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Abstract: Terminally ill cancer patients often experience demoralization and loss of dignity, which
undermines their spiritual wellbeing, which could, however, be supported by the presence of other
factors such as self-transcendence and religious coping strategies. To assess self-transcendence and re-
ligious coping strategies and how they influence spirituality, we studied 141 end-stage cancer patients
(64.3% male; mean age 68.6 ± 14.6) with a Karnofsky Performance Status ≤ 50 and a life expectancy
≤ 4 months using the Self-Transcendence Scale, the Demoralization Scale, the Functional Assessment
of Chronic Illness Therapy—Spiritual Wellbeing (FACIT-Sp-12), the Brief Religious COPE, and the
Patient Dignity Inventory. To understand the effects of these variables on spirituality, hierarchical
multiple regression was performed on FACIT-Sp-12. The final model predicted 67% of the variance in
spiritual wellbeing. Demoralization was the strongest influencing factor (β = −0.727, p < 0.001), fol-
lowed by self-transcendence (β = 0.256, p < 0.001), and positive religious coping (β = 0.148, p < 0.05).
This study suggests that self-transcendence and positive religious coping may be protective factors for
spirituality in terminal cancer patients. These factors should be considered in treatment to promote
spiritual wellbeing and improve patients’ quality of life at the end of life.

Keywords: spirituality; self-transcendence trait; psychooncology; end of life; cancer

1. Introduction

Palliative care is defined by the World Health Organization as “the comprehensive
care of patients whose illness does not respond to curative treatment”. The goal of palliative
care is to achieve the best possible quality of life for patients and their families. Therefore,
treatment includes complete control of pain and other symptoms, psychological and social
distress, and, last but not least, spiritual problems.

Spirituality involves believing in something greater, finding meaning in something
that cannot be seen with one’s own eyes [1]. It may be important for good psychological
development and adaptation to the disease, as it removes the sense of impotence that
would otherwise make life hopeless. The spiritual dimension seems to alleviate patients’
psychological distress by mediating their attachment style [2]. Spirituality is not only about
religion. Moreover, religion can also lead to maladjustment when the person loses sight
of reality and waits trustingly for divine instructions. Previous studies have shown that
positive religious coping strategies are protective factors for psychological distress and,
more broadly, for quality of life in patients with advanced disease [3]. Moreover, positive
religious coping strategies have been shown to improve the quality of life of patients with
advanced cancer [4,5] and alleviate feelings of distress [6,7].

Spirituality and positive religious coping strategies play an important role in the
pursuit of meaning by redefining a stressful situation as an opportunity for spiritual
growth [8]. This perception became part of people’s structure of meaning to cope with
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life’s difficulties [9]. Since the meaning of life is a feeling that can be fostered through self-
transcendence [10], this trait could be considered a protective factor for psychological distress.

Furthermore, it can be argued that spirituality could be considered a concept of self-
transcendence, as this trait is associated with spiritual ideas [11]. According to Cloninger’s
model of temperament and character [12], self-transcendence is a character dimension that
refers to the ability to perceive oneself as an integral part of the world and everything
that surrounds it. Self-transcendence affords individuals the ability to see themselves as
spiritually connected to all that surrounds them. This perspective is described by Cloninger
as “acceptance, identification, or spiritual union with nature and its source” [12].

The concept of self-transcendence has been studied over the years in the context of
spirituality [13,14], meaning of life [15], and quality of life in palliative care [16]. According
to Reed’s theory [17], self-transcendence increases self-awareness and introspection [10]
and may promote spiritual wellbeing by providing a sense of purpose, acceptance, and
self-efficacy [18]. In addition, self-transcendence has been studied within the concept of
religious coping strategies [19]. Pargament and colleagues [20] identified two patterns of
religious coping: the positive, which consists of religious coping methods such as seeking
spiritual support and connecting with God, and the negative, which is characterized by
spiritual dissatisfaction and distrust of God. Both religious coping strategies, especially the
positive, are often used to cope with adverse events and can help people find meaning and
purpose [20].

