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Abstract

Background: Dignity therapy is a brief psychotherapy developed for patients living with a life-limiting illness.
Objective: To determine the influence of dignity therapy on depression and anxiety in inpatients with a terminal
illness and experiencing a high level of distress in a palliative care unit.
Methods: A nonblinded phase II randomized controlled trial of 80 patients who were randomly assigned to one
of two groups: intervention group (dignity therapy + standard palliative care [SPC]) or control group (SPC
alone). The main outcomes were depression and anxiety scores, as measured with the Hospital Anxiety and
Depression Scale, and assessed at baseline (T1), day 4 (T2), day 15 (T3), and day 30 (T4) of follow-up. This
study is registered with www.controlled-trials.com/ISRCTN34354086.
Results: Of the final 80 participants, 41 were randomly assigned to SPC and 39 to dignity therapy. Baseline
characteristics were similar between the two groups. Dignity therapy was associated with a decrease in de-
pression scores (median, 95% confidence interval [CI]: - 4.00, - 6.00 to - 2.00, p < 0.0001; - 4.00, - 7.00 to
- 1.00, p = 0.010; - 5.00, - 8.00 to - 1.00, p = 0.043, for T2, T3, and T4, respectively). Dignity therapy was
similarly associated with a decrease in anxiety scores (median, 95% CI: - 3.00, - 5.00 to - 1.00, p < 0.0001;
- 4.00, - 7.00 to - 2.00, p = 0.001; - 4.00, - 7.00 to - 1.00, p = 0.013, for T2, T3, and T4, respectively).
Conclusion: Dignity therapy resulted in a beneficial effect on depression and anxiety symptoms in end-of-life
care. The therapeutic benefit of dignity therapy was sustained over a 30-day period. Having established its
efficacy, future trials of dignity therapy may now begin, comparing it with other psychotherapeutic approaches
within the context of terminal illness.

Introduction

In addition to physical suffering, psychological dis-
tress is a major problem for many terminally ill patients.

Psychological distress contributes to a decreased quality of
life, adds to patient and family suffering, and presents a huge
challenge for health care professionals in the provision of
end-of-life care.1,2 Depression and anxiety are two of the
most common psychological problems in the terminally ill,
with prevalence ranging from 15% to 48%, respectively.3–6

The clinical consequences of both depression and anxiety
are well known. Depression, for example, is a recognized risk

factor for suicide and requests to hasten death,7 disrupting
social connections and diminishing individual’s capacity to
overcome loss and difficulties associated with incurable
diseases.2 Anxiety can markedly interfere with patients’ lives
as an independent psychiatric disorder or as an amplifier in
association with certain physical symptoms, such as pain or
dyspnea, thus rendering their control more difficult.

Psychological suffering for terminally ill patients is also
often framed in terms of loss of dignity.8 The empirical work
by Chochinov and colleagues9 regarding the concept of
dignity in terminally ill patients created the Model of Dignity
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offering important insights as to how patients face terminal
illness in terms of their dignity. This model provides the
theoretical basis for a brief, individualized intervention de-
signed to address psychosocial and existential distress among
terminally ill patients (dignity therapy).10

The most recent trial by Chochinov and coworkers,11

designed to compare dignity therapy with standard pallia-
tive care and client-centered care, showed that although
dignity therapy did not significantly reduce distress, those
assigned to dignity therapy were significantly more likely
than other study groups to find this approach helpful, to
improve quality of life, increase sense of dignity, change
how their family saw and appreciated them, and be helpful
to their family. In this study, dignity therapy did not show
any effect on patients’ symptoms of depression and anxiety,
but the authors stated that this apparent lack of effect
might have been due to the low initial base rates of distress.

For this reason, future investigation using dignity therapy
should target more distressed patients, with symptoms
of depression and anxiety. Portuguese cancer populations
have been shown to have high levels of depression and
anxiety.12 For this reason, we conducted a randomized
controlled trial (RCT) of Portuguese terminally ill patients
hospitalized within an inpatient palliative medicine unit,
with high levels of psychological suffering at baseline, to
study the efficacy of dignity therapy on symptoms of de-
pression and anxiety. The preliminary results of this RCT
(interim analysis, n = 60 patients) have been published
elsewhere.13

This article reports the efficacy data for dignity therapy on
symptoms of depression and anxiety within a cohort of 80
patients with end-stage cancer.

Methods

We conducted a phase II nonblinded RCT comprising two
study arms: an intervention group, consisting of dignity
therapy in addition to standard palliative care (SPC), and a
control group, consisting of SPC alone. Given the nature of
the study design, it was not possible for the investigators or
patients to be blinded to the study arm assignment.

