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Abstract
Objectives. This study aimed to examine the extent to which mindfulness, self-compassion,
and body image distress are associated with peaceful acceptance or struggle with illness in
terminally ill cancer patients, after controlling for psychological distress, sociodemographic
characteristics (age, gender, education, marital status), and clinical characteristics (body mass
index, Karnofsky Performance Status, time since diagnosis).
Methods. A cross-sectional study was conducted with 135 terminally ill cancer patients.
Participants were consecutively sampled. Two five-step hierarchical regression models were
performed, one for peaceful acceptance and the other for struggle with illness. The models
included sociodemographic (step 1), clinical characteristics (step 2), psychological distress
(step 3), mindfulness and self-compassion (step 4), and body image distress (step 5).
Results. Body image distress was negatively associated with peaceful acceptance after con-
trolling for the other variables. Both body image distress and self-compassion were uniquely
associated with struggle with illness, in a positive and negative direction, respectively.The over-
all models explained 33% of the variance in peaceful acceptance and 61% in struggle with
illness.
Significance of results. Targeting body image distress may be important for both enhancing
peaceful acceptance and reducing struggle with one’s terminal condition. Addressing self-
compassion, however, may help patients alleviate the struggle alone. These findings suggest
that peaceful acceptance and struggle with illness may follow different clinical pathways with
partly different underlying mechanisms. This study provides a foundation for future research
to develop interventions for body image and self-compassion specifically tailored to the needs
of terminally ill cancer patients.

Introduction

The Lancet Commission on the Value of Death emphasized the need for a new perspective on
end-of-life (EOL) care, proposing principles that advocate for a new vision on death and dying
(Sallnow et al. 2022). One of these principles reframes death as a relational and spiritual process
rather than just a physiological event.Within this framework, accepting one’s terminal condition
is an integral part of the EOL care system (Bhadelia et al. 2022; Sallnow et al. 2022; Zimmermann
2012).

Acceptance in EOL care has been conceptualized in terms of cognitive and emotional pre-
paredness for death. Cognitive preparedness involves one’s disease progression (i.e., prognostic
awareness), while emotional preparedness refers to the emotional acceptance of one’s terminal
condition (Tang et al. 2019, 2020;Wen et al. 2022, 2021, 2023). According to Kübler-Ross’ stages
of dying, acceptance is viewed as possible and desirable, always counterpoised to denial (Kübler-
Ross 1969; Zimmermann 2012). In this framework, acceptance essentially signifies emotional
acceptance of impending death, representing “emotional equanimity – a sense of inner peace
and tranquillity that comes with the letting go of a struggle to regain what is lost or being taken
away” (Prigerson and Maciejewski 2008, p. 435). Prognostic awareness and emotional accep-
tance are distinct yet related phenomena (Mack et al. 2008; Prigerson and Maciejewski 2008;
Ray et al. 2006; Tang et al. 2020; Wen et al. 2021). Terminally ill cancer patients not achiev-
ing conjoint cognitive and emotional acceptance, or cognitive acceptance only, experienced
higher levels of anxiety, depression, and a worse quality of life, compared to those who achieved
both (Wen et al. 2022). Interestingly, there were no differences between those in a conjoint
state of acceptance and those reporting emotional acceptance only (Wen et al. 2022), possibly
suggesting that emotional acceptancemay play amore crucial role in psychological functioning.
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Emotional acceptance can be further delineated into two
dimensions, namely peaceful acceptance and struggle with illness
(Mack et al. 2008; Prigerson and Maciejewski 2008). While some
patients approach terminal illness with integrity, by finding mean-
ing andmaintaining dignity, others experience despair (Mack et al.
2008). The former exhibit calmness, peace, and equanimity (i.e.,
peaceful acceptance), while the latter manifest feelings of fore-
boding, fear, anger, rage, injustice at their terminal condition (i.e.,
struggle with illness; Mack et al. 2008; Okamura et al. 2022).
Lower peaceful acceptance and higher struggle with illness have
been associated with psychopathology, severe anxiety and depres-
sive symptoms, worse physical, emotional, functional, and spiritual
well-being (Mack et al. 2008; Okamura et al. 2022).