To date, spiritual wellbeing, self-transcendence, and religious coping have been stud-
ied in relation to populations of older adults and people with terminal illnesses such as
cancer [2,4,21–26]. Ill patients are exposed to a very stressful situation due to their physical
and psychological symptoms and therefore often suffer from mental health problems [27].
The most common symptoms in people with a cancer diagnosis include anxiety and/or
depression [28–30], but especially demoralization [31,32] and loss of dignity [33,34].

Based on these findings, the present study aimed to shed more light on the aspects
that may be protective or risky for spiritual wellbeing in a group of terminal cancer patients.
Specifically, first, we wanted to observe the presence of self-transcendence and religious
coping strategies in the most fragile and distressing phase of life. Second, we wanted to
observe how these variables, along with risk factors such as demoralization and loss of
dignity, may influence spirituality at the end of life.

2. Materials and Methods
2.1. Setting and Sample

The final sample consisted of 141 hospitalized patients recruited between April 2019
and March 2020 at Molinette Hospital “Città della Salute e della Scienza” (79 (55.2%)
patients) and at Hospice “Valletta” (62 (43.4%) patients) (Turin, Italy).

All participants had a cancer diagnosis in palliative care, with a life expectancy of only
a few weeks. Under regional law, patients are admitted to palliative care if they are in an
advanced stage of disease (terminal phase) for which curative treatment is not possible
or appropriate, and if they have an unfavorable/poor prognosis, with an expected life
expectancy of 4 months or less and a Karnofsky Performance Status (KPS) [35,36] of 50 or
less (Piedmont Regional Legislative Decree No. 45/2002 and National Law on Palliative
Care and Pain Management No. 38/2010). Patients who met the inclusion criteria were
asked to participate in the study and were consecutively included if they consented to
the study. All participants provided written informed consent, and the present study was
approved by the Ethics Committee of the institution (Procedure n◦ CS2/1178) in accordance
with the Declaration of Helsinki.

Palliative care physicians recorded the sociodemographic (age, sex, marital status, edu-
cation, and occupation) and clinical data of each patient. Psychological data were collected
by psychooncologists who provide psychological counseling in hospitals and hospices
and offer psychological interventions to patients and caregivers. A bedside interview was
conducted, and questionnaires listed in the Instruments section were distributed to patients
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who agreed to participate in this study. Patients who were independent were asked to
complete the questionnaires in their own time. In cases where physical conditions did
not permit complete independence and completion of the questionnaires, the researcher
assisted the patient by, for example, reading aloud or spreading the data collection over
several days.

2.2. Instruments
2.2.1. Clinical Variables and Spiritual Well-Being

The Karnofsky Performance Status (KPS) is a physician-rated index of physical perfor-
mance often used in studies of cancer patients [35–37]. A higher score (range 0–100) means
that the patient is able to perform daily activities.

The Functional Assessment of Chronic Illness Therapy—Spiritual Wellbeing (FACIT-
Sp-12) is a 12-item instrument designed to assess spiritual wellbeing in cancer patients [38].
Each item is scored on a five-point Likert scale (from “not at all” to “very much”), with total
scores ranging from 0 to 48: the higher the total score, the higher the level of spirituality.
Originally, the instrument contained three subscales expressed in different factors [39]:
meaning, peace, and faith. More recently, a new three-factor model has been proposed [40],
in which the first factor is called meaning and consists of 4 items, whereas the second and
third factors are called peace and faith, respectively, and consist of 2 items. In our sample,
the internal reliability of FACIT-Sp-12 estimated using Cronbach’s alpha was 0.85.

2.2.2. Psychological Variables

The Temperament and Character Inventory Revised (TCI-R) [41,42] was developed
to assess the temperament and character domains according to Cloninger’s theory. In the
revised version of the instrument, the author introduced three dimensions of character [43]:
self-control (SD), cooperativeness (C), and self-transcendence (ST). Given the purpose
of our study, which focuses on the analysis of self-transcendence, we chose to use only
the ST scale in our sample, as suggested by Garcia-Romeu [44]. The ST scale consists of
21 items rated on a five-point Likert scale from one (absolutely wrong) to five (absolutely
right). The construct of self-transcendence was described by Cloninger [12] as a three-stage
developmental sequence measured using three corresponding subscales: self-forgetful
vs. self-aware experience (ST1), transpersonal identification vs. self-isolation (ST2), and
spiritual acceptance vs. rational materialism (ST3). In our sample, the internal reliability of
the Self-Transcendence Scale estimated using Cronbach’s alpha was 0.92.

