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ABSTRACT

Objective: Regular assessments of spiritual distress/spiritual pain among patients in a
supportive/palliative care clinic (SCPC) are limited or unavailable. We modified the Edmonton
Symptom Assessment Scale (ESAS) by adding spiritual pain (SP) to the scale (0 ¼ best, 10 ¼
worst) to determine the frequency, intensity, and correlates of self-reported SP (�1/10) (pain
deep in your soul/being that is not physical) among these advanced cancer patients.

Method: We reviewed 292 consecutive consults of advanced cancer patients (ACPs) who were
evaluated at our SCPC between October of 2012 and January of 2013. Symptoms were assessed
using the new instrument (termed the ESAS–FS).

Results: The median age of patients was 61 (range ¼ 22–92). Some 53% were male; 189 (65%)
were white, 45 (15%) African American, and 34 (12%) Hispanic. Some 123 of 282 (44%) of ACPs
had SP (mean (95% CI) ¼ 4(3.5–4.4). Advanced cancer patients with SP had worse pain [mean
(95% CI) ¼ 5.3(4.8, 5.8) vs. 4.5(4.0, 5.0)] ( p ¼ 0.02); depression [4.2(3.7, 4.7) vs. 2.1(1.7, 2.6),
p , 0.0001]; anxiety [4.2(3.6, 4.7) vs. 2.5(2.0, 3.0), p , 0.0001]; drowsiness [4.2(3.7, 4.7) vs.
2.8(2.3, 3.2), p , 0.0001]; well-being [5.4(4.9, 5.8) vs. 4.5(4.1, 4.9), p ¼ 0.0136]; and financial
distress (FD) [4.4(3.9, 5.0) vs. 2.2(1.8, 2.7), p , 0.0001]. Spiritual pain correlated (Spearman)
with depression (r ¼ 0.45, p , 0.0001), anxiety (r ¼ 0.34, p , 0.0001), drowsiness (r ¼ 0.26,
p , 0.0001), and FD (r ¼ 0.44, p , 0.0001). Multivariate analysis showed an association with
FD [OR (95% Wald CI) ¼ 1.204(1.104–1.313), p , 0.0001] and depression [1.218(1.110–1.336),
p , 0.0001]. The odds that patients who had SP at baseline would also have SP at follow-up were
182% higher (OR ¼ 2.82) than for patients who were SP-negative at baseline ( p ¼ 0.0029). SP at
follow-up correlated with depression (r ¼ 0.35, p , 0.0001), anxiety (r ¼ 0.25, p ¼ 0.001), well-
being (r ¼ 0.27, p ¼ 0.0006), nausea (r ¼ 0.29, p ¼ 0.0002), and financial distress (r ¼ 0.42,
p , 0.0001).

Significance of results: Spiritual pain, which is correlated with physical and psychological
distress, was reported in more than 40% of ACPs. Employment of the ESAS–FS allows ACPs
with SP to be identified and evaluated in an SCPC. More research is needed.

KEYWORDS: Spiritual pain, Supportive care/Palliative care, Outpatient center

BACKGROUND

Religion and spirituality are important for many peo-
ple who are coping with cancer or other life-threaten-
ing diseases. However, healthcare providers and
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medical institutions often do not do a good job of at-
tending to this dimension of a patient’s care (Handzo,
2011). More than 70% of cancer patients (Balboni
et al., 2007) and patients with end-stage heart failure
and their caregivers (Ross & Austin, 2015) have ex-
pressed that their spiritual needs were minimally at-
tended to or not supported at all by the medical
system (Balboni et al., 2007). More importantly, at-
tention to religious/spiritual issues has been found
to have a significant influence on important indica-
tors of quality care. Several studies have documented
the positive relationship between meeting a patient’s
spiritual needs and patient satisfaction (Williams
et al., 2011; Astrow et al., 2007). Other findings
suggest that attention to spiritual needs improves
quality of life (Astrow et al., 2007) and reduces the
use of aggressive care at the end of life (Balboni
et al., 2010).

The words that patients use to communicate their
end-of-life needs reveal how important it is to assess
the dynamics of patient–clinician communication
(Lunder et al., 2011; Arnold 2011). At the same time,
clinicians caring for patients with a life-threatening
illness must recognize that these individuals are
experiencing spiritual distress and that they need
spiritual care, even though they are among the least
likely to ask for it (Fitchett & Risk, 2009). Many indi-
viduals recognize their life-threatening illness as an
opportunity for spiritual growth, and they will be look-
ing for the spiritual resources necessary to help them
adjust to adverse circumstances (Lunder et al., 2011;
Nadarajah et al., 2013).

