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Abstract
Objectives. Death anxiety (DA), a condition characterized by fear, angst, or panic related to
the awareness of one’s own death, is commonly observed in advanced cancer patients. The aim
of this study was to examine the psychometric properties of the Italian version of the Death
and Dying Distress Scale (DADDS-IT) in a sample of patients with advanced cancer.
Methods. The sample included 200 Italian advanced cancer patients meeting eligibility crite-
ria to access palliative care. Patients’ levels of DA were assessed by using the DADDS-IT, while
the levels of depression, anxiety, demoralization, spiritual well-being, and symptom burden
were assessed using the Patient Health Questionnaire-9, the Generalized Anxiety Disorder-7,
the Demoralization Scale, the Functional Assessment of Chronic Illness Therapy–Spiritual
Well-Being Scale, and the Edmonton Symptom Assessment System, respectively; Karnofsky
Performance Status was used to measure functional impairment. Confirmatory factor analyses
(CFA) of previous structures and exploratory factor analyses (EFA) were conducted.
Results. CFA revealed that none of the previous structures adequately fitted data from our
sample. EFA revealed a 4-factor model comprising Finitude (𝛼 = 0.91), Regret (𝛼 = 0.86),
Dying (𝛼 = 0.88), and Relational Burden (𝛼 = 0.73), accounting for the 77.1% of the variance.
Dying subscore was higher in hospice patients than in those recruited in medical wards.
Significance of results. The present study provides further evidence that DA is a condition
that deserves attention and that DADDS-IT shows good psychometric properties to support
its use in research and clinical settings.

Introduction

Death anxiety (DA) has been defined as the emotional experience of fear, angst, or panic related
to the awareness of one’s own death (Iverach et al. 2014; Russac et al. 2007; Sussman and Liu
2014). DA is common in individuals with advanced cancer (Neel et al. 2015; Soleimani et al.
2020) and associated with physical, psychological, and existential distress and psychiatric disor-
ders (Cordova et al. 2017; Singer et al. 2010; Smith 2015). It has also been reported that DA can
hinder shared care planning and end-of-life preparation in both patients and family members
(Krause et al. 2015; Lau and Cheng 2011).

Relief of DA has been considered an important goal of palliative and cancer care
(Singer et al. 2010; Smith 2015), and research has demonstrated that it can be alleviated by
targeted psychotherapeutic interventions in individuals with advanced cancer (Rodin et al.
2018). However, research on DA assessment and treatment in advanced cancer has been rel-
atively neglected compared to that on psychological symptoms, such as research on depression
(Krebber et al. 2014; Saracino et al. 2017). This relative neglect in research and clinical practice
may be partly related to the lack of a reliable and validated tools to assess DA in individuals with
advanced disease (Neimeyer 1994). The availability of such a measure of DA would be of great
value in facilitating research and clinical attention to this symptom.

The Death and Dying Distress Scale (DADDS) is a brief questionnaire developed to assess
the level of distress related to the process of dying and death (Lo et al. 2011). A prelimi-
nary Canadian validation study (Krause et al. 2015) of the DADDS using exploratory factor
analysis (EFA) found a single-factor structure as did a validation study of the German version
of the DADDS (Engelmann et al. 2016). A more recent validation study with a larger sample
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conducted by the original Canadian researchers, using a confirma-
tory factor analysis, supported a 2-factor structure (Shapiro et al.
2021). These factors were “Finitude,” related to awareness of the
shortness of time (items 1–10: not having done the things I wanted
to do; not having said all that I wanted to say; not having achieved
my live goals; not having a future; the missed opportunities; out of
time; the impact of my death on loved ones; andmy own death and
dying), and “Dying,” related to the process of dying (items 11–15:
[death] happen suddenly or unexpectedly; be prolonged or drown
out; happen when I am alone; happen with pain; and happen very
soon).

Studies carried out in Italy document that patients with
advanced and terminal disease show high levels of existential and
spiritual distress that negatively affect quality of life and prepara-
tion for death (Bovero et al. 2016; Bovero et al. 2018; Grassi et al.
2017a). To our knowledge, however, no specific measure of DA
has been validated in Italian-speaking individuals with advanced
or terminal disease.

The aim of the present study was to evaluate the psychometric
properties of an Italian adaptation of the DADDS (DADDS-IT) in
a sample of patients with advanced cancer. Specifically, we aimed
to evaluate the DADDS-IT factor structure, internal consistency,
and construct validity. Based on previous findings (Andrea 2018;
Bovero et al. 2016; Engelmann et al. 2016; Grassi et al. 2017a;
Lo et al. 2011; Shapiro et al. 2021), we hypothesized that distress
related to death and dying would be positively correlated with
demoralization, depression, anxiety, and impairment in physical
functioning and negatively correlated with spiritual well-being.

