 22 (14) and in the spiritual domain it shifted
from 6.7 (6.1) to 4.5 (4.6) (Table 2).

MiLS

There were no statistically significant differences before and after
DT between the 4 dimensions: values (p = 0.5), purpose (p = 0.9),
objectives (p = 0.9), and reflections (p = 0.6). The mean for values
shifted from 6.77(1.28) at pre-intervention to 7.03 (0.81), while in
the purpose dimension, it shifted from 5.63 (1.77) to 5.67 (1.84);
the mean for objectives shifted from 6.5 (1.59) at pre-intervention
to 6.6 (1.38), while reflection shifted from 6.37 (1.56) to 6.53 (1.59)
(Table 2).

Predictors of meaning in life

To examine the relationship between MiLS and other vari-
ables, both univariate and multivariate statistical evaluations were
performed, considering the mean scores from pre- and post-
intervention for the ESAS domains. The univariate and multivari-
ate statistical evaluations referred to the total MiLS score, aiming
to identify potential relationships and significant variations among
the studied variables. (Results for the subscores [values, purposes,
goals, and reflections] are available in the Supplementarymaterial.)

In the univariate analysis, significant negative associations were
found between ESAS spiritual domain (p = 0.003), ESAS total
domain (p = 0.024), higher level education (p = 0.045), and being
single compared to being married/stable union (p = 0.01). On
the other hand, being evangelical was associated with a greater
meaning in life relative to the catholic religion (p = 0.046).
Other demographic variables such as age, gender, time since
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Figure 2. ESAS heatmap with analysis of individuals before and after DT intervention.

cancer diagnosis, and PPS, as well as ESAS emotional and
physical domains, were not associated with meaning in life scores
(Table 3).

In the multivariate regression, independent factors were posi-
tively associated with meaning in life. These included ESAS emo-
tional (p = 0.012) and physical (p = 0.022) domains. In contrast,

significant negative associations were found between meaning in
life and ESAS total domain (p = 0.022), male gender (p = 0.034),
and time since cancer diagnosis greater than 6 years (p = 0.015)
(Table 3).

Considering that themean scores obtained in the pre- and post-
intervention periods were very similar, univariate and multivariate
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Figure 3. Meaning in Life Scale heatmap with analysis of individuals before and after DT intervention.

regression analyses were also performed for both pre- and post-
intervention time points (Table 4).

In the pre-intervention univariate analysis, a significant nega-
tive association was found between being single compared to being
married/stable union (p = 0.01). In contrast, post DT, significant
negative correlations were found for the ESAS spiritual domain
(p = 0.005), the total ESAS score (p = 0.045), and being sin-
gle compared to being married/stable union (p = 0.018). On the
other hand, being evangelical was associated with a greater mean-
ing in life compared to the catholic religion (p = 0.046) in the
post-intervention period.

In the multivariate regression prior to DT, independent fac-
tors were positively associated with meaning in life, including the
ESAS emotional (p = 0.048) and physical (p = 0.028) domains. In
contrast, significant negative associations were found for the total

ESAS domain (p = 0.026), secondary education level (p = 0.048),
being divorced (p = 0.046), and a time since cancer diagnosis
greater than 6 years (p = 0.026). After DT, significant negative cor-
relations were found for the ESAS spiritual domain (p = 0.005),
male gender (p = 0.005), being single (p = 0.01), KPS 40%
(p = 0.034), and time since cancer diagnosis greater than 6 years
(p = 0.029). The ESAS emotional domain maintained a significant
positive correlation (p = 0.016).

