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Abstract 

Introduction: A cancer diagnosis may disrupt existential dimension of patient. Thus, holistic 

care of these patients and extra attention to their psycho-social needs is the extremely  important. 

The current study aimed at investigating the influence of spiritual care on anxiety about death in a 

group of Iranian cancer patients who had received chemotherapy. 

Methods: This randomized controlled trial was conducted on 145 gastrointestinal cancer patients 

who were randomly allocated to either usual care (73 patients) or a spiritual care intervention (72 

patients) group by block randomization. The intervention group received a  3-day spiritual care 

program. The anxiety about death  level was assessed using the Templer’s Death Anxiety Scale 

(T-DAS) before and after the intervention.  

Results: Before the intervention  anxiety about death in the intervention and control groups was 

the same at a  moderate level (8.14 ± 1.54 vs. 8.03 ± 0.85; P= 0.429) respectively. After the 

intervention it was 7.86 ± 1.22 vs. 8.18 ± 0.79 (P= 0.029) and according to the analysis of 

covariance, the null hypothesis was rejected at alpha= 0.05 level. However, Cohen’s effect size 

(d) revealed that the obtained effect was not clinically significant (d= 0.31). 

Conclusions: Results suggested that a spiritual care program delivered over a 3 day period had 

no effect on moderate anxiety about death among cancer patients in Iran. Future  studies  should  

assess whether spiritual care is effective when provided to cancer patients over a longer time 

period and whether this varies depending on patients with different religious beliefs.   

Keywords: spiritual care; death anxiety; chemotherapy; cancer care; gastrointestinal cancer; 

randomized controlled trial 

1. Introduction  

Cancer is as a major health problem globally [1] and the second leading cause of mortality in 

developed countries after cardiovascular diseases [2]. In addition, cancer with 50,000 annual 
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deaths [3] is the second cause of mortality after road accidents. In Iran, 50,000-85,000 new cases 

are diagnosed each year  [4, 5]. 

The diagnosis of cancer is regarded as a life-threatening disease resulting in  in severe 

emotional problems .This is exhibited  as a  form of anxiety [6]. The patient who suffers from 

cancer encounters  confrontation with death which leads to the emergence of the concept known 

as  the fear of death. It  is also known as ‘anxiety about death’ that is regarded as the conscious 

and unconscious fear of death [7]. Belsky defines anxiety about death  as thoughts, fears, and 

emotions associated with end-of-life events beyond normal life, which needs extra attention 

during nursing care [8].  

Some researchers present one of the parts of holistic care as spirituality [9]. Spirituality involves 

finding the meaning of life, hope, purpose, and value [10]. The existing evidence suggests that 

spiritual care could soothe the spirits, as well as healing and coping with the disease [11]. Even if 

the patient does not heal, spiritual care can help that person to have a better interaction with his 

or her disease [12, 13]. Furthermore, it can improve the patient’s quality of life [14]. Nowadays, 

the health care authorities  mainly focus on physical symptoms and act on the basis of a 

biomedical approach to cancer treatment, but neglect the psychological and social effects of the 

illness [15, 16]. Previous studies have suggested that for most patients whose cancer has 

advanced  spiritual attention  from health personnel was not provided, despite being  regarded as 

an important aspect  of care [17, 18].  

Biologically, it has been found  that there is a relationship between spirituality and the 

biochemical functions of the body. This relationship is explained by a branch of science entitled 

Psycho-neuro-endocrine-immunology (PNEI) which explores the relationship between neural, 

endocrine and psychological processes  [19, 20]. In this approach, it is believed that by 

improving PNEI, many of the physical and psychological negative effects of stressors can be 

reduced or eliminated. In other words, with the enhancement of PNEI, the resilience power and  

the ability of a system to adapt to changes that may be very undesirable increases [21]; the vagus 
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nerve is stimulated [19]; physiological markers of stress are reduced such as blood cortisol, C-

reactive protein, alpha-amylase, pro-inflammatory cytokines, and tumor necrosis factor-alpha 

[22, 23]. Eventually, anti-inflammatory effects appear. There are many techniques and 

procedures that have a positive effect on PNEI. One of these procedures, confirmed in previous 

studies, is spirituality [24, 25]. For example, it has been specifically shown that prayer can 

regulate carotid baroceptors, reduce heart rate and blood pressure, and decrease blood cortisol 

levels [24, 26]. 

Philosophically, four theories have been  developed regarding the link between DA and 

spirituality, including buffering, curvilinearity, terror-management, and death-apprehension 

theories [27]. Considering the cultural backgrounds of the Iranians and their belief in Islam and 

the Quran, the buffering theory is consistent with the present study. This theory claims that there 

is another life after death and all humans experience death which is not the end of human 

existence but it is a bridge to human immortality [28]. This is because every human has a soul 

that never dies. If the owner of that soul lives in line with the laws in his/her spirituality, he/she 

will live with joy and pleasure forever in another world after death and vice versa [27]. This 

theory predicts that being spirituality is inversely correlated with the fear of death [29].  