Methods

Participants and procedure

Ethical approval of the study was obtained from the Hospital
Ethics Committee for Human Research of Turin (protocol num-
ber 0034403). Each patient included in the study was informed
about the aims of the research and provided written informed
consent. A convenience sample of patients with advanced cancer
was recruited from March 2019 to December 2020 at the Città
della Salute e della Scienza Hospital and at the Vittorio Valletta
Hospice in Turin, Italy. Inclusion criteria were ≥18 years old, hav-
ing a diagnosis of cancer, able to provide informed consent, and
meeting eligibility criteria to access palliative care (National Law
on Palliative Care and Pain Treatment, No. 38/2010). These criteria
include being terminally ill with no available or appropriate cura-
tive treatment, having an unfavorable prognosis with a presumed
life expectancy of 4 months or less, and scoring 50 or lower in the
Karnofsky Performance Status (KPS). Exclusion criteria included
having a diagnosis of any severe psychiatric disorder and cogni-
tive impairment with an inability to provide informed consent or
to complete the study procedures.

Patients were approached by a research assistant to complete
the self-report scales; sociodemographic and clinical data were
collected from medical records and clinical charts.

Measures

Death anxiety
Death-related distress was assessed using the DADDS, a 15-item
scale that was developed for use in advanced cancer care. The
DADDS rates the intensity of death-related distress symptoms
on a 6-point Likert scale (0 = “I haven’t been distressed by this

thought or preoccupation” and 5 = “I have been extremely dis-
tressed”). Higher scores indicate more severe death-related distress
(scores range from 0 to 75). A native Italian speaker who is flu-
ent in both languages and familiar with the measure translated
the DADDS from English to Italian in consultation with the main
author (R.C.) and with the developers (Lo et al. 2011).Themeasure
was backtranslated into English by an external translator who was
not familiar with the measure. The resulting English version was
checked against the original English measure and discrepancies
were resolved by a panel of experts.

Demoralization
The validated Italian version (Costantini et al. 2013) of the
Demoralization Scale (DS) (Kissane et al. 2004) was used to assess
demoralization symptoms. The DS is a 24-item measure, widely
used in cancer and medical setting (Battaglia et al. 2020; Belvederi
Murri et al. 2020a, 2020b), that rates the frequency of symptoms of
demoralization during the past 2 weeks on a 5-point Likert scale
(0 = never and 4 = all the time), with higher scores indicating
more severe demoralization symptoms. In a sample of Italian can-
cer patients, the Italian version of the DS showed good internal
consistency and a factor structure comprising 4 factors, namely
Dysphoria, Loss of Meaning and Purpose, Disheartenment, and
Sense of Failure (Grassi et al. 2017b).

Depressive symptoms
TheItalian validated version (Rizzo et al. 2000) of the 9-itemPatient
Health Questionnaire (PHQ-9) (Spitzer et al. 1999) was used to
assess the severity of depressive symptoms during the last 2 weeks.
For each item, patients were asked to assess how much they were
bothered by the symptoms over the last 2 weeks.There are 4 answer
options: not at all (0), several days (1), more than half of the days
(2), and nearly every day (3). The sum score (range 0–27) indi-
cates the degree of depression, with scores of ≥5, ≥10, and ≥15
representing mild, moderate, and severe levels of depression.

Anxiety symptoms
Anxiety symptoms were assessed using the General Anxiety
Disorder (GAD-7) (Spitzer et al. 2006), a self-report questionnaire
composed of 7 items investigating GAD. Each of the 7 items is
scored from 0 (i.e. “Not at all”) to 3 (i.e. “Nearly every day”); the
GAD-7 score ranges from0 to 21. For our study, we used the official
Italian version freely downloadable on the PHQ Web site (http://
www.phqscreeners.com).

Spiritual well-being
Spiritual well-being was assessed using the validated Italian ver-
sion (Rabitti et al. 2020) of the Functional Assessment of Chronic
Illness Therapy – Spiritual Well-Being Scale (FACIT-Sp) (Brady
et al. 1999). It is a 12-item scale, which comprises 3 factors, mean-
ing, peace, and faith. It is widely used in cancer settings where it
has been shown to be a valid self-report tool (Canada et al. 2008).
Higher scores indicate better spiritual well-being.

Symptom burden and physical functioning
The presence of cancer-related physical distress was assessed using
the Edmonton Symptom Assessment System (ESAS-Revised)
(Bruera et al. 1991), in its Italian validated version (Ripamonti
et al. 2022). It rates the severity of physical (i.e., pain, tiredness,
nausea, drowsiness, lack of appetite, feeling of not well-being,
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and shortness of breath) and psychological (i.e., depression and
anxiety) symptoms on a 11-point visual analog scale, ranging from
0 (no symptom) to 10 (the worst symptom). In our analysis, we
computed the sum of physical symptoms (ESAS-Physical) and
excluded psychological symptoms because of redundancy with the
distress measures. Higher scores indicate higher physical symptom
burden.

The KPS is a clinician-rated scale measuring functional impair-
ment (Schag et al. 1984). High scores indicate better physical
functioning and more ability to perform work activities, activities
of daily living, and personal care. Scores on the KPS range from
100 (no signs of functional impairment) to 0 (death) in decrements
of 10.

Statistical analysis

We approached our investigation of the DADDS structure with
the following steps. First, confirmatory factor analyses (CFAs) were
conducted to estimate the fit of available factor structures.

