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Research Paper
Analyzing the Lived Experiences of End-of-life Cancer 
Patients

Background and Objectives: The unique problems and needs of end-of-life cancer patients 
make it difficult for these patients to adjust to their new living conditions. Examining these 
problems and needs can provide invaluable information about coping with and adjusting to 
terminal cancer. Therefore, this study aimed to analyze the lived experiences of end-of-life 
cancer patients.

Methods: A phenomenological qualitative method was used to conduct this study. The study 
population included all end-of-life cancer patients admitted to Emam Reza Clinic in Shiraz City, 
Iran, who were aware of their disease status and had a life expectancy of at least six months 
(based on the doctor’s prognosis). Participants were selected using purposive sampling and the 
data were theoretically saturated after 14 semi-structured interviews. The data were analyzed 
using Colaizzi’s seven-step approach.

Results: Based on the phenomenological analysis results, five parameters, including family-
related factors, culture and economy, the self, the physician and the treatment process, and 
religion and spirituality, were identified as the main themes of the present study.

Conclusion: Considering the adjustment problems faced by end-of-life cancer patients and the 
multidimensional nature of cancer-related factors and components, multifaceted interventions 
can facilitate the adjustment of these patients to their new living conditions.
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Introduction

t is estimated that nine million people die 
from cancer each year, and most of them 
are in the advanced stages of the disease 
[1]. The characteristics of end-of-life can-
cer, such as a high degree of malignancy, 
treatment resistance, and uncontrollable 
metastatic lesions, create many challenges 

[2]. Consequently, diagnosing the disease and confront-
ing it can lead to disturbances and needs that, if not man-
aged, result in severe psychological changes in the af-
fected individuals and disrupt their lives. 

End-of-life disease affects human functioning in all ar-
eas and causes problems related to identity, autonomy, 
goals, meaning, etc. It also changes family roles, dynam-
ics, communication, and daily functions [3]. These con-
ditions may appear as a reaction to the disease diagnosis 
or during the treatment and rehabilitation processes, as 
cancer patients experience different levels of stress and 
emotional distress [4]. 

The end-of-life stage for individuals experiencing 
emotional turmoil is a complex process characterized 
by several primary emotions, such as anxiety, stress, de-
pression, and despair, which are related to these stressful 
conditions. As a result, patients may struggle to manage 
the stress and disabilities they encounter [5]. Psychiat-
ric symptoms and disorders not only cause significant 
suffering for patients but also cause intensified physical 
diseases and reduced quality of life [6]. 

Reports indicate that cancer has sociocultural aspects 
in addition to its physical and psychological effects, and 
providing psychological support to patients can improve 
their mental health. Cultural beliefs and values influence 
not only cancer prevention and control behavior but also 
the psychological and behavioral consequences after 
cancer diagnosis and treatment [7, 8]. Therefore, analyz-
ing the lived experience of these patients will help their 
treatment process. 

The lived experiences of end-of-life patients have been 
analyzed in different personal and socio-cultural fields. 
One of the concerns for end-of-life cancer patients is re-
lated to religious and spiritual issues, which may draw 
patients closer to God and improve their trust and under-
standing of him. Also, this long journey may have vari-
ous concerns, such as fear of death, challenges regarding 
God’s justice, and difficulties in interpersonal relation-
ships for some participants [9]. 

Bakhshalizadeh Irani et al. classified the concerns and 
needs of end-of-life cancer patients into five groups: 
Family and friends, socio-economic, self, staff, and 
treatment process in the hospital, and religious-spiritual 
[10]. Estebsari et al. introduced seven main issues affect-
ing end-of-life patients’ quality of life: Reducing stress 
and worry, participation, home care, education, indepen-
dence, support, and resources and facilities [11].

Imanzadeh and Sharifi obtained four main themes in 
their research: The concept of death from the perspective 
of patients, disease consequences, causes of death anxi-
ety, and factors reducing death anxiety [12]. Dehghan 
et al. extracted six conceptual clusters from contextual 
experiences based on cancer: Unexpectedness, cultural 
attitude, explanations of the disease, disease metaphors, 
social feedback, and terrible prophecies [13].