Depression and anxiety symptoms were assessed using the
Hospital Anxiety and Depression Scale (HADS) at baseline,
day 4, day 15, and day 30 post-dignity therapy, as per the
study protocol (Table 1).

Our study is registered with www.controlled-trials.com/
ISRCTN34354086.

Participants

Recruitment took place from S. Bento Menni’s 10-bed ter-
tiary inpatient palliative medicine unit in Lisbon. Recruitment
took place over 36 months (May 2010 through May 2013).

We used the following inclusion criteria: 18 or more years
of age; having a life-threatening disease with a prognosis of 6
months or less; no evidence of dementia or delirium, deter-
mined by chart review or clinical consensus of the palliative
care team; Mini Mental State score 20 or more; ability to read
and speak Portuguese; ability to provide written informed
consent; and availability for 4 to 5 research encounters over a
period of 1 month.

Our study received ethical approval from the Ethics
Committee of the Instituto das Irmãs Hospitaleiras do Sa-
grado Coração de Jesus-Casa de Saúde da Idanha.

Table 1. Investigation Protocol for Each Group
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� Collection of
clinical and
demographic
data

� Baseline
assessment:

- HADS
� Explanation

of DT and
delivery of
DT questions

� DT + SPC
or
� SPC

� Review and
delivery of
generativity
document

� Follow-up
assessment:

- HADS

� Follow-up
assessment:

- HADS

� Follow-up
assessment:

- HADS

DT, dignity therapy; HADS, Hospital Anxiety and Depression Scale; SPC, standard palliative care.

Table 2. Dignity Therapy Question Protocol

Tell me a little about your life history; particularly the parts
that you either remember most or think are the most
important? When did you feel most alive?

Are there particular 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 your
life (family roles, vocational roles, community service
roles, etc.)? Why were they so important to you, and what
do you think you accomplished within 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 you would like
to offer your family, in order to provide them with
comfort or solace?

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

The randomization process was computer generated, using a
fixed block of four, and was conducted by an independent stat-
istician. Allocation concealment was achieved using sequen-
tially numbered envelopes for consecutive trial participants.
After baseline measures were obtained by the secondary in-
vestigator (F.O.), the envelope was opened in the presence of the
patient to reveal the study arm to which the patient was assigned.
While the principal investigator (M.J.) was not blinded to pa-
tients’ arm assignment, he was blinded to the psychometric
results throughout the entire protocol. The secondary investi-
gator was blinded to the content of dignity therapy sessions.

Interventions

Standard palliative care. Standard palliative care was
provided by a multiprofessional palliative care team, com-
prising three palliative medicine physicians (one of whom was
M.J.), nurses, a psychologist social worker, and spiritual as-
sistant, thus providing the capacity for all patient- and family-
related physical, existential, and psychosocial needs to be
addressed. Clinical care included regular clinical follow-up:
physical examination, symptom assessment and management,
and clinical interviews (median, 25 minutes; range, 10–30
minutes). Meanwhile, standard palliative care was provided

for all patients throughout the entire hospital stay, including
the period of time they were enrolled within the RCT. Aside
from the provision of dignity therapy, participants randomly
assigned to the standard care arm received regular assessment
and management by the entire multiprofessional team. Other
than the principal and secondary investigators, the remainder
of the palliative care team were not informed as to which
patients were enrolled in the study or whether or not they
received dignity therapy. This reduced any potential for bias or
alteration of care based on knowledge of arm assignment. The
principal and secondary investigators had limited clinical
contact with patients, given the former works 1 day per week in
the palliative care ward and the latter is the chief nurse and has
little direct patient contact.

Dignity therapy. Dignity therapy is a brief psychother-
apeutic approach with the aim of bolstering the patient’s
sense of meaning and purpose, reinforcing a continued sense
of worth within a framework that is supportive, nurturing, and
accessible for those near death. Patients enrolled in dignity
therapy are asked to audio-record aspects of their lives they
would most want their loved ones to know about or re-
member. Dignity therapy offers patients the opportunity to
talk about issues that matter the most to them, to share mo-
ments that they feel were the most important and meaningful,
to speak to things they would like to be remembered by, or
offer advice to their family and friends. These recorded ses-
sions provide the basis of an edited transcript, entitled a
generativity document, which is returned to patients for them
to share with individuals of their choosing. Creating this
document is meant to make patients feel valued and that
something of themselves will last beyond death.

