Downloaded on 05-14-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

ONLINE EXCLUSIVE ARTICLE

Feasibility and Acceptability of a Dignity Therapy/Life
Plan Intervention for Patients With Advanced Cancer

Ann Marie Dose, PhD, RN, ACNS-BC, Joleen M. Hubbard, MD, Aaron S. Mansfield, MD,
Pamela J. McCabe, PhD, RN, ACNS-BC, Catherine A. Krecke, BA, and Jeff A. Sloan, PhD

Dose is a nurse scientist in the Department
of Nursing; Hubbard is a medical oncologist
and Mansfield is a medical oncologist, both
in the Division of Medical Oncology; Mc-
Cabe is a nurse scientist and Krecke is an
associate clinical research coordinator, both
in the Department of Nursing; and Sloan

is a professor in the Division of Biomedical
Statistics and Informatics, all at the Mayo
Clinic in Rochester, MN.

This research was funded by the Mayo
Clinic Saint Mary’s Hospital Sponsorship
Board and by a grant (UL1 TRO00135)
from the National Center for Advancing
Translational Sciences, a component of
the National Institutes of Health. During
the writing of this article, Hubbard was
supported by funding from Senhwa
Biosciences, Inc., Boston Biomedical, Inc.,
Genentech, and Merck, and has partici-
pated on advisory boards for Genentech
and Boehringer Ingelheim. Mansfield has
previously consulted for Trovagene Inc.,
Bristol-Myers Squibb, Genentech, and Cel-
gene and has served on speakers bureaus
for Rockpointe.

Dose, Hubbard, and Sloan contributed to
the conceptualization and design. Dose
and Krecke completed the data collection.
Dose, McCabe, and Sloan provided statisti-
cal support. Dose, Hubbard, Mansfield,
McCabe, and Sloan provided the analysis.
All authors contributed to the manuscript
preparation.

Dose can be reached at
dose.ann@mayo.edu, with copy to editor at
ONFEditor@ons.org.

Submitted December 2016. Accepted for
publication March 21, 2017.

Keywords: carcinoma; non-small cell lung;
feasibility studies; human dignity; pancre-
atic cancer; quality of life

ONF, 44(5), E194-E202.

doi:10.1188/17.0NF.E194-E202

E194

Purpose/Objectives: To determine the feasibility and acceptability of a dignity therapy/
life plan intervention in the outpatient oncology setting.

Research Approach: Pilot descriptive study.
Setting: Outpatient clinic in a tertiary oncology center.

Participants: 18 patients within 12 months after diagnosis undergoing treatment for
advanced pancreatic cancer or non-small cell lung cancer.

Methodologic Approach: Patients received dignity therapy, consisting of a focused life
review/values clarification interview session and two subsequent sessions to produce a
generativity document, which they can use later as they wish. Participants also wrote a
life plan, in which they listed future hopes and dreams. Intervention feasibility and accept-
ability for patients and oncology clinician satisfaction were assessed.

Findings: Among the 18 patients completing the intervention, almost all felt it was worth-
while, would do it again, had their expectations met or exceeded, would recommend it to
others, and said the timing was just right.

Interpretation: This psychosocial intervention was found to be feasible and acceptable to
patients with cancer undergoing active treatment.

Implications for Nursing: Nurses may be in an ideal position to offer a dignity therapy/life
plan intervention to patients with advanced cancer during treatment.

wo of the most physically and psychologically overwhelming cancers

are pancreatic and advanced lung cancer. Advanced pancreatic cancer

has one of the poorest overall survival rates, with median survival

of 10 months or less (American Cancer Society [ACS], 2017; Lazenby

& Saif, 2010). Advanced lung cancer is equally devastating and is the
primary cause of death from cancer in both men and women, accounting for
27% and 25% of all cancer deaths, respectively (ACS, 2017). For those with
clinical stage IV non-small cell lung cancer (NSCLC), median survival is six
months (ACS, 2017).

