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 Background & Objective:  Cancer is one of the most prominent public health 

issues. It can put the patient’s hope and quality of life (QOL) at risk. The purpose 

of this study was to determine the effect of dignity therapy on the hope and quality 

of life of cancer patients. 

 Materials & Methods:  This trial was conducted in 2019. The sample included 76 

cancer patients who were randomly divided into an experimental group (n=38) and 

a control group (n=38). Data were collected using a demographic questionnaire, the 

Herth-Hope questionnaire (1991), and the EORTC QLQ-C30 scoring (1988). The 

intervention group received a dignity therapy protocol. The control group received 

no intervention. The questionnaires were completed again four weeks after the 

intervention. Data were analyzed by SPSS 16 and several tests (Chi-square, 

Kolmogorov-Smirnov, independent t-test, paired t-test, Wilcoxon, and Mann-

Whitney). The significance level was set at P-value<0.05. 

Results:    Mean scores for hope and quality of life before the intervention were not 

significantly different between the experimental and control groups (P=0.11). Four 

weeks after the end of the intervention, the mean scores of hope in the intervention 

group (26.88±2.90) were significantly higher than those of the control group (24.60 

± 4.26) (P=0.03). Also, after the intervention, the mean scores of quality of life in 

the intervention group (69.61±12.71) were significantly higher than those of the 

control group (50.64 ±12.15) (P<0.001). 

Conclusion:  Dignity therapy can be an effective intervention method for increasing 

hope and improving the quality of life among cancer patients. 
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Introduction

Cancer is one of the most prominent public health 

issues. In 2019, nearly 1.8 million people in the United 

States had cancer. It will cause approximately 70% of 

all deaths by 2030 (1). Although precise statistics on 

the prevalence of cancer in Iran are not available, 

Mousavi et al. (2009) have estimated the prevalence of 

cancer in Iran to be 98 to 110 per 100,000 individuals 

(2). 

Cancer imposes physical, mental, and psychological 

complications directly and indirectly on patients. For 

example, headaches, dyspnea, digestive problems, and 

defecation disorders are some of the direct 

complications of cancer (3). Indirect complications are 

often due to the type of treatment received. For 

example, chemotherapy commonly leads to bone 

marrow suppression, skin problems, hair loss, fatigue, 

nausea and vomiting, neuropathy, and 

cardiopulmonary toxicity (4). Cancer also causes 

mental and psychological problems in patients. 

Depression, stress disorders, cognitive impairments, 

sexual disorders, and death anxiety are the most 

common psychosocial complications associated with 

cancer (5). 

These complications can reduce one’s hope and 

quality of life (QOL) (6). In Baczewska et al.’s study 

(2019), more than 70% of cancer patients had moderate 

to below-average hope levels. Also, about 25% of 

patients were very frustrated (7). Many of the previous 

studies have reported poor and low QOL in cancer 

patients (8). 

Hope is defined as believing in positive outcomes 

following adverse events in life and developing 

solutions to achieve goals (9). Hopelessness can reduce 

QOL. In contrast, increased hope empowers cancer 

patients to fight against adverse situations during 

diagnosis and treatments. This ability reduces the 
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symptoms and complications of cancer and ultimately 

improves the patient’s QOL (10). 

According to the World Health Organization 

(WHO), QOL is defined as a person’s perceptions of 

their life, values, goals, standards, and interests (11). 

Like the concept of hope, it also addresses the mental, 

social, and psychological dimensions of cancer 

patients. 

Since hopelessness and decreased quality of life can 

lead to reduced acceptance and tolerance of cancer 

complications, therapeutic interventions are needed to 

increase the hope and QOL of cancer patients (12). 

Hope therapies, cognitive-behavioral therapies, and 

drug therapies with few side effects are among the 

methods used to increase the hope and QOL of cancer 

patients, each of which takes a relatively long time 

(13,14). Dignity therapy (DT) is also among possible 

interventions. Dignity therapy (DT) is a short-term 

intervention (three to four 60-minute sessions) that can 

be implemented by nurses in a patient’s home or in 

health centers to improve the hope and quality of life 

of chronic patients (14). 

