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Original Article

The Relationship between Dignity Status and Quality of Life in Iranian

Terminally lll Patients with Cancer

Abstract

Background: Palliative care is an approach that has been used to care for terminally ill patients.
The current study was performed to assess the association between the status of patient dignity and
quality of life (QOL) in Iranian terminally ill patients with cancer. Materials and Methods: This
descriptive correlational study was conducted on 210 end-stage cancer patients (102 men and 108
women) who were referred to Seyed Al-Shohada Hospital, Isfahan, Iran, in 2015. To assess dignity
status, we used the Patient Dignity Inventory. The Persian version of the European Organization for
Research and Treatment of Cancer Quality of Life Questionnaire was used for QOL assessment.
Results: There was a significant negative association between total dignity status and QOL scales. In
addition, significant negative relationship was observed between dignity-related domains (loss of worth
sense: 7 = —0.50, P < 0.001; anxiety and uncertainty: » = —0.51, P < 0.001; symptom distress: » = —0.62,
P < 0.001; and loss of autonomy: » = —0.61, P < 0.001) and functional scale and some subscales of the
QOL scale. In contrast, a significant positive relationship was found between dignity-related domains,
and total symptom scale and fatigue. No significant relationship was observed between different items of
dignity and global health status/QOL scale. Conclusions: High dignity status in terminally ill patients
was associated with higher QOL in terms of functional intactness and lower symptom distress.
Further studies are necessary to shed light to our findings.
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requires attending to their QOL and treating
disease-related psychological and physical
symptoms.”! Attention to the QOL of
patients with cancer is important not only at
the time of diagnosis of the disease but also
during the treatment. At present, survival
rate is not important and individuals require
a high QOL. Nurses have an important role
in examining and promoting the QOL of
terminally ill patients with cancer due to
their longer and more direct contact with
the patients.!'%!!]

Introduction

Cancer has been the second leading cause
of mortality in the past century, and thus,
is of grave importance.! In Iran, cancer
is the third main cause of death only
after cardiovascular diseases (CVD) and
accidents.” Local reports indicate that the
incidence of cancers will further increase
in Iran. For example, a recent estimation
indicated that the incidence rate of most
common cancers including lung, stomach,
breast, and prostate will increase over the
period of 2001-2015 in Isfahan Province in
the centre of Iran.l!

Palliative care has been used for patients
with advanced stages of cancer. In palliative
care, it has been shown that dignity
conveys an inherent respect for terminally
ill patients as they prepare for death.!'>!3
Dignity is defined as the quality or state of
being worthy, honored, or esteemed.!" Loss
of dignity has been reported as one of the
most important reasons that terminally ill
individuals request euthanasia or assisted
suicide.[">1%1 Chochinov et al. reported that
dignity therapy in patients with advanced
stages of disease improved QOL, increased

Cancer affects all aspects of life, including
family connections, social interactions,
marital  challenges, occupation, and
economic status.™ Moreover, patients with
cancer suffer from fatigue, psychological
difficulties, impaired body image (due to
changes in performance and long-term
disease), depression, and low quality
of life (QOL).>” These complications
are more severe in dying patients with
cancer.® Caring for terminally ill patients
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their sense of dignity, and changed how their family saw
and appreciated them.!'? Other studies have shown that
dignity in terminally ill patients is positively associated
with QOL, including physical, mental, functional, social,
and emotional health.'"*"”) Some studies have not shown
an association between the sense of dignity in terminally
ill patients and QOL scales.?*?!] Therefore, data on the
association between dignity and QOL is inconsistent,
scarce, and limited to western countries. In Iran, some
studies have reported that patients with end-stage cancer
have a low sense of dignity. Studies performed in Iran
have examined some aspects (not all) of QOL scales in
relation with the sense of dignity but this relationship has
not been fully assessed.?>?] Moreover, evidence suggests
that dying patients cared for within the Iranian health care
system, in spite of cultural and religious differences, have
similar problems as those in other countries.”” Based on
previous studies, culture can affect the sense of dignity in
terminally ill patients because it helps define psychological
status and create meaningful clusters of behavior according
to particular logics.*”! The current study, therefore, aimed
to assess the association between dignity status and QOL in
Iranian terminally ill patients with cancer.