Pinto et al. also identified themes related to healthcare provid-
ers’ understanding of the needs of end-of-life cancer patients. 
Three topics were related to interpersonal needs, psychological 
needs, and expressing unfinished business from the perspec-
tives and experiences. The emerging topics included interper-
sonal communication, support and closer communication with 
family, disconnection from family relationships, and creating 
new communication in the hospital. Psychological needs and 
concerns included experiencing and expressing negative emo-
tions, mental health concerns, and coping with mortality. Two 
topics related to unfinished business are the existence of unfin-
ished business and the process of dealing with it [14]. 

Honey et al. in their research entitled “Lived experi-
ence as a resource for recovery” showed that resources 
promote hope; however, an increase in hope may not be 
immediately apparent. Also, these resources encourage 
useful activities, provide positive experiences, enhance 
valuable knowledge, promote constructive thinking 
about mental health issues during the journey, help in-
dividuals feel less lonely, and assist them in explaining 
their situations to others [15]. 

Accordingly, end-of-life patients seem to experience 
many psychological problems and their perception of 
life is affected by the disease. Therefore, it is necessary 
to influence their quality of life with psychological in-
terventions and provide a platform that responds to the 
needs and concerns of these people because reduced 
psychological symptoms cause the ability to effectively 
deal with the disease. Therefore, the current research 
aims to analyze the lived experiences of end-of-life can-
cer patients so that a suitable treatment protocol can be 
prepared for them according to their problems and is-
sues, as well as the related context and cultural structure.

I
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Methods

A phenomenological qualitative method was used in 
this study. Data were collected through semi-structured 
interviews and analyzed using Colaizzi’s seven-step ap-
proach. The statistical population included end-of-life 
cancer patients in Shiraz City, Iran, who were aware of 
their disease diagnosis, and for whom the doctor predict-
ed a life expectancy of at least six months based on the 
progression of the disease. The saturation process served 
as the criterion for determining the sample size in quali-
tative studies. In this study, saturation was reached after 
interviewing the thirteenth and fourteenth participants. 
The inclusion criteria included having at least 20 years 
of age, having no psychiatric history before the disease, 
having a definitive diagnosis of advanced cancer, having 
a poor prognosis (about six months), and demonstrat-
ing physical (speech) and mental (ability to concentrate) 
abilities. The exclusion criteria included severe physical 
weakness that would prevent conducting an interview, 
language differences and communication problems that 
would hinder the interviewing process, denial or un-
awareness of being at the end-of-life stage, and lack of 
informed consent to participate in the interview. 

The age range of the individuals participating in the 
interviews was determined based on the patients at this 
stage of the disease in Imam Reza Clinic. This study 
was conducted in Shiraz City, which is home to numer-
ous university, government, and private specialized and 
super-specialized hospitals that provide a wide range 
of medical services to both Iranian and non-Iranian pa-
tients. Therefore, this diversity in patients in terms of 
ethnicity, language, and culture enhances the relevance 
of the research results. 

Fourteen end-of-life cancer patients were selected and 
interviewed at Imam Reza Hospital in Shiraz City, us-
ing a purposeful sampling method. The semi-structured 
interview consisted of open-ended questions designed 
based on the researcher’s goals and in consultation with 
experts. It included a comprehensive review of the re-
search literature and the experiences of end-of-life can-
cer patients. 

To design the questions, at the beginning of the inter-
views, the participants were asked to talk about how 
and when they became aware of the disease and their 
physical condition, and then they answered the follow-
ing questions: What is your experience with cancer? Do 
you have a mental picture of your illness? What do these 
images mean in your life? What aspects of your life have 
been affected? What emotions do you experience? What 

thoughts do you experience? What behaviors do you ex-
perience? What thoughts bring you peace? What behav-
ior makes you feel relaxed? 