The Brief Religious COPE (Brief RCOPE) [45,46] is a 14-item instrument used to evalu-
ate two modes of cancer-related religious coping: positive and negative. The instrument
consists of 14 items rated on a Likert scale from one (not at all) to four (very strongly). It is
divided into two subscales; the first includes items from one to seven and measures posi-
tive religious coping (e.g., “looked for a stronger connection with God”), while the second
consists of items from 7 to 14 and measures negative religious coping (e.g., “wondered
whether God had abandoned me”).

The Patient Dignity Inventory (PDI) is a 25-item scale that measures distress related
to dignity by examining the patient’s level of difficulty with physical, psychological, and
social problems on a 5-point Likert scale ranging from 1 (no problem) to 5 (it is a distressing
problem) [47,48]. The instrument aims to capture the multiple causes of distress (physical,
functional, psychological, existential, and spiritual problems), and it includes the following
five subscales: psychological distress, social support, physical symptoms and dependence,
existential distress, and loss of meaning and purpose [49]. In our sample, the internal
reliability of the PDI scale estimated using Cronbach’s alpha was 0.93.

The Demoralization Scale (DS) is a 24-item scale assessing patient demoralization,
with a 5-point Likert scale ranging from 0 (never) to 4 (always) describing the frequency of
occurrence of each item [50,51]. The instrument consists of five subscales expressing the
dimensions of demoralization examined in the questionnaire: loss of meaning and purpose,
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dysphoria, discouragement, helplessness, and sense of failure [50,51]. In our sample, the
internal reliability of the Demoralization Scale estimated using Cronbach’s alpha was 0.93.

2.3. Statistical Analyses

Asymmetry and kurtosis were used to prove the normal univariate distribution of
the data. Means (SD) and frequencies were reported as descriptive analyses. Student’s
t tests for two independent samples and χ2 tests were performed to determine whether
there were differences between gender (female and male) in clinical, sociodemographic, or
psychological variables. Furthermore, two preliminary one-way ANOVAs were conducted
to determine whether psychological variables differed between groups with different levels
of education and marital status. Relationships among variables (demographic, clinical, and
psychological) were analyzed using Pearson’s bivariate correlation. Hierarchical linear
regression was performed to examine whether demoralization, positive and negative
religious coping, and self-transcendence significantly contributed to the explanation of
spirituality, with FACIT-Sp-12 total score serving as the dependent variable. Linearity
and homoscedasticity were tested using partial regression plots and a plot of studentized
residuals against predicted values, while independence of residuals was tested using the
Durbin–Watson statistic. The P–P plot was used to test the normal distribution of the
residuals. Regarding multicollinearity, tolerance and variance inflation factors were used.
There were no studentized deleted residuals greater than ±3 standard deviations, no
leverage values greater than 0.2, and no Cook’s Distance values greater than 1. A 2-tailed
test with a value of 0.05 was used for all statistical analyses.

Statistical analysis was performed using SPSS Statistics version 26.0.0 software for
Mac (IBM Corp. Armonk, New York, NY, USA).

Sample size was calculated using G*Power software (version 3.1). For hierarchi-
cal regression analysis considering 1 dependent variable (FACIT-Sp-12 total score) and
5 independent variables (gender, demoralization, loss of dignity, positive coping, and
self-transcendence), effect size F2 = 0.15; α = 0.05, and power of 0.95; the required sample
size was 138.