Materials and Methods
Study population

This descriptive correlational study was performed on
patients with end-stage cancer in the age range of 15 to
85 years. Based on a type I error of a = 0.05, a power of
80%, and at least 0.2 estimate of correlation coefficient
between dignity and QOL, a sample size of 210 participants
was determined.''® During 4 months, 255 patients who
fulfilled the study inclusion criteria were chosen. From
among the 255 patients identified as candidates, 12 patients
were discharged before the interview could take place and
18 were unable to complete the questionnaire and consent
form due to severe physical symptoms. Of the remaining
225 patients, 15 were unwilling to participate in the study.
Thus, 210 terminally ill patients with cancer (93.33%)
completed the questionnaires. All cancer patients were
selected from the Seyed Al-Shohada Hospital affiliated
with the Isfahan University of Medical Sciences, Isfahan,
Iran, between November 2014 and March 2015. This
hospital is a teaching and referral oncology center that
covers a varied number of patients from several provinces
in Iran, particularly Isfahan, Chaharmahal and Bakhtiari,
Kohgiluyeh and Boyer-Ahmad, and Lurestan. This hospital
also provides palliative and end-of-life care services for
dying and end-stage patients.

The study inclusion criteria included being 15 years of age
or older, diagnosis of terminal cancer with a life expectancy
of less than 6 months, performance status of more than 2
based on the Eastern Cooperative Oncology Group (ECOG)
performance status, ability to read and speak Persian, and
no evidence of dementia or delirium (by reviewing the

medical records). The exclusion criteria included visual and
hearing problems, inability to give informed consent, being
critically ill, and unable to take part in the study protocol.

Other data on age, gender, education (illiterate, under
diploma, diploma, academic), monthly household net
income, marital status, smoking status, and alcohol
consumption was collected through direct interviews using
a questionnaire. In addition, we obtained information about
the duration of cancer and metastasis by assessment of
patients’ records.

Dignity assessment

The Patients Dignity Inventory (PDI) was applied to
assess the dignity-related distress of each patient.”>) This
questionnaire contains 25 items scored on a five-point scale
(1 = not a problem; 2 = a slight problem; 3 = a problem;
4 = a major problem; 5 = an overwhelming problem).*™ This
questionnaire is divided into 4 domains including symptom
distress, anxiety and uncertainty, loss of autonomy, and
loss of sense of worth raised in association with a patient’s
sense of dignity.?) Mean dignity-related distress domain
scores were calculated. Participants’ responses were also
categorized as a slight problem (item score of 1 to less than
3), a severe problem (item score of 3 to less than 5), and an
overwhelming problem (item score of 5).*

Permission to use the PDI was obtained from the original
author. The PDI was directly translated into Persian by
professors of Isfahan University of Medical Sciences
who were fluent in English. Then, it was translated back
into English by another professor fluent in English.
Subsequently, it was compared with the original Persian
translation and was accepted. Subsequently, the translations
were compared, matched, and given to a group of
professors and experts in the field of cancer and psychology
to comment on the content validity of the questionnaire.
Modifications were applied, after receiving the opinion of
the experts. The final version of the Persian questionnaire
had no ambiguities, and was simple and understandable
for the target group. To determine its reliability prior to
the current study, 30 patients with advanced-stage cancer
completed the PDI questionnaire and Cronbach’s alpha
coefficient was calculated (a = 0.90). PDI questionnaires
were completed as self-report questionnaires, but when
required, a highly skilled nurse read the questions aloud
and recorded the responses.

Quality of life assessment

The Persian version of the European Organization for
Research and Treatment of Cancer Quality of Life
Questionnaire (EORTC QLQ-C30) was used for QOL
assessment.’”) This 30-item questionnaire consists of a
functional scale (physical, role, emotional cognitive, and
social functioning), symptom scale (fatigue, nausea, and
pain), 6 single items (dyspnea, sleep disturbances, appetite
loss, constipation, diarrhea, and the financial impact of

179 Iranian Journal of Nursing and Midwifery Research | Volume 22 | Issue 3 | May-June 2017



[Downloaded free from http://www.ijnmrjournal.net on Monday, June 19, 2017, IP: 176.102.235.111]

Hosseini, et al.: Dignity status and its relationship to quality of life

the disease and treatment), and a single global QOL scale.
Each item is rated on a four-point scale (1 = not at all,
2 = a few, 3 = a lot, 4 = so much). We converted the score
of each scale to range from 0 to 100. A high score for the
functional scale represents a high level of functionality and
a high score for the global QOL scale represents high QOL,
however, a high score for the symptom scale represents a
high level of distress or symptomatology. The validity and
reliability of this questionnaire were previously determined
by Montazeri et al.?”

Statistical analysis

All analyses were performed using the Statistical Package
for the Social Sciences software (version 19.0, SPSS
Inc., Chicago, IL, USA). Quantitative variables are
expressed as mean and standard deviation, and qualitative
variables are shown as frequencies (percentages). To
determine the differences in qualitative and quantitative
variables among categories of dignity scores, we applied
one-way analysis of variance (ANOVA). In addition, we
compared qualitative and quantitative variables among
categories using Chi-square and independent sample #-test,
respectively. The Pearson correlation was used to examine
the association between dignity scores and different QOL
scales. All P values of less than 0.05 were considered
significant.

Ethical considerations

This study was approved by the Ethics Committee of
Isfahan University of Medical Sciences and written
informed consents were obtained from all participants.

Results

Differences in the demographic characteristics of
participants among different categories of dignity scores
are shown in Table 1. The majority of patients were women
(n = 108) and inpatients (n = 182) with a mean age of
50.42 years. All participants were Muslims (203 Shia, 7
Sunni), 176 (83.8%) were married, 40 (19%) had monthly
household net income, and 28 (13.3%) smoked. In addition,
metastasis was diagnosed in 145 (69%) patients. The mean
score on the PDI was 2.88 (out of 5). The distribution of
patients in dignity categories was as follows: 119 (56.7%)
in the slight problem category, 84 (40.0%) in the severe
problem category, and 7 (3.3%) in the overwhelming
problem category [Table 1]. The mean (SD) scores of
functional, symptom, and global QOL scales were 42.48
(21.12), 52.57 (21.07), and 40.31 (27.45), respectively.
In addition, the mean scores of loss of sense of worth,
anxiety and uncertainty, symptom distress, and loss of
autonomy were 1.46 (0.50), 2.70 (1.03), 2.60 (1.08), and
1.56 (1.20), respectively. The mean score of QOL scales
and dignity domains are presented in Table 2. On the other
hand, patients in this study reported that some items of the
PDI questionnaire had the most effect on their dignity. For

example, in response to the item “Not being treated with
respect by others,” most patients reported that this problem
is an “intolerable problem.”

Table 2 presents the association between dignity domains
and different QOL scales. Dignity domains including the
loss of sense of worth (» = —0.50, P < 0.001), anxiety and
uncertainty (» = —0.51, P < 0.001), symptom distress and
body image (» = —0.62, P < 0.001), and loss of autonomy
(r = —0.61, P < 0.001) were negatively associated
with total score of the functional scale. Moreover, this
relationship was significant for loss of sense of worth,
anxiety and uncertainty, and symptom distress in relation
with functional subscales including physical, role, and
social functioning, but not for loss of autonomy. Emotional
functioning was negatively associated with symptom
distress and body image (» = 0.14, P = 0.030), but not
with other dignity items. No significant association was
observed between different dignity domains and cognitive
functioning.

Table 1: Demographic characteristics of participants

Variables Total (210)
Age (mean) 50.42
Gender (%)

Male 48.6

Female 51.4
Marital status (%)

Married 83.8

Single 16.2
Education (%)

Iliterate 25.7

Non-academic 59.5

Academic 14.8
Religion (%)

Islam

Shia 96.7
Sunni 33

Received care methods (%)

Inpatient 86.70

Outpatient 13.30
Metastasis (%) 69.00
Duration of cancer (mean) 14.59
Smoking (%) 13.30
Monthly household net
income ($)*(%)

Less than 150 19.00

150 to less than 300 51.90

300 to less than 600 28.60

600 or higher 0.05
Total dignity score (mean) 2.88
Rate of dignity problems (%)

Slight 56.70

Severe 40.30

Overwhelming 3.30

All data is presented as mean or percentage; *1$=35000 Rial
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There was a significant positive association between
different items of dignity and total scores of symptom
scales (loss of sense of worth: » = 0.62, P < 0.001; anxiety
and uncertainty: r = 0.64, P < 0.001; symptom distress and
body image: r = 0.64, P < 0.001; and loss of autonomy: r
=0.42, P <0.001). Furthermore, this significant association
was observed between fatigue item and symptom scales,
except sense of loss of autonomy. There was a significant
positive relationship between sense of anxiety and
uncertainty, and pain. There was no significant association
between different domains of dignity and other symptom
subscales, except for financial difficulties that was
positively associated with symptom distress. Total score of
QOL scale in this study was also associated with all dignity
domains; however, global health status/QOL scale was not
significantly associated with these domains.

Discussion

The objective of the current study was to assess the
association between dignity status and QOL in Iranian
patients with advanced-stage cancer. Based on our
findings, the majority of patients in our study reported a
slight sense of dignity problem (56.7%). However, fewer
patients reported severe (40.3%) and overwhelming (3.3%)
dignity-related issues. The reason for having severe dignity
problems might be that patients who participated in the
study received less than optimum end-of-life and palliative

care services. In this cancer center, communication and
interactions may not be sufficient between nurses (and
other health care providers), patients, and their caregivers.
This might be due to the shortage of nurses; the ratio is
almost 5 patients to 1 nurse.*!

To conclude, the absence of a coherent and advanced
palliative care and the shortage of nurses trained in palliative
care in this center should be taken into consideration. It was
found that hospitalized patients’ encounters with a variety
of different shortages lead to feelings of low self-worth
and dignity, which was in agreement with the findings of
Ebrahimi et al.?

In addition, findings of this study revealed a significant
negative association between scales of dignity and functional
QOL scale. In line with our findings, Sautier et al. reported
a significant negative association between role, physical,
and social functioning of QOL with scales of dignity.]
Moreover, Vehling and Mehnert reported that patients with
high functional problems had low sense of dignity to the
extent that was of great concern.””! Therefore, attention to
dignity can promote functioning in end-of-life patients, and
this subject was also emphasized in prior studies. Religious
counselors and psychologists may help in increasing the
sense of dignity as well as the functional scale of QOL
score in terminally ill patients. Montross et al. reported
that dignity therapy is a valuable and effective method for

Table 2: The association between different scales of quality of life and dignity

Variables Dignity Loss of sense Anxiety and Symptom Loss of
subscales of worth uncertainty distress autonomy
Mean: 1.46 Mean: 2.70 Mean: 2.60 Mean: 1.56
SD: 0.50 SD: 1.03 SD: 1.08 SD: 1.20
Quality of life (EORTC Mean SD r P r P r P r P
QLQ-C30)
Functional scales 4248  21.12 -0.50  <0.001 —-0.51 <0.001 -0.62  <0.001 -0.61 <0.001
Physical functioning 36.91 2592 -0.18 0.001 -0.22 0.001 -0.20 0.001 —0.08 0.240
Role functioning 42,77  31.64 -0.14 0.030 -0.20 0.001 —0.18 0.001 -0.04 0.500
Emotional functioning 4436  28.26  —0.001 0.440 -0.12 0.060 -0.14 0.030 —-0.01 0.860
Cognitive functioning 5777  29.30 -0.71 0.300 -0.02 0.690 =0.11 0.090 —=0.001 0.900
Social functioning 39.52  31.17 -0.01 0.020 -0.22 0.001 —0.17 0.010 -0.07 0.290
Symptom scales 52.57  21.07 0.62 <0.001 0.64 <0.001 0.64 <0.001 0.42 <0.001
Fatigue 67.56  26.12 0.16 0.010 0.18 0.001 0.18 0.001 0.06 0.360
Pain 59.60  29.64 0.13 0.050 0.13 0.040 0.11 0.080 —0.001 0.950
Dyspnea 3539  36.81 0.001 0.900 0.03 0.650 0.07 0.300 —-0.11 0.100
Insomnia 44.60  35.75 0.06 0.370 0.12 0.070 0.11 0.100 0.05 0.460
Appetite loss 63.80  34.60 -0.02 0.710 —0.001 0.990 —0.03 0.650 0.001 0.900
Constipation 56.19  38.99 —-0.01 0.830 0.01 0.830 —0.06 0.360 -0.09 0.160
Nausea/vomiting 41.26  30.08 -0.04 0.510 0.02 0.680 —-0.01 0.840 -0.04 0.470
Diarrhea 28.09  37.16 -0.06 0.380 0.02 0.740 —0.001 0.950 -0.02 0.690
Financial difficulties 61.56  35.88 0.05 0.450 0.06 0.370 0.14 0.030 —0.001 0.990
QOL scales 40.31  27.45 -0.39  <0.001 -0.43 <0.001 -0.40 <0.001 -0.37  <0.001
Global health Status/QOL 3936 2546 —0.04 0.490 —-0.03 0.580 —0.02 0.700 -0.04 0.520