Although high mortality rates and troublesome physical symptoms are demoral-
izing to those with these cancers, the emotional toll of these illnesses is equally
difficult. The term distress encompasses the psychological, social, and spiritual
aspects of the emotional experience of cancer and the effect of this experience on
coping with the illness and associated symptoms (Holland & Alici, 2010; National
Comprehensive Cancer Network, 2016). Unrelieved distress and suffering may lead
to loss of meaning and purpose and a hastened desire for death (McClain-Jacobson
et al., 2004). Patients with pancreatic and advanced lung cancer experience some
of the most severe psychological distress of all patients with cancer (Holland et
al,, 1986). The prevalence of distress is almost 37% among those with pancreatic

VOL. 44, NO. 5, SEPTEMBER 2017 ¢ ONCOLOGY NURSING FORUM



Downloaded on 05-14-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

cancer and more than 43% among those with lung
cancer. These patients also report the highest mean
depression and anxiety scores among those with the
most common types of cancer (Zabora, Brintzen-
hofeSzoc, Curbow, Hooker, & Piantadosi, 2001).

Distress also encompasses the concept of loss of
dignity, which is defined as being worthy of respect,
esteem, and honor (Chochinov, 2012). Loss of dignity
has been reported by 46% of those with advanced
cancer, and loss of dignity is related to worse quality
of life (QOL), hopelessness, depression, and depen-
dency on others for personal care (Hack et al., 2004).
Also, dignity has been found to greatly mediate the
effect of physical symptoms on demoralization (Veh-
ling & Mehnert, 2014).

Maintaining dignity has been identified as one of
the core needs of those with life-threatening illnesses
(Meier et al., 2016). Although clinicians continue to
seek cure and/or prolong survival for those with pan-
creatic or advanced lung cancer, equal efforts must
be given to relieve suffering and preserve dignity and
QOL. Because these patients have potentially short-
ened life spans, it is imperative that interventions
to mitigate distress and promote dignity begin as
soon as possible after the cancer diagnosis. Provid-
ing supportive palliative care earlier in the cancer
trajectory is associated not only with improved QOL
but also potentially longer overall survival (National
Consensus Project for Quality Palliative Care, 2013;
Temel et al., 2010).

Simultaneous incorporation of palliative care
interventions that address all domains of QOL into
disease-modifying cancer treatment from diagnosis
onward is now the standard of care (Ferrell, Temel,
Temin, & Smith, 2017; Smith et al., 2012). Therefore,
populations with pancreatic and advanced lung can-
cer may particularly benefit from palliative psychoso-
cial interventions as soon as possible after diagnosis,
or at least at disease progression, to alleviate distress,
promote dignity, and improve QOL. However, trying
to provide psychosocial interventions to patients still
undergoing cancer treatment in outpatient settings
may be challenging because of scheduling demands
associated with active cancer treatment and adverse
effects of treatment and disease.

Dignity therapy (DT) is a psychosocial palliative care
intervention that can greatly affect QOL but has been
used primarily at the end of life. DT was designed as a
novel, brief psychotherapeutic intervention, based on
an empirically derived model, in which a participant
receives a generativity document, the final product of
several interview sessions, which he or she can give to
family members. This intervention has been found to
enhance people’s sense of purpose, meaning, dignity,
and overall QOL (Chochinov, 2002, 2007, 2008, 2012;
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Chochinov et al., 2011). DT research has demonstrated
improved overall QOL, dignity, meaning/purpose,
sense of generativity and ego-integrity, spiritual well-
being, and hope, as well as decreased symptoms of
depression and anxiety, in patients with advanced
lung, breast, and gastrointestinal cancer at the end
of life (Chochinov et al., 2005, 2011; Julido, Oliveira,
Nunes, Vaz Carneiro, & Barbosa, 2014; Vuksanovic,
Green, Dyck, & Morrissey, 2017). DT participants have
reported high rates of satisfaction with the interven-
tion, a greater will to live, decreased sense of suffering,
and perceived benefits to the family (Chochinov et al.,
2005; Houmann, Chochinov, Kristjanson, Petersen, &
Groenvold, 2014; McClement et al., 2007; Montross,
Winters, & Irwin, 2011). In a large randomized, con-
trolled trial, patients in palliative care receiving DT
were significantly more likely to report the intervention
to be helpful than those who received client-centered
care or standard palliative care. They also stated that
it improved their overall QOL and sense of dignity,
promoted spiritual well-being, and lessened sadness
(Chochinov et al., 2011). Patients with advanced
colorectal cancer reported that DT enhanced their
sense of dignity, meaning, purpose, and will to live,
and felt that it would be helpful to their families (Vergo,
Nimeiri, Mulcahy, Benson, & Emanuel, 2014).