Therapeutic sessions, running between 30 and 60 minutes,
were offered at patients’ bedsides and audio-recorded. Every
tape-recorded session was erased after the completion of the
study protocol. This study utilized the dignity therapy question
framework,10 as per previously published trials (Table 2). All
dignity therapy sessions were completed by the principal in-
vestigator (M.J.), who attended an international dignity ther-
apy workshop held in Winnipeg, Canada, hosted by the
developers of dignity therapy; all procedures for dignity
therapy were conducted in accordance with those described
and published by Chochinov et al.10,14 A third-party—a senior
psychiatrist (A.B.)—acquainted with dignity therapy vetted
randomly selected dignity therapy transcripts, to monitor fi-
delity and protocol adherence.

Patients meeting eligibility criteria and agreeing to par-
ticipate in the study were asked to provide written informed
consent. Once patients completed the baseline assessment
(T1), those randomly assigned to dignity therapy were
provided with the standard framework of questions, thus
giving them time to reflect and shape their eventual re-
sponses (Table 1). The taped dignity therapy session was
scheduled to take place within 2 to 3 days. The therapeutic
session was entirely guided by the dignity therapy frame-
work. Once the taped session was complete, over the course
of the next 2 to 3 days, the patient’s recorded dialogue was
transcribed verbatim and then edited (as per the dignity
therapy protocol/manual) and reshaped into a written nar-
rative. Once this editing process was complete, another
session was arranged as soon as possible, for the therapist to
read the document to the patient, allowing for final editorial

Table 3. Primary Efficacy Outcome Variable:
HADS Depression Subscale Score within

and between Study Groups

Control group DT group

T2 Difference from baseline
n 34 33
Median

[95% CI]
1.50 [0, 2.50] - 3.00 [ - 5.00, - 1.50]

p value 0.045a 0.001a

Difference between groups
Median

[95% CI]
- 4.00 [ - 6.00, - 2.00]

p value < 0.0001b

T3 Difference from baseline
n 26 24
Median

[95% CI]
2.50 [1.50, 3.50] - 2.25 [ - 5.00, 0.50]

p value 0.004a 0.100a

Difference between groups
Median

[95% CI]
- 4.00 [ - 7.00, - 1.00]

p value 0.010b

T4 Difference from baseline
n 17 19
Median

[95% CI]
3.00 [1.50, 5.00] - 1.00 [ - 4.00, 2.00]

p value 0.006a 0.001a

Difference between groups
Median

[95% CI]
- 5.00 [ - 8.00, - 1.00];

p value 0.043b

aWilcoxon test.
bMann-Whitney test.
CI, confidence interval; DT, dignity therapy; HADS, Hospital

Anxiety and Depression Scale;
Evaluation time points: T2 = post-intervention; T3 = day 15; T4 =

day 30.
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corrections and revisions. The final version of the gen-
erativity document was given to the patient, to be distributed
to the individuals of their choosing.

Outcomes

Primary outcomes were symptoms of depression and
anxiety, measured with HADS, at baseline (T1), day 4 (T2),
on day 15 (T3), and day 30 (T4) of follow-up (Table 1).

Statistical analysis

Based on previously published Portuguese studies of the
HADS in cancer populations,12 we considered a mean re-
duction of 1.5 points on the HADS depression subscale to be
clinically significant. Assuming a type I error of 5%, a power
of 80%, and a standard deviation of 2.5, each study arm
required at least 45 patients. Assuming a dropout rate of 10%,
we intended to include in the overall study 50 patients in each

Table 4. Summary Characteristics of the Participants at Baseline (n = 80)

Control group (n = 41) DT group (n = 39) p valuea

Gender, n (%)
Male 18 (43.9) 19 (48.7) 0.823
Female 23 (56.1) 20 (51.3)

Age, years
mean (SD) 66.1 (12.9), range = 28–90

£ 65 21 (51.2) 20 (51.3) 1.000
> 65 20 (48.8) 19 (48.7)

Race/Ethnicity, n (%)
Caucasian 39 (95.1) 37 (94.8) 1.000
African 2 (5.0) 2 (5.1)

Marital status, n (%)
Single 9 (21.9) 6 (15.4) 0.719
Married/Common law 14 (34.2) 18 (46.2)
Divorced/separated 7 (17.1) 5 (12.8)
Widowed 11 (26.8) 10 (25.6)

Education, n (%)
Knows how to read and write (without instruction) 2 (4.9) 2 (5.1) 0.844
Primary school 16 (39.2) 12 (30.8)
High school 12 (29.3) 15 (38.5)
Licensure 11 (26.8) 10 (25.6)