Discussion

This is an original study conducted in Brazil, aimed at evalu-
ating the effects of DT using the MiLS. We also examined the
impact of this intervention on the physical and emotional aspects
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Table 2. Comparison between ESAS and MiLS pre- and post-intervention

ESAS, mini-
mum/median/maximum
mean (SD) Pre Post p-valuea

Emotional domainb 0/7/20 0/5.5/17 0.3
7.8 (6) 6.0 (4.9)

Physical domainc 0/26/52 0/20/55 0.6
25 (14) 22 (14)

Espiritual domaind 0/5.5/19 0/3.5/15 0,2
6.7 (6.1) 4.5 (4.6)

Totale 0/46/91 0/41/88 0.4
43 (24) 37 (21)

MiLS, mini-
mum/median/maximum
mean (SD)

Values subscore 2/7/8 2/7/8 0.5
6.77 (1.28) 7.03 (0.81)

Purposes subscore 2/6/8 2/6/8 0.9
5.63 (1.77) 5.67 (1.84)

Goals subscore 2/6.5/8 4/6.5/8 0.9
6.5 (1.59) 6.6 (1.38)

Reflections subscore 2/6/8 2/6.5/8 0.6
6.37 (1.56) 6.53 (1.59)

Total 14/25/32 20/26/32 0.8
25.3 (4.2) 25.8 (4.1)

ESAS: Edmonton Symptom Assessment System; MiLS: Meaning in Life Scale; SD: Standard
Deviation.
ap-value: Wilcoxon rank sum test.
bEmotional domain: depression and anxiety.
cPhysical domain: pain, fatigue, nausea, drowsiness, appetite, dyspnea, and sleep.
dSpiritual domain: spiritual pain and inner peace.
eTotal: emotional domain, physical domain, spiritual domain, and well-being.

of cancer patients undergoing palliative care. The analyses demon-
strated a trend toward improvement in both the meaning of life
scores and the assessment of symptoms through ESAS after DT.
In addition, there is a strong correlation between the intensity
of symptoms (physical, emotional, and spiritual), gender, educa-
tional level, marital status, and time since cancer diagnosis with
the individual’s meaning of life. Although early referral to pallia-
tive care offers greater benefits (WHO 2020), most patients are
referred late, often in their final months or days. This delay stems
from myths about palliative care and challenges healthcare teams
face in timing the transition. As a result, recruitment and follow-up
in research are hindered by patients’ increasing frailty and declin-
ing functional capacity, including concentration (Addington-Hall
2009;Higginson 2016). Additionally, the psychosocial and spiritual
impacts of life-threatening conditions may further limit research
participation (Addington-Hall 2009; Ramos et al. 2024).

Given the progression of the disease and the consequent alter-
ation of self-image, increased dependency, exacerbation of symp-
toms, and recurrent hospitalizations, the ill individual experiences
a period of uncertainty and fear, which may culminate in the loss
of dignity, potentially leading to a desire to die or a loss of the
will to live (Chochinov et al. 2002b, 2002a). Thus, when assessing
the effect of DT on the emotional (anxiety and depression), physi-
cal (pain, fatigue, nausea, drowsiness, appetite, dyspnea, and sleep
quality), and spiritual (spiritual pain and inner peace) domains of

the ESAS through the heatmap, a general trend of improvement is
observed (Figure 2).

Our analysis reveals a greater tendency for improvement after
DT in the emotional and spiritual domains compared to the
physical ones, with anxiety showing greater relief than depres-
sion. Although studies have shown improvement in anxiety with
DT, the data on depression are less consistent (Chochinov et al.
2011; Martínez et al. 2017). Deng et al. (2025) and Cuevas et al.
(2021) report improvements in depression levels following DT,
while Julião et al. (2014) demonstrated such improvements, but
observed a decline in depression on the fourth and thirtieth days,
with no change on the fifteenth day after the intervention. In con-
trast, Houmann et al. (2014) and Rudilla et al. (2016) reported a
significant negative effect of DT on depression.

In relation to the impact of the DT on the spiritual domain, the
findings are consistent with the literature, tending toward improve-
ment and/or maintenance of inner peace at the end of life (Austin
et al. 2025; Iani et al. 2020; Vincenzo et al. 2023). Elias et al. (2008)
identified 6 categories and 11 subcategories related to the nature of
spiritual pain, including the fear of being forgotten and disintegra-
tion. DT can address spiritual pain through the creation of legacy,
which aims to immortalize the patient’s existence (Chochinov et al.
2005).