Dignity refers to one’s perception of their value and 

competence. In DT, concepts such as respect for the 

patient’s rights and privacy, independence, authority, 

and communication with the patient’s family and staff 

are considered (15). This intervention encourages 

patients to talk about and comment on the most 

important issues in life, their desires, and their feelings 

(16). During DT sessions, the patient is asked questions 

such as the following: “What experiences have you had 

in life?” What expectations do you have for your 

closest person?” “What makes you feel proud?” “What 

are your wishes and demands from those around you?” 

“What is the most important achievement of your life?” 

The patient’s responses and wishes are relayed to their 

loved ones via a generative document to provide the 

patient as much as possible (15,16). 

In nursing, respect and dignity of patients are 

considered essential parts of care regardless of the 

patient’s ethnicity or their social and economic status 

(17). Researchers in the field of psycho-oncology 

believe that paying attention to patients’ wishes and 

providing opportunities for them to meet their physical, 

mental, and psychological needs, lead to improved 

status (15-17). 

Various studies have investigated the effect of DT on 

patients’ hope, with conflicting results reported. 

Vaghee et al.’s study (2012) on hemodialysis patients 

and Montross et al.’s study (2015) on cancer patients 

showed that dignity therapy leads to increased hope in 

mentioned patients (18,19). However, Bentley et al. ’s 

study (2014) on caregivers of patients with motor 

neuron disease and Aoun et al.’s study (2015) on motor 

neuron patients and their caregivers showed that DT 

did not significantly increase hope (20,21). 

The effects of DT on quality of life also differ. 

Chochinov et al. (2005, 2011) studied near-death 

patients, Rudilla et al. hospitalized patients (2016), and 

Johnston et al. in dementia patients (2016)  and all 

reported that DT improved the quality of life (14,22-

24). However, the results of a study by Aoun et al. 

(2015) in patients with neuron-motor diseases and their 

caregivers, and Vuksanovic et al. (2017) in patients 

with severe diseases showed that DT does not affect the 

quality of life (21,25). 

As mentioned above, results on the effect of DT on 

the hope and QOL of patients with chronic conditions, 

including cancer patients, are inconsistent. Perhaps DT 

leads to different results in diverse cultural contexts 

(26). Finally, no research has been undertaken to 

investigate the impact of dignity therapy on the hope 

and quality of life of cancer patients in the context of 

Iranian culture. Therefore, the present study was 

designed to determine the effect of dignity therapy on 

hope and quality of life in cancer patients. 

 

 

Materials and Methods 

The present study is a randomized controlled clinical 

trial (IRCT20190604043820N1) conducted at Iran 

Mehr Hospital in Birjand in 2019. The study 

population consisted of all cancer patients in this 

hospital. The sample size was calculated according to 

the study by Vaghee et al. (2013) with 80% power and 

an attrition rate of 10% (27). These values were 

selected using consensus sampling according to the 

inclusion criteria. 

 

n =
(Z

1−
α
2
+Z1−β)

2

(δ1
2+δ2

2)

(μ1−μ2)
2 =

(1.96+0.84)2(10.24+5.10)

(32.2−34.1)2
=34 

 

Inclusion criteria included a willingness to 

participate in the study, an age of 18 years or older, 

having elapsed six months since cancer diagnosis, 

elementary education at least, and awareness of cancer, 

and a score of 21 or more on a mini-mental state 

examination (MMSE). Exclusion criteria included 

unwillingness to participate in research, lack of 

cooperation of the patient’s trusted party (family 

member or friend) to receive the generative document, 

psychosis, and a desire to migrate or travel during the 

intervention. 

All participants completed the demographic 

information form, the Herth-Hope scale, and the 

quality of life questionnaire. Afterward, 76 participants 

were randomly assigned to the intervention group 

(n=38) and the control group (n=38). 