Religion, n (%)
Catholic 35 (85.4) 33 (84.6) 1.000
Other 6 (14.6) 6 (15.4)

Diagnosis, n (%)
Cancerb 37 (90.2) 37 (94.9) 0.676
Noncancerc 4 (9.8) 2 (5.1)

Time since diagnosis,d n (%)
< 1 year 2 (4.9) 4 (10.3) 0.103
1–2 years 13 (31.7) 5 (12.8)
‡ 2 years 26 (63.4) 30 (76.9)

Psychiatric drugs, n (%)
Antidepressants 24 (58.5) 22 (56.4) 1.000
Anxiolytics 27 (65.9) 24 (61.5) 1.000
Neuroleptics 1 (2.4) 6 (15.4) 0.520
Anticonvulsivants 22 (56.4) 17 (41.5) 0.263

Palliative Performance Scalee 57.1 (17.5), range = 30–90
Mean (SD) 57.6 (18.2) 56.7 (16.9) 0.821

Mini Mental State 24.4 (1.9), range = 20–28
Mean (SD) 24.1 (2.0) 24.7 (1.9) 0.212
Baseline differences on HADS-d, median [95% CI] 0 [ - 2, 2] —
Baseline differences on HADS-a, median [95% CI] 1 [–1, 3] —

aFisher’s exact test.
bLung, n = 14; breast, n = 6; ovarian, n = 6; glioblastoma, n = 4; uterus, n = 4; bladder, n = 3; endometrium, n = 3; stomach, n = 3; tongue,

n = 3; prostate, n = 3; rectum, n = 3; unknown primary cancer, n = 2; esophagus, n = 2; melanoma, n = 2; caecum, n = 2; larynx, n = 2; biliary
tract, n = 1; colon, n = 1; glioma, n = 1; dorsal neurinoma, n = 1; chronic myeloid leukemia, n = 1; linfoid leucemia, n = 1; multiple myeloma,
n = 1; neoplasm of the nose, n = 1; pancreas, n = 1; small bowel neuroendocrine tumor, n = 1; urethra, n = 1; vascular arterial cancer, n = 1.

cLateral amyotrophicsclerosis, n = 2; trigeminal neuralgia, n = 1.
dBased on medical records or patients information.
ePalliative Performance Scale: 100% = healthy; 0% = death.
DT, dignity therapy. HADS-a, Hospital Anxiety and Depression Scale–Anxiety Subscale; HADS-d, Hospital Anxiety and Depression

Scale–Depression Subscale; SD, standard deviation; CI, confidence interval.
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group. Our study protocol included two interim analyses: the
first after 60 participants13 and another after 80 participants
were obtained. In the final interim analysis, the mean re-
duction was superior to 1.5 points on the HADS depression
subscale (Table 3) and therefore the trials were closed; this
report includes data gathered until study closure in May 2013.

We compared continuous variables and ordinal rating
scales using nonparametric statistical tests, Mann-Whitney
test was used for independent group comparison (dignity
therapy versus SPC) and Wilcoxon test for paired compari-
sons, between each time measure (T2, T3, and T4) and
baseline, within each study group. To measure the effect,
median differences (paired and unpaired) were used, and the

respective 95% confidence interval, using the method pro-
posed by and Altman14 and Royston.15

The criterion for statistical significance was set at
p < 0.05 in a two-tailed test. The statistical analysis was
applied to all the patients who had at least one complete
evaluation at any given follow-up point (T2, T3, T4, as per
protocol analysis).

Results

Summary demographic and illness data for both groups are
presented in Table 4. There were no differences between the
two groups regarding the baseline characteristics. Over a 36-

FIG. 1. CONSORT diagram. DT, dignity therapy.
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month period, 150 patients were admitted into the palliative
care unit ward; 92 patients were assessed for eligibility, 80
of whom were randomized (39 to dignity therapy and 41 to
SPC; Fig. 1). After randomization, one patient died before
receiving dignity therapy and another presented severe clin-
ical deterioration; 10 patients were lost to follow-up (as a
result of death, clinical deterioration, or declining further
participation) at T2 (dignity therapy: n = 6; SPC: n = 4); 18
patients were lost to follow-up at T3 (dignity therapy: n = 9;

SPC: n = 9) and 14 patients at T4 (dignity therapy: n = 5; SPC:
n = 9; Fig. 1).