A slight improvement in drowsiness and fatigue was observed,
with appetite worsening slightly and no changes in dyspnea, nau-
sea, or pain. Since DT does not directly target physical symptoms,
these outcomes are unsurprising (Hall et al. 2012; Scarton et al.
2018). However, DT may mitigate drowsiness and fatigue by moti-
vating patients to engage in life story narration and interactionwith
the therapist (Julião et al. 2014).

Concerning to the heatmap, which illustrates themeaning of life
before and after the intervention, it was identified a general trend
of improvement in the subscores related to values, purposes, goals,
and reflections. These findings suggest that the intervention had a
positive impact on participants’ sense ofmeaning in life, as both the
heatmap and subscores showed an increased perception of mean-
ing, which may indicate an improvement in sense of dignity and
consequently in the quality of life.

To the best of our knowledge, there are no studies that assess
the meaning of life and its relationship with DT. Our findings sup-
port the association identified by Liu et al. (2021) and Oh and Shin
(2014), who found that higher levels of meaning in life are directly
proportional to an individual’s sense of dignity. They report that
individuals with a high sense of meaning in life are at lower risk of
losing their sense of dignity. This suggests a role for interventions
aimed at dignity, helping patients reflect and integrate key facets of
their lives, thereby alleviating the psychological suffering that the
illness process may induce (Oh and Shin 2014).

The results of both uni- and multivariate regression analy-
ses indicate that several factors are associated with higher MiLS
scores, including religious affiliation (particularly being evan-
gelical), which fosters meaning through rituals and traditions
(Dilmaghani 2018; Fletcher 2004; Krause 2009; Rizvi and Hossain
2017). Lower scores on the spiritual (spiritual pain and inner peace)
and total (emotional, physical, spiritual ESAS domains, and well-
being) domains of the ESAS were associated with a greater sense
of meaning in life. Conversely, lower MiLS scores were linked to
higher levels of education, being male, being single, and longer
diagnosis duration (>6 years), with prolonged exposure to loss of
control and uncertainty about the future contributing to reduced
quality of life and resilience (Rodriguez-Gonzalez et al. 2022).
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Table 3. Factors associated with meaning in life total score (mean)

Meaning in life scale total score (mean)

Univariate estimate (95% CI) p-value Multivariate estimate (95% CI) p-value

Emotional domaina −0.09 (−0.42, 0.24) 0.6 1.4 (0.34, 2.4) 0.012

Physical domainb −0.11 (−0.23, 0.01) 0.060 1 (0.17, 1.9) 0.022

Spiritual domainc −0.48 (−0.78, −0.17) 0.003 0.61 (−0.44, 1.7) 0.2

Total domaind −0.08 (−0.16, 0.01) 0.024 −1 (−1.8, −0.16) 0.022

Age 0.09 (−0.02, 0.20) 0.11

Gender

Female – –

Male −1.8 (−5.1, 1.6) 0.3 −3.1 (−5.9, −0.26) 0.034

Religion

Catholic –

Spiritist 3.2 (−0.47, 6.9) 0.085

Evangelical 3.4 (0.06, 6.7) 0.046

Education

Primary – –

Secondary −2.8 (−6.4, 0.79) 0.12 −2.4 (−5.6, 0.72) 0.12

Higher −4.0 (−7.9, −0.09) 0.045 −2.5 (−6.6, 1.5) 0.2

Marital status

Married/stable union – –

Divorced −1.5 (−5.3, 2.3) 0.4 −2.3 (−5.7, 1.2) 0.2

Single −4.6 (−7.9, −1.2) 0.01 −2.8 (−6.0, 0.38) 0.08

Widower 1.2 (−4.4, 6.8) 0.7 1.1 (−4.1, 6.2) 0.7

Time since diagnosis (years)