The presence of spiritual pain can be an important
component of a patient’s distress during a life-threat-
ening illness accompanied by chronic or acute pain
and other physical and psychological symptoms
(Delgado-Guay et al., 2011). The patient’s pain is
also a significant source of suffering for caregivers
(Delgado-Guay et al., 2013).

The literature about regular assessments of spiri-
tual distress/spiritual pain in a supportive/pallia-
tive care outpatient setting is limited, if not totally
unavailable. The purposes of our study were to: (1)
determine the frequency and intensity of spiritual
pain among patients with advanced cancer in a sup-
portive/palliative care outpatient center (SCPC),
and (2) determine the association between spiritual
pain and other physical (pain, fatigue, nausea,
drowsiness, dyspnea, sleep, appetite) and emotional
(anxiety, depression, well-being) symptoms, and fi-
nancial distress among patients with advanced cancer
using a modified Edmonton Symptom Assessment
Scale (ESAS–FS). We defined “spiritual pain” as it
has been described in the literature: a pain deep in
your soul/being that is not physical (Delgado-Guay
et al., 2011; 2013; Mako et al., 2006) (Figure 1).

METHOD

The institutional review board at The University of
Texas MD Anderson Cancer Center approved our
study and waived the requirement for informed con-
sent. During the study period (October of 2012
through January of 2013), we reviewed 292 consecu-
tive consults of advanced cancer patients (ACPs) and
their first follow-up evaluation at our SCPC. At our
institution, SCPC patients are managed by an inter-
disciplinary palliative care team comprising pallia-
tive care specialists, fellows, midlevel practitioners,
palliative care nurses, social workers, chaplains, psy-
chologists, and pharmacists (Yennurajalingam et al.,
2011). The palliative care team conducts a compre-
hensive evaluation at the beginning of the consult
and during the follow-up period. Patient symptoms
are evaluated with the Edmonton Symptom Assess-
ment Scale (ESAS).

The ESAS (Bruera et al., 1991; Watanabe et al.,
2012; Rees et al., 1998; Porzio et al., 2005; Stromgren
et al., 2004) assesses 10 common symptoms (pain,
fatigue, nausea, depression, anxiety, drowsiness,
shortness of breath, loss of appetite, sleep problems,
and lack of a feeling of well-being) experienced by pa-
tients with cancer or a chronic illness over the previ-
ous 24 hours. In this scale, the patient rates symptom
intensity on a 0-to-10 numerical scale, with 0 repre-
senting “no symptom” and 10 the “worst possible
symptom.” The ESAS was developed in 1991 to eval-
uate the intensity of the most frequent physical and
psychological symptoms in cancer patients receiving
palliative care and was rapidly adopted by cancer and
supportive and palliative care programs (Bruera
et al., 1991; Stromgren et al., 2004). The scale is
also widely employed in supportive and palliative
care research. Its ease of use and visual representa-
tion make it an effective and practical bedside tool
(Bruera et al., 1991; Stromgren et al., 2004; Philip
et al., 1998). It allows the healthcare provider to track
symptoms over time with regard to intensity, dura-
tion, and responsiveness to therapy. In October of
2012, our group modified the ESAS by adding two im-
portant items to cover financial distress and spiritual
pain, yielding the ESAS–FS. The concept and corre-
lates of financial distress are discussed in another
manuscript.

We reviewed charts for information about
demographics—including age, gender, ethnicity, pri-
mary cancer, stage of cancer (localized, advanced, or
metastatic)—and treatment. Symptom profiles ob-
tained from the day of the initial consultation and
the first follow-up at our supportive care center
were collected using the ESAS–FS.

All patients were asked to self-rate their intensity of
spiritual pain on a 0-to-10 scale (0¼ none to 10 ¼worst
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possible) according to the definition of spiritual pain
given by Mako et al. (2006) as “a pain deep in your
soul (being) that is not physical.”

We determined the frequency, intensity, and corre-
lates of self-reported spiritual pain (�1/10) among
these advanced cancer patients. We then defined
the presence of spiritual pain as mild in intensity if
the ESAS–SP score was �1/10 and as moderate to
severe in intensity if it was �4/10.