The mean survival time was 25.4 days (dignity thera-
py = 27.4, SPC = 26.8; p = 0.453).

Depression

Both groups had a mean (standard deviation [SD]) score on
the HADS depression subscale exceeding 11 at baseline
(SPC: 13.20 [3.91]; dignity therapy: 12.87 [4.79]; p = 0.741).
Table 5 shows median (interquartile range [IQR]) scores on
the HADS depression subscale at all assessment periods.

In patients assigned to dignity therapy a significant decrease
on depression ratings on day 4 and day 30 (median = - 3.00;
95% CI, - 5.00 to - 1.50, p = 0.001; median = - 1.00; 95%
CI, - 4.00 to 2.00, p = 0.001, respectively) was observed, but
not on day 15 (median = - 2.25; 95% CI, - 5.00 to 0.50,
p = 0.100; Table 3).

Within the SPC group, there was a significant increase in
depression ratings between baseline and all assessment pe-
riods (median = 1.50; 95% CI, 0 to 2.50, p = 0.045; medi-
an = 2.50; 95% CI, 1.0 to 3.50, p = 0.004; median = 3.00; 95%
CI, 1.50 to 5.00, p = 0.006, respectively; Table 3).

Compared with the SPC group, those receiving dignity
therapy demonstrated significantly less depression at all as-
sessment periods (median = - 4.00; 95% CI, - 6.00 to - 2.00,
p < 0.0001; median = - 4.00; 95% CI, - 7.00 to - 1.00, p =
0.010; median = - 5.00; 95% CI, - 8.00 to - 1.00; p = 0.043,
respectively; Table 3).

Anxiety

Both groups had a mean (SD) score on the HADS anxiety
subscale less than 11 at baseline (SPC: 8.88 [4.36]; dignity
therapy: 9.67 [4.77]; p = 0.442). Table 4 shows median (IQR)
scores on the HADS anxiety subscale at all assessment
periods.

Compared to the SPC group, those receiving dignity therapy
demonstrated significantly lower anxiety ratings at all assess-
ment periods (median = - 3.00; 95% CI, - 5.00 to - 1.00,
p < 0.0001; median = - 4.00; 95% CI, - 7.00 to - 2.00, p =
0.001; median = - 4.00; 95% CI, - 7.00 to - 1.00, p = 0.013,
respectively; Table 6).

Within the dignity therapy group, there was a significant
reduction on anxiety ratings between baseline at all assess-
ment periods (median = - 4.00; 95% CI, - 5.50 to - 2.50,
p < 0.0001; median = - 5.50; 95% CI, - 7.50 to - 3.00, p =
0.001; median = - 4.50; 95% CI, - 8.00 to - 2.00, p = 0.003,
respectively; Table 6).

Table 5. Median Scores of HADS-a and HADS-d at All Assessment Periods for Each RCT Group

Baseline T2 T3 T4

SPC Group
HADS-a, median (IQR) 9.00 (5.00, 12.00) 9.00 (6.00, 11,25) 9.50 (6.00, 15.00) 10.00 (5.50, 13.00)
HADS-d, median (IQR) 14.00 (11.00, 16.00) 14.00 (11.00, 17.00) 15.00 (10.50, 18.00) 17.00 (12.00, 18.00)

DT Group
HADS-a, median (IQR) 10.00 (6.00, 13.00) 5.00 (3.50, 8.00) 5.00 (4.00, 8.00) 4.00 (3.00, 7.00)
HADS-d, median (IQR) 14.00 (9.00, 16.00) 10.00 (7.00, 11.00) 10.00 (8.25, 13.75) 10.00 (9.00, 13.00)

HADS-a, Hospital Anxiety and Depression Scale–Anxiety Sub-scale; HADS-d, Hospital Anxiety and Depression Scale–Depression
Subscale; RCT, randomized controlled trial; SPC, standard palliative care; IQR, inter quartile range; DT, dignity therapy.

Evaluation time points: T2 = postintervention; T3 = day 15; T4 = day 30.