Data Collection 

Demographic questionnaires—including age, 

gender, employment status, educational level, marital 

status, type of cancer, type of treatment, and time of 
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cancer diagnosis, MMSE (1975), Hope Herth Index 

(HHI, 1991), and quality of life questionnaire for 

cancer patients (EORTC QLQ-C30) (1988) were used 

to collect data. 

The participants’ mental health and cognitive 

approval were assessed using the MMSE (1975). The 

MMSE consists of 11 questions and five domains 

(orientation, attention, computation, memory, and 

linguistic and motor skills). The minimum and 

maximum scores in MMSE are 0 to 30, respectively. A 

score of 21 or higher allowed participants to enter the 

study. The Cronbach’s alpha for this tool was 

previously reported as 0.89 (28). In the present study, 

Cronbach’s alpha was 0.86. 

The HHI consisted of 12 questions and three 

subscales of cognitive-temporal (Questions 1, 2, 6, and 

11), affective-behavioral (Questions 4, 7, 10, and 12), 

and affinitive-contextual (Questions 3, 5, 8, 9). 

Responses to the HHI criterion terms are based on a 3-

point Likert scale (1 = Disagree, 2 = Not sure, and 3 = 

Agree). Questions 3 and 6 are scored in reverse. The 

total hope score is 12 to 36 points. Higher scores 

demonstrate a higher hope level. A score of 12 to 24 

indicates a low level of hope, a score of 25 to 30 

indicates a moderate level, and a score of 31 to 36 

indicates a high level of hope. This tool was translated 

into Persian by Abdi et al. (2007), and its validity has 

been confirmed (10). In the present study, The 

Cronbach’s alpha of the Herth-Hope questionnaire was 

0.81. 

Assessment of quality of life of cancer patients was 

performed using EORTC QLQ-C30 scoring. The 

questionnaire consists of 30 statements that examine 

the quality of life of cancer patients in terms of 

function, symptoms, and general health dimensions. 

The functional dimension has five subscales and 16 

items. Sub-scales include physical functioning (Items 

1, 2, 3, 4, and 5), role-playing (Items 6 and 7), 

emotional functioning (Items 20 and 25), cognitive 

functioning (Items 21, 22, 23, and 24), and social 

functioning (Items 26, 27, and 9). The symptom 

dimension has nine subscales and 12 terms. Symptoms 

include fatigue (Items 10, 12, and 18), nausea and 

vomiting (Items 14 and 15), pain (Items 9 and 19), 

shortness of breath (Item 8), sleep disturbances (Item 

11), decreased appetite (Item 13), constipation (Item 

16), diarrhea (Item 17), and economic problems caused 

by the disease (Item 28). Finally, the general health 

dimension includes Items 29 and 30. The general health 

dimension uses a 7-point Likert scale, with possible 

responses ranging from very poor (0) to excellent (7); 

all other dimensions (functional and symptoms) use a 

4-point Likert scale: Not at all (1), A little (2), Quite a 

bit (3), Very much (4). The minimum and maximum 

scores obtained in each dimension are 0 to 100. In 

terms of symptoms, lower scores mean less adverse 

symptoms, but in other aspects, higher scores mean 

better and more desirable conditions. The reliability 

and validity of this questionnaire have been confirmed 

in various studies and have been used in clinical trials. 

Cronbach’s alpha coefficient for this questionnaire was 

reported to be favorable. In other studies, the 

Cronbach’s alpha of the quality of life questionnaire for 

cancer patients was reported to be greater than 0.70 

(29). Cronbach’s alpha was 0.79 in the present study. 

In the present study, the overall scores of hope and 

quality of life were reported. 

Ethical Considerations: 

This research was approved by the Ethics Committee 

of Birjand University of Medical Sciences 

(IR.BUMS.REC.1397.267). The researcher explained 

the purpose of the study and methodology to all 

participants. After signing an informed consent, 

participants were told that they could withdraw from the 

study at any stage without paying any fees. They were 

assured of the confidentiality of the collected data. 

Intervention: 

Before the DT sessions began, the corresponding 

author was trained for 70 hours under the supervision 

of a psychologist who had the necessary expertise in 

the field of dignity therapy. After confirming and 

receiving the certificate, the researcher began the 

intervention. 