CFAs were conducted using the cfa function of the lavaan R
package using diagonally weighted least squares; variables were
treated as ordinal categorical data using the ordered argument.
We selected the following CFA indices to evaluate the model fit:
(1) the comparative fit index (CFI), (2) Tucker–Lewis index (TLI),
and 3) the root mean square error of approximation (RMSEA)
with its confidence interval. Factor models showing CFI ≥ 0.95,
TLI ≥ 0.95, and RMSEA ≤ 0.06 were considered to show good
model fit. We tested both the single-factor structure (Engelmann
et al. 2016; Krause et al. 2015; Lo et al. 2011) and the 2-factor
structure (Shapiro et al. 2021).

Second, we evaluated the factor structure of the DADDS in our
sample using EFA with the principal factor method and Promax
rotation, since significant correlations between factor scores were
expected. The EFA was conducted using Statistical Package for
Social Sciences (SPSS) version 22. The optimal number of factors
was fixed according to the results of a parallel analysis with 1,000
resampling iterations, which we conducted using the fa.parallel
function of the psychR package. Adequate sampling was assured by
Kaiser–Meyer–Olkin> 0.9 (Kaiser 1970) and a significant Bartlett’s
𝛼 value that confirmed sphericity (Bartlett 1954).

Third, we estimated the internal consistency by calculating
Cronbach’s 𝛼 for the total scale as well as for each factor. Cronbach’s
𝛼 ≥ 0.70 is generally considered an index of good internal consis-
tency (Cortina 1993). Cronbach’s𝛼with itemdeletion for each item
was also calculated.

Analysis of variance, t-test, and chi-square were used to deter-
mine the differences between groups when comparing DADDS
total and factors scores and its subscales with clinical and sociode-
mographic variables. Construct validity was analyzed by using
spearman correlation test between DADDS and the total scores
of the PHQ-9, GAD-7, FACIT-Sp-12 and its factors, DS and its
factors, KPS and ESAS-Physical. The SPSS version 22 was used
for these analyses, with the level of statistical significance set at
p< 0.05.

Results

A total of 268 patients meeting the inclusion criteria were
approached and asked to participate in the study. Of these, 68
(25.4%) did not enter the study (25 of these patients refused to par-
ticipate because of severe distress resulting from the disease and 43
passed away before the interview). The final sample comprised 200

Table 1. Sample sociodemographics (N = 200)

Age, M ± SD 68.3 ± 13

Sex, n (%)

Male 121 (60.5%)

Female 78 (39.0%)

Location, n (%)

Hospice 79 (39.5%)

Ward 121 (60.5%)

Education, n (%)

Primary school 48 (24.0%)

Middle school 68 (34.0%)

High school 71 (35.5%)

Bachelor degree or higher 13 (6.5%)

Working status, n (%)

Employed 59 (29.5%)

Unemployed 13 (6.5%)

Retired 128 (64.0%)

Civil status, n (%)

Married 134 (67.0%)

Unmarried 29 (14.5%)

Divorced 12 (6.0%)

Widower 22 (11.0)

Other 3 (1.5%)

Religious practice, n (%)

Yes 69 (34.5%)

No 131 (65.5%)

Religion, n (%)

Christian 185 (92.5%)

Atheist/Agnostic 15 (7.5%)

Primary cancer type, n (%)

Lung 43 (21.5%)

Breast 15 (7.5%)

Gynecologic 8 (4.0%)

Genitourinary 27 (13.6%)

Melanoma 7 (3.5%)

Endocrine 4 (2.0%)

Gastrointestinal 78 (39.4%)

Other 11 (5.5%)

Stage, n (%)

Local 10 (5.0%)

Loco-regional 37 (18.5%)

Metastatic 153 (76.5%)

patients (74.6% of those approached) with amean age of 68.3 years;
the majority of participants were male (60.5%) and had metastatic
cancer (76.5%) (Table 1).
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Table 2. Confirmatory factor analysis

Confirmatory
factor analyses Factors CFI TLI RMSEAa

RMSEA
IC (90%)

Shapiro et al.
(2021)

2 0.896 0.877 0.181 0.168–0.194

Engelmann et al.
(2016), Krause
et al. (2015),
Lo et al. (2011)

1 0.684 0.631 0.192 0.179–0.205

CFI, comparative fit index; TLI, Tucker–Lewis index; and RMSEA, root mean square error of
approximation.
aFactor models with a good fit on factor analyses show CFI, TLI ≥ 0.95, and RMSEA < 0.08.

CFAs, exploratory factor structure and internal consistency
of the DADDS

CFAs showed that both the single- and the 2-factor structures
from previous studies produced poor model fit (CFI = 0.896,
TLI = 0.877, and RMSEA = 0.181 for the 2-factor model, and
CFI= 0.684, TLI= 0.631, andRMSEA= 0.192 for the single-factor
model; Table 2).

Parallel analysis suggested a 4-factor extraction. Table 3 shows
the results of the EFA with the 4-factor solution, which explained
the 77.1% of the variance. The Kaiser–Meyer–Olkin measure of
sample adequacy was 0.892, indicating sample adequacy. The first
factor, Finitude, consisted of 6 items (items 4, 5, 7, 10, 11, and 15)
and reflected the awareness of shortness of time. The second fac-
tor, Regret, comprised items 1, 2, 3, and 6 and referred to dis-
tress related to unaccomplished existential goals. The third factor,
Dying, consisted of 3 items (items 12, 13, and 14) and reflected
distress related to the process of dying, while the fourth fac-
tor, Relational Burden, comprised 2 items (item 8 and 9) and
described distress related to the concern about being a burden to
others. Correlations among factors ranged from weak (r = 0.33)
to strong (r = 0.69) (Table 5). Cronbach’s 𝛼 coefficients indicated
good levels of internal consistency for DADDS total and Finitude,
Regret, and Dying subscales (DADDS total, 𝛼 = 0.924; Finitude,
𝛼 = 0.918; Regret, 𝛼 = 0.860; Dying, 𝛼 = 0.888) and accept-
able levels of internal consistency for Relational Burden subscale
(𝛼 = 0.731) (Table 4).