Despite the importance of emotional acceptance, few studies
explored its psychological and social predictors. Higher social sup-
port, lower patient-family communication about EOL issues, and
spiritual well-being were associated with emotional acceptance
(i.e., emotional preparedness; Wen et al. 2023; Wentlandt et al.
2012). Moreover, to the best of our knowledge, no previous study
examined the predictors of both peaceful acceptance and struggle
with illness. Emanuel et al. (2007) identified three key elements of
the dying role: practical, relational, and personal, with the latter
involving tasks that promote personal growth and the finishing of
one’s life story (e.g., adjustment to loss, existential tasks). We pro-
pose that mindfulness and self-compassion may represent positive
resources which foster the personal element of the dying role, while
body image distress may act as a hindering factor.

Mindfulness involves attentional awareness and a non-
judgmental stance towards experiences (Baer et al. 2006;
Bohlmeijer et al. 2011; Kabat-Zinn 1990). Self-compassion
involves being open to one’s own suffering and generating the
desire to alleviate it with kindness (Neff 2015). While mindfulness
and self-compassion share similarities, self-compassion uniquely
emphasizes self-kindness and the recognition of suffering as a
shared human experience (Neff and Dahm 2015). Moreover, the
mindfulness component of self-compassion specifically refers to
the awareness of negative experiences, rather than all valenced
experiences (e.g., positive, neutral; Neff and Dahm 2015). In
non-terminal cancer patients, mindfulness and self-compassion
have been associated with improvements in quality of life, anxiety
and depressive symptoms, and spiritual well-being (Garcia et al.
2021; Stadnyk et al. 2024; Torricelli et al. 2023; Zimmermann et al.
2018). Within the EOL context, studies focused almost solely on
formal and informal caregivers (Conversano et al. 2020; Covington
et al. 2023). Nonetheless, a qualitative study with terminally ill
cancer patients found several components that facilitate a mindful
living at the EOL, including a purposeful examination of inner
experiences related to illness and mortality (Choo et al. 2024).

Body image distress is a significant concern for cancer patients,
affecting emotional and physical well-being (Esplen and Fingeret
2021) across various stages of the cancer patients’ trajectory
(Ivanova et al. 2023; Melissant et al. 2021; Nikita Rani and Kumar
2022; Paterson et al. 2016; Sebri et al. 2024), including pallia-
tive care (Diaz-Frutos et al. 2016). Although research on body
image has mainly focused on early-stage cancers, evidence sug-
gests that it remain influential even for those with a shortened life
expectancy (McClelland et al. 2015; Vas et al. 2019). For metastatic
breast cancer patients, body image was associated with physical
and emotional functioning (McClelland et al. 2015). Moreover,
appearance-focused struggles and low body confidence were two
of the most disturbing issues reported by palliative care outpa-
tients (Vas et al. 2019). Notably, body image distress stemmed from

patients’ “frustration over their lack of control and their attach-
ment to their former self-image” (Vas et al. 2019, p. 6). This distress
may reflect a key aspect of the personal element of the dying role,
where patients must adjust their sense of self in response to phys-
ical changes, integrating these losses into their evolving identity
(Emanuel et al. 2007).

The objective of the present study was to explore how mindful-
ness, self-compassion, and body image distress are associated with
peaceful acceptance and/or struggle with illness in terminally ill
cancer patients. According to positive clinical psychology, positive
characteristics can uniquely predict clinical outcomes beyond the
predictive power of negative characteristics (e.g., psychological dis-
tress; Wood and Tarrier 2010). Thus, we hypothesized that mind-
fulness and self-compassion would be positively associated with
acceptance and negatively with struggle after controlling for psy-
chological distress. We further hypothesized that self-compassion
would show stronger associations with these outcomes compared
to mindfulness: self-compassion may be particularly beneficial in
times of suffering, since it focuses on painful experiences, com-
mon humanity, and self-soothing, which is supported by previous
studies showing that self-compassion was a stronger predictor of
positive and negative functioning rather than mindfulness alone
(Neff and Dahm 2015; Svendsen et al. 2020). Drawing upon previ-
ous studies indicating the relevance of body image and attachment
to one’s own former self-image in palliative care (McClelland et al.
2015; Vas et al. 2019), it was also hypothesized that body image dis-
tress would be associated with lower acceptance and higher strug-
gle. Finally, we aimed to identify potential psychological factors
that may differentially influence acceptance and struggle.