In addition, facing a cancer diagnosis prompts many
individuals to clarify their values, determine what is
most important to them in life (Hack et al., 2010), and
modify life goals. Proactively doing so can positively
affect psychosocial well-being. Making a plan or a
list of life goals—encompassing physical, emotional,
social, and spiritual domains—can influence QOL and
the psychosocial impact of illness (Hullmann, Robb,
& Rand, 2016; Pinquart, Silbereisen, & Frohlich, 2009).
The reflection that is provided during DT could serve
as a form of life review and values clarification, and
the development of a generativity document acts as
a formal record of both tasks. DT then can become
an impetus to develop a life plan (LP)—a list of tasks
and/or behaviors patients might want to accom-
plish—to enhance meaning and purpose in life. This
intervention combination has not yet been tested.

Given that DT has been provided in palliative care
and end-of-life settings, methods to deliver DT must
be adapted to accommodate logistical issues for pa-
tients undergoing outpatient cancer treatment. Those
providing the intervention must remain sensitive to
symptom management issues, busy outpatient prac-
tices, and patient perceptions of diagnosis/prognosis.
The purpose of this study was to determine the fea-
sibility and acceptability of a DT/LP intervention in
the outpatient oncology treatment setting by provid-
ing the intervention before the end of life, when it is
traditionally offered.
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Methods
Design and Setting

This pilot study determined the feasibility and ac-
ceptability of the DT/LP intervention and explored
study methods in patients with advanced pancreatic or
lung cancer receiving treatment. The current authors
conducted this study in the outpatient chemotherapy
suite at Mayo Clinic in Rochester, Minnesota, while
patients were receiving treatment. If radiation therapy
was the primary treatment at the time of any DT in-
terviews or data collection time points, DT/LP was
conducted in the radiation oncology setting.

Sample and Participant Selection

The sample consisted of adults aged older than 18
years who were diagnosed within the past 12 months
and undergoing treatment for advanced pancreatic
adenocarcinoma or stage IlIb or IV NSCLC. They had
a provider-determined prognosis of six months or
more, spoke English, and were cognitively intact, as
documented in the electronic health record. They
were not currently receiving hospice or formal pal-
liative care services and did not have a concurrent
diagnosis of delirium, dementia, major depressive
disorder, acute anxiety disorder, or schizophrenia,
nor were they participating in other psychosocial
intervention research studies. The initial study phase
included only patients with pancreatic cancer; the
NSCLC group was added later.

Procedures

Approval for the study was obtained from the Mayo
Clinic Institutional Review Board for protection of hu-
man participants before commencing the study. The
authors screened potential participants through the
electronic patient appointment system to determine
study eligibility. The principal investigator and study
coordinator recruited potential participants during
treatment appointments and obtained oral consent
and a signed Health Insurance Portability and Account-
ability Act authorization. The first DT session occurred
during the patients’ next scheduled treatment appoint-
ment (typically two to three weeks later).