Burkhart and Hogan developed a theory on spiritual care for patients in which spiritual care 

is introduced as a nurse’s responsibility [30]. Other researchers have also emphasized providing 

this care by the nurses [31, 32]. Spiritual care includes improving the patient’s self-reflection, 

establishing a relationship  between family members and the patient, and helping the 

communication  with a superior power or God. Regarding this fact,  the nurse and the patient 

take part in spirituality procedures  which may have immediate emotional results, either positive 

or negative [30]. 

 However, there is a lack of evidence on the impact of spiritual care on  anxiety about death   

in patients with cancer undergoing chemotherapy. The aim of the current study was to examine 
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the efficacy of spiritual care on anxiety about death  among cancer patients in Zanjan which is 

considered as a religious city in Iran. 

  

2. Methods 

2.1. Trial design  

A prospective, randomized controlled trial that was performed from December 2017 to April 

2018.  

2.2. Participant recruitment, withdrawal, and retention 

Participants were recruited from the oncology ward of a publicly funded hospital located in the 

northwest of Iran. Patients were eligible for inclusion in the study  were Muslims, had 

gastrointestinal [24] cancer, were 18 years or older and under treatment by chemotherapy, had no 

history of psychiatric disorders, had enough literacy, expressed  their willingness to take part in 

the study, and were participating in no other trials. The exclusion criteria included the evidence 

of a change in the treatment process, withdrawal from the study, death, and early discharge. One 

hundred and eighty-six patients diagnosed with gastrointestinal cancer were assessed for 

participation. Of these, 24 patients were excluded from the study because of their ineligibility 

(n=19) and  some patients  declined (n=4) and one patient was removed due to being discharged 

without chemotherapy. After baseline assessment, one hundred sixty-two patients were randomly 

assigned to either the spirituality care group (n= 81)   or a  usual care control group (n= 

81).Block randomization was applied, with a block size of six. One of the authors (KA) who did 

not have contact with patients was allocated to manage the random numbers. 

During the trial, nine patients in the intervention group were excluded due to early discharge 

(n=5) and refused reassessment (n=4). In the control group, 8 patients were excluded for early 

discharge (n=6) and due to refusing reassessment (n=2). Therefore, 145 patients completed the 

study (retention rate = 89.5%). The study flow chart  of the trial is illustrated in Figure 1.  

2.3. Ethical considerations 
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The present study was approved by the Ethics Committee of Zanjan University of Medical 

Sciences under the ethical code of ZUMS.REC.1393.224. In addition, informed consent was 

obtained from the participants and they were assured of their anonymity.  

 

2.4. Interventions  

At the participating hospital, chemotherapy is the main treatment for cancer patients. Cancer 

patients in this hospital are usually hospitalized for only three days to receive the chemotherapy 

drugs. For this reason, the intervention was also planned for three days. At the first meeting with 

the patients, the researchers (MT and ZA) introduced themselves to eligible patients. The 

purposes of the study were clearly stated for them. Written consent was obtained from patients 

with inclusion criteria.    َ All patients meeting the  inclusion criteria were asked to complete a T-

DAS. They were then randomly assigned to the intervention or control group. Patients in the 

control group received routine nursing care and those in the intervention group received routine 

and spiritual care. For the intervention group, spiritual care was performed according to the 

patients' needs, individually and face-to-face by MT, ZA and a clergyman. Clergyman was 

recruited specifically for this study. His two tasks were as follow: (a) Instruction of religious 

issues  to the researchers (MT and ZA). (b) Talking about spirituality with patients, giving them 

spiritual counseling and answering their spiritual questions. He had a face-to-face meeting with 

each participant only once during the three days of intervention (on the third day of intervention). 

This session (with a cleric) usually took  fifty minutes.  

Each care session conducted by the researchers (MT and ZA) took  between 30-45 minutes. 

There were usually two intervention sessions per day for each patient. Some patients required 

three or four daily care sessions. In this study we had designed the spiritual care package 

(spiritual care techniques and procedures) based on similar previous studies [30, 33-35]. In the 

first care session, the patient's confidence was sought by creating a favorable atmosphere and 

using communication techniques (active listening, eye contact, touching, etc.). Their spiritual 
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needs and rituals were then examined. At this session, the patient's spiritual distress was also 

examined using questions about hope, anger, guilt, and so on. Then the care plan for each patient 

was written individually and with his or her own participation. In subsequent care sessions, the 

actions taken were: supportive presence such as having trustful communication, displaying 

empathy, vulnerability, humility, and commitment, as well as facilitating the expression of 

thoughts and feelings, conveying acceptance, respect, and nonjudgmental attitude, and speaking 

with the patient and responded to typical questions about the disease and the treatment process 

and taking their hands and actively listening to the their speaking. Moreover, some noticeable 

facts were taken into account for the patients , like: simplifying spiritual ceremonies (especially 

those related to praying), or  remembering the meaning and impacts of turmoil and ailment, 

presenting bibliotherapy (reading the spiritual books), helping to connect with God,  aiding a 

meeting with patients’ loved ones, assisting  the patients to  resolve concerns about suffering,  

raisingthe patients’ hope,  helping patients to recognize the value of life, explaining the meaning 

of illness, teaching how to  have a sense of control over life, giving some tips to  cope with 

illness. After the three days intervention and at the time of discharge, the T-DAS was distributed 

again among the participants for  both of the groups. 

It is significant to  note that one of the male researchers (MT) performed the intervention for 

male patients while the third author (ZA) conducted the intervention for female patients. MT and 

ZA are both nurses with more than 9 years of experience in caring for cancer patients.  

2.5. Outcomes and measurement  

Two questionnaires were used to collect data in this study. The first questionnaire was assigned 

to assess demographic information (8 questions) including age, gender, marital status, occupation 

status, and education level. The second questionnaire was T-DAS. This scale had 15 true and 

false questions that measured anxiety about death. The scores ranged from 0 to 15 and the high 

scores represented the high anxiety about death of the patient. This questionnaire was revised 

and standardized according to Iranian society and its applicability was approved as well [36].  
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2.6. Data analysis  

SPSS software (version 24, IBM, Armonk, NY) was employed  to analyze the data. Descriptive 

statistics like percentage, mean and standard deviation were calculated for the scores of T-DAS 

and participants’ age.  

After assessing the data distribution by the Kolmogorov-Smirnov test, the independent t-test  

utilized to compare the means of the overall T-DAS scores and age of the patients before the 

intervention.  

Additionally, the Chi-square test was applied to compare both groups for some other 

demographic characteristics before the intervention. In addition, the covariance analysis applied  

compared the differences in the symptoms of anxiety about death  between the two groups and 

then adjusted the baseline values and age because control and intervention groups differed by 

age. Eventually, effect sizes were calculated using Cohen’s d. 

3. Results 

3.1. Baseline characteristics of participants 

This randomized controlled trial was conducted on 145 cancer patients who were randomly 

allocated to either usual care (73 patients) or the intervention (72 patients). Most patients in both 

of the groups were employed and married men. The results of the statistical analyses showed that 

intervention and control groups were homogeneous considering demographic characteristics 

except for age. The mean and standard deviation of the patients’ age in intervention and control 

groups were 53.12 ± 15.58 and 60.5 ± 14.62 (t= -2.94, P= 0.004), respectively. The mean and 

standard deviation of anxiety about death in intervention and control groups were 8.14 ± 1.54 and 

8.03 ± 0.85 before the intervention. In other words the levels of anxiety about death among two 

groups were moderate, and there were no statistically significant differences in the anxiety about 

death between the two groups (P<0.05) (Table 1). 
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3.2. Efficacy of spiritual care on anxiety about death  

Based on the ANCOVA analysis and considering the obtained significance level (P= 0.029) at 

𝛼=0.05 level, the null hypothesis was rejected which claimed  no effects of spiritual care on 

anxiety about death in the treatment group against control group after intervention (7.86 ± 1.22 

versus 8.18 ± 0.79). However, Cohen’s effect size (d) revealed that the obtained effect was not 

clinically significant (d= 0.31). Further, considering the obtained significant level (P= 0.006) at 

the level 𝛼=0.05, the null hypothesis was rejected, representing no need for the pre-test. In other 

words, the existence of covariant (pre-test) was also effective although age played no role in this 

difference (Table 2). 

3.3. Safety 

There were no spiritual care-related adverse events. 

4. Discussion 

Regarding with  the mean scores of anxiety about death before the intervention (8.14 ± 1.54 and 

8.03 ± 0.85 in intervention and control groups), a moderate anxiety about death level was 

considered for  both of the groups. Consistent with the findings of our study, Karampour et al. 

showed that the mean of the anxiety about death scores of their participants with breast cancer 

based on T-DAS was 9.68 [37]. In another study from a Western and developed country 

(Canada), the rate of anxiety about death among cancer patients was also recorded as moderate 

[38]. However, some other studies reported the severity of anxiety about death in cancer patients 

was high [39, 40]. Therefore, many factors affect the anxiety about death of cancer patients, 

including family support, modern treatments, self-esteem and age [38], marital status, 

occupation, and physical capacity [40]. 

The results revealed that the mean scores of anxiety about death were statistically different 

between intervention and control group after the intervention. However this difference was not 

clinically lower than the control group. Apparently, the observed statistical significance was also 

due to the minor standard deviation of the anxiety about death among the participants. Previous  
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evidence varies. For instance, some previous descriptive studies support our findings, indicating 

that there is no relationship between anxiety about death and spirituality [41-44]. Some 

researchers even found that there is a direct correlation between these two. More precisely, high 

spirituality is related to high anxiety about death [45]. In contrast, some other studies reported a 

reverse link between spiritual beliefs, spiritual care, and spirituality well-being with anxiety 

about death [46, 47]. Some researchers also suggested spirituality is an anti-anxiety in exposure 

to stressful events and it can be an important source of patient compatibility, especially in cancer 

patients [48]. By and large, the most important factor in justifying this contradiction can be the 

impact of the culture on spirituality beliefs that have been considered in previous studies [49]. 

 

5. Conclusion and implications for practice  

The results of this study suggest that the implementation of a short program of spiritual care may 

not be an effective way to control moderate anxiety about death among Iranian gastrointestinal 

cancer patients. Our study, like other studies, had some limitations. The first limitation was its 

weakness in generalizability. This weakness was due to two reasons: First, only patients with 

gastrointestinal cancers participated in our study. Second, since religious beliefs are completely 

cultural and socially dependent, so the findings of this study cannot be generalizable to other 

societies. The second major restriction  pertained to  the intervention period only for 3 days. It 

seems that three days of spiritual care was not adequate to reduce the anxiety of death. Since we 

ran  the impact of spiritual care on patients undergoing chemotherapy who were not hospitalized 

for more than three days, we were unable to measure the long-term effects of spiritual care on 

anxiety about death. Third, in the sampling process, some variables, such as cancer stage, metastasis, 

and prognosis of patients, which were supposed to influence death about anxiety were not considered. 

With respect to the constraint factors of this research, future studies need to highlight the exact 

effects of spiritual care on cancer or chemotherapy induced complications such as high anxiety 

about death, depression, pain, fatigue, and poor quality of life among other societies. In addition, 
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a clear different type of spiritual care and its specific benefits are helpful for a better 

understanding of the extent to which spiritual care can be used for decreasing the complications 

of chemotherapy or/and cancer. Finally, to draw more useful conclusions about the possible 

benefits of spiritual care in anxiety about death management among cancer patients future 

research should include more rigorously designed trials, provide spiritual support for a longer 

duration and explore spiritual care in more diverse populations with different religious beliefs. 

Furthermore, the severity and the prognosis of the cancer patients should be taken into account. 
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Figure.1 CONSORT diagram for trial profile. 
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Table 1. Participant baseline characteristics 

Baseline Characteristics 

Intervention Group 

(n=72) 

Control Group 

 (n=73) 

Sig. 

Age, Mean (SD) 53.12 (15.58) 60.5(14.62) 

t=-2.94 

P= 0.004 

Death anxiety, Mean (SD) 8.14(1.54) 8.03(0.85) 

t = 0.79 

P = 0.429 

Gender, n (%) 

Male 

Female 

 

42(58.33) 

30(41.66) 

 

40(54.79) 

33(45.2) 

 

X2=0.185 

P= 0.738 

Employment status, n 

(%) 

Unemployment 

Full-time/Part-time 

Retired 

Housekeeper 

 

19(26.39) 

19(26.39) 

11(15.28) 

23(31.94) 

 

17(23.28) 

23(31.5) 

6(8.22) 

27(36.98) 

 

X2=2.27 

P= 0.517 

 

Marital status, n (%) 

Married  

Never married  

Widowed  

 

58 (80.55) 

9 (12.5) 

5(6.94) 

 

56(76.71) 

4) 5.55)  

13(17.8) 

 

 

X2=1.62 

P=0.445 

 

Education, n (%)   X2= 3.47 
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Less than high school 

High school degree 

College degree 

Graduate or professional 

36 (50) 

21 (29.16) 

6 (8.33) 

9 (12.5) 

47 (64.38) 

17 (23.28) 

3 (4.16) 

6 (8.22) 

P=0.324 

 

 

  

Jo
ur

na
l P

re
-p

ro
of



 
 

25 
 

 

Table 2.  Results of ANCOVA of post-test death anxiety after controlling the effect of variables pre-test and age 

Source 

Type III Sum 

of Squares df 

Mean 

Square F Sig. 

Corrected model 11.96a 3 3.98 3.93 0.010 

Intercept 50.56 1 50.56 49.86 0.000 

Group 4.93 1 4.93 4.86 0.029 

Pre-test 7.86 1 7.86 7.75 0.006 

age 0.66 1 0.66 0.65 0.421 

Error 

142.97 

14

1 

1.01   

Total 

9483 

14

5 

   

Corrected total 

154.93 

14

4 

   

           a. R Squared = 0.077 (Adjusted R Squared = 0.058) 
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