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Abstract

The purpose of this study is to show the different components of spirituality in the last few weeks of life for advanced cancer patients admitted to hospice and to evaluate quality of life, pain, anxiety, depression and psychological adjustment to cancer. 
One hundred and fifteen patients were interviewed with a series of rating scales: the Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale (FACIT-Sp), the Hospital Anxiety and Depression Scale (HADS), the Visual Analogue Scale (VAS) for pain, the Brief Coping Orientation to Problem Experienced (Brief Cope) and the Functional Assessment of Cancer Therapy Scale General Measure (FACT-G). 
Workers and single patients with higher education level showed a worse quality of life. Moreover, anxiety and pain were negatively associated with quality of life, while spirituality and “Instrumental Support” coping style were positively associated with quality of life. In the Italian sample, it was observed that when patients are close to death, faith is a more important component of spirituality than meaning/peace.
This study confirms that quality of life could be related to physical and psychological symptoms, and this reiterates the importance of faith in end of life care.
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INTRODUCTION
In palliative care, quality of life (QoL) is a core concept related to spirituality and physical, psychological and social well-being (Sulmasy, 2002).  
Control of pain, along with psychological, social and spiritual problems, is paramount. The goal of palliative care is to achieve the best quality of life for patients and their families.
The importance of spirituality in the care of dying patients is appreciated by clinicians, researchers and educators in end of life care. The Institute of Medicine lists spiritual well-being as one of the six domains of quality supportive care for the dying (Field and Cassel, 1997). A World Health Organization (WHO) expert committee asserted that spirituality “is an important element of cancer pain management” (1983). 
In fact spiritual care is highlighted in hospices and improves patients’ QoL. This plays a fundamental role in maintaining patient well-being when coping with terminal illness, and is well accepted at the end of life (Visser and al, 2010; Puchalski et al, 2003).
When physical status declines, many patients with advanced illness seek hope and struggle with questions about their mortality and the meaning and purpose of life in connection to the transcendent (McClain et al, 2003; Bovero et al, 2010; Balboni et al, 2010).
Several researchers have demonstrated that higher levels of spiritual well-being

are associated with lower levels of psychological distress variables such as depression, hopelessness, desire for hastened death and suicidal ideation among severely ill

patients (Nelson et al, 2002; McCoubrie and Davies, 2006; Rodin et al, 2009; Balboni et al, 2010).
When discussing spirituality, it is important to make a distinction between religiosity and spirituality. Spirituality can exist both within and outside of a religious framework, and many individuals who consider themselves spiritual may not adhere to any particular religion (Ellerhorst-Ryan 1988; Vaughan et al, 1988; Muldoon and King, 1995). Religiosity is a related, but distinct construct that refers to organized behaviours, intended to put spirituality into practice (Brady et al, 1999; Miller and Thoresen 2003). Thus, religion refers to an organized system of beliefs, practices, and way of worship (Emblen, 1992) that can serve as a way to channel or direct the expression of spirituality (Elkins, 1988). Although religion provides a structured set of practices to help people become spiritual, religious affiliation does not guarantee spirituality and many individuals actively participate in religious rituals and practices without seeking or finding the deeper meaning that is a part of all organized religions (Donahue, 1985). 
Regarding distress many studies have analysed the most distressing symptoms at the end of life (Kutner et al, 2007). Cancer pain is one of the most distressing symptoms for cancer patients and it can have a major adverse impact on quality of life (Nekolaichuk et al, 2013). 

Depression and anxiety are common in patients with advanced illness and are associated with decreased functional status, decreased quality of life and greater difficulty managing physical symptoms (Noorani and Montagnini, 2007; Wilson et al, 2007).
For instance, individuals with advanced cancer are required to cope with the changes of terminal illness; consequently the strategies that patients use to cope with these changes can be important in predicting the QoL (Gathchel and Oordt, 2003).
While many of the studies have focused on the last six months of life, this study has focused a bit later, on the last four months.