To accurately implement the data and perform further 
analysis, the interview conversations were recorded with 
the participants’ permission. To analyze the information 
obtained with the Colaizzi method, the text of each inter-
view was read several times to acquire a concept of the 
whole text. In the second stage, crucial phrases and sen-
tences related to people’s experience of the phenomenon 
were extracted. In the third stage, the meaning of crucial 
expressions was explained by formulating interpreta-
tions. In the fourth stage, all formulated interpretations 
were grouped into categories, creating a unique structure 
of content clusters. In the fifth stage, thematic clusters 
were merged to form distinct thematic structures. By 
integrating all the subjects, the structure of the phenom-
enon was extracted. The researcher collaborated with an 
expert in the field of qualitative research to review the 
results and present a comprehensive description of the 
participants’ experiences. In the sixth stage, redundant 
descriptions were removed from the entire section by 
streamlining the findings, which included eliminating 
some ambiguous and dual-sided structures. Finally, the 
results were validated and communicated to the partici-
pants, who provided feedback to the analyst about the 
validity of the results and their compatibility with their 
experiences. Additionally, face validity (based on ex-
perts’ opinions) was used to validate the interviews. 

Results

Table 1 presents the demographic information of the 
participants. The age range was consistent with that of 
individuals visiting the clinic and the doctor’s diagnosis 
for end-of-life care. The interviewees included 14 people 
(four men and ten women), with ages ranging from 34 to 
59 years. Also, their educational backgrounds included 
university education (two individuals), diploma (five 
individuals), elementary school (four individuals), sec-
ondary school (two individuals), and one individual who 
was illiterate. Ten people were married, one person was 
single, and the spouse of three people had passed away. 

Table 2 presents the themes extracted from the inter-
views and related codes. Analyzing the phenomenology 
of the lived experience of end-of-life cancer patients 
in Iran led to the extraction of primary and secondary 
themes. The result of the content analysis of the inter-
views can be divided into five main themes and 16 sub-
themes. The main themes were family-related factors, 
culture, economy, self, physician, treatment process, 
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Table 1. Demographic information of the participants

Type of Cancer Number of Children Marital Status Education Age (y) Gender Code 

Lungs and chest4Married Illiterate 55Woman 1

Pelvis and lung3Spouse’s death Diploma 65Woman 2

Gut and chest2Married Elementary 54Woman3

Lungs and chest2MarriedSecondary 50Woman4

Stomach and lungs3MarriedDiploma 53Man 5

Intestines and stomach3MarriedElementary59Man 6

Lungs and chest7Spouse’s death Secondary56Woman7

Lung, chest, and intestine3MarriedElementary47Woman8

Stomach and chest4Spouse’s deathElementary59Woman9

Chest, brain, and lungs0Single Diploma48Woman10

Lung and stomach2Married Diploma36Man11

Brain and lungs2MarriedDiploma45Woman12

Intestines and lungs1MarriedBachelor’s degree 54Man 13

Brain, lungs, and intestines2MarriedBachelor’s degree36Woman14

Table 2. Primary and secondary themes extracted from the interviews

Code Sub-themes Main Themes 

- Increasing expectations from the spouse during illness
- Discomfort from the reduction of emotional relationship

- Blaming the spouse for the illness
- Satisfaction from the all-round support of the spouse

- Worry about the spouse’s future 
- Feeling guilty about supporting the spouse

- Decreased communication and sexual desire
- Worry about being overhead

Spouse-related factors 

Family-related factors 

- Worry about involving children in treatment
- Feeling valued by children

- Discomfort from being away from children
- Concern for the future of children

- Happiness from playing the role of a mother
- Anger from children’s misunderstanding

- Worrying about the hereditary transmission of the disease to children
- Worry about being overhead

Children-related factors 

- Worry about teaching the family about the disease
- Worry after death for the family

- The need for emotional support from the family
- Hiding the disease from the family

- Happiness from the all-round support of the family
- Annoyance due to family discomfort and restlessness

- Hope to live with love for family
- Displeasure regarding the family’s hardships

- Pretending to play a role
- Annoyance at participating in the funeral ceremony

- Worry about being overhead

Family members-related 
factors 
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Code Sub-themes Main Themes 

- Job lose Job-status 

Culture and econo-
my-related factors 

- Annoyance with financial dependence on the family 
- Difficulty in providing treatment costs

- Need for financial support
Financial factors 

- The prevalence of the disease
- Limitations in communication with others

- Negative reactions from those around to changes in appearance 
- The need for unconditional acceptance in society

- Illness as a result of evil actions
- Illness as a result of an eye injury

- Dissatisfaction with the pity of others
- The disease as a form of atonement for sins

- Annoyance at generalizing the problems of other cancer patients to oneself

Cultural-social attitude 

- Annoyance due to physical pain
- Annoyance at changes in appearance

- Annoyance with the side effects of medication
- Anger at treatment and physical hardships

Physical factors associated 
with the disease

Self-related factors 

- Lack of anger control
- Lowering the tolerance threshold

- Inability to control emotions
- Not expressing sadness

- Getting angry early
- Mental conflict with the cause of the disease

- Feeling lonely 

Emotions

- Being shocked by the news of the disease
- Uncertainty regarding the future of the disease

- Destruction caused by the disease and subsequent rebuilding
- Illness equal to death
- Fighting the disease

Attitude to illness

- The joy of being active
- The need for independence

- Disturbing disability and remaining at home
- Getting angry due to fatigue

Independence 

- Initial lack of follow-up on symptoms
- Arbitrarily stopping medication and experiencing a return of the disease

- Failure to diagnose the condition in a timely manner
- Inheritance of cancer within the family

- Exacerbation of the disease due to discomfort
- Recurrence of the illness following the death of a spouse

Factors affecting the onset or 
exacerbation of the disease

- Feeling of peace in nature
- Feeling calm in a quiet atmosphere

- Gaining energy from reading motivational books
- Living in the moment

- Hope for recovery
- Exercising

- Acceptance of illness
- Appeal to the divine

- Peace in religious places

Motivational factors (coping 
strategies)

- Long waiting times in the hospital
- Difficult access to medicines

- Difficulty commuting for treatment
- Exhausting treatment process 

- Searching for disease information on the Internet
- The need to provide medical services in cities

- Annoyance due to lack of good service
- The need to expand medical centers

- The need for reasonably priced and accessible medications
- The need to accelerate the provision of services for metastatic patients

- The need for new treatment methods
- The need for a psychologist to be present alongside the doctor

Factors related to treatment 
and medical services

Factors related to the 
physician and the 
treatment process

- Dissatisfaction with feeling rushed by the physician during the visit
- Satisfaction with the physician’s good manners

- Displeasure regarding the physician’s dishonesty
- Reluctance to see a rude physician

- Satisfaction with the treatment staff
- The need for clear disease information from the physician

Communication with the phy-
sician and treatment staff
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religion, and spirituality. The sub-themes were factors 
related to the spouse, children, family members (father, 
mother, and siblings), job status, financial, cultural, and 
social attitude, physical factors related to the disease, 
emotions, attitude to the disease, independence, fac-
tors affecting the onset or exacerbation of the disease, 
motivational factors (coping strategies), treatment and 
medical services, communication with the doctor and 
treatment staff, communication with God, and attitude 
toward death. In addition, patients’ interactions with 
their families (father, mother, and siblings) were classi-
fied as a primary and separate category.

Discussion

The phenomenological analysis determined that fac-
tors related to family and relatives, culture and economy, 
self, physician and treatment process, religion, and spiri-
tuality are the main components experienced by end-of-
life cancer patients. These results are consistent with the 
models derived from Bandura’s social-cognitive theory, 
which confirmed the influence of individual and envi-
ronmental factors on psychological components [4]. Re-
garding factors related to family, the sub-components of 
factors related to spouse, children, and family have been 
extracted. At this stage, patients experience various is-
sues about their spouses, children, and family members 
(father, mother, and siblings), which lead to the formation 
of a set of positive and negative needs and emotions that 
affect the process of adaptation to the disease and treat-
ment management. Awareness of the end-of-life disease 
as a threatening factor puts the family in a contradictory 
situation because, on the one hand, due to the unique na-
ture of the relationships, it puts the whole family at risk 
of collapse, and on the other hand, it fosters greater inter-
dependence within the family to support the patient and 
alleviate difficulties. Therefore, the patient’s interactions 

with the family are affected, and the form and manner of 
relationships undergo more profound changes. 

End-of-life patients experience a wide range of emo-
tions and negative emotions, such as anger, worry, sad-
ness, and guilt about their families. At this stage, patients 
express discomfort about problems related to their fami-
lies and often consider themselves a burden to others. 
They are also worried about the future of their relatives, 
such as children, spouses, and family members, and ex-
perience high stress about leaving them behind. Some 
patients blame others out of desperation to relieve their 
emotions to some extent. However, patients try to avoid 
putting pressure on their loved ones as much as possible 
to calm the family or reduce anxiety in their relation-
ships. They do this by hiding issues related to the dis-
ease, pretending to maintain their roles, and preserving 
individual morale. The results of the present study are 
consistent with those of Bakhshalizadeh Irani et al., 
Pinto et al., and Honey et al. [10, 14, 15], which demon-
strate that when individuals face end-of-life cancer, they 
react—ranging from anger to satisfaction—with regard 
to their support from relatives. 

Considering that the family is the primary source of 
support for the individual and plays a crucial role in 
adapting and increasing the quality of life of the affected 
person, the emotions and needs of the patients should be 
analyzed and managed at this stage to improve the qual-
ity of life of the affected individual. If a proper emotional 
connection, along with financial and emotional support 
from the family, is established at this stage, it will lead 
to the development of positive emotions in the affected 
individuals, who will then feel satisfaction and compre-
hensive support. In other words, people who view their 
loved ones as supporters throughout their lives appreci-
ate that support, which increases their sense of worth 

Code Sub-themes Main Themes 

- Belief in destiny and divine sovereignty
- Trust in God

- Gratitude towards God
- Anger directed at God

- A feeling of peace in the presence of God
- Performing rituals

- Praying God

Communication with God

Factors related to re-
ligion and spirituality - Acceptance of death

- A positive attitude toward death with good deeds
- Not accepting death due to unfulfilled wishes
- Asking God for death during chemotherapy

- Death wish due to financial poverty
- Not accepting death due to the future of children

- Growth of religious beliefs after illness

Attitude to death
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and hope. Thus, the role of the patient’s relatives and de-
pendents is a critical component in fostering hope in the 
spirits of cancer patients. 

Factors related to culture and economy are the second 
primary component, from which the sub-components 
of job status, financial issues, and cultural and social 
attitude were extracted. The results are consistent with 
the results of Bakhshalizadeh Irani et al., Dehghan et 
al., and Honey et al. [10, 13, 15], who stated that due to 
increased problems caused by the disease, the physical 
strength and life motivation of people decreases, which 
causes them to lose their jobs. Therefore, the follow-up 
of the treatment process is affected due to the increase 
in financial burden. Also, the person is financially de-
pendent on the family and becomes frustrated and emo-
tionally disturbed. When a low-income person is diag-
nosed with cancer, both he/she and his/her family are 
constantly seeking ways to alleviate the financial burden 
of treatment costs. Financial problems make many can-
cer patients unable to continue their treatment, ultimately 
leading to death due to the disease and lack of care and 
eventually dying due to the disease and lack of treatment. 

The results regarding the cultural and social attitudes 
of the affected patients are consistent with the results of 
Estebsari et al. and Pinto et al. [11, 14]. They stated that 
people living in different conditions show different reac-
tions to the experience of the last days of their lives be-
cause the beliefs and values arising from a cultural mod-
el related to the disease affect people’s perceptions about 
the meaning of their disease. Additionally, social feed-
back—including social judgments, comments related to 
appearance, intrusive curiosities, and pity perceived as a 
result of evil deeds or atonement for sins—plays a sig-
nificant role. Most of these patients feel anger towards 
the pity and compassion of others, and the opinions, 
questions, conversations, behaviors, and reactions of rel-
atives, friends, and strangers lead to resentment, making 
the experience of cancer more challenging. For this rea-
son, the patient limits his/her relationships with the fam-
ily and distances him/herself from the relatives. In other 
words, individuals influenced by their social and cultural 
learning interpret their illness in ways that can impose an 
additional psychological burden on them, affecting how 
they experience cancer and causing emotional turmoil. 

It is possible to reduce the psychological burden for a 
patient with cancer by educating, awareness, and chang-
ing social attitudes about the disease, which leads to 
a better adaptation to the disease. It is also crucial for 
healthcare providers to understand the cultural context 
of the patient because culture has a significant influence 

not only on beliefs about health but also on self-health 
behaviors, and affects the continuation of treatment, 
management of complications, and prognosis of the dis-
ease [16]. As Keusch et al. and Daher point out, taboos 
and stigmas related to cancer are critical problems that 
must be considered because they influence the attitude 
of people about the disease [17, 18]. 