Statistical Analysis

Descriptive statistics were generated for demograph-
ic variables and both baseline and follow-up clinical

measures. The statistics for continuous variables in-
cluded sample size, mean with a 95% confidence inter-
val, median with an interquartile range, minimum
values, and maximum values. The statistics for dis-
crete variables included frequency and proportion of
the total.

Spiritual pain was defined as any ESAS–Spiritual
Pain (ESAS–SP) score greater than 0. The dual pri-
mary hypotheses of “decrease in frequency of SP”
and “decrease in intensity of SP” were tested using
a type I error rate of 0.025 (2.5%) each. All other tests
were held to a standard of a � 0.001 based on the
Bonferroni method in order to account for the large
number of secondary statistical tests. Spiritual pain

Fig. 1. The Edmonton Symptom Assessment Scale–FS (ESAS–FS).
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at baseline and follow-up were compared with a two-
sided McNemar test. The change in intensity of the
ESAS variables from baseline to follow-up was tested
using sign tests (the nonparametric equivalent of
paired t tests). Spearman correlations of continuous
ESAS spiritual pain with other measures were calcu-
lated at baseline and at follow-up. Baseline ESAS
variables were tested for any association with change
in intensity of spiritual pain using Spearman correla-
tions, in which a change in SP is defined as the differ-
ence between baseline and follow-up SP scores.
Baseline ESAS variables were tested for differences
between the spiritual pain and non-spiritual pain
groups using the Wilcoxon rank-sum test. Baseline
ESAS variables were tested for an association with
baseline SP using multivariable logistic regression,
in which SP is defined as any ESAS spiritual pain
score greater than zero.

RESULTS

Table 1 summarizes patients’ clinical characteristics.
The median age was 61 years (range ¼ 22–92). Some
53% were male, 189 (65%) were white, 45 (15%) Afri-
can American, and 34 (12%) Hispanic; 282 of 292 pa-
tients (97%) had non-missing baseline ESAS–SP
scores; 165/292 patients (57%) had non-missing fol-
low-up ESAS–SP scores; 162/292 (55%) had both
non-missing baseline and follow-up ESAS–SP
scores.

Table 2 presents the frequency and intensity of
multiple physical and emotional symptoms in the
study population. Some 123 of the 282 patients
(44%) with advanced cancer had at least mild spiritu-
al pain (�1/10) (mean [95% confidence interval
(CI) ¼ 4(3.5–4.4)] and 60 of 282 (21%) had moderate
to severe spiritual pain (�4/10).

As shown in Table 3, compared to ACPs without
SP, spiritual pain in ACPs was associated with worse
multiple physical and emotional symptoms: pain
[mean 95% CI ¼ 5.3(4.8, 5.8) vs. 4.5(4.0, 5.0), p ¼
0.02]; depression [4.2(3.7, 4.7) vs. 2.1(1.7, 2.6), p ,

0.0001]; anxiety [4.2(3.6, 4.7) vs. 2.5(2.0, 3.0), p ,

0.0001]; drowsiness [4.2(3.7, 4.7) vs. 2.8(2.3, 3.2),
p , 0.0001]; dyspnea [3.1(2.6, 3.7) vs. 2.3(1.8, 2.7),
p ¼ 0.0037]; well-being [5.4(4.9, 5.8) vs. 4.5(4.1,
4.9), p ¼ 0.0136]; and financial distress [4.4(3.9, 5.0)
vs. 2.2(1.8, 2.7), p , 0.0001] . The intensity of dis-
tressing symptoms was even more severe when pa-
tients with advanced cancer had moderate to severe
spiritual pain.

Spiritual pain correlated (Spearman’s) with de-
pression (r ¼ 0.45, p , 0.0001), anxiety (r ¼ 0.34,
p , 0.0001), drowsiness (r ¼ 0.26, p , 0.0001), and
financial distress (r ¼ 0.44, p , 0.0001) (Table 4).

Multivariate analysis demonstrated an associa-
tion with financial distress [OR (95% Wald CI) ¼
1.204(1.104–1.313), p , 0.0001] and depression
[1.218(1.110–1.336), p , 0.0001] (Table 5).