In the first step of intervention (two weeks before the 

beginning of the sessions), the participants were given 

a complete schedule of days, attendance hours, meeting 

locations, and dignity therapy protocol questions in 

writing. 

The basis of dignity therapy includes the 

preservation of independence, respect for the privacy 

of patients regardless of their social status and 

ethnicity, and non-judgment of patients. All of the 

above were considered and observed by the 

corresponding author. Only the corresponding author 

and the patient were present for the meetings. During 

each session, the conversations were recorded using a 

digital audio device. In each session, the researcher 

asked the patient questions about the dignity therapy 

protocol, and the participant answered. By using open-

ended questions like “If your life is like a movie, which 

part is more important to you?” and “At what point in 

life did you feel alive?” the corresponding author easily 

facilitated patients’ responses to protocol questions and 

their recall of memories. At the end of each session, the 

patient was given the opportunity to express what he or 

she thought was important but overlooked. The entire 

DT protocol was performed for each participant over 

three or four sessions of 30 to 45 minutes. The method 

of performing the intervention was taken from the 

reference book entitled “Dignity Therapy Final Words 

for Final Days” written by Chochinov (14) (Table 1). 

At the end of all sessions, the recorded speeches of 

the participants were written with respect to integrity. 

Words, phrases, and sections unrelated to the protocol 

questions were deleted. Sentences containing 

inappropriate, offensive, or unpleasant words were 
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corrected and rewritten with the direct participation of 

the patients. In the last step of the writing process, the 

most important phrase or sentence in the interview text 

from the participant’s point of view was included at the 

end of the written document. The generated 

document—which contained the important memories, 

wishes, aspirations, and concerns of the patient—was 

provided to the patient for final correction and 

approval. If there was a discrepancy in the text of the 

re-document, the amendments were made under the 

direct supervision of the participant. In the next step, 

the patient’s trustee (a friend or family member) was 

invited to the research environment and was given a 

description of the generative document intervention 

process. With the coordination and consent of the 

patient, the recipient could provide the generative 

document to other family members so that they could 

become familiar with the patient’s thoughts, wishes, 

desires, past, and even meet the patient’s needs as much 

as possible. The control group received routine care 

provided by the treatment center. Four weeks after the 

end of the intervention, participants from the two 

groups completed the HHI and the EORTC QLQ-C3. 

Data were analyzed using SPSS 16 (SPSS Inc., 

Chicago, IL., USA). Descriptive statistics (frequency, 

percentage, mean, standard deviation) and analytical 

statistics were considered. Data were analyzed using 

the Kolmogorov-Smirnov test. A Wilcoxon test was 

used to compare the mean scores of hope between the 

two groups, and a Mann-Whitney test was used to 

compare the mean scores of hope within each group. A 

paired t-test was used to compare the mean scores of 

quality of life before and after the intervention within 

groups. An independent t-test was used to compare the 

quality of life scores between the two groups. The 

significance level was set at P-value<0.05. 

 

Results 

Of the 76 participants in the present study, three 

individuals from the intervention and three from the 

control group were excluded. Data from the 

remaining 70 patients (35 from each group) were 

analyzed (Figure 1). 

There were 28 females in the intervention group and 

27 females in the control group. The mean ages of the 

intervention and control groups were 47.14±9.82 and 

47.89±9.62 years, respectively. The intervention group 

had the highest frequency of elementary education, and 

the control group had the highest number of diploma 

degrees. In the intervention group, there was one 

unmarried person, and all participants in the control 

group were married. Twenty patients in the 

intervention group and 23 patients in the control group 

were housewives. The most common type of cancer in 

both groups was breast cancer. The most common type 

of treatment was chemotherapy in both groups. 

Considering demographics, there were no statistically 

significant differences between the two groups 

(P>0.05) (Table 2). 