Methods

Study design and sample

We conducted a cross-sectional study involving 135 terminally ill
cancer patients receiving palliative care. Participants were consecu-
tively enrolled at the PalliativeCareUnit of theHospice Fondazione
Sanità e Ricerca, Rome, between January 2022 and March 2023,
and were referred from hospitals, nursing homes, rest homes,
and long-term care facilities. Inclusion criteria were age over 18,
diagnosis of a life-threatening oncological disease with a prog-
nosis ranging from 1 and 6 months (based on the evaluation of
physicians referring the patients), the ability to read and speak
Italian and provide written informed consent. Exclusion criteria
were the presence of psychotic illness, dementia, severe neurolog-
ical impairment, and a Karnofsky Performance Status (KPS) lower
than 30, as these conditions could interfere with cognitive, emo-
tional, and physical functioning, limiting reliable self-reporting
and engagement in study assessments. A psycho-oncologist veri-
fied that patients met the eligibility criteria by reviewing clinical
records. Eligible patients were then invited to participate, with the
psycho-oncologist explaining the study’s aim and procedure and
providing informed consent.This study was approved by the Ethics
Committee of the European University of Rome (N. 01/2022) and
complied with the Declaration of Helsinki.

Measures

Eligible patients provided information on sociodemographic char-
acteristics (i.e., age, sex, marital status, education level). Clinical
data, including disease type, body mass index (BMI), KPS, time
since diagnosis were collected from clinical records.
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Dispositional mindfulness wasmeasured with the short form of
the Five Facet Mindfulness Questionnaire (Bohlmeijer et al. 2011).
Participants rated the extent to which 24 items were true for them
on a five-point scale (1 = never or very rarely true; 5 = very often
or always true). A higher total score indicates a higher level of
dispositionalmindfulness. In this sample, theCronbach’sαwas .84.

Self-compassion was measured with the 12-item Self-
Compassion Scale-Short Form (Raes et al. 2011). The items
are rated on a five-point Likert scale from 1 (almost never) to 5
(almost always). Higher total scores reflect higher self-compassion.
In this sample, reliability was acceptable (Cronbach’s α = .62).

Body image distress was measured with the Body Image Scale
(BIS; Hopwood et al. 2001). The BIS is unidimensional and is com-
posed by 10 items, which are rated on a 4-point Likert scale ranging
from0 (not at all) to 3 (verymuch). For the item10, “did you feel dis-
satisfiedwith the appearance of your scar?,” the original BIS provides
an alternative response “not applicable,” which is scored as 0. Since
the BIS was originally developed and used in oncological popula-
tions rather than in terminally ill cancer patients (Melissant et al.
2018), some items may not be fully relevant for terminally ill can-
cer patients. To avoid forcing participants to provide responses that
did not reflect their actual experiences, we added the “not applica-
ble” response option to all items. Scores are summed to calculate
the BIS total score, whereby “not applicable” answers were scored
as 0. Higher scores on the BIS indicate higher body image distress.
In the present study, the “not applicable” response was selected
only for item 10 (“did you feel dissatisfied with the appearance of
your scar?”) by 40 participants, and for item 6 (“Have you been
feeling less sexually attractive as a result of your disease or treat-
ment?”) by 4 participants. Item reliability was good (Cronbach’s
α = .88).

The Peace, Equanimity and Acceptance in the Cancer
Experience (PEACE; Mack et al. 2008) evaluates the degree of
emotional acceptance of terminally ill conditions in patients
with advanced cancer undergoing palliative care. The PEACE is
composed by 12 items rated on a 4-point Likert Scale, from 1 (not
at all) to 4 (to a large extent). It includes two subscales: Peaceful
acceptance and Struggle with illness. The Peaceful acceptance
subscale (5 items) evaluates the extent to which patients accept
their terminal cancer and experience a sense of inner peace,
equanimity, and harmony. Sample items include: “To what extent
would you say you have a sense of inner peace and harmony?” and
“To what extent do you feel that you have made peace with your
illness?.” The Struggle with illness subscale (7 items) measures
the extent to which patients struggle with their terminal illness,
marked by feelings such as anger, rage, injustice, fear, and a sense
of foreboding. Sample items include: “To what extent do you think
your illness has beaten you down?” and “To what extent do you feel
ashamed of, or embarrassed by, your current condition?.” Higher
scores on both subscales indicate higher peaceful acceptance and
greater struggle, respectively. The score ranges for the subscales
are 5 to 20 for Peaceful acceptance and 7 to 28 for Struggle with
illness. In the present study, the reliability of the subscales was
good (Cronbach’s α for Peaceful acceptance = .81; Cronbach’s α
for Struggle with Illness = .83).