3. Results
3.1. Sociodemographic, Clinical, and Psychological Characteristics

Sociodemographic, religious practices and clinical data are shown in Table 1. The
mean age is over 65 years (mean 68.5 ± 14.64), and in terms of gender, the sample is
predominantly male (64.3%). Regarding the type of disease, lung cancer was the most
common. Significant differences between sex were found in marital status (χ2(4) = 14.7,
p = 0.005) and religious practice (χ2(1) = 6.5, p = 0.011).

Table 1. Sociodemographic characteristics of the sample.

Characteristics N = 141 Female
(n = 50)

Men
(n = 93)

Age, (mean ± SD) 68.55 ± 14.64 67.9 ±16.1 69.9 ± 12.0
Site, n (%)
Hospice 62 (43.4) 22 (15.8) 40 (28.8)
Hospital 79 (55.2) 26 (18.7) 51 (36.7)

Marital status, n (%)
Married/cohabitant 93 (65.7) 23 (16.5) 70 (50.3)

Single 22 (16.1) 11 (7.9) 11 (7.9)
Divorced 8 (5.6) 5 (3.6) 3 (2.2)

Widow(er) 16 (11.2) 5 (3.6) 11 (7.9)
Education, n (%)
Primary school 36 (25.2) 11 (7.9) 25 (18.0)
Middle school 51 (37.1) 22 (15.8) 29 (20.9)
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Table 1. Cont.

Characteristics N = 141 Female
(n = 50)

Men
(n = 93)

High school 43 (30.8) 14 (10.1) 29 (20.9)
Graduate 9 (6.3) 2 (1.4) 7 (5.0)

Occupation, n (%)
Unemployed 8 (5.6) 3 (2.2) 5 (3.7)

Employed 22 (15.4) 9 (6.7) 13 (9.7)
Self-employed 11 (8.4) 5 (3.7) 6 (4.5)

Retired 93 (65.7) 29 (21.6) 64 (47.8)
Religion, n (%)

Catholic 122 (86.0) 43 (31.6) 79 (58.1)
Orthodox 2 (1.4) 2 (1.5) 0 (0)

Atheist 11 (8.4) 2 (1.5) 9 (6.6)
Agnostic 1 (0.7) 0 (0) 1 (0.7)

Religious practice, n (%)
Prayer 41 (28.7) 21 (15.8) 20 (15.0)

Not a prayer 92 (65.7) 26 (19.5) 66 (49.6)
Tumor site, n (%)

Lung 32 (23.4) 6 (4.3) 26 (18.6)
Pancreatic 25 (17.7) 9 (6.4) 16 (11.4)
Colorectal 13 (9.2) 6 (4.3) 7 (5.0)

Kidney 13 (9.2) 2 (1.4) 11 (7.9)
Other 57 (40.4) 26 (18.6) 31 (22.1)

KPS (mean ± SD) 39.34 ± 9.76 41.4 ± 8.4 38.2 ± 10.3
Abbreviations. N (%) = number and absolute frequencies; SD = standard deviation; KPS = Karnofsky Perfor-
mance Status.

The psychological variables (mean and standard deviation) are shown in Table 2. The
results of the ANOVAs showed that the differences between both educational levels and
marital status were not statistically significant for any of the psychological variables. So,
education and marital status were not included in the subsequent analyses. Significant
differences between sex were found in FACIT-Sp-12 total score (female vs. men, mean
SD: 24.0 ± 8.4 vs. 21.2 ± 6.1; t(76) = −2.06, p = 0.02), and in Positive Religious Coping
(female vs. men, mean SD: 15.1 ± 5.6 vs. 11.4 ± 4.9; t(137) = −4.01, p < 0.001).

Table 2. Psychological variables, means ± SD (N = 141).

Variables N = 141 Female
(n = 50)

Men
(n = 91)

FACIT-Sp-12
Total score 22.1 ± 7.1 24.0 ± 8.4 21.2 ± 6.1
Meaning 11.5 ± 2.6

Peace 6.6 ± 3.2
Faith 4.1 ± 3.5

Demoralization Scale
Total score 37.8 ± 14.2 36.2 ± 13.9 38.5 ±14.4

Loss of meaning and purpose 5.5 ± 4.4
Dysphoria 6.5 ± 3.2

Disheartenment 13.0 ± 4.3
Helplessness 6.3 ± 3.3

Sense of failure 6.5 ± 2.2
Patient Dignity Inventory

Total score 61.6 ± 16.0 59.4 ± 16.8 62.6 ± 15.5
Psychological distress 17.3 ± 5.1

Social support 4.4 ± 2.0
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Table 2. Cont.