The DT/LP intervention was provided by the
principal investigator—an advanced practice nurse
(APN) who had undergone training in the provision
of DT—Dby following a standard manual of procedures
(Chochinov, 2012). The current authors gave partici-
pants a slightly modified Dignity Therapy Question
Protocol (Chochinov et al., 2005) (see Figure 1) at
the baseline recruitment session and asked them to
reflect on what they would like to discuss during their
initial DT interview session. For the first DT session,
the APN met with a patient in the outpatient treatment
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* Tell me a little about your life history; particularly the parts
that you either remember most or think are the most impor-
tant? When did you feel most alive?

¢ Are there specific things that you would want your family to
know about you, and are there particular things you would
want them to remember?

* What are the most important roles you have played in life
(family roles, vocational roles, community-service roles, etc)?

* Why were they so important to you, and what do you think you
accomplished in those roles?

* What are your most important accomplishments, and what
do you feel most proud of?

* Are there particular things that you feel still need to be said
to your loved ones or things that you would want to take the
time to say once again?

* What are your hopes and dreams for your loved ones?

* What have you learned about life that you would want to pass
along to others? What advice or words of guidance would
you wish to pass along to your (son, daughter, husband, wife,
parents, other[s])?

¢ Are there words or perhaps even instructions that you would
like to offer your family to help prepare them for the future?

¢ In creating this permanent record, are there other things that
you would like included?

Note. From “Dignity Therapy: A Novel Psychotherapeutic Interven-
tion for Patients Near the End of Life,” by H.M. Chochinov, T. Hack,
T. Hassard, L.J. Kristjanson, S. McClement, and M. Harlos, 2005,
Journal of Clinical Oncology, 23, p. 5,522. Copyright 2005 by
American Society of Clinical Oncology. Reprinted with permission.
Note. The questions were slightly adapted when asked to par-
ticipants to apply to those who were still undergoing disease-
modifying treatment.

FIGURE 1. Dignity Therapy Question Protocol

suite, interviewing him or her using the DT interview
guide. Active listening is an integral component of
DT, and probing questions were added as needed to
clarify and enrich interview content. The interview
was planned for 30-60 minutes, on the basis of the pa-
tient’s comfort level, and was digitally audio recorded
for later transcription. The authors planned to divide
the interview into two shorter sessions in the same
day, if necessary, depending on patients’ symptoms
and energy level. Family member(s) could attend, if
the participant desired. At the end of the first ses-
sion, the authors scheduled a second DT session to
occur in person during the next treatment visit or by
telephone, if needed. For most treatment regimens,
the authors anticipated this occurring two to four
weeks later. Interviews were transcribed verbatim,
using a secure, web-based transcription service. The
interviewer and/or designated editorial assistant then
edited the original interview transcript to provide
flow and clarity for the first draft of the generativity
document.
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The purpose of the second and third DT sessions
was to further edit the document with the participant.
The APN met with the participant during his or her
treatment appointments or by telephone and read the
document to the participant while he or she followed
along with a copy. The authors also audio recorded
the second session to assist and validate further ed-
iting. If the session was to take place by telephone,
the participant received a copy of the draft by email
shortly before the scheduled session. The participant
could validate what was discussed at the initial DT
session, provide clarification on previous content,
and allow additional information to be shared or
previous content deleted. Then the authors edited
the document as directed by the participant after
the second session to provide the final draft for the
third DT session.

During the third DT session, the authors provided
the final draft of the generativity document to the
participant so he or she could make any final changes.
If the participant had no modifications, he or she
received the final document to keep and share with
family members. If changes were needed in the docu-
ment, the current authors would make final edits and
mail it to the participant. The APN then asked the
patient to identify three to six items for the LP, on the
basis of discussions and values identified during DT,
with items loosely structured around the physical,
emotional, social, and spiritual domains of QOL. The
authors then gave the completed LP to the partici-
pant, keeping a copy for their records. Alternatively,
if the last two visits were completed by telephone,
the authors shared deidentified generativity docu-
ment drafts by email and mailed final documents to
participants.