Psychological distress was measured with the 4-item screening
tool Patient Health Questionnaire-4 (PHQ-4; Kroenke et al. 2009).
The PHQ-4 has two dimensions: anxiety and depression. All the
items are rated on a 4-point Likert Scale, from 0 (not at all) to
3 (nearly every day). A higher total score indicates a higher level
of psychological distress. In the current study, reliability was good
(Cronbach’s α = .83).

Data analysis

All statistical analyses were performed using IBM SPSS Windows
(version 22.0). Occasional missing values were imputed by com-
puting the mean score of the respective sub-scale for each partic-
ipant. An a priori power analysis with GPower 3.1.9.7 (Faul and
Erdfelder 1992) was based on a medium effect size (f 2 = .15), with
an α-error probability of .05, a statistical power (1 – 𝛽 = 80 %),
and the number of tested predictors and covariates (k = 11). The
predictors included self-compassion,mindfulness, and body image
distress, while the covariates were age, sex, education, marital sta-
tus (1 = married; 2 = unmarried/widowed/divorced/single), time
since diagnosis, KPS, BMI, and psychological distress. The analysis
indicated that a sample size of at least 123 participantswas required.

According to recommendations of Kim (2013) for medium-
sized samples (50 < n < 300), variables were considered nor-
mally distributed if the absolute z-values of skewness and kurtosis
were smaller than 3.29. Since this criterium was met, relationships
between variable were examined using Pearson r correlation coef-
ficients. To examine the extent to which the dependent variables
(peaceful acceptance and struggle with illness) were accounted for
by mindfulness, self-compassion, and body image distress, two
five-step hierarchical linear regression analyses were carried out.
In the first, the second, and the third step, covariates were added.
Specifically, sociodemographic variables were entered in the first
step (age, sex, education, and marital status). In the second step,
clinical variables were added (KPS, BMI, time since diagnosis). In
the third step, psychological distress was entered. The fourth and
the fifth step were characterised by tested predictors. Mindfulness
and self-compassion were added in the fourth step, while body
image distress in the fifth step. All statistics were considered sig-
nificant if p < 0.05.

Before running the analyses, assumptions were investigated for
each statistical model. Multivariate outliers were investigated with
Cook’s distance; values larger than 1.00 were considered outliers
(Tabachnick et al. 2007). Normality of residuals was investigated
through inspection of P-P plots (Field 2013) and by checking that
absolute z-values of skewness and kurtosis were smaller than 3.29
(Kim 2013). No outliers were identified, and normality assump-
tion was fulfilled. Multicollinearity was examined by computing
tolerance values and Variance Inflation Factor (VIF), showing no
interfering interactions between variables (tolerance values > .10
and VIF < 5). Linearity and homoscedasticity were assessed by
plotting standardized residuals against predicted values. The scat-
terplot appeared to be horizontal in nature and fit a rectangular
shape (Field 2013).