The odds that patients with spiritual pain at base-
line would also report SP at follow-up were 182% high-
er (OR¼ 2.82) than patients who were SP-negative
at baseline ( p¼ 0.0029). Spiritual pain at follow-up
correlated with depression (r¼ 0.35, p , 0.0001),
anxiety (r¼ 0.25, p¼ 0.001), well-being (r¼ 0.27, p¼
0.0006), nausea (r¼ 0.29, p¼ 0.0002), and financial
distress (r¼ 0.42, p , 0.0001).

DISCUSSION

Our study highlights the high prevalence of spiritual
pain among advanced cancer patients referred to a

Table 1. Characteristics of advanced cancer patients
evaluated in our outpatient supportive/palliative
care clinic (SCPC) (N ¼ 292)

Variable Level n (%)

Age Median: 61 years
(range ¼ 22–92)

Gender
Female 136 (46.6%)
Male 156 (53.4%)

Ethnicity
White 191 (65.4%)
African
American

47 (16.1%)

Hispanic 36 (12.3%)
Asian 15 (5.1%)
Other 3 (1.1%)

Primary cancer
Head/neck 62 (21.2%)
Gastrointestinal 57 (19.5%)
Breast 40 (13.7%)
Urological 32 (11%)
Lung 32 (11%)
Gynecological 24 (8.2%)
Hematological 2 (0.7%)
Other 43 (14.7%)

Cancer stage
Metastatic 155 (53.1%)
Local/recurrent 120 (41.1%)
No evidence of

active disease
17 (5.8%)

Chemotherapy
During 2 weeks

prior to SCPC
appointment

91 (31.2%)

At time of PC
evaluation

56 (19.2%)

4 weeks prior 10 (3.4%)
More than 4
weeks

63 (21.6%)

None 72 (24.7%)

Delgado-Guay et al.344

https://doi.org/10.1017/S147895151500108X Published online by Cambridge University Press

https://doi.org/10.1017/S147895151500108X


Table 2. Change in frequency and intensity of symptoms from baseline to follow-up for those patients who have
the symptom (ESAS score ≥1) at baseline

Baseline Follow-Up

Symptom
Frequency of
Symptom (%)

Intensity, Mean
(95% CI) for

Patients with
Symptom

Frequency of
Symptom (%)

Intensity, Mean
(95% CI) for

Patients with
Symptom

Change in Intensity,
Mean (95% CI) p*

Pain 254/291 (87%) 5.5 (5.2, 5.9) 152/166 (92%) 5.0 (4.6, 5.5) 20.6 (–1.1, –0.2) 0.0482
Fatigue 268/292 (92%) 5.8 (5.5, 6.1) 168/172 (98%) 5.5 (5.2, 5.9) 20.3 (–0.7, 0.1) 0.2211
Drowsiness 208/291 (71%) 4.7 (4.4, 5.1) 100/130 (77%) 4.8 (4.4, 5.3) 0.1 (–0.4, 0.7) 0.3143
Nausea 147/291 (51%) 4.0 (3.6, 4.4) 65/97 (67%) 4.5 (3.9, 5.0) 0.4 (–0.5, 1.2) 0.3222
Depression 188/289 (65%) 4.6 (4.2, 5.0) 99/124 (80%) 3.7 (3.2, 4.1) 21.1 (–1.6, –0.7) 0.0006
Anxiety 195/291 (67%) 4.8 (4.4, 5.2) 111/131 (85%) 4.2 (3.8, 4.6) 20.7 (–1.2, –0.2) 0.0966
Appetite 250/292 (86%) 5.3 (5.0, 5.6) 142/154 (92%) 5.3 (4.8, 5.7) 20.3 (–0.8, 0.3) 0.4153
Dyspnea 168/292 (58%) 4.5 (4.1, 4.9) 83/101 (82%) 4.2 (3.7, 4.7) 20.7 (–1.2, –0.1) 0.1421
Sleep 262/291 (90%) 5.5 (5.2, 5.8) 143/162 (88%) 5.1 (4.7, 5.5) 20.6 (–1.0, –0.2) 0.0279
Wellbeing 269/291 (92%) 5.3 (5.0, 5.5) 155/165 (94%) 5.0 (4.6, 5.3) 20.4 (–0.9, 0.1) 0.0714
Financial 187/289 (65%) 4.9 (4.5, 5.3) 89/113 (79%) 4.8 (4.2, 5.4) 20.3 (–0.8, 0.2) 0.4570
Spiritual

pain
123/282 (44%) 4.0 (3.5, 4.4) 41/72 (57%) 3.2 (2.5, 3.9) 20.9 (–1.6, –0.2) 0.1102

ESAS–FS ¼ Edmonton Symptom Assessment Scale–Financial Distress/Spiritual Pain; 95% CI ¼ 95% confidence
interval.
*Sign test for change in intensity different from zero is based on patients with non-missing data at both baseline and
follow-up and for whom the symptom was present at baseline.