Data Collection

Demographic data, including age, sex, race, ethnic-
ity, marital status, religious preference, educational
level, occupation, primary healthcare insurance,
surgical procedure completed (if applicable), cancer
staging, treatment regimen, and baseline Eastern Co-
operative Oncology Group Performance Scale score,
were collected at baseline (Oken et al., 1982). In ad-
dition, participants completed outcome measures
for QOL, dignity, distress, spirituality, and purpose
in life at baseline, at the end of the DT/LP interven-
tion, and three months later, in addition to feasibility/
acceptability measures. The purpose of this article is
to report only the feasibility and acceptability of the
DT/LP intervention.

The current authors measured feasibility by de-
scribing the final accrual numbers: the number of
patients assessed for eligibility, how many were ap-
proached about the study, how many enrolled (and
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reasons for declining), and how many completed the
intervention. They noted patients who were unable
to participate because of cognitive decline, who were
unable to complete the full protocol and reasons
given, who died before completion of the generativ-
ity document, and who were lost to follow-up, as well
as deviations from the DT protocol and time from DT
session 1 to session 3. Patients who left the study
after the recruitment session or DT session 1 were
considered as having withdrawn, and those who par-
ticipated in at least two DT sessions were considered
as having completed the intervention. The authors
also maintained field notes of issues pertaining to

TABLE 1. Sample Characteristics by Cancer Type

Pancreatic Lung
Cancer(N=9) Cancer(N=9)

Characteristic X SD X sD

Age (years) 63.2 115 64 13.1
Time from diagnosis to

DT enroliment (weeks) 4.3 24 23 14.1
Time from DT session 1

to DT session 3 (weeks) 5.8 1.9 5.6 1.6

Characteristic n n
Education
High school graduation 2 2
or less
College (one to four 5 3
years)
Graduate school 2 4
Ethnicity
Hispanic or Latino - 1
Other 9 8
Marital status
Married 6
Divorced 2 -
Widowed 1 1
Race
White 8
American Indian 1 -
Sex
Female 8 2
Male 1 7
Treatment regimen
FOLFIRINOX 5 -
FOLFOX 2 -
Gemcitabine 1 -
Oral capecitabine 1 -
Carboplatin - 6
and pemetrexed
Carboplatin - 1
and gemcitabine
Pemetrexed - 1
Nivolumab - 1

DT—dignity therapy; FOLFIRINOX—leucovorin calcium, fluoro-
uracil, irinotecan hydrochloride, oxaliplatin; FOLFOX—leucovorin
calcium, fluorouracil, oxaliplatin
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feasibility, including those associated with cancer
treatment and care processes, and logged the time
required to complete surveys, conduct interviews,

and edit documents.

Patient acceptability at the final DT visit was mea-
sured using the Was It Worth It Questionnaire (Chau-
han et al., 2012), a seven-item tool with questions about

whether study participation was worthwhile, whether
they would participate again, and whether their
expectations were met. An investigator-developed

DT/LP feedback form was also used to evaluate com-

FIGURE 2. CONSORT (Consolidated Standards of Reporting Trials) Flow
Diagram

Assessed for eligibility
(N =459)

!

Patients with pancreatic
cancer (n = 184)

!

Patients with lung
cancer (n = 275)

Y

Y

Excluded (n = 169)

* Diagnosis outside pro-
tocol window (n = 31)

* Treatment elsewhere
(n=102)

* Different diagnosis
(n=21)

* Non-English speaking
(n=4)

* Coghitive issues (n = 2)

* Met exclusion criteria
(n=6)

* Other (n=3)

Approached (n = 15)

Y

Excluded (n = 245)

» Diagnosis outside pro-
tocol window (n = 84)

* Treatment elsewhere
(n=57)

* Different diagnosis
(n = 85)

* Met exclusion criteria
(n=17)

e Other (n = 2)

Approached (n = 30)

Y

Declined (n = 5)

* Not interested (n =1)

* Too much going on
(n=3)

* Changed mind (n = 1)

Enrolled (n = 10)

y

Declined (n = 15)

* Not interested (n =7)

* Too much going on
(n=3)

* Spouse refusal (n = 2)

¢ Too personal (n = 2)

* Chemotherapy symp-
toms too troublesome
(n=1)

Enrolled (n = 15)

Y

Serious unrelated health
condition—withdrawn by
team (n=1)

Completed intervention

(n=9)
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Y

Y

Withdrew (n = 6)

¢ Changed mind (n = 3)

* Disease progression
(n=1)

* Relocated care (n = 1)

e Lost to follow-up (n = 1)

Completed intervention

(n=9)

ponents such as helpfulness of DT participation in
writing the LP list and timing of the intervention in the
course of their illness. The authors evaluated oncol-

ogy clinician satisfaction through a
brief emailed satisfaction survey and
documented the number of visits by
therapists and time taken to deliver
the DT/LP intervention.

Findings
Demographics

Eighteen patients completed the
DT/LP study, nine in each cancer
group (see Table 1). The mean age
among both groups was 63.6 years,
with a range of 46-78 years in the
pancreatic cancer group and 38-77
years in the lung cancer group. The
pancreatic sample was predomi-
nantly women (eight of nine) and
the lung cancer group predominantly
men (seven of nine). Participants
were mainly White and non-Hispanic.
Time since diagnosis was greater
for patients with NSCLC, but time
in the current study was similar for
both groups (5.5 weeks). Treatment
regimens were standard practice for
these populations.

Feasibility

Of 476 electronic health records
screened, 431 potential participants
were excluded on the basis of pre-
set eligibility criteria (see Figure
2). The most common reason for
exclusion was that the patient did
not plan to continue treatment at the
institution—he or she was there for
a second opinion only. Other exclu-
sions were for diagnoses more than
12 months ago and different forms
of pancreatic cancer or stage I-IlIA
NSCLC. Overall, 45 patients were
approached, and 20 declined study
participation, most from the NSCLC
group.

Of those who enrolled, seven with-
drew overall, five before they started
DT, primarily because they changed
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their mind. Two withdrew later, one because of a
severe automobile accident resulting in a lengthy
hospitalization and inability to complete DT/LP and
the other was lost to follow-up.

The protocol for provision of DT sessions had some
deviations, in which some DT/LP sessions were pro-
vided about a week early or a week late. Because treat-
ment schedules varied depending on chemotherapy
regimen or delays related to treatment toxicities, the
current authors adapted study procedures to meet the
overall goal of accommodating treatment schedules.
They also were cognizant that treatment needs came
first, turning off audio recorders and pausing interviews
when medical staff needed to interact with participants
(e.g., to change infusion bags, to monitor IV lines).

The initial recruitment visit with the study coordina-
tor included completion of baseline measures and aver-
aged a little longer than one hour. Each participant had
three DT visits, and the LP document was completed
during the final visit. Each session lasted about an hour
and most often occurred in the chemotherapy treat-
ment suite during the participant’s treatment. However,
some DT visits and data collection were conducted
elsewhere in the clinic. The current authors made use
of quiet general access areas (e.g., secluded places in
patient lobbies) and meeting rooms near the outpatient
chemotherapy suite to promote as much privacy as
possible for the patients during interviews.

Initial verification and editing of each transcript
to produce a first draft of the generativity document
lasted an average of four to five hours. As the authors
became more proficient in editing, the study coor-
dinator made initial edits to the verbatim interview
transcript before the DT provider edited the first draft
for flow, clarity, and cohesiveness, which shortened
editing time by two hours. The second and (if needed)
third edits to each document did not take as much
time, averaging 30 minutes.