Descriptive characteristics of the DADDS

Skewness and kurtosis scores of the items suggest a normal distri-
bution (Table 4).Themost reported distressing concernwas related
to the fear of dying with a lot of pain and suffering (M = 3.45,
SD = 1.61), while the least distressing concern was related to not
having achieved goals and ambitions in life (M = 1.47, SD = 1.26).
The mean score of DADDS total was 37.07 (SD = 15.06). The
Finitude (M = 1.06, SD = 0.52) and Regret (M = 1.20, SD = 0.42)
standardizedmean subscores were higher than the 2 other DADDS
factors’ mean subscores, Dying (M = 0.60, SD = 0.30) and
Relational Burden (M = 0.67, SD = 0.36).

Construct validity

No differences were found according to gender, working status
(employed vs. unemployed), social status (married/cohabiting
partner vs. unmarried/widowed), religious practice (practicing vs.
not practicing), and disease stage (all p > 0.05). The only signifi-
cant difference was found in Dying subscore, which was higher in
hospice patients (M = 10.89, SD = 4.61) than in those recruited

from a medical ward (M = 8.0, SD = 4.17; t = 4.6, df = 198,
p< 0.01).

Pearson correlations between DADDS total, DADDS factors,
and validity measures are shown in Table 5. High intercorrelations
were found among the single DADDS dimensions. The DADDS
total score wasmoderately correlated with demoralization (r = 0.5,
p< 0.01), PHQ-9 total score (r = 0.39, p< 0.01), and GAD-7 total
score (r = 0.49, p< 0.01). Lower correlations were found between
DADDS total and FACIT-Sp total score (r = −0.29, p < 0.01) and
ESAS-Physical (r = 0.33, p< 0.05), while no significant correlation
was found between DADDS total score and KPS (p> 0.05).

Overall, the Finitude and Regret subscale scores were more
strongly correlated with anxiety symptoms (respectively, r = 0.49,
p< 0.01 and r = 0.44, p< 0.01) than Dying and Relational Burden
subscale scores (r = 0.28, p< 0.01 and r = 0.22, p< 0.01).

This was also the case for depressive symptoms (r = 0.34,
p< 0.01 for Finitude and r = 0.40, p< 0.01 for Regret vs. r = 0.22,
p < 0.01 for Dying and r = 0.27, p < 0.01 for Relational Burden)
and ESAS-Physical symptoms (respectively, r = 0.31, p< 0.01 and
r = 0.31, p< 0.01 vs. r = 0.14, p< 0.05 and r = 0.27, p< 0.01).

Finitude, Regret, and Dying showed a moderate correlation
with DS total score (respectively, r = 0.40, p < 0.01; r = 0.50,
p < 0.01; and r = 0.39, p < 0.01), while Relational Burden
showed the lowest correlations with DS total score (r = 0,29,
p < 0.01). Finitude was moderately correlated with DS subscale
Disheartenment (r = 0.43, p < 0.01) and Dysphoria (r = 0.41,
p < 0.01) but more weakly correlated with Sense of Failure
(r = 0.20, p < 0.01) and Loss of Meaning (r = 0.27, p < 0.01).
Regret was moderately correlated with Disheartenment (r = 0.44,
p < 0.01), Dysphoria (r = 0.51, p < 0.01), and Loss of Meaning
(r = 0.45, p < 0.01) and weakly correlated with Sense of Failure
(r = 0.24, p < 0.01); Dying was moderately correlated with
Disheartenment (r = 0.44, p < 0.01) and Dysphoria (r = 0.41,
p < 0.01) and to a lesser degree with the other factors. No sig-
nificant correlations were found between Relational burden and
Sense of Failure, while low to moderate correlations were found
with Disheartenment (r = 0.27, p < 0.01), Dysphoria (r = 0.30,
p< 0.01), and Loss of Meaning (r = 0.30, p< 0.01).

Spiritual well-being, as measured by FACIT-Sp, was nega-
tively correlated with Finitude, Regret, and Dying (respectively,
r = −0.26, p < 0.01; r = −0.27, p < 0.01; and r = −0.20,
p < 0.01). Regarding FACIT-Sp subscales, the strongest corre-
lations were found with FACIT-Sp Peace (r = −0.41, p < 0.01
and r = −0.31, p < 0.01, respectively). No correlations were
found between any DADDS-IT subscale and FACIT-Sp Faith,
while FACIT-Sp Meaning was weakly correlated only with Regret
(r = −0.26, p< 0.01), while except for Dying (r = 0.21, p< 0.01),
no DADDS-IT subscale was correlated to KPS scores.