< 1 – –

1 and 5 −0.75 (−4.4, 2.9) 0.7 −0.9 (−3.5, 1.7) 0.5

>6 −1.7 (−6.0, 2.6) 0.4 −4.3 (−7.6, −0.97) 0.015

PPS

30% –

40% −4.3 (−11, 2.1) 0.2

60%–50% −1.8 (−7.7, 4.2) 0.5

80%–70% 0.38 (−6.5, 7.2) >0.9

PPS: Palliative Performance Scale; CI: confidence interval.
aEmotional domain: depression and anxiety.
bPhysical domain: pain, fatigue, nausea, drowsiness, appetite, dyspnea, and sleep.
cEspiritual domain: spiritual pain and inner peace.
dTotal: emotional domain, physical domain, spiritual domain, and well-being.

Interestingly, the positive correlation between the emotional
and physical ESAS domains and MiLS aligns with Viktor Frankl’s
existential perspective, which proposes that suffering can act as a
catalyst for the search for meaning in life. Although one might
expect the intensification of symptoms would decrease meaning,
Frankl’s concept of attitudinal values emphasizes the power of
choosing one’s response to suffering, aligning with the idea that
individuals facing significant physical and emotional sufferingmay
find meaning in their experiences by reevaluating their lives and
the suffering they endure (Frankl 1991;Moreira andHolanda 2010;
Silveira and Gradim 2015).

This process of finding meaning through suffering is facilitated
by interventions like DT, which promote existential reflection.
DT, along with the pre- and post-intervention instruments, likely
helped participants reflect on their experiences and find meaning
despite their suffering.

This study has some limitations. The first one is the sample size,
aswell as the pharmacological interventions, whichmay have influ-
enced symptom control and responses in the physical domain of
the ESAS. The second is related to the fact that the study was con-
ducted in a single healthcare center, exclusively with patients diag-
nosed with advanced cancer and limited life expectancy. However,
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Table 4. Factors associated with meaning in life total score (pre- and post-intervention)

Meaning in life scale total score (pre- and post-intervention)

Pre-intervention Post-intervention

Univariate estimate
(95% CI) p-value

Multivariate estimate
(95% CI) p-value

Univariate estimate
(95% CI) p-value

Multivariate estimate
(95% CI) p-value

Emotional domaina −0.14 (−0.40, 0.13) 0.3 1.1 (0.01, 2.2) 0.048 0.01 (−0.31, 0.33) >0.9 0.33 (0.07, 0.59) 0.016

Physical domainb −0.08 (−0.19, 0.04) 0.2 1.1 (0.14, 2.1) 0.028 −0.1 (−0.21, 0.0) 0.059 0.06 (−0.06, 0.17) 0.3

Spiritual domainc −0.22 (−0.48, 0.03) 0.085 1.1 (−0.08, 2.2) 0.066 −0.44 (−0.74, −0.15) 0.005 −0.48 (−0.79, −0.17) 0.005

Total domaind −0.06 (−0.12, 0.0) 0.068 −1.1 (−2.0, −0.15) 0.026 −0.07 (−0.14, 0.0) 0.045 – –

Age 0.08 (−0.04, 0.2) 0.2 −0.11 (−0.29, 0.07) 0.2 0.1 (−0.02, 0.21) 0.09 0.06 (−0.04, 0.16) 0.2

Gender

Female – – – – – – – –

Male −0.88 (−4.5, 2.7) 0.6 −2.5 (−6.4, 1.4) 0.2 −2.7 (−6.0, 0.68) 0.11 −4.2 (−6.9, −1.5) 0.005

Religion

Catholic – – – – – – – –

Spiritist 3.2 (−0.77, 7.2) 0.11 – – 3.2 (−0.59, 6.9) 0.1 – –

Evangelical 3.0 (−0.6, 6.7) 0.1 – – 3.8 (0.34, 7.2) 0.032 – –

Education

Primary – – – – – – – –

Secondary −3.3 (−7.1, 0.57) 0.092 −4.4 (−8.8, −0.05) 0.048 −2.4 (−6.1, 1.4) 0.2 – –