Table 6. Primary Efficacy Outcome Variable:
HADS Anxiety Subscale Score Within

and Between Study Groups

Control group DT group

T2 Difference from baseline
n 34 33
Median

[95% CI]
0.50 [ - 0.50, 1.50] - 4.00 [ - 5.50, - 2.50]

p value 0.536a < 0.0001a

Difference between groups
Median

[95% CI]
- 3.00 [ - 5.00, - 1.00]

p value < 0.0001b

T3 Difference from baseline
n 26 24
Median

[95% CI]
1.00 [ - 1.0, 3.50] - 5.50 [ - 7.50, - 3.00]

p value 0.325a 0.001a

Difference between groups
Median

[95% CI]
- 4.00 [ - 7.00, - 2.00]

p value 0.001b

T4 Difference from baseline
n 17 19
Median

[95% CI]
0.50 [ - 2.50, 5.00] - 4.50 [ - 8.00, - 2.00]

p value 0.637a 0.003a

Difference between groups
Median

[95% CI]
- 4.00 [ - 7.00, - 1.00]

p value 0.013b

aWilcoxon test.
bMann-Whitney test.
HADS, Hospital Anxiety and Depression Scale; DT, dignity

therapy; CI, confidence interval.
Evaluation time points: T2 = postintervention; T3 = day 15; T4 =

day 30.
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In the SPC group, there was an increase on the HADS
anxiety subscale between baseline and all assessment periods,
although not statistically significant, (median = 0.50; 95% CI,
- 0.50 to 1.50, p = 0.536; median = 1.00; 95% CI, - 1.00 to
3.50, p = 0.325; median = 0.50; 95% CI, - 2.50 to 5.00, p =
0.637, respectively; Table 6).

Discussion

As previously demonstrated in the Portuguese population
with cancer12 and in our previous interim analysis,13 our
study sample experienced high levels of depression and
anxiety at baseline. The levels were notably higher than those
reported by Chochinov et al.11 Comparatively, the mean
sample scores for HADS depression were 13.2 versus 5.86
and HADS anxiety were 8.88 versus 5.22, respectively. Our
findings suggest that dignity therapy can be offered to eligible
participants, even those with more severe psychological
distress at baseline. Although Chochinov16 has cautioned that
patients with marked depression may be at risk of creating a
distorted version of themselves through dignity therapy, there
was no evidence to suggest this in our study.

In our previous interim report,13 dignity therapy appeared
to have a short-term benefit on the psychological distress
encountered by patients near the end of life: patients who
received dignity therapy were significantly more likely than
SPC patients to experience reductions on depression ratings,
immediately posttreatment, with improvement being sus-
tained throughout subsequent follow-up, with the exception
of the day 30 evaluation. The present study, using a larger
patient sample, shows that participants receiving dignity
therapy experience a significant reduction in symptoms of
depression, and were in fact less depressed at every time point
compared with the control group. As such, it appears that a
single dignity therapy session seems to have a sustained ef-
fect that can be seen at 30 days postintervention. This prob-
ably indicates that using dignity therapy to help the patient
articulate memories, speak about their past, and share im-
portant reflections has benefits that are sustain well beyond
the intervention itself. Providing them the opportunity to
create a personal generativity document engages the patient
in a vital role, which likely diminishes their sense of help-
lessness and despair.

Our present findings regarding dignity therapy’s ability to
mitigate anxiety symptoms at all assessment periods cor-
roborate those in our previous interim report.13 One can only
speculate on the causal linkage between dignity therapy and
the reduction of anxiety. Perhaps dignity therapy enables
patients to address existential issues, such as unfinished
business, manifesting as a reduction of anxiety. It remains of
interest that this positive effect was sustained well beyond the
time of therapeutic engagement.

There are several limitations to this study. Our patients
sample primarily comprised older patients. As such, the in-
fluence of dignity therapy within younger cohorts remains to
be established. Despite a relatively small sample size, we
were able to detect significant differences between and
within-group, indicative of clinically meaningful improve-
ment. The majority of the study participants had end-stage
malignancies. Our future research will explore the utility of
dignity therapy for other terminal conditions, such as end-
stage organ diseases. Within this trial, dignity therapy was

performed exclusively by one therapist (M.J.), who carefully
followed the dignity therapy protocol16 and was trained by
the originators of this therapeutic approach. While he was not
blinded to the study arm assignment, thus generating the
potential for bias, patients in both groups received equal
quality palliative care (SPC) and all evaluations, treatment
plans, and direct interventions were carried out, as per unit
protocol, by the entire multidisciplinary team. Finally, we
recognize that since neither group study was blinded, a re-
mote but yet possible placebo or nocebo effect might be
present in the findings.

Based on our findings, dignity therapy resulted in a sus-
tained beneficial effect on psychological distress encountered
by patients near the end of life. These results are important in
shaping the future role of dignity therapy within palliative
care research initiatives and the structure of clinical care
programs. The stage is now set to test dignity therapy, within
randomized control trials, comparing its performance against
other approaches aimed to mitigate significant end-of-life
distress.
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