The factors related to self are the third principal com-
ponent, from which the sub-components of factors relat-
ed to the disease, emotions, attitude toward the disease, 
independence, factors affecting the onset or exacerbation 
of the disease, and motivational factors (coping strate-
gies) were extracted. The results are consistent with 
those of Estebsari et al. and Johnson et al. [11, 19], who 
stated that the progression of the disease increases physi-
cal problems, such as persistent and bothersome pain, 
as well as heightened emotions, including anger and ag-
gression. The interference of pain with sleep, appetite, 
and mood leads to anxiety, fatigue, and low quality of 
life. Consequently, most individuals who are nearing 
the end of life experience negative emotions; thus, a 
close relationship is observed between psychological 
states and cancer. Cancer diagnosis also has its stresses 
because any change in human life is accompanied by 
stress. The consequences of the diagnosis of this disease 
are the emergence of anger, rage, depression, loneliness, 
emptiness, meaninglessness, jealousy, spitefulness, etc. 
[19]. All patients express significant fear of losing their 
control and abilities, as well as their inability to perform 
tasks. Losing independence, becoming reliant on others, 
and feeling ineffective contribute to a decrease in self-
esteem and a weakening of personal identity. Patients 
experience emotional disturbance due to their inability 
to engage in personal, social, and recreational activities 
as they did before, often being confined to their homes 
or hospitals. 

One factor in reducing emotional turmoil is the pa-
tients’ coping styles, such as cognitive and behavioral 
activities that lead to the formation of a positive and con-
structive view of the disease. In other words, effective 
coping styles help to reduce stress, tension, and emo-
tional balance. The effect of coping styles on quality of 
life and emotional distress has been reported [20]. Based 
on this, one of the crucial factors in the intensity of stress 
can be the type and coping styles. 

This research showed that one of the crucial compo-
nents of the experience of cancer is morbidity, the vague-
ness of the future of the disease, being shocked by the 
news of the disease, and psychological and religious 
growth. This finding is consistent with reports indicat-

Lotfi Kashani F, et al. Examining the Lived Experiences of End-of-Life Cancer Patients. Health Spiritual Med Ethics J. 2024; 11(3):111-120.

http://jhsme.muq.ac.ir/index.php?&slct_pg_id=10&sid=1&slc_lang=en


118

September 2024. Volume 11. Number 3

ing that, in most cases, cancer is perceived as a death 
sentence by prevailing social attitudes [21]. The experi-
ences of morbidity, uncertainty about the disease’s fu-
ture, and the shock of the diagnosis, which are related to 
the patient’s hostile attitudes and beliefs toward cancer, 
can also be influenced by cultural attitudes toward the 
disease. The patient’s negative attitudes affect coping 
and make it difficult to cope with the situation and adapt. 
One of the primary concerns for patients is the notion of 
a vague and uncertain future, which heightens their anxi-
ety and causes hesitation in their treatment decisions. 
Therefore, clarifying the dimensions of the disease and 
how to transmit correct information to the treatment staff 
is helpful. Although getting cancer is not equal to death, 
the predominance of attitudes increases stress in pa-
tients; however, there are instances when patients adopt 
a positive attitude toward the disease, viewing cancer as 
a part of life and actively fighting it, which can lead to 
higher levels of personal growth. 

The fourth principal component was the factors related 
to the physician and the treatment process, from which 
sub-components of the factors related to the treatment 
and medical services and the relationship between the 
physician and the treatment staff were extracted. The re-
sults are consistent with the results of Dürr et al. [22], 
who stated that sometimes patients blame others, espe-
cially the medical staff, as they approach death, which 
complicates their treatment process. According to the 
results of the interviews, patients expressed extensive 
needs related to the factors concerning the physician and 
the treatment process; addressing these needs can help 
reduce the anxiety and emotional turmoil experienced 
by patients, as they spend a significant portion of their 
lives in treatment settings. Therefore, the expansion of 
medical services and the increase in government support 
play a vital role in the treatment process and the quality 
of life of patients.