Table 3. Multiple distressing symptoms among advanced cancer patients with mild (≥1/10) to moderate/
severe (≥4/10) spiritual pain: Use of the ESAS–FS* in a supportive/palliative care outpatient clinic setting

ESAS Symptom

Spiritual Pain ≥1/10
(n ¼ 123)

Mean (95% CI)

No Spiritual Pain ≥4/10
(n ¼ 159)

Mean (95% CI) p Value**

Pain 5.3 (4.8, 5.8) 4.4 (3.9, 4.9) 0.0213
Fatigue 5.8 (5.3, 6.2) 5.0 (4.5, 5.4) 0.0230
Nausea 2.6 (2.0, 3.1) 1.6 (1.2, 2.0) 0.0020
Depression 4.2 (3.7, 4.7) 2.0 (1.5, 2.4) <0.0001
Anxiety 4.2 (3.6, 4.7) 2.4 (1.9, 2.9) <0.0001
Drowsiness 4.2 (3.7, 4.7) 2.8 (2.4, 3.3) <0.0001
Appetite 4.7 (4.2, 5.3) 4.3 (3.8, 4.8) 0.2672
Dyspnea 3.1 (2.6, 3.7) 2.3 (1.8, 2.7) 0.0037
Sleep 5.4 (4.9, 5.9) 4.5 (4.1, 5.0) 0.0203
Well-being 5.4 (4.9, 5.8) 4.5 (4.1, 5.0) 0.0166
Financial distress 4.4 (3.9, 5.0) 2.1 (1.7, 2.6) <0.0001

ESAS Symptom Spiritual Pain ≥4/10
(n ¼ 60)

Mean (95% CI)

No Spiritual Pain
(n ¼ 159)

Mean (95% CI)

p Value**

Pain 6.1 (5.4, 6.9) 4.4 (3.9, 4.9) 0.0005
Fatigue 6.1 (5.4, 6.8) 5.0 (4.5, 5.4) 0.0107
Nausea 2.9 (2.0, 3.7) 1.6 (1.2, 2.0) 0.0044
Depression 5.1 (4.4, 5.9) 2.0 (1.5, 2.4) <0.0001
Anxiety 4.8 (3.9, 5.6) 2.4 (1.9, 2.9) <0.0001
Drowsiness 4.4 (3.6, 5.1) 2.8 (2.4, 3.3) 0.0003
Appetite 5.0 (4.3, 5.8) 4.3 (3.8, 4.8) 0.1355
Dyspnea 3.5 (2.6, 4.4) 2.3 (1.8, 2.7) 0.0226
Sleep 6.0 (5.3, 6.7) 4.5 (4.1, 5.0) 0.0017
Well-being 5.9 (5.2, 6.6) 4.5 (4.1, 5.0) 0.0012
Financial distress 5.5 (4.6, 6.3) 2.1 (1.7, 2.6) <0.0001

*ESAS–FS ¼ Edmonton Symptom Assessment Scale–Financial Distress and Spiritual Pain.
**Wilcoxon rank-sum test
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supportive/palliative care clinic. Screening for
spiritual distress, identifying spiritual needs, and
facilitating appropriate spiritual care at several time-
points throughout the continuum of care is essential.
Using the ESAS–FS allows clinicians to begin ex-
ploring patients’ spiritual issues and spiritual needs.
Some 97% of patients in our study were able to com-
plete the self-reported item. This suggests that the
self-reported item, as described by Delgado-Guay
and colleagues (2011), is easy to understand and
well accepted by patients with advanced cancer.
More research is needed in patients with different ill-
nesses and cultural backgrounds. This finding opens
a door of communication that allows us to better con-
nect with patients and caregivers. At the same time,
it helps us explore how spiritual distress correlates
with other physical and emotional symptoms. The
process of providing good spiritual care is built
around the premise that spiritual care, like all other
domains of care, should focus on quickly identifying
and attending to distress in this domain. The use of
the ESAS–FS can be helpful for this purpose. The in-
terdisciplinary palliative care model of spiritual care
proposes inclusion of the spiritual domain in the

overall screening and history-taking process, as
well as conducting a full spiritual assessment by
the professional chaplain as needed. As a first step,
the ESAS–FS might provide the venue for identify-
ing spiritual issues and opening the door for complete
spiritual care. It is also important to emphasize that
the provision of spiritual care is shared by all mem-
bers of the team in the same way that documentation
of spiritual need is shared (Alcorn et al., 2010; Delgado-
Guay, 2014).