Higher −4.0 (−8.2, 0.2) 0.061 −5.3 (−11, 0.63) 0.075 −4.0 (−8.1, 0.03) 0.051 – –

Marital status

Married/Stable union – – – – – – – –

Divorced −2.0 (−6.1, 2.0) 0.3 −5.5 (−10, −0.12) 0.046 −0.94 (−4.9, 3.1) 0.6 −0.9 (−4.3, 2.5) 0.6

Single −4.8 (−8.4, −1.2) 0.011 −4.3 (−8.7, 0.17) 0.058 −4.4 (−7.9, −0.82) 0.018 −4.3 (−7.3, −1.2) 0.01

(Continued)
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Table 4. (Continued.)

Meaning in life scale total score (pre- and post-intervention)

Pre-intervention Post-intervention

Univariate estimate
(95% CI) p-value

Multivariate estimate
(95% CI) p-value

Univariate estimate
(95% CI) p-value

Multivariate estimate
(95% CI) p-value

Widower 1.4 (−4.6, 7.3) 0.6 1.1 (−7.2, 9.3) 0.8 1.1 (−4.8, 6.9) 0.7 −1.6 (−6.6, 3.4) 0.5

Time since diagnosis (years)

<1 – – – – – – – –

1 and 5 −0.34 (−4.2, 3.5) 0.9 −1.8 (−5.8, 2.2) 0.3 −1.2 (−4.9, 2.6) 0.5 −1.0 (−3.6, 1.5) 0.4

>6 −1.9 (−6.4, 2.7) 0.4 −5.6 (−10, −0.79) 0.026 −1.5 (−5.9, 3.0) 0.5 −3.8 (−7.2, −0.45) 0.029

PPS

30% – – – – – – – –

40% −4.7 (−12, 2.2) 0.2 −0.42 (−8.3, 7.5) >0.9 −3.9 (−10, 2.6) 0.2 −5.2 (−10, −0.47) 0.034

60%–50% −2.7 (−9.2, 3.7) 0.4 −2.0 (−9.1, 5.1) 0.6 −0.82 (−6.8, 5.2) 0.8 −3.7 (−8.0, 0.71) 0.094

80%–70% −0.75 (−8.2, 6.7) 0.8 1.5 (−7.7, 11) 0.7 1.5 (−5.5, 8.5) 0.7 0.0 (−5.2, 5.2) >0.9

PPS: Palliative Performance Scale; CI: confidence interval.
aEmotional domain: depression and anxiety.
bPhysical domain: pain, fatigue, nausea, drowsiness, appetite, dyspnea, and sleep.
cEspiritual domain: spiritual pain and inner peace.
dTotal: emotional domain, physical domain, spiritual domain, and well-being.
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since this center receives patients from all regions of Brazil, it may,
to some extent, represent the cultural diversity of the country. The
third concerns the positive correlation observed between intense
emotional and physical symptoms and meaning in life, which may
have been influenced by a potential regression dilution effect, as
the pre- and post-intervention values showed minimal variation,
likely due to data fluctuations. Finally, themain challenge facedwas
participant recruitment, as many did not meet eligibility criteria
or declined participation due to emotional unpreparedness, physi-
cal discomfort, or rapid disease progression. Furthermore, several
legacy documents could not be delivered, as participants entered
the terminal phase before the study was completed. Edited legacy
documents were shared with families as outlined in the Informed
Consent Form.

Safeguarding dignity is essential in maintaining or bolstering
meaning of life. This study showed a trend for DT to contribute
to an improvement in emotional and spiritual well-being and
enhanced the meaning of life. This highlights the importance of
tracking meaning of life when providing and studying DT. To
further deepen the understanding of these findings, future ran-
domized, multicenter clinical trials are required.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S147895152510045X.
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