Discussion

The present study aimed to evaluate the psychometric properties
of the Italian version of the DADDS (DADDS-IT) in terminally ill
patients with a life expectancy of a few weeks.This validation study
of the DADDS-IT, the first of its kind, identified a 4-factor model.
These factors are “Finitude,” consisting of items assessing distress
related to reflections on the shortness of time; “Regret,” including
items assessing distress about what will be left unaccomplished;
“Dying,” reflecting distress and fears related to the process of death
and dying; and “Relational Burden,” accounting for distress about
being a burden to others or causing them to suffer. The last fac-
tor is consistent with the suggestion of Shapiro et al. (2021) on the
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Table 3. Exploratory factor analysis

Factor 1 Factor 2 Factor 3 Factor 4

Factor 1. Finitude (explained variance = 49.24%)

5. Not having a future 0.952 0.114 −0.174 −0.043

7. Running out of time 0.861 0.010 0.036 0.049

10. My own death and dying 0.848 −0.063 0.007 0.130

4. Not knowing what happens near the end of life 0.729 0.260 0.098 −0.226

15. Happen very soon 0.680 −0.191 0.279 0.058

11. Happen suddenly or unexpectedly 0.576 0.032 0.366 −0.109

Factor 2. Regret (explained variance = 13.72%)

3. Not having achieved my life goals and ambitions 0.026 0.902 −0.097 −0.003

2. Not having said all that I wanted to say to the people I care about −0.083 0.790 0.154 0.129

6. The missed opportunities in my life −0.037 0.775 0.280 −0.064

1. Not having done all the things I wanted to do 0.201 0.759 −0.305 0.112

Factor 3. Dying (explained variance = 8.10%)

13. Happen when I am alone −0.065 −0.023 0.991 −0.061

12. Be prolonged or drawn out 0.191 0.075 0.722 0.018

14. Happen with a lot of pain or suffering 0.146 −0.068 0.704 0.223

Factor 4. Relational Burden (explained variance = 6.05%)

8. Being a burden to others −0.252 0.189 0.101 0.889

9. The impact of my death on my loved ones 0.339 −0.082 −0.072 0.779

Parallel analysis suggested that the 4-factor EFA solution was optimal.
Factor loadings are displayed in bold character.
KMO = 0.892. Bartlett’s test of sphericity 𝜒2 = 2125.992, df = 105, p < 0.001.

presence in the DADDS of a dimension of death distress related to
concern about the burden on others.

The findings of the present study shed light on the different
facets of DA in patients with advanced and terminal disease. We
found good internal consistency of DADDS-IT and its subscales.
Unlike the findings of Shapiro et al. (2021), we did not detect
sociodemographic differences related to scores on DADDS-IT and
its factors. We found differences in Dying scores between hospice
and hospital patients, indicating greater distress related to the pro-
cess of dying in hospice patients who may have been closer to
the end of life. As in the Canadian research, moderate mean lev-
els of DA have been found. Greater endorsement of the Regret
and of the Finitude factors suggests that reflections on death and
on the past primarily contribute to DA in patients with advanced
medical conditions and support the need for tailored psychother-
apeutic interventions addressing these neglected themes (Caruso
et al. 2020; Mah et al. 2020; Rodin 2018).

The DADDS-IT showed good construct validity based on its
significant positive correlations with the severity of symptoms
of demoralization, anxiety, and depression, as has been found
in previous research on the DADDS (Engelmann et al. 2016;
Krause et al. 2015; Lo et al. 2011; Shapiro et al. 2021). In partic-
ular, the DADDS-IT and the Finitude and Regret subscale scores
were positively correlated with scores on the PHQ9, GAD7, and
ESAS-Physical. This was also true, at a weaker level, for Dying
and Relational Burden subscales. DADDS-IT total score was also
positively correlated with DS total score, while Finitude, Regret,
and Dying subscales were significantly correlated with Failure
subscale. All DADDS-IT subscales correlated positively with DS

Disheartenment, Dysphoria, and Loss ofMeaning subscales.These
findings confirm previous research indicating an association and
mutual reinforcement between DA and other existential dimen-
sions of suffering in advanced medical conditions (Neel et al. 2015;
Rodin 2018; Scheffold et al. 2018).

The significant inverse correlation between scores on the
DADDS-IT and FACIT-Sp-12 and, in particular, with the Peace
subscale of the FACIT-Sp-12 suggests that spiritual well-being may
protect against end-of-life despair (Bovero et al. 2019). This is con-
sistent with findings that a sense of purpose andmeaning at the end
of life reduces the desire for a hastened death (Bovero et al. 2021;
Daneault et al. 2016; Eun et al. 2017).

The positive association between DA and symptom burden, as
assessed with the ESAS, supports a previous finding that death-
related distress may be heightened by the severity of physical
symptoms at the end of life (An et al. 2018). This finding supports
the recommendation that integrated treatments that address both
physical and psychological distress may be needed to ameliorate
DA in this population (Kaasa et al. 2018; Neel et al. 2015; Oechsle
2019; Rodin et al. 2009).