The purpose of this study was to investigate the different components of spirituality (faith and meaning/peace) and QoL of cancer patients admitted to hospice, evaluating pain, emotional distress and psychological adjustment styles. 
METHODS
Setting and sample

Patients were recruited from January 2009 to March 2010 at the “Vittorio Valletta” hospice in Turin. All participants were diagnosed with cancer, had a life expectancy of four months or less (one of the admission criteria for Italian hospices) and a Karnofsky Performance Status (KPS) of 40 or lower. To be eligible for the study participation, patients were asked to complete a brief cognitive assessment, using the Mini-Mental State Examination (Folstein, 1975). Those, who obtained a score of 19 or less, were excluded from the study because of concerns they might not be able to provide a valid informed consent or give accurate responses to the study instruments. Patients who were unable to speak Italian fluently or who had a severe mental disorder were also excluded from the study. 
During the baseline visit, a structured clinical interview based on DSM-IV-TR criteria was conducted, to assess the presence of mental disorder. The study was approved by the ethics committee of the “San Giovanni Battista” hospital of Turin. Participants provided written, informed consent. 

During the study period, 119 inpatients were admitted to hospice. One study investigator (AB) interviewed participants at their bedside with self-report and clinician-rated tests in one or two sessions within 3 days of admission. Clinical data was collected in a medical chart. Socio-demographic and spirituality/religious data was gathered through a semi-structured oral interview (AB).

Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale (FACIT-Sp)

The FACIT-Sp contains 12 items underlying 2 factors (Faith and Meaning/Peace) (Brady et al, 1999). This scale is the most commonly used measure of spirituality for cancer patients and has been validated across languages and literacy levels (Peterman et al, 2002) including the Italian language. One characteristic of this scale is that the wording of items does not assume a belief in God. Therefore, it can be completed comfortably by an atheist or an agnostic, yet touches on both traditional religiousness dimensions (Faith factor) and spiritual dimensions (Meaning/Peace factor) on a five-point Likert scale ranging from 0 (not at all) to 4 (very much). The first factor, Faith, contains 4 items and measures comfort and strength derived from one’s faith. The second factor, Meaning/Peace, contains 8 items and assesses a sense of meaning, peace and purpose in one’s life. The summed score ranges from 0 to 48, with higher scores representing greater levels of spirituality. 
Functional Assessment of Cancer Therapy Scale General Measure (FACT-G)

The FACT-G is a 27-item compilation of general questions divided into 4 primary QoL domains: physical well-being (PWB), social/family well-being (SWB), emotional well-being (EWB) and functional well-being (FWB). Patients provide responses to each question on a five-point scale ranging from 0 (not at all) to 4 (very much). The total FACT-G score is the sum of the 4 subscale scores and ranges from 0 to 108, with higher scores indicating QoL (Cella et al, 1993).
Hospital Anxiety and Depression Scale (HADS)

The HADS is a 14-item self-report scale that provides scores on two dimensions: depression and anxiety (Zigmond and Snaith, 1983). The two subscales are both composed of 7 questions on which patients rate the severity of the problem described on a scale from 0 to 3. The HADS has been validated for use in cancer patients (Bjelland et al, 2002). Scores of 8 or more are considered to constitute a significant case of psychological morbidity. 
Visual Analogue Scale (VAS) for pain
This scale assesses the current intensity of pain (Scott and Huskisson, 1979). It is a horizontal line, (100 mm in length), anchored by word descriptors at each end (“no pain” at left, “very severe pain” at right). Patients were asked to show which point on the line best represented their pain intensity. The score is determined by measuring in millimetres from the left end of the line to the point that the patient marks. If the measurement goes beyond 50 mm, the pain intensity is considered to be clinically relevant. 