Considering the exhausting treatment process and the 
costs imposed on patients, giving importance to their 
needs and priorities and providing a favorable treatment 
environment can facilitate the treatment process for them 
and lead to increased quality of life. Also, a lack of effec-
tive communication and insufficient awareness about the 
disease from the physician can create feelings of insecu-
rity in patients regarding their physician and treatment, 
leading to reluctance toward the treatment environment 
and negatively affecting the treatment process. There-
fore, communicating effectively with the physician and 
providing effective information about the disease from 
the physician can help alleviate concerns, foster trans-
parency, and increase empathy toward the patient. 

The factors regarding religion and spirituality are the 
fifth main component, from which the sub-components 
of connection with God and attitude to death were ex-
tracted. Activities, such as worship, prayer, tending to 
visit holy places, attending religious ceremonies, trusting 
in God, and seeking solace in sacred objects are among 
the coping strategies for people with cancer that make 
their lives meaningful. These patients also experience a 
series of negative attitudes. The principal negative atti-
tudes toward death in these people, not accepting death 
due to unfulfilled wishes, asking God for death during 
chemotherapy, wishing for death due to financial pover-
ty, and not accepting death due to the future of children, 
can lead to anxiety and affect the treatment process. 
Sometimes, due to their awareness of the timing of their 
death, they may even react with anger toward God and 
the source of existence, feeling oppressed and unloved. 
In other words, these reactions arise from their struggle 
for life, and they experience significant concerns, such 
as worrying about the future of their family. 

Awareness of end-of-life cancer suddenly causes a kind 
of spiritual and religious crisis, in such a way that people 
look for meaning in their life or illness. At this stage, pa-
tients find positive and negative attitudes toward death, 
which can cause anxiety or peace in the affected person. 
Accepting death and looking at it positively leads to in-
creased patient quality of life, and the person reaches a 
stage where he/she no longer expresses negative emo-
tions toward death. 

The results of this research are consistent with those of 
Bahrami et al., Estebsari et al., Imanzadeh and Sharifi, 
and Pinto et al. [9, 11, 12, 14], who stated that most end-
of-life people have a strong desire for spirituality and 
strive to adapt to new conditions and value their lives. 
Some researchers believe that spirituality gives mean-
ing to life and helps a person adapt to cancer. Spiritual-
ity is a crucial part of many people’s lives and creates a 
sense of belonging and comfort for them during illness 
and distress. The religious inclination involves seeking 
transcendental matters that address material and psycho-
logical problems, with God as the center of all affairs. 
Recent studies emphasize the importance of meeting the 
spiritual and religious needs of cancer patients and their 
family caregivers. Meeting spiritual needs is associated 
with increased satisfaction in the patients’ lives. 

Conclusion

It seems that facing cancer not only has physical effects 
but also psychological complications, and even some so-
ciocultural experiences are linked to it, affecting coping 
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and adapting to the disease. Considering the multidimen-
sional nature of the patient’s experience and unpredict-
ably at this stage of the disease, it is necessary to provide 
psychological services for patients. 

Based on the results of the research and the experiences 
of the patients in this study, the affected people have con-
cerns and needs in different dimensions of personal and 
social life, particularly in death. Based on this, a com-
prehensive model can be introduced for the adaptation 
of end-of-life cancer patients. This model has practical 
applications for families, medical centers, psychologists, 
and counselors in facilitating the process of adapting 
to death in cancer patients. Several suggestions can be 
made in this regard: 

1. According to the results, the family and relatives can 
help the patient experience pleasant feelings and achieve 
peace, which requires detailed education about the dis-
ease and the needs of these people in the family.

2. The medical system should have more support and 
services for end-of-life cancer patients, identify non-
compliant patients, connect them to networks of experts, 
and follow up on their mental health. 

3. To prevent incompatibility and help patients adapt 
better, training sessions can be conducted that address 
the multidimensional nature of their problems (psycho-
logical, economic, cultural, individual, and social). 

4. Due to the frequency of psychological and emotion-
al problems in these patients, it is suggested to conduct 
other studies for a better understanding of this disease in 
a broader range of cancer stages and the ethnic diversity 
of Iranian society so that mental health professionals can 
use cognitive treatments in the process of therapeutic in-
terventions. 
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