The Mann-Whitney test results showed that there 

was no significant difference between the mean 

scores of hope between the intervention (24.02±3.05) 

and the control groups (25.06±4.12) before the 

intervention (P=0.11). In the intervention group 

before the intervention, the mean score of hope was 

24.02±3.05, which increased to 26.88±2.90 four 

weeks after the completion of the intervention. This 

increase was statistically significant (P<0.001). In the 

control group, there was no significant difference 

between the mean scores of hope before and after the 

intervention (P=0.07). The results of the Mann-

Whitney test showed that after the intervention, the 

mean scores of hope in the intervention group were 

significantly higher than those of the control group 

(P=0.03) (Table 3). The mean change in the hope 

scores in the intervention group was 2.86±2.92. The 

mean scores of hope in the intervention group were 

significantly higher than those of the control group 

(P<0.001) (Table 4). 

Independent t-test results showed no significant 

differences between the mean scores of quality of life 

between the intervention group (51.93±15.55) and the 

control group (48.03±12.54) (P=0.45). The paired t-

test results showed that in the intervention group, the 

mean scores of quality of life after the intervention 

(69.61±12.71) were significantly increased when 

compared with before the intervention (51.93±15.50) 

(P<0.001). In the control group, there was no 

significant difference between pre- and post-

intervention scores (P=0.09). The independent t-test 

showed that four weeks after the intervention, the 

quality of life scores in the intervention group were 

significantly higher than those of the control group 

(P<0.001). The mean score of quality of life in the 

intervention group was (17.68±12.37) (Table 3). Mean 

changes in quality of life in the intervention group were 

significantly higher than in the control group (P<0.001) 

(Table 4). 

 

 

Table 1.  The Dignity Therapy Question Protocol 

The Dignity Therapy Questions 

1) Tell me a little about your life history; particularly the parts that you either remember most or think are 

the most important.  

(2) When did you feel most alive? 
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The Dignity Therapy Questions 

(3) Are there specific things that you would want your family to know about you,  

(4) Are there particular things you would want them to remember? 

(5) What are the most important roles you have played in life (family roles, vocational roles, community-

service roles, etc.)?  

(6) Why were they important to you, and what do you think you accomplished in those roles? 

(7) What are your most important accomplishments, and what do you feel most proud of? 

(8) Are there particular things that you feel still need to be said to your loved ones (9) or things that you 

would want to take the time to say once again? 

(10) What are your hopes and dreams for your loved ones? 

(11) What have you learned about life that you would want to pass along to others? (12) What advice or 

words of guidance would you wish to pass along to your (son, daughter, husband, wife, parents, other[s])? 

(13) Are there words or perhaps even instructions that you would like to offer your family to help prepare 

them for the future? 

(14) In creating this permanent record, are there other things that you would like include? 

*Numbering is only to ensure traceability of methodology and results for the reader 

 

 

 

Table 2.  Comparison of demographic characteristics of patients in the intervention and control groups 

Groups 

Variables 

Intervention 

Frequency (%) 

Control 

Frequency (%) 
x2 P-value 

Age 47.14 ±9.82 47.89 ±9.62 0.57 0.92 

Gender 
Female 28(80) 27(77.1) 0.09 

 
0.77 

Male 7(20) 8(22.9) 

Educational level 

elementary (34.3)12 (31.4)11 

3.82 0.28 
Middle (11.4)4 (22.9)8 

Diploma (31.4)11 (37.1)13 

Academic (22.9)8 (8.6)3 

Marital status 
Single (2.9)1 (0)0 

0.3 1.00 
Married (97.1)34 (100)35 

Job status 

Employee (20 )7 (8.6 )3 

2.35 0.50 
Retired (11.4 )4 (8.6 )3 

housewife (57.1 )20 (65.7 )23 

Free (11.4 )4 (17.1 )6 

Type of cancer 

Lymphoma 3(8.6) 3(8.6) 

0.59 0.90 
Breast 21(60) 23(65.7) 

Digestive cancer 6(17.1) 6(17.1) 

Other 5(14.3) 3(8.6) 