Variables N = 141 Female
(n = 50)

Men
(n = 91)

Physical symptoms and dependency 12.0 ± 3.7
Existential distress 19.7 ± 5.9

Loss of purpose and meaning 8.2 ± 3.3
Brief RCOPE

Positive religious coping 12.7 ± 5.4 15.1 ± 5.6 11.4 ± 4.9
Negative religious coping 10.3 ± 3.3 10.8 ± 3.7 10.0 ± 3.1

TCI self-transcendence
Total score 67.6 ± 17.3 71.6 ± 17.8 65.6 ± 16.7

ST1 25.5 ± 7.6
ST2 19.8 ± 5.8
ST3 24.3 ± 7.0

Abbreviations. FACIT-Sp-12: Functional Assessment of Chronic Illness Therapy—Spiritual Wellbeing Scale;
TCI = Temperament and Character Inventory Revised; ST1 = self-forgetful vs. self-conscious experience;
ST2 = transpersonal identification vs. self-isolation; ST3 = spiritual acceptance vs. rational materialism.

3.2. Correlational Analysis

The results of the bivariate correlations between spiritual wellbeing and psychological
variables are presented in Table 3 (r values are reported in table). Age was not correlated
with any of the psychological scales. A significant negative correlation was found between
demoralization (DS-IT) and all the spirituality scores (FACIT-Sp-12; all p ≤ 0.01). Regarding
the PDI total score, we found a significant and negative correlation with all the spirituality
scores (p < 0.05). Positive and significant correlations were also found between the positive
religious coping score and spirituality and faith subscales, while the negative religious
coping score did not correlate with spirituality (p > 0.05).

Table 3. Pearson’s correlations among spirituality (FACIT-Sp-12), age, and psychological variables.

Age DS-IT PDI Positive Religious
Coping

Negative Religious
Coping Self-Transcendence

FACIT-Sp-12 total score −0.004 −0.713 * −0.288 * 0.349 * −0.096 0.483 *
FACIT-Sp-12 meaning −0.028 −0.664 * −0.186 * −0.048 −0.068 0.136

FACIT-Sp-12 peace 0.063 −0.713 * −0.434 * 0.124 −0.119 0.294 *
FACIT-Sp-12 faith −0.046 −0.303 * −0.049 0.628 * −0.036 0.607 *

Abbreviations. FACIT-Sp-12: Functional Assessment of Chronic Illness Therapy—Spiritual Wellbeing Scale; DS-IT:
Demoralization Scale, Italian Version; PDI: Patient Dignity Inventory. * p-value ≤ 0.01.

For the Self-Transcendence scale, a positive and significant correlation was found
between the total score of FACIT-Sp-12 (r = 0.483, p < 0.01) and peace (r = 0.294, p = 0.294)
and Faith subscales (r = 0.607, p < 0.01). On the other hand, no significant correlation
was found between the subscale FACIT-Sp-12 meaning and the Self-Transcendence Scale
(r = 0.136, p = 0.108). To investigate any differences between sex, the correlations for females
and males were analyzed separately. The results showed no differences between female
and male, except for the correlation between the total PDI score and FACIT-Sp-12, which
was not statistically significant for either sex.

3.3. Regression Analyses

Hierarchical multiple regression was conducted to examine whether the inclusion of
the self-transcendence trait, in addition to loss of dignity, positive religious coping, and
demoralization resulted in significantly higher variance in spirituality. As a result of the
preliminary correlational analysis, the following five blocks of variables were introduced
sequentially: (1) gender; (2) demoralization; (3) sense of dignity; (4) positive religious
coping; (5) self-transcendence trait (see Table 4 for the regression model). The addition of
demoralization to the model (Step 2) resulted in a statistically significant increase in R2 by
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0.52, F(1, 136) = 55.11, p < 0.001, indicating a negative contribution of demoralization. In the
third model (step 3), loss of dignity (PDI) was added. Although the effect of demoralization
remained high, PDI also proved to be a statistically significant predictor.