A strength of the present study is that it validates in a large
sample an Italian language measure of distress related to death
and dying in patients with advanced cancer. Four factors of the
DADDS-IT were identified in this study, which may have clini-
cal value. A limitation in the results is that the Relational Burden
factor consists of only 2 items, while subscales should optimally
consist of at least 4 to 6 items. However, the Relational Burden
factor appeared to fully meet the criterion of internal consistency.
Further, the cross-sectional design of this study in patients near
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the end of life did not allow determination of whether changes
in DA could be identified with increasing proximity to death or
in response to therapeutic interventions. Longitudinal studies are
needed to address such questions and to determine to what extent
study findings can be replicated in other cultures and languages.
Further studies should be carried out to improve knowledge
about the relations between DA and other domains of end-of-life
care.

Clinical implications

The DADDS-IT can be of value to assess death-related distress in
patients with advanced cancer and to determine the impact of psy-
chosocial and palliative interventions on this outcome. The factor
structure of this measure covers a wide spectrum of existential dis-
tress and therefore might provide new opportunities to examine
and better understand the different facets of suffering in patients
with advanced cancer. The DADDS-IT may also be of value as an
outcome measure of a wide range of therapeutic interventions that
may have a therapeutic effect on DA in this population (Breitbart
et al. 2015; Caruso et al. 2020; Chochinov et al. 2011; Rodin et al.
2018; Rodin and Zimmermann 2008).

Conclusions

For the first time, a DADDS validation study has been carried out
in Italy. The findings of this study suggest that the DADDS-IT
is a reliable and valid instrument for assessing DA in individu-
als with advanced cancer near the end of life. Four factors were
identified that showed good internal consistency and construct
validity, suggesting that the DADDS -IT and its factor scores could
be useful to assess death-related distress in this population and
its responsiveness to therapeutic interventions. Future research
should include longitudinal studies to identify such effects and to
determine changes in death-related distress.

Funding. This research did not receive any specific grant from funding
agencies in the public, commercial, or not-for-profit sectors.

Conflicts of interest. The authors declare no conflicts of interest.

References
AnE,LoC,Hales S, et al. (2018)Demoralization anddeath anxiety in advanced

cancer. Psycho-Oncology 27(11), 2566–2572. doi:10.1002/pon.4843
BartlettMS (1954) A note on themultiplying factors for various χ2 approxima-

tions. Journal of the Royal Statistical Society: Series B (Methodological) 16(2),
296–298. doi:10.1111/j.2517-6161.1954.tb00174.x

Battaglia Y, Zerbinati L, PiazzaG, et al. (2020)The use of demoralization scale
in Italian kidney transplant recipients. Journal of ClinicalMedicine 9(7), 2119
doi:10.3390/jcm9072119

Belvederi Murri M, Caruso R, Ounalli H, et al. (2020a) The relationship
between demoralization and depressive symptoms among patients from the
general hospital: Network and exploratory graph analysis. Journal of Affective
Disorders 276, 137–146. doi:10.1016/j.jad.2020.06.074

Belvederi Murri M, Zerbinati L, Ounalli H, et al. (2020b) Assessing demor-
alization in medically ill patients: Factor structure of the Italian version of
the demoralization scale and development of short versions with the item
response theory framework. Journal of Psychosomatic Research 128, 109889.
doi:10.1016/j.jpsychores.2019.109889

Bovero A, Leombruni P, Miniotti M, et al. (2016) Spirituality, quality of life,
psychological adjustment in terminal cancer patients in hospice. European
Journal of Cancer Care 25(6), 961–969. doi:10.1111/ecc.12360

BoveroA,OpezzoM,BottoR, et al. (2021)Hope in end-of-life cancer patients:
A cross-sectional analysis. Palliative and Supportive Care 19(5), 563–569.
doi:10.1017/S1478951520001388

Bovero A, Sedghi NA, Opezzo M, et al. (2018) Dignity-related existential
distress in end-of-life cancer patients: Prevalence, underlying factors, and
associated coping strategies. Psycho-Oncology 27(11), 2631–2637. doi:10.
1002/pon.4884

Bovero A, Tosi C, Botto R, et al. (2019) The spirituality in end-of-life cancer
patients, in relation to anxiety, depression, coping strategies and the daily
spiritual experiences: A cross-sectional study. Journal of Religion and Health
58(6), 2144–2160. doi:10.1007/s10943-019-00849-z

Brady MJ, Peterman AH, Fitchett G, et al. (1999) A case for including spir-
ituality in quality of life measurement in oncology. Psycho-Oncology 8(5),
417–428. doi:10.1002/(sici)1099-1611(199909/10)8:5<417::aid-pon398>3.
0.co;2-4

Breitbart W, Rosenfeld B, Pessin H, et al. (2015) Meaning-centered group
psychotherapy: An effective intervention for improving psychological well-
being in patients with advanced cancer. Journal of Clinical Oncology: Official
Journal of the American Society of Clinical Oncology 33(7), 749–754. doi:10.
1200/JCO.2014.57.2198

Bruera E, Kuehn N, Miller MJ, et al. (1991) The Edmonton Symptom
Assessment System (ESAS): A simple method for the assessment of pal-
liative care patients. Journal of Palliative Care 7(2), 6–9. doi:10.1177/
082585979100700202

Canada AL, Murphy PE, Fitchett G, et al. (2008) A 3-factor model for the
FACIT-Sp. Psycho-Oncology 17(9), 908–916. doi:10.1002/pon.1307