Brief Coping Orientation to Problem Experienced (Brief COPE)

The Brief COPE is a 28-item self-report measure used to assess specific coping strategies (Carver et al, 1989). The items are designed to measure 14 conceptually different coping reactions: active coping, planning, positive reframing, acceptance, humour, religion, use of emotional support, use of instrumental support, self-distraction, denial, venting, substance use, behavioural disengagement and self-blame. Each coping scale consists of two items, with rating provided on 4-point Likert-type scale.

Karnofsky Performance Status Scale (KPS)

The Karnofsky Performance Status Scale (KPS) is a clinician-rated index of physical-functioning ability that is frequently used in studies of cancer patients (Yates et al, 1980; Schag et al, 1984). This scale allocates patients according to function into three categories in terms of their ability to work, to undertake normal activities and to care for themselves.  It is subdivided into an 11-point ordinal scale ranging from 0 (dead) to 100 (normal, no complaints, no evidence of disease). KPS can be used to compare effectiveness of different therapies and to assess the prognosis in individual patients. 
Data analysis

All of the patients were divided into two groups based on their FACT-G total scores. Patients who scored below the median (Median=43) were considered to have a Low QoL (LQoL), while all of the remaining patients were considered to have a High QoL (HQoL). 

Descriptive statistics were used to analyse the socio-demographic and clinical characteristics of the two groups of patients. Associations between QoL (LQoL vs HQoL) and patients’ characteristics were assessed using χ2 and One-way ANOVA when appropriate. A Binary Logistic Regression Model was used to verify the associations between QoL and spirituality by considering all possible confounders. All socio-demographic and clinical characteristics associated with QoL at p-value <0.1 were considered to be possible confounders. Statistical inferences were based on 2-sided tests with p <0.05 considered to be statistically significant. SPSS® version 18.0 was used for analysis. 

RESULTS
Patient characteristics

Among the 119 patients recruited in the study, 4 (3.4%) were ineligible to participate for the following reasons: 1 was comatose, 2 were severely cognitively impaired and 1 died almost immediately after admission. One hundred and fifteen (96.6%) patients participated in the study. 
The average participant age was 67,06 (standard deviation [SD] 12,3; range 21 to 82). The majority of the sample was male (67.8%, n= 78). Participants had a poor education and almost half of the participants were married. The majority of the sample considered themselves Catholics (86%, n= 75).
At the time of data analysis awareness of prognosis was available for 36 (n=31,3) patients. Consistent with the advanced cancer population assessed, study participants died a median of 25 days (range: 1-120 days) after the study interview. Table 1 shows demographic and clinical characteristics of the sample.

TABLE 1 ABOUT HERE

Quality of life

Table 1 shows FACT-G scores. The LQoL group (n=58, %=50.4) obtained an average score of 33.5 (SD=6.3), while the HQoL (n=57, %=49.6) scored 49.4 on average (SD=5.0). 

Spirituality

On the FACIT-Sp subscale, the LQoL group obtained an average total score of 16.7 (SD=8.1), while the HQoL scored 26.7 on average (SD=9.1).

Anxiety, Depression and Pain

The LQoL group obtained an average total score of 13.0 (SD=2.7) for the anxiety subscale and an average score of 15.4 (SD=3.7) for the depression subscale, while the HQoL group mean scores were 10.4 (SD=3.0) and 11.6 (SD=3.9), respectively. 
On the VAS, the LQoL group obtained a mean score of 3.9 (SD=2.2), while the HQoL group score was 2.9 (SD=2.0): both groups demonstrated a low intensity of pain.