Table 4. Hierarchical multiple regression with spirituality (FACIT-Sp-12 total score) as dependent
variable.

Predictor B β t R2 ∆R2 F

Step 1 0.04 0.04 5.06 *
Gender 2.80 0.189 2.25 *

Step 2 0.53 0.49 75.63 **
Gender 2.01 0.135 2.287 *
DS-IT −0.352 −0.703 −11.876 **

Step 3 0.55 0.02 55.11 **
Gender 2.157 0.145 2.505 *
DS-IT −0.405 −0.810 −11.514 **
PDI 0.084 0.189 2.680 **

Step 4 0.63 0.04 56.06 **
Gender 0.766 0.052 0.919
DS-IT 0.398 −0.796 −12.35 **
PDI 0.082 0.184 2.853 *

Positive religious coping 0.381 0.291 5.199 **
Step 5 0.67 0.66 53.36 **

Gender 0.815 0.055 1.034
DS-IT −0.364 −0.727 −11.467 **
PDI 0.056 0.127 2.021 *

Positive religious coping 0.195 0.148 2.341 *
TCI-ST 0.105 0.256 4.069 **

Abbreviations. FACIT-Sp-12: Functional Assessment of Chronic Illness Therapy—Spiritual Wellbeing Scale;
DS-IT: Demoralization Scale, Italian Version; PDI: Patient Dignity Inventory; TCI-ST: Temperament and Character
Inventory—Self-Transcendence Scale. * p value < 0.05; ** p value < 0.001.

The full model (Step 5) predicting spirituality was statistically significant, with R2

of 0.67, F(5, 133) = 53.36, p < 0.001. Demoralization remained the most significant and
negative predictor (β = −0.727, p < 0.001). On the other hand, self-transcendence and
positive religious coping emerged as significant positive predictors of spirituality (TCI-ST:
β = 0.256, p < 0.001; positive religious coping: β = 0.148, p = 0.021). Loss of dignity was also
a significant predictor of spirituality, although with a lower β (β = 0.148, p = 0.045).

4. Discussion

The aim of the present study was to investigate the relationship between self-transcendence,
positive and negative religious coping, demoralization, and dignity in a sample of terminal
cancer patients and to determine their relationship with spiritual wellbeing. Correlational
analysis showed a significant and positive relationship between self-transcendence and
spiritual wellbeing [26,52]. These results support information in the literature indicating
that self-transcendence can promote spiritual wellbeing: self-transcendent traits seem
to favor the ability to find meaning in social and spiritual life, thus increasing spiritual
wellbeing [17]. In addition, our data highlighted that self-transcendence was significantly
associated with positive religious coping strategies. Although limited data are available in
the literature, these findings are consistent with previous studies showing low association
between negative religious coping strategies and self-transcendence [19]. In support of
these findings, regression analysis indicates that self-transcendence and positive religious
coping strategies are predictors of spiritual wellbeing. This result could be due to the
fact that the two factors studied have in common the concept of the search for meaning.
Indeed, it is known that the presence of self-transcendence as a character trait implies a
search for meaning in daily life [11], and this is closely related to positive religious coping.
Indeed, positive strategies accompany actions that help individuals find meaning in their
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relationship with God [20]. Therefore, the search for meaning fostered by self-transcendence
and positive religious coping strategies may promote spiritual wellbeing [53].

Moreover, correlational analysis showed a significant negative relationship between
the self-transcendence scale and the demoralization scale. These results support the idea
that the sense of purpose promoted by self-transcendence can reduce psychological distress
in patients at the end of life [16]. In particular, feelings of discouragement and failure can
be alleviated by promoting a sense of meaning in life, which may help patients reduce
psychological distress [54].