Type of 

treatment 

Chemotherapy 27(77.14) 31(88.57) 
2.76 0.34 

Radiotherapy 8(22.86) 4(11.24) 

Time to diagnose 

cancer 

 

6 to 8 M. ago 9(25.71) 7(20.00) 

2.05 0.48 

9 to 11 M. ago 5(14.28) 13(37.14) 

12 to 14 M. ago 8(22.85) 10(28.57) 

15 to 17 M. ago 10(28.57) 2(5.71) 

More than 17 M. ago 3(8.59) 3(8.58) 
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Table 3.  Comparison of mean scores of hope and quality of life before and 4 weeks after intervention in two groups 

Variable Time Groups P-value b 

 
Intervention 

Mean ± S.D 
Control 

Mean ± S.D 
 

Hope 
Before 3 . 05±24.02 4 . 12±25.06 0.11, t=1.36 

After 2 . 90±26.88 4 . 26±24.60 0.03, t=4.79 

 P-value a <0.001,   z=5.69 0.20, z=3.96  

 P-valued 

Quality of life 
Before 15 . 50±51.93 12 . 54±48.03 0.45, T=2.27 

After 12 . 71±69.61 12 . 15±50.64 <0.001, t=5.31 

 P-value c <0.001, t=6.62 0.09, t=0.27  

 

 

Table 4.  Comparison of mean changes in hope and quality of life scores before and 4 weeks after intervention in two groups. 

 Intervention Control P-valued 

Hope 2 . 92±2.86 4 . 17 ±- 0.46 <0.001, t=5.17 

Quality of life 12 . 37±17.68 12 . 30±2.61 <0.001, t=5.83 

d Independent samples t-test 
 

 

 

Figure 1. Consort flow diagram of study 

 

Discussion 

The results showed that four weeks after the 

intervention, the mean hope scores and mean changes 

of hope scores in the intervention group were 

significantly increased when compared to the control 

group. In other words, dignity therapy increased the 

hope of cancer patients. 

Research by Vaghee et al. (2012) on the effect of 

dignity therapy on hope in hemodialysis patients is in 

line with the results of the present study (18). The 

results of Montross et al.’s (2015) study also confirm 

the findings of the present study (19). 
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One of the possible mechanisms of the effect of 

dignity therapy on hope among cancer patients is that 

it creates a sense of meaning and purpose in life. The 

generative document containing the patients’ feelings, 

interests, and desires led them to think and make 

decisions about their future lives. This treatment also 

enhances self-esteem, self-worth, and self-efficacy in 

patients by reminding them of their happy and lively 

days and their previous successes. Increasing one’s 

confidence in his/her abilities leads to improved self-

esteem and dignity (30). Increasing perceived dignity 

and self-worth is a driving force for increased effort 

and the use of problem-solving techniques to achieve 

goals. It has been suggested that applying problem-

solving and problem-focused coping styles can lead to 

increased hope (31). It may also have helped patients 

find ways to improve their emotional relationships with 

loved ones. As a result of this intervention, relatives 

and loved ones of the patient appear to have a better 

understanding of the patients’ interests, wishes, and 

needs. The patient’s loved ones and relatives who were 

the recipients of the generative document paid attention 

to the patient’s wishes and requests with empathy, 

attention, interest, and sensitivity. 

However, the results of Bentley et al.’s (2014) study 

on the feasibility, acceptance, and effectiveness of 

dignity therapy for family caregivers of people with 

neuron-motor disorders showed that dignity therapy 

did not have a significant effect on improving the hope 

of these family caregivers (20). In a study aimed at 

determining the effect of dignity therapy on neuron-

motor disorder patients and their caregivers, Aoun et 

al. (2015) found that dignity therapy did not affect 

participants’ hope (21). The reasons for the 

inconsistency between the results of the mentioned 

research and the present study include the differences 

in target groups, duration of intervention, and outcome 

measurement time, as well as differences in the tools 

used to measure hope. Most participants in the study by 

Bentley et al. and Aoun et al. were amyotrophic lateral 

sclerosis (ALS) patients. The physical changes and the 

onset of disabling symptoms are extremely severe and 

affect the entire nervous and motor systems of the 

patient in a short time (32). This can negatively affect 

hope for the future. Another reason for the 

inconsistency of the findings of this study with those of 

Bentley et al. is that in the present study, hope was 

measured four weeks after the end of the intervention. 