Caruso R, Sabato S, Nanni MG, et al. (2020) Application of Managing Cancer
and Living Meaningfully (CALM) in advanced cancer patients: An Italian
pilot study. Psychotherapy and Psychosomatics 89(6), 402–404. doi:10.1159/
000505875

Chochinov HM, Kristjanson LJ, Breitbart W, et al. (2011) Effect of dig-
nity therapy on distress and end-of-life experience in terminally ill patients:
A randomised controlled trial. The Lancet Oncology 12(8), 753–762.
doi:10.1016/S1470-2045(11)70153-X

CordovaMJ,RibaMBandSpiegelD (2017) Post-traumatic stress disorder and
cancer. The Lancet Psychiatry 4(4), 330–338. doi:10.1016/S2215-0366(17)
30014-7

Cortina JM (1993) What is coefficient alpha? An examination of theory and
applications. Journal of Applied Psychology 78(1), 98–104. doi:10.1037/0021-
9010.78.1.98

Costantini A, Picardi A, Brunetti S, et al. (2013) La versione Italiana
della demoralization scale: Uno studio di validazione [Italian version of
demoralization scale: A validation study]. Rivista Di Psichiatria 48(3),
234–239.

Daneault S, Lussier V,Mongeau S, et al. (2016) Ultimate journey of the termi-
nally ill: Ways and pathways of hope. Canadian Family Physician Medecin de
Famille Canadien 62(8), 648–656.

Engelmann D, Scheffold K, Friedrich M, et al. (2016) Death-related anxiety
in patients with advanced cancer: Validation of the German version of the
Death and Dying Distress Scale. Journal of Pain and Symptom Management
52(4), 582–587. doi:10.1016/j.jpainsymman.2016.07.002

Eun Y, Hong I-W, Bruera E, et al. (2017) Qualitative study on the perceptions
of terminally ill cancer patients and their family members regarding end-of-
life experiences focusing on palliative sedation. Journal of Pain and Symptom
Management 53(6), 1010–1016. doi:10.1016/j.jpainsymman.2016.12.353

Grassi L, Costantini A, Caruso R, et al. (2017a) Dignity and psychosocial-
related variables in advanced and nonadvanced cancer patients by using the
Patient Dignity Inventory – Italian version. Journal of Pain and Symptom
Management 53(2), 279–287. doi:10.1016/j.jpainsymman.2016.09.009

Grassi L,CostantiniA,KissaneD, et al. (2017b)The factor structure and use of
theDemoralization Scale (DS-IT) in Italian cancer patients.Psycho-Oncology
26(11), 1965–1971. doi:10.1002/pon.4413

Iverach L, Menzies RG and Menzies RE (2014) Death anxiety and its role
in psychopathology: Reviewing the status of a transdiagnostic construct.
Clinical Psychology Review 34(7), 580–593. doi:10.1016/j.cpr.2014.09.002

Kaasa S, Loge JH, Aapro M, et al. (2018) Integration of oncology and pal-
liative care: A Lancet Oncology Commission. The Lancet Oncology 19(11),
e588–e653. doi:10.1016/S1470-2045(18)30415-7

https://doi.org/10.1017/S1478951522001638 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951522001638


Palliative and Supportive Care 291

KaiserHF (1970)A second generation little jiffy.Psychometrika 35(4), 401–415.
doi:10.1007/BF02291817

KissaneDW,Wein S, LoveA, et al. (2004)Thedemoralization scale: A report of
its development and preliminary validation. Journal of Palliative Care 20(4),
269–276.

Krause S, Rydall A, Hales S, et al. (2015) Initial validation of the Death and
Dying Distress Scale for the assessment of death anxiety in patients with
advanced cancer. Journal of Pain and SymptomManagement 49(1), 126–134.
doi:10.1016/j.jpainsymman.2014.04.012

Krebber AMH, Buffart LM, Kleijn G, et al. (2014) Prevalence of depression
in cancer patients: A meta-analysis of diagnostic interviews and self-report
instruments. Psycho-Oncology 23(2), 121–130. doi:10.1002/pon.3409

Lau RWL and Cheng S-T (2011) Gratitude lessens death anxiety. European
Journal of Ageing 8(3), 169. doi:10.1007/s10433-011-0195-3

Lo C, Hales S, Zimmermann C, et al. (2011) Measuring death-related anx-
iety in advanced cancer: Preliminary psychometrics of the Death and
Dying Distress Scale. Journal of Pediatric Hematology/Oncology 33(Suppl 2),
S140–S145.

Mah K, Shapiro GK, Hales S, et al. (2020) The impact of attachment security
on death preparation in advanced cancer:The role of couple communication.
Psycho-Oncology 29(5), 833–840. doi:10.1002/pon.5354

Neel C, Lo C, Rydall A, et al. (2015) Determinants of death anxiety in patients
with advanced cancer. BMJ Supportive & Palliative Care 5(4), 373–380.
doi:10.1136/bmjspcare-2012-000420

Neimeyer RA (ed) (1994)Death Anxiety Handbook: Research, Instrumentation,
and Application. Philadelphia: Taylor & Francis.