Coping styles

Considering the absence of a total score on the Brief COPE, most coping styles used by the participants were instrumental and emotional support and least coping styles were humour and substance use. Full descriptive data of all coping strategies considered are given in Table 1. 
Karnofsky Performance Status Scale
As noted in Table1, the LQoL group obtained an average total score of 32.1 (SD=6.1), while the HQoL scored an average of 34.4 (SD=6.3). 
Univariate analysis 
Significant differences emerged between the two groups (LQoL vs HQoL) for the FACIT-Sp Meaning/Peace (p=<.001), Faith subscales (p=<.001) and the FACIT-Sp total score (p=<.001) (Table 2) and didn’t show significant differences for the FACT-G subscales.
The analysis showed also significant differences between the two groups for anxiety (p=<.001), depression (p=<.001), pain (p=0.015), Karnofsky Performance Status (p=0.048), and for some specific coping strategies, such as instrumental support (p=0.016), acceptance (p=<.001) and religion (p=0.002). 
TABLE 2 ABOUT HERE
Multivariate analysis

The univariate analysis showed the socio-demographic (marital status, occupational status, religion and education) and clinical (anxiety, depression, pain, the FACIT-Sp scores, instrumental support, acceptance and religion as coping strategies and the level of functioning as measured by KPS) characteristics of the patients who met that the criteria to be entered in the Binary Logistic Regression Model. 

The regression model identified the following variables as significant predictors of QoL: marital status (p=0.001), occupational status (p=0.001), education (p=0.052), anxiety (p=0.003), pain (p=<.001), use of instrumental support (p=0.013) and faith, as measured by the FACIT-Sp Faith subscale (p=<.001) (Table 3). 

TABLE 3 ABOUT HERE

DISCUSSION
The purpose of this study was to examine the different components of spirituality in the last few weeks of life of terminal cancer patients admitted to hospice and to evaluate quality of life, pain, anxiety, depression and psychological adjustment to cancer. 
The analysis of quality of life in hospice indicated a number of significant predictors. As shown in Table 3, some socio-demographic characteristics (marital status, occupational status and education), as well as anxiety, pain, faith and instrumental support could be significant predictors of QoL.

Furthermore, the results of this study showed that being single, widowed or divorced has a significant negative association with overall QoL. This result is consistent with literature that highlights a relationship between having family and a better QoL (Kobayashi et al, 2008; Wang et al, 2011). In fact, marriage provides patients with social support, which has been postulated to reduce the effects of stressful events and thus could lead to a better end of life (De Graeff et al, 2001; Low et al, 2005).    