But in the study by Bentley et al., outcomes were 

measured one week after the intervention. In the 

present study, the patient’s family and loved ones were 

more likely to have the opportunity to make the 

patient’s wishes and aspirations come true after the end 

of intervention. However, in Bentley et al.’s study, 

patients’ families had little time to help the patient 

achieve his or her goals. 

The results showed that four weeks after the end of 

the intervention, the mean scores and changes in mean 

scores for QOL in the intervention group were 

significantly increased when compared with the control 

group. In other words, dignity therapy led to increased 

QOL for cancer patients. Research by Chochinov et al. 

(2005, 2011), which investigated the effect of dignity 

therapy on different aspects of near-death patients, 

showed that dignity therapy improves QOL (14,22). 

Research findings by Rudilla et al. (2016) comparing 

psychological counseling with dignity therapy in home 

care patients also indicated a favorable effect of dignity 

therapy on improving QOL (23). In addition, the results 

of Johnston et al.’s (2016) study that investigated the 

effect of dignity therapy on patients with dementia 

showed that this intervention improves QOL (24). The 

results of all the above-mentioned studies are in line 

with the findings of the present study. 

Dignity therapy is based on two basic principles. The 

first is the patients’ perception of themselves as human 

beings and the concept of self-worth, and the second is 

the active involvement of the patients’ loved ones and 

associates in helping the patients achieve their goals 

and aspirations. In other words, an understanding of 

patients’ condition and their wishes and requests can 

lead to social support. Social support is an important 

factor that has significant effects on the QOL of cancer 

patients (33). The availability of social support 

resources has favorable effects on cancer patients’ 

well-being and health. Hodges et al. (2012) believed 

that social support increases the quality of life. 

Meanwhile, a lack of social support leads to ineffective 

coping strategies and the exacerbation of the patients’ 

psychological distress (34), consequently reducing 

their QOL. Paying attention to the wishes, requests, 

and desires of patients—regardless of their disease, 

gender, or economic status—increases the hope of 

patients. Increasing hope empowers cancer patients to 

fight against adverse situations and plays an important 

role in improving life satisfaction (33). As hope and 

QOL are directly and intimately linked (19,20), 

increasing hope for the future will lead cancer patients 

to take measures to improve their physical and mental 

health, thereby improving their QOL (35). 

However, the results of Aoun et al.’s (2015) 

examination of the effect of dignity therapy on patients 

with neuron-motor disorders and their families showed 

that dignity therapy did not affect patients’ QOL (21). 

The results of Vuksanovic et al.’s (2017) study on the 

effect of dignity therapy on near-death patients showed 

that despite patients’ acceptance of this treatment, 

dignity therapy had no impact on QOL (emotional, 

physical, social, and functional aspects of patients) 

(25). In explaining and interpreting the inconsistency 

of the results of the present study with the findings of 

Aoun et al.’s and Vuksanovic et al.’s studies, we point 

to the difference in the type of disease of the 

participants. The target group in the present study was 

cancer patients. In Aoun et al.’s study, the participants 

were suffering from neuron-motor disorders. Another 

reason for the inconsistency is the difference in the 

scales used to measure the QOL, as well as the length 

of the interventions. It is recommended that future 

studies compare the impact of dignity therapy on QOL 
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with other palliative care methods. It is also 

recommended that future works investigate the effect 

of dignity therapy on quality of life and the symptoms 

of physical and psychological distress in chronic 

patients such as those suffering from multiple sclerosis 

and physical disabilities. 

 

Conclusion 

Dignity therapy can be a useful intervention method 

for increasing hope and improving the quality of life of 

cancer patients. 

 

Study Limitations 

One of the limitations of the present study is the 

small sample size. Also, all participants were patients 

of a single health center. 
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