Spiritual pain was explained to patients as “a pain
deep in your soul (being) that is not physical,” as sug-
gested by Mako et al. (2006). They found a much
higher incidence of spiritual pain (96%) in a sample
of 57 advanced cancer patients interviewed by a
chaplain when admitted to a hospital. The mean ob-
served intensity of spiritual pain (4.7) in their study
was slightly higher than ours. This difference could
be partially attributed to differences in spiritual
pain assessment (chaplain vs. self-assessment) as
well as in the setting of the two studies (inpatient
vs. outpatient). Further research is required to better
define the frequency of spiritual pain in different pa-
tient populations and varied settings.

The prevalence of spiritual pain among our study
population was similar to that of other studies in sim-
ilar settings (Delgado-Guay et al., 2011), where pa-
tients with spiritual pain showed significantly
lower self-perceived religiosity and spiritual quality
of life. Alcorn et al. (2010) reported that 85% of ad-
vanced cancer patients receiving palliative radiation
therapy identified one or more spiritual issues. The
most common spiritual issues reported were “seeking
a closer connection with God or one’s faith” (54%);
“seeking forgiveness (of oneself or others)” (47%);

Table 4. Correlations between ESAS–FS* symptom distress and spiritual pain (SP) at baseline, at follow-up,
and the impact of baseline symptom distress on change in spiritual pain

SP at Baseline
(n ¼ 282)

SP at Follow-Up
(n ¼ 162)

Change of SP
(n ¼ 162)

ESAS Symptoms r p Value** r p Value** r p Value**

Pain 0.20 0.0010 0.12 0.1260 20.13 0.1007
Fatigue 0.18 0.0026 0.01 0.9924 20.01 0.8729
Nausea 0.20 0.0009 0.29 0.0002 0.07 0.3769
Depression 0.45 <0.0001 0.35 <0.0001 20.20 0.0096
Anxiety 0.34 <0.0001 0.25 0.0010 20.20 0.0076
Drowsiness 0.26 <0.0001 0.15 0.0493 20.06 0.4165
Appetite 0.10 0.1113 0.07 0.3762 0.04 0.5810
Dyspnea 0.17 0.0033 0.06 0.4299 20.02 0.7695
Sleep 0.18 0.0026 0.08 0.3329 20.09 0.2703
Well-being 0.19 0.0011 0.27 0.0006 20.05 0.5547
Financial distress 0.44 <0.0001 0.42 <0.0001 20.13 0.0969

*ESAS–FS ¼ Edmonton Symptom Assessment Scale–Financial Distress and Spiritual Pain.
**Spearman correlation test.

Table 5. Logistic regression multivariable model
showing association of significant baseline symptoms
with baseline spiritual pain

Variable Odds Ratio 95% CI p Value*

Financial distress 1.204 1.104–1.313 <0.0001
Depression 1.218 1.110–1.336 <0.0001

*Chi-square test.
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and “feeling abandoned by God” (28%). Interestingly,
among the 22% of patients who said that religion/spi-
rituality was “not important” to their cancer experi-
ence, two thirds had at least one spiritual issue,
and 40% reported four or more spiritual issues.
This raises the importance of screening for spiritual
issues even if patients do not consider themselves
as religious or spiritual individuals. A needs assess-
ment can identify the specific services and assistance
the patient most desires and is a first step in design-
ing needs-tailored interventions (Lunder et al.,
2011).

Our findings showed a significantly higher se-
verity in 10 of the ESAS–FS symptoms in the SP
group, suggesting that spiritual pain might increase
the expression of physical and psychosocial symp-
toms. More research is needed to better characterize
the association among spiritual pain, other physical
and psychosocial symptoms, and even for financial
distress. It is extremely important to provide a com-
prehensive culture- and spirituality-sensitive inter-
disciplinary team approach to these patients with
multiple physical, emotional, and spiritual distress.