Oechsle K (2019) Palliative care in patients with hematological malignancies.
Oncology Research and Treatment 42(1–2), 25–30. doi:10.1159/000495424

Rabitti E, Cavuto S, Iani L, et al. (2020) The assessment of spiritual well-
being in cancer patients with advanced disease: Which are its meaning-
ful dimensions? BMC Palliative Care 19(1), 26. doi:10.1186/s12904-020-
0534-2

Ripamonti C, Leporati R, De Feo G, et al. (2022) Italian version of
the Edmonton Symptom Assessment System (ESAS)-Total Care (TC):
Development and psychometric validation in patients undergoing cancer
treatment or follow-up. Supportive Care in Cancer: Official Journal of the
Multinational Association of Supportive Care in Cancer 30(3), 1923–1933.
doi:10.1007/s00520-021-06594-y

Rizzo R, Piccinelli M, Mazzi M, et al. (2000) The Personal Health
Questionnaire: A new screening instrument for detection of ICD-10 depres-
sive disorders in primary care. Psychological Medicine 30(4), 831–840.
doi:10.1017/S0033291799002512

Rodin G (2018) From evidence to implementation: The global challenge for
psychosocial oncology. Psycho-Oncology 27(10), 2310–2316. doi:10.1002/
pon.4837

Rodin G, Lo C, Mikulincer M, et al. (2009) Pathways to distress: The multiple
determinants of depression, hopelessness, and the desire for hastened death

in metastatic cancer patients. Social Science & Medicine 68(3), 562–569.
doi:10.1016/j.socscimed.2008.10.037

Rodin G, Lo C, Rydall A, et al. (2018) Managing Cancer and Living
Meaningfully (CALM): A randomized controlled trial of a psychological
intervention for patients with advanced cancer. Journal of Clinical Oncology:
Official Journal of the American Society of Clinical Oncology 36(23),
2422–2432. doi:10.1200/JCO.2017.77.1097

Rodin G and Zimmermann C (2008) Psychoanalytic reflections on mortality:
A reconsideration. The Journal of the American Academy of Psychoanalysis
and Dynamic Psychiatry 36(1), 181–196. doi:10.1521/jaap.2008.36.1.181

RussacRJ,GatliffC,ReeceM, et al. (2007)Death anxiety across the adult years:
An examination of age and gender effects. Death Studies 31(6), 549–561.
doi:10.1080/07481180701356936

Saracino RM, Weinberger MI, Roth AJ, et al. (2017) Assessing depres-
sion in a geriatric cancer population. Psycho-Oncology 26(10), 1484–1490.
doi:10.1002/pon.4160

Schag CC, Heinrich RL and Ganz PA (1984) Karnofsky performance status
revisited: Reliability, validity, and guidelines. Journal of Clinical Oncology:
Official Journal of the American Society of Clinical Oncology 2(3), 187–193.
doi:10.1200/JCO.1984.2.3.187

Scheffold K, Philipp R, Koranyi S, et al. (2018) Insecure attachment pre-
dicts depression and death anxiety in advanced cancer patients. Palliative &
Supportive Care 16(3), 308–316. doi:10.1017/S1478951517000281

Shapiro GK, Mah K, Li M, et al. (2021) Validation of the Death and Dying
Distress Scale in patients with advanced cancer. Psycho-Oncology 30(5),
716–727. doi:10.1002/pon.5620

Singer S, Das-Munshi J andBrähler E (2010) Prevalence ofmental health con-
ditions in cancer patients in acute care – a meta-analysis.Annals of Oncology
21(5), 925–930. doi:10.1093/annonc/mdp515

SmithHR (2015)Depression in cancer patients: Pathogenesis, implications and
treatment (Review). Oncology Letters 9(4), 1509–1514. doi:10.3892/ol.2015.
2944

Soleimani MA, Bahrami N, Allen K-A, et al. (2020) Death anxiety in patients
with cancer: A systematic review and meta-analysis. European Journal of
Oncology Nursing: The Official Journal of European Oncology Nursing Society
48, 101803. doi:10.1016/j.ejon.2020.101803

Spitzer RL, Kroenke K and Williams JB (1999) Validation and utility of a
self-report version of PRIME-MD: The PHQ primary care study. Primary
Care Evaluation of Mental Disorders. Patient Health Questionnaire. Journal
of the American Medical Association 282(18), 1737–1744. doi:10.1001/jama.
282.18.1737

SpitzerRL,KroenkeK,Williams JBW, et al. (2006) A briefmeasure for assess-
ing generalized anxiety disorder: The GAD-7. Archives of Internal Medicine
166(10), 1092–1097. doi:10.1001/archinte.166.10.1092

Sussman JC and Liu WM (2014) Perceptions of two therapeutic approaches
for palliative care patients experiencing death anxiety. Palliative& Supportive
Care 12(4), 251–260. doi:10.1017/S1478951513000199

https://doi.org/10.1017/S1478951522001638 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951522001638

	The Italian validation of the Death and Dying Distress Scale
	Introduction
	Methods
	Participants and procedure
	Measures
	Death anxiety
	Demoralization
	Depressive symptoms
	Anxiety symptoms
	Spiritual well-being
	Symptom burden and physical functioning

	Statistical analysis

	Results
	CFAs, exploratory factor structure and internal consistency of the DADDS
	Descriptive characteristics of the DADDS
	Construct validity

	Discussion
	Clinical implications

	Conclusions
	References