Acceptability

Acceptability of the DT/LP intervention was good:
All but two participants felt that the intervention was
worthwhile, would do it again, had their expectations
met or exceeded, and would recommend it to others,
as measured by the Was It Worth It Questionnaire (see
Table 2). All participants stated that the intervention
improved or helped them maintain their QOL. Accept-
ability reports with the intervention feedback measure
provided similar results. Participants reported that the
DT intervention helped them develop their LP. Almost
all described the timing as just right versus too soon
or too late. One participant stated that the intervention
was too soon, and one declined to answer the question.

The authors attempted to document oncology
provider satisfaction through a brief emailed satis-
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faction survey but received only four responses. The
respondents acknowledged that study participation
did not cause additional distress for participants,
which was a fear expressed by providers before study
initiation. All but one provider noted no disruption
in the usual flow of treatment appointments; the one
small disruption report occurred early in the study.
No further disruptions were noted as the procedures
were refined for recruitment and study conduct.

Participants were ready to make their LP lists and
completed them in minutes. One participant died a
few weeks after his final DT/LP session while fulfilling
LP wishes.

Discussion

The DT/LP intervention was feasible and acceptable
for patients with advanced pancreatic cancer and
NSCLC undergoing active treatment. The premise that
conducting the DT intervention first and following it
with the LP activity would be feasible and acceptable
was also supported. The current authors applied a
pragmatic approach to study conduct and modified

TABLE 2. Participant Acceptability of Intervention
Measured by the Was It Worth It Questionnaire

Pancreatic Lung
Cancer Cancer
(N=9) (N=9)

Questionnaire Variable® X X
Satisfaction with process 3.89 4.78
Recommend to others 4.22 4.89
DT is helpful to develop LP. 3.78 411
Questionnaire Variable n n
Worthwhile

Yes 7

No 1 -

Uncertain 1 -
Do again

Yes 7

No 1 -

Uncertain 1 -
QOL maintained or better 9 9
Expectations met or better 7° 9
Recommend

Yes 7 9

Uncertain 2 -
Intervention feedback

Timing is just right. 7° 9

aParticipants rated the variables on a scale of 1 (not at all)
to 5 (very much), with higher scores indicating greater ac-
ceptability.

®(n = 8); one participant’s expectations were not met.

¢(n = 8); one participant felt that the timing was too soon.
DT—dignity therapy; LP—life plan; QOL—quality of life
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procedures to fit with patient treatment schedules as
much as possible, which supports the emerging litera-
ture on DT feasibility in multiple settings, such as in a
community hospital-based hospice setting (Montross
et al., 2011) and with older adults in residential facili-
ties (Hall, Goddard, Opio, Speck, & Higginson, 2012).

Rather than relying on clinicians to refer patients
to this study, the current authors used the elec-
tronic appointment scheduling system and screened
electronic health records for eligibility. The main rea-
son for study ineligibility was patients did not return
to the clinic for subsequent visits. Because the institu-
tion is a tertiary referral center, many people come for
second opinions only, and clinicians referred patients
to settings closer to home if the same treatment was
available. The different male:female ratios in the
pancreatic and NSCLC groups cannot be explained,
because cancer incidence overall is similar in both
groups (ACS, 2017). This could have been purely ran-
dom. Time since diagnosis was longer for participants
with NSCLC (X = 23 weeks versus 4.3 weeks), but the
study procedures were modified to allow study entry
within the first 12 months of diagnosis and not imme-
diately after diagnosis, as with the pancreatic cancer
group, so this was not surprising.

For study feasibility, the authors needed to be flex-
ible in scheduling the DT sessions, based on patients’
return appointments and other treatment follow-up
needs, modifying study procedures as necessary,
similar to work by Vergo et al. (2014). Particularly for
those with NSCLC, who participated later in their dis-
ease course, treatment regimens could be changed,
and some experienced delays because of treatment
toxicities. Scheduling of subsequent DT sessions also
required flexibility. They were conducted by tele-
phone or documents emailed for participant review
before calls for editing. Although meeting in person
would been ideal, not everyone returned for follow-up
visits within the study time frame. Modifying conduct
of DT sessions did not seem to affect the content of
the generativity document, because the authors had
established rapport with participants during the
initial face-to-face meeting. These study procedure
modifications added richness, practicality, and gen-
eralizability to the feasibility findings.