The presence of spiritual pain in the follow-up visit
raises an important issue in clinical practice as we
treat patients with advanced and terminal illnesses.
The prevalence of spiritual pain at follow-up remains
high and indicates a need to continue spiritual care
throughout the continuum of care and that continu-
ing the involvement of the chaplain is warranted.

Our study has several limitations. Its retrospec-
tive design makes it impossible to establish causality
between the presence of spiritual pain and other
physical and emotional symptoms (anxiety and de-
pression) or even financial distress. There is a growing
literature on the spiritual dimension of depression
(Koenig, 2005; Peteet, 2012) and on the value of spiri-
tuality and religiosity in the management of depres-
sion (Koenig et al., 2012; Miller et al., 2012; Moritz
et al., 2011). There may be an association between
spiritual pain and depression, though it is still diffi-
cult to identify the causality of each entity and how
each influences the other. Further research needs to
continue to address this important issue. We were un-
able to determine the source of spiritual pain among
these patients and describe interventions related to
these findings.

Our study also highlights the importance of using
the ESAS–FS as a first-line tool to open the door to a
complete spiritual screening/assessment. Although
the ESAS has been validated in other studies, the
spiritual pain and financial distress components
have not been validated as of yet. Further research
will contribute to validation of this tool for the ele-
ment of spiritual distress. Although our study pro-
vides some insight into the important construct of

spiritual pain, it is important to mention that spiritu-
al pain has not been totally defined well because of
the paucity of literature on the subject. This may
have influenced how our patients interpreted it.

In the supportive and palliative care setting, we
need to be aware of the very strong spiritual and reli-
gious needs of patients with a life-threatening illness
and their caregivers. We can act as channels of com-
munication between the clinical setting and reli-
gious/spiritual leaders or traditional healers to
facilitate healing environments in patients and care-
givers who are experiencing spiritual distress.

DISCLOSURES

The authors state that they have no conflicts of inter-
est to declare.

ACKNOWLEDGMENTS

We thank the Department of Scientific Publications at The
University of Texas MD Anderson Cancer Center for edito-
rial assistance. Dr. Bruera is supported in part by National
Institutes of Health grants RO1NR010162-01A1,
RO1CA122292-01, and RO1CA124481-01.

REFERENCES

Alcorn, S.R., Balboni, M.J., Prigerson, H.G., et al. (2010).
“If God wanted me yesterday, I wouldn’t be here today”:
Religious and spiritual themes in patients’ experiences
of advanced cancer. Journal of Palliative Medicine, 13,
581–588.

Arnold, B.L. (2011). Mapping hospice patients’ perception
and verbal communication of end-of-life needs: An ex-
ploratory mixed methods inquiry. BMC Palliative
Care, 10, 1.

Astrow, A.B., Wexler, A., Texeira, K., et al. (2007). Is failure
to meet spiritual needs associated with cancer patients’
perceptions of quality of care and their satisfaction with
care? Journal of Clinical Oncology, 25(36), 5753–5757.

Balboni, T., Vanderwerker, L, Block, S., et al. (2007). Reli-
giousness and spiritual support among advanced cancer
patients and associations with end-of-life treatment
preferences and quality of life. Journal of Clinical
Oncology, 25, 550–560.

Balboni, T.A., Paulk, M.E., Balboni, M.J., et al. (2010). Pro-
vision of spiritual care to patients with advanced cancer:
Associations with medical care and quality of life near
death. Journal of Clinical Oncology, 28(3), 445–452.

Bruera, E., Kuehn, N., Miller, M.J., et al. (1991). The Ed-
monton Symptom Assessment System (ESAS): A simple
method for the assessment of palliative care patients.
Journal of Palliative Care, 7, 6–9.

Delgado-Guay, M.O. (2014). Spirituality and religiosity in
supportive and palliative care. Current Opinion in Sup-
portive and Palliative Care, 8(3), 308–313.

Delgado-Guay, M.O., Hui, D., Parsons, H.A., et al. (2011).
Spirituality, religiosity, and spiritual pain in advanced
cancer patients. Journal of Pain and Symptom Manage-
ment, 41(6), 986–994.

Spiritual pain in advanced cancer patients 347

https://doi.org/10.1017/S147895151500108X Published online by Cambridge University Press

https://doi.org/10.1017/S147895151500108X


Delgado-Guay, M.O., Parsons, H.A., Hui, D., et al. (2013).
Spirituality, religiosity, and spiritual pain among care-
givers of patients with advanced cancer. The American
Journal of Hospice & Palliative Care, 30, 455–461.