In addition, the demoralization scale showed a negative relationship with spiritual
wellbeing, which was confirmed by the regression analysis in which demoralization ap-
peared as the main significant negative predictor of spiritual wellbeing. The regression
analysis also showed that self-transcendence significantly predicted spiritual wellbeing.
Positive religious coping strategies are often used to cope with adverse events and can help
people find meaning and purpose [20]. Cancer patients face a very stressful situation due to
their physical and psychological symptoms and therefore often suffer from psychological
problems [27]. Spiritual wellbeing, self-transcendence, and positive religious coping may
therefore act as protective factors.

Further research is encouraged to investigate the role of these variables in reducing
psychological distress and promoting wellbeing. Further studies should also delve into
the relationship between loss of dignity, demoralization, and spiritual wellbeing. Indeed,
the correlation analyses showed a significant and negative relationship between loss of
dignity and spiritual wellbeing. However, the regression analysis showed a doubtful result,
where demoralization seems to play a crucial role in elucidating this relationship. Spiritual
wellbeing has been shown to be related to the presence of character traits associated with
self-transcendence [55]. This finding clearly implies the need to study self-transcendence
in patients and to promote its structuring also through positive coping strategies that can
support a spiritual approach in patients. These results could also enlighten about the
best intervention to treat the patient’s suffering, namely a more spiritual path that can
lead to the psychological wellbeing of the person. Moreover, the presence of traits of self-
transcendence may enable the patient to try, together with the physician, to find meaning
in their illness at the end of life. The evolution of psychotherapies in palliative care has led
to the development of strategies focused on spirituality, based on the patient’s need for
answers not only to physical, mental, or social needs, but also to the existential questions
about the meaning or value of life and spirituality. Palliative care psychotherapists seize
the opportunity to encourage patients to find meaning in suffering in the face of death.
This meaning-making process can be generative for patients: several studies confirm
the use of validated psychotherapies to restore meaning. These include Victor Frankl’s
logotherapy [56,57] and Chochinov’s dignity therapy [58,59]. Thus, psychotherapy helps
to analyze the patient’s meaning of life from a psychological point of view, performing
activities that allow for defining the trace of self that the patient wants to leave to the next
generation, in order to promote the connection that allows giving meaning to one’s life.

In addition to psychotherapists, other professions are also concerned with spirituality,
such as healthcare chaplains (albeit with different methods, interpretations, and goals), and
previous work has addressed this topic [60]. Nevertheless, our research focuses on psycho-
logical aspects and on a psychological perspective. In palliative care, a difficult challenge
for the psychotherapist is to awaken social feelings through an empathic understanding of
a patient’s suffering and accompanying the person with love and hope until the end of life
in a compassionate way [61].

In conclusion, from a clinical perspective, these data are of great importance in clinical
and palliative settings, as they could pave the way for new tailored treatments that target
patients’ spiritual and psychological wellbeing.

The strengths of this study lie in the analysis of factors such as spirituality and the
ability to find meaning in life that have been little studied in the literature, especially in
a population of terminally ill people [25]. On the other hand, this study also has some
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limitations. First, this is a cross-sectional study, which does not allow us to demonstrate
a causal relationship between variables or to assess the influence of variables at different
stages of the disease. Second, the average age of our sample was quite high. It could be
interesting to explore these factors in younger patients with degenerative diseases at the
end of life. Third, we did not consider some variables related to the individual’s family
dynamics and the presence and qualitative support of the caregiver, especially the religious
or spiritual beliefs of the caregiver. This information could better explain self-transcendence
and positive religious coping and their role for the patient at the end of life.

5. Conclusions

The current study suggests that self-transcendence and positive religious coping
strategies may be protective factors in reducing distress in cancer patients in palliative care.

These factors need to be considered in the treatment of this patient population in order
to promote spiritual wellbeing and thus improve patients’ quality of life at the end of life.
Indeed, health care providers should consider these aspects when providing personal and
medical care. Clinical treatment protocols could be designed to promote the development of
characteristics of self-transcendence in patients, help them find meaning even during their
illness, and improve psychological and spiritual wellbeing at every stage of the disease.
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