Dignity Subscales are based on PDI-G (German version of the Patient Dignity Inventory); EORTC QLQ-C30: European Organization for
Research and Treatment of Cancer Quality of Life Questionnaire-Core 30, SD: Standard deviation
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reduction of pain in dying patients and patients are willing
to recommend this method to others.*%

Based on our findings, no significant association was
found between functional subscales of QOL and loss of
autonomy. Moreover, cognitive functioning of QOL was not
significantly associated with scales of dignity. In contrast
with our findings, another study showed that patients with
high scores in the functional scale of QOL had a low sense
of loss of autonomy.?*! Another study reported a significant
negative association between cognitive scale of QOL and
different scales of dignity.** Different results in previous
studies can be due to differences among patients in terms
of culture and social factors, available equipment, and type
of end-of-life care or treatment. For example, patients in
current studies received no palliative care, while this type
of care was prescribed in the study by Sautier et al.*% In the
current study, a significant positive association was found
between total score of symptom scales (and also financial
difficulties, fatigue, and pain) and dignity scales; patients
with severe disease symptoms had a low dignity status
score. Our findings were confirmed by two studies, which
reported that fatigue, pain, and other disease symptoms
were positively associated with scales of dignity.**3! The
sense of dignity in patients with end-stage cancer was
affected by loss of sense of worth, sense of dependency on
others, and lack of respect from family and care personnel,
sense of control in life, and support from society, medical
staff, and relatives, and change in the view of others toward
them. These findings were supported by previous studies
that reported that the sense of dependency, loss of worth,
cosmetic changes, and loss of control in life decreased
the sense of dignity in terminally ill patients. Similarly, in
the study by Chochinov et al., patients reported that some
items of the dignity questionnaire including life without
meaning (Q14), concern about the future (Q8), anxiety and
depression (Q5,6), uncertainty of prognosis and treatment
(Q7), and inability to perform daily activities (Q1) are the
main problems that decrease their sense of dignity.?

The findings of the present study must be considered within
its limitations. The first limitation is the cross-sectional
nature of our study; hence, we cannot confer a causal link
between dignity and QOL. Further, perhaps prospective
studies are required to confirm our findings and establish
causal pathways. The second limitation was that the current
study only determined dignity status in terminally ill patients
with cancer, but did not perform any interventions for this
group of patients. It is suggested that future studies on
dispelling dignity problems and feasibility of dignity therapy
be conducted on end-of-life experiences of terminally
ill patients. Given that the quality of palliative services
patients received in this center was less than optimal, as
recommended by Bahrami and Arbon,3 we also suggest that
a study be conducted to compare QOL enhanced through a
palliative care system with other patients’ reported outcomes.

Conclusion

In conclusion, a strong sense of dignity in terminally
ill patients with cancer was associated with high QOL,
both in the functional and symptoms scale. Therefore,
interventions to increase the sense of dignity in terminally
ill patients, especially those with cancer, can improve
disease symptoms and functioning. Moreover, the training
of nurses in this regard can help to increase the sense of
dignity in terminally ill patients. In addition, the use of
religious counselors and psychologists for these patients
may help to increase their sense of dignity and QOL scales
scores. On the other hand, further studies, especially those
controlling all of the confounding variables, are necessary
to shed light on our findings, given that enhancing
dignity and improving QOL lies at the heart of providing
comprehensive quality palliative care.
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