Acceptability by patients was high; only two pa-
tients with pancreatic cancer were uncertain if they
would recommend DT to others. Although patients
felt that QOL was maintained or improved, those with
pancreatic cancer had a more recent diagnosis than
those with NSCLC and may have been still adjusting
to the diagnosis and learning to cope with treatment
adverse effects (Sohal et al., 2016).

The study completion rate was 90% in both groups
once they actually started the intervention, support-

E200

Knowledge Translation

* Psychosocial palliative care interventions like dignity
therapy/life plan should be integrated into oncology care
earlier than at the end of life.

The distress therapy/life plan intervention is feasible to
provide to patients undergoing disease-modifying treat-
ment, as well as acceptable to providers and patients.

* Nurses can provide the distress therapy/life plan interven-

tion as part of comprehensive supportive oncology care.

ing the benefits of offering DT earlier in the disease
course. In studies in which DT was offered closer to
the end of life, rates of study completion were much
lower because of worsening disease or symptoms
(Chochinov et al., 2011; Julido et al., 2014; Vergo et
al., 2014). DT has been found to be useful in pallia-
tive care and end-of-life settings, and palliative care
interventions are now recommended earlier in the
cancer disease course (Smith et al., 2012).

Limitations

Limitations of the current study were a small
sample size and study conduct in a single institution,
yet this may be appropriate for a feasibility study.
Next research steps should include fully evaluating
outcomes from the use of DT/LP with patients with
cancer undergoing active treatment, particularly
those with poor prognoses and a compressed time
frame for psychosocial interventions, to test interven-
tion fidelity with multiple researchers and to explore
study conduct across multiple sites.

Implications for Nursing

Nurses may be in an ideal position to offer DT/LP
to patients with advanced cancer who are undergo-
ing treatment. The DT provider in this pilot study
was a nurse with prior experience administering
chemotherapy and conducting symptom management
clinical trials. Although nurses are responsible for all
aspects of chemotherapy administration, a case could
be made for enhancing the nursing role in offering DT/
LP to patients with advanced cancer. Nurses possess
the leadership, creativity, and critical-thinking skills to
advocate for adequate resources to provide psycho-
social care concomitantly with cancer treatment. The
DT/LP intervention components could be built into the
time nurses spend with patients while administering
chemotherapy. In providing psychosocial care as a
component of whole-person cancer care (Adler & Page,
2008), nurses can enhance overall QOL for patients
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and their families, which can lead to better treatment
outcomes and influence overall survival. In addition,
helping patients document their life stories to leave
legacies to families can enhance caregiver coping.
Finally, a better understanding of all aspects of indi-
viduals receiving cancer treatment and hearing their
life stories can bring great satisfaction and meaning to
oncology nurses.

The incorporation of DT/LP into practice may be
particularly feasible for oncology nurses, because
patients inherently trust nurses and nursing roles in-
volve incorporating integrative therapies and spiritual
interventions into cancer care (Kreitzer & Dose, 2009).

Conclusion

The DT/LP intervention was feasible and accept-
able to patients with advanced pancreatic cancer or
NSCLC while undergoing active treatment. However,
administering the intervention early in the disease
course required flexibility from the authors because
of patients’ schedule changes, because they were still
relatively independent and were focused on treat-
ment-related goals and living their lives to the fullest.
Additional research is needed regarding implementa-
tion of DT combined with LP for patients undergoing
disease-modifying treatment for life-limiting illness.
Dignity is important to those with cancer but may
have a unique meaning to each person. Interventions
to promote dignity should be considered part of
psychosocial care during treatment to mitigate po-
tential suffering and improve QOL, and should not be
reserved for end-of-life situations alone.
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