Fitchett, G. & Risk, J.L. (2009). Screening for spiritual
struggle. Journal of Pastoral Care & Counseling,
62(1–2), 1–12.

Handzo, G. (2011). Spiritual care for palliative patients.
Current Problems in Cancer, 35(6), 365–371.

Koenig, H.G. (2005). Faith and mental health: Religious re-
sources for healing. West Conshohocken, PA: Templeton
Foundation Press.

Koenig, H.G., King, D. & Carson, V.B. (2012). Handbook of
religion and health, 2nd ed. New York: Oxford Universi-
ty Press.

Lunder, U., Furlan, M. & Simonic, A. (2011). Spiritual
needs assessments and measurements. Current Opin-
ion in Supportive and Palliative Care, 5(3), 273–278.

Mako, C., Galek, K. & Poppito, S.R. (2006). Spiritual pain
among patients with advanced cancer in palliative
care. Journal of Palliative Medicine, 9, 1106–1113.

Miller, I., Wickramaratne, P., Gameroff, M.J., et al. (2012).
Religiosity and major depression in adults at high risk:
A ten-year prospective study. The American Journal of
Psychiatry, 169(1), 89–94.

Moritz, S., Kelly, M.T., Xu, T.J., et al. (2011). A spirituality
teaching program for depression: Qualitative findings
on cognitive and emotional change. Complementary
Therapies in Medicine, 19(4), 201–207.

Nadarajah, S., Berger, A.M. & Thomas, S.A. (2013). Current
status of spirituality in cardiac rehabilitation programs: A
review of the literature. Journal of Cardiopulmonary Re-
habilitation and Prevention, 33, 135–143.

Peteet, J.R. (2012). Spiritually integrated treatment of de-
pression: A conceptual framework. Depression Research
and Treatment, 2012, 1–6.

Philip, J., Smith, W., Craft, P., et al. (1998). Concurrent va-
lidity of the modified Edmonton Symptom Assessment
Scale (ESAS) with the Rotterdam Symptom Checklist
and the Brief Pain Inventory. Supportive Care in Cancer,
6, 539–541.

Porzio, G, Ricevuto, E., Aielli, F., et al. (2005). The supportive
care task force at the University of L’Aquila: Two-years
experience. Supportive Care in Cancer, 13, 351–355.

Rees, E., Hardy, J., Ling, J., et al. (1998). The use of the Ed-
monton Symptom Scale (ESAS) within a palliative care
unit in the UK. Palliative Medicine, 15, 213–214.

Ross, L. & Austin, J. (2015). Spiritual needs and spiritual
support preferences of people with end-stage heart fail-
ure and their carers: Implications for nurse managers.
Journal of Nursing Management, 23(1), 87–95.

Stromgren, A.S., Groenvold, M., Peterson, M.A., et al.
(2004). Pain characteristics and treatment outcome for
advanced cancer patients during the first week of spe-
cialized palliative care. Journal of Pain and Symptom
Management, 27, 104–113.

Watanabe, S.M., Nekolaichuk, C.L. & Beaumont, C. (2012).
The Edmonton Symptom Assessment System, a pro-
posed tool for distress screening in cancer patients:
Development and refinement. Psycho-Oncology, 21,
977–985.

Williams, J.A., Meltzer, D., Arora, V., et al. (2011). Atten-
tion to inpatients’ religious and spiritual concerns: Pre-
dictors and association with patient satisfaction.
Journal of General Internal Medicine, 26(11),
1265–1271.

Yennurajalingam, S., Urbauer, D.L., Casper, K.L., et al.
(2011). Impact of a palliative care consultation team
on cancer-related symptoms in advanced cancer
patients referred to an outpatient supportive care clinic.
Journal of Pain and Symptom Management, 41(1),
49–56.

Delgado-Guay et al.348

https://doi.org/10.1017/S147895151500108X Published online by Cambridge University Press

https://doi.org/10.1017/S147895151500108X

	Frequency, intensity, and correlates of spiritual pain in advanced cancer patients assessed in a supportive/palliative care clinic
	Abstract
	Objective:
	Method:
	Results:
	Significance of results:
	BACKGROUND
	METHOD
	Statistical Analysis

	RESULTS
	DISCUSSION
	DISCLOSURES
	ACKNOWLEDGMENTS
	REFERENCES