Interestingly, one occupational status, retirement, is associated with better quality of life than employment. This evidence could be interpreted taking into account that retired people have more time to construct a sense of meaning of the illness. On the other hand, being in the later life stage means having less threats to own meaning and purpose. Wan and colleagues (Wan et al, 1999), suggested that employers may have non-realistic expectations concerning the physical and functional status of employees. This finding could suggest that health problems appear to exert their effect on one’s work performance, mainly through their effect on quality of life. 
However, in this study, many patients were retirees because they were elderly and this factor could contribute to this result.
Several studies indicate that higher education may contribute positively to QoL among cancers patients (Fatone et al, 2007; Stephens et al, 2010). However, our data suggests that low levels of education can play a positive and protective role in patients psychological health and can lead to better QoL satisfaction at the end of life than patients with higher levels of education. Two possible factors may explain this difference: different level of awareness and trust in the physician or different timing of evaluation of the illness (end of life vs. earlier stages of the illness) (Passalacqua et al, 2004). 
Associations between Facit-Sp and the subscales of FACT-G (physical, emotional, functional and social-well being) were not significant. 
Notable, spirituality dimension remained an important predictor of QoL even when the other domains of physical well-being, emotional well-being, social/family well-being were controlled. This data is in accordance with Brady (Brady et al, 1999), who highlighted that spiritual domain is a separate QoL domain from the other dimensions.
In this study, in contrast with the recent literature (Nelson et al, 2009; Visser et al, 2010) faith dimension was more associated with quality of life than meaning/peace dimension. In univariate analysis spirituality dimensions were associated with QoL, while in multivariate analysis faith emerged as the only component of spirituality that was related to QoL. 
This is interesting because previous studies have shown that the meaning/peace component of spirituality, as compared to a measure of religiosity, or to the faith component of spirituality, has the strongest buffering effect against psychological distress (Nelson et al, 2002; McClain et al, 2003). This finding suggests that faith, whether achieved through a religious framework, is most helpful in determining patients well-being at the end of life and coping with unpleasant or unavoidable circumstances. 
The association of Faith subscale with an improved quality of life, suggests that the concept of spirituality may be useful to Italian patients at the end of life when discussed in traditionally religious term. The result could show that faith dimension, and not meaning component of spirituality (Nelson et al, 2009), may mediate the positive effects that religion, may play in fighting emotional distress. Thus, in the sample, it may be that only the person who find comfort or strength in one’s faith or spiritual belief had a better QoL. These patients may have attributed their cancer to the will of God (Hills et al, 2005; Edwards et al, 2010) and accepted their life-threatening disease not only because they could not change it, but also because they believed it had been planned by an omnipotent power who could know what was best for them (Tarakeshwar et al, 2006; Yanez et al, 2009; Alcorn et al, 2010). Some researches have demonstrated association between faith and symptoms experience. Yates and colleagues (Yates et al, 1981), showed that the intensity of pain in patients with advanced cancer was lower in those reporting belief in a higher power greater in some type of afterlife and in the helpfulness of prayer. 
In this study both groups had scores higher than the cut-off used in the diagnostic screening of anxiety and depression in oncological patients (Castelli et al, 2011), indicating that psychological distress increases in the final phase of the illness. Comorbidity between depression and anxiety disorders is known to be common among patients in palliative care (Wilson et al, 2007; Brintzenhofe-Szoc et al, 2009). According to literature, depression is significantly and negatively associated with quality of life in terminally ill patients (Noorani and Montagnini, 2007), however in our study anxiety is more relevant in affecting negatively QoL. This difference could be expected, since the patients were very near to death and only partially aware or not aware of their dying condition (Spencer et al, 2010; Kolva et al, 2011). Therefore, it is possible that anxiety is a major predictor of QoL than depression because the severity of one’s illness for the majority of the sample is not evident.
In this study instrumental support coping style was a significant predictor of QoL. This finding showed that patients more able to seek for advice assistance or information tend to have a higher level of QoL (Folkman and Moskowitz, 2000; Walker et al, 2006) and suggests that this coping strategy, with respect to the others we considered using the Brief COPE, may play a key role at the end of life.
LIMITATIONS
This study has some limitations. First, the study design is cross-sectional, measuring variables in a single cohort at one time, without demonstrating a causal relationship among variables. Therefore, the nature of the study is essentially descriptive. 
Second, the cross-sectional methodology does not allow to assess if terminally ill patients experienced changes approaching death on the dimensions of QoL and spirituality, as explored by Murray and colleagues (Murray et al, 2004). Third, the sample was largely composed by participants who were single, elderly and Catholic; thus, the generalisation of these results to other cancer populations is not possible.

Fourth, although models were developed entering a quite large set of adjusted predictors, there may be incomplete adjustment or unforeseen confounders that were not considered. 
CONCLUSIONS
This research suggests that spirituality, in particular the faith dimension, could be an important component of well-being in advanced cancer patients in the last few weeks of life. Furthermore, findings of the study also suggest that anxiety and pain impact significantly on quality of life in hospice, confirming the mutual relationships among the various dimensions of well-being in the terminally ill patients (Grant et al, 2010). 
Unfortunately, although our results corroborate that spiritual care near death is very important because is associated with better patient quality of life, in Italy is infrequent from medical team and when is present, is provided by the religious community that often is unable to give adequate support. 
Understanding the role of spiritual well-being should inform guidelines for training doctors, nurses and religious advisors, while patients with a life-threatening illness should be encouraged to consider their religious beliefs about meaning and purpose of life and to utilise whatever religious resources they have. 
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