Results

Sample characteristics

A total of 148 patients were approached to participate in this study.
Thirteen patients declined participation for the following reasons:
unwillingness to sign the informed consent (N = 2), choosing not
to participate (N = 9), incapacity to sign the informed consent
(N = 2). Thus, a total of 135 terminally ill cancer patients con-
sented and completed study procedures. Sociodemographic and
clinical characteristics, as well as themean levels of peaceful accep-
tance and struggle with illness are shown in Table 1. The mean
age was 74.19, ranging from 45 to 94. Of all participants, 53.3%
were female and 45.9% were married. The majority attended sec-
ondary school education or higher (54.8%). The most common
diagnoses were lung (26.7%), colorectal (12.6%), breast (9.6%), and
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Table 1. Sample characteristics

Age, M (SD) 74.16 (11.945)

Gender, N (%)

Female 72 (53.3)

Male 63 (46.7)

Marital status, N (%)

Married 62 (45.9)

Unmarried/widowed/separated 73 (54.1)

Education, N (%)

Elementary 25 (18.5)

Middle school 36 (26.7)

Secondary school 50 (37.0)

Degree 24 (17.8)

Cancer diagnosis, N (%)

Lung 36 (26.7)

Breast 13 (9.6)

Brain 3 (2.2)

Colorectal 17 (12.6)

Gynecological 8 (5.9)

Oropharyngeal 5 (3.7)

Pancreatic 10 (7.4)

Urological 13 (9.6)

Hematopoietic/lymphoid 12 (8.9)

Thyroid 2 (1.5)

Gastrointestinal 4 (3.0)

Hepatic/biliary tract cancer 2 (1.5)

Melanoma 2 (1.5)

Kidney 2 (1.5)

Prostate 5 (3.7)

CUP 1 (0.7)

Months since diagnosis, M (SD) 31.10 (46.759)

KPS, N (%)

30 88 (65.2)

40 34 (25.2)

50 13 (9.6)

Peaceful acceptance, M (SD) 12.61 (3.3)

Struggle with illness, M (SD) 18.28 (4.6)

CUP, cancer of unknown primary site; KPS, Karnofsky Performance Status.

urological (9.6%) cancers. The average time since diagnosis was
31.10 months and 65.2% of participants had a KPS of 30. Themean
level of peaceful acceptance was 12.61 (SD = 3.3), while the mean
level of struggle with illness was 18.28 (SD = 4.6).

Correlation analyses

The results of Pearson correlations are reported in Table 2.The cor-
relation between peaceful acceptance and struggle with illness was

Table 2. Correlation analyses

1 2 3 4 5

1. Mindfulness –

2. Self-compassion .491*** –

3. Body image distress −.221** −.306*** –

4. Peaceful acceptance .423*** .391*** −.392*** –

5. Struggle with illness −.457*** −.538*** .670*** −.636*** –

*p < .05; **p < .01; ***p < .001.

strong and negative. Struggle with illness was negatively correlated
with mindfulness and self-compassion, and positively correlated
with body image distress, with correlation coefficients ranging
frommoderate to strong. Peaceful acceptance was significantly and
positively correlated with higher levels of mindfulness and self-
compassion, while the correlation with body image distress was
negative. The correlation coefficients were moderate in size.

Factors associated with peaceful acceptance and struggle
with illness

Hierarchical regression models were carried out to examine the
ability of self-compassion, mindfulness, and body image to explain
peaceful acceptance and struggle with illness, after controlling for
sociodemographic and clinical characteristics, as well as psycho-
logical distress (Table 3; details are provided in Table S1 and Table
S2). The first step (sociodemographic characteristics) and the sec-
ond step (clinical characteristics) of the regressionmodel for peace-
ful acceptance explained 5% and an additional 2% of the variance,
respectively, with age being significantly and positively associated
with peaceful acceptance. In the third step, psychological distress
revealed a significant negative associationwith peaceful acceptance
and accounted for an additional 25% of the variance. Introducing
mindfulness and self-compassion in the fourth step explained an
additional 4% of the variance, with self-compassion significantly
associated with peaceful acceptance. In the fifth step, body image
distress revealed a significant negative association, adding another
2% of explained variance. The overall model explained 33% of the
variance,R2 = .33, F(1,123) = 6.99, p< .001. Psychological distress
and body image distress were independently associated with lower
levels of peaceful acceptance.

In the regression model for struggle with illness, the sociode-
mographic characteristics accounted for 14% of the variance (step
1), while the clinical characteristics added another 2% (step 2).
In both steps, age and marital status were significantly and neg-
atively associated with struggle with illness. In the third step,
psychological distress revealed a significant negative association
with struggle with illness, explaining an additional 28% of the
variance. Introducing mindfulness and self-compassion in the
fourth step explained an additional 9% of the variance, with self-
compassion being significantly negatively associated with struggle
with illness. In the fifth step, body image distress showed a signifi-
cant positive association with struggle with illness, accounting for
an additional 12% of the variance. The overall model explained
61% of the variance, R2 = .61, F(1,123) = 20.22, p < .001.
Psychological distress, self-compassion, and body image distress
were significant independent factors associated with struggle with
illness.
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Table 3. Hierarchical regression analyses for peaceful acceptance and struggle
with illness

Peaceful
acceptance

Struggle
with illness

Variable 𝛽 ΔR2 𝛽 ΔR2

Step 1 .051 .139***

Age .222* −.301***

Sex .067 −.073

Education .066 −.019

Marital status .011 −.195*

Step 2 .019 .018

Age .205* −.329***

Sex .032 −.078

Education .060 −.014

Marital status .015 −.169*

KPS −.049 −.137

BMI .096 −.011

Months since
diagnosis

−.088 −.012

Step 3 .247*** .277***

Age .118 −.237**

Sex .018 −.064

Education .116 −.074

Marital status −.076 −.072

KPS −.051 −.134

BMI .021 .069

Months since
diagnosis

−.086 −.014

Psychological
distress

−.527*** .558***

Step 4 .043* .086***

Age .126 −.249***

Sex .008 −.032

Education .122 −.080

Marital status −.059 −.088

KPS −.085 −.090

BMI .052 .027

Months since
diagnosis

−.079 −.012

Psychological
distress

−.366*** .376***

Mindfulness .115 −.048

Self-compassion .186* −.320***

Step 5 .024* .124***

Age .065 −.109

(Continued)

Table 3. (Continued.)

Peaceful
acceptance

Struggle
with illness

Variable 𝛽 ΔR2 𝛽 ΔR2

Sex −.001 −.012

Education .128 −.096

Marital status −.086 −.028

KPS −.118 −.016

BMI .026 .085

Months since
diagnosis

−.070 −.032

Psychological
distress

−.291** .206**

Mindfulness .153 −.111

Self-compassion .143 −.246***

Body image distress −.203* .458***

BMI, Body Mass Index; KPS, Karnofsky Performance Status. *p < .05; **p < 0.01;
***p < 0.001.

Discussion

Do mindfulness, self-compassion, and body image distress rep-
resent important dimensions for terminally ill cancer patients in
peacefully accepting or struggling with their life-limiting condi-
tion? This study aimed to address this question, given the limited
research on psychological factors that either hinder or promote
emotional acceptance of one’s terminal condition.

One of the key findings supporting our hypothesis is that
body image distress was uniquely associated with both peaceful
acceptance and struggle with illness, even after accounting for psy-
chological distress, sociodemographic, and clinical characteristics.
Body image distress may play a central role across the spectrum
of various states, those reflecting a struggle with ones’ condition
(e.g., feelings of fear, injustice, anger, rage, foreboding), and those
reflecting acceptance of one’s condition (e.g., feelings of peace and
equanimity). This finding parallels previous studies showing that
body image concerns affect both positive and negative function-
ing in early-stage cancer (Diaz-Frutos et al. 2016; Nikita Rani and
Kumar 2022; Paterson et al. 2016; Przezdziecki et al. 2013; Sebri
et al. 2024) and metastatic breast cancer patients (McClelland et al.
2015). Our result extends this knowledge to terminally ill can-
cer patients, showing its relevance to key outcomes in EOL care,
namely acceptance and struggle with illness. We interpret this in
light of qualitative evidence suggesting that body image distress
reflects patients’ lack of control over their bodies and attachment
to their former self-image (Vas et al. 2019), which is not a mere
problem per se, but also a potential vulnerability factor hindering
a peaceful acceptance and the letting go of a struggle with one’s
condition.

Our correlation analyses showed that terminally ill cancer
patients with higher mindfulness and self-compassion tend to
report greater acceptance and lower struggle with illness. However,
in multivariable analyses, mindfulness was not significantly asso-
ciated with either peaceful acceptance or struggle with illness.
Conversely, self-compassion was strongly associated with lower
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struggle with illness but did not remain significant for peaceful
acceptance. These findings partly support our hypothesis and are
consistent with previous studies suggesting that self-compassion
may be a stronger predictor of outcomes compared to mindfulness
(Neff and Dahm 2015; Svendsen et al. 2020). We indeed expected
self-compassion to be especially beneficial at the EOL, as it focuses
on painful experiences, self-soothing, and recognizing suffering as
part of the shared human experience (Neff and Dahm 2015).

When considering the overall findings, three aspects are note-
worthy. First, the strong inverse correlation between peaceful
acceptance and struggle with illness is consistent with prior
research indicating that as grief states (i.e., disbelief, yearn-
ing, anger, and sadness) decrease, acceptance of loss increases
(Prigerson and Maciejewski 2008). Second, the same set of pre-
dictors explained very different amounts of variance for peaceful
acceptance (33%) and struggle with illness (61%). Third, self-
compassion was uniquely associated with struggle but not with
acceptance. While acceptance and struggle are strongly inversely
correlated at a bivariate level, potentially suggesting they represent
two sides of the same coin (Prigerson and Maciejewski 2008), mul-
tivariate regression analyses point to partially independent clinical
pathways with partly distinct predictors. Self-compassionmay rep-
resent a resource fostering the personal element of the dying role
(Emanuel et al. 2007), which helps patients let go of the struggle
while approaching death (e.g., less fear, rage, anger, injustice related
to the terminal condition), but it may not be as influential in fos-
tering peaceful acceptance (e.g., sense of peace and equanimity).
Similarly, body image distress, even if significant on both outcomes,
was more strongly associated with struggle with illness than with
peaceful acceptance.

These findings, along with the divergent variance explained for
peaceful acceptance and struggle with illness, suggest that the psy-
chological factors examined in this study (e.g., body image distress,
self-compassion) appearmore relevant for explaining struggle with
illness. The latter may involve psychological processes related to
adjustment to loss (Emanuel et al. 2007), including changes in
body and identity (Vas et al. 2019) and the regulation of dis-
tressing emotions (e.g., kindness toward one’s suffering; Neff and
Dahm 2015, 2015). In contrast, the lower variance explained for
peaceful acceptance suggests the involvement of additional fac-
tors beyond those examined, potentially linked to dimensions of
the personal element of the dying role beyond adjustment to loss,
such as the engagementwith existential questions and reaching clo-
sure with meaningful others (Emanuel et al. 2007). For instance,
social/family well-being (i.e., the sense of closeness, emotional sup-
port, and effective communication with family and friends about
the illness) was significantly correlated with peaceful acceptance
but not with struggle with illness (Okamura et al. 2022). Future
longitudinal studies could examine the dynamic interplay between
struggle with illness and peaceful acceptance, as well as identify
differential predictors of the two. Such studies could benefit from
further examining the roles of self-compassion and body image
distress while also incorporating predictors identified in previous
research as contributors to emotional preparedness, another con-
ceptualization of emotional acceptance. Emotional preparedness
has been associated with factors reflecting engagement with others,
such as social support and patient-family communication about
EOL issues (Wen et al. 2023; Wentlandt et al. 2012). Additionally,
existential issues such as finding and/or making meaning in the
terminally ill’s life may warrant further investigation, as they have
been linked to various positive EOL outcomes, including a greater

sense of peace (De Vincenzo et al. 2023; Iani et al. 2020; Rosenfeld
et al. 2018; Terao and Satoh 2022).

According to our data, terminally ill cancer patientsmay benefit
from a dual-target approach. On the one hand, patients struggling
with their conditionmay benefit from interventions targeting body
image concerns, psychological distress, and self-compassion. On
the other hand, psychological and body image distress may be tar-
geted to promote or maintain peaceful acceptance. A plethora of
research examined the efficacy of psychological interventions on
body image in cancer patients and survivors, predominantly focus-
ing on breast cancer (Morales-Sánchez et al. 2021; Sebri et al. 2021;
Sebri and Pravettoni 2023). Since quantitative studies with termi-
nally ill patients are very limited, our results emphasize the need
for further research, which should also include the development
of tailored interventions for body image concerns of the terminally
ill. Similarly, self-compassion-based interventions have been exam-
ined in various chronic conditions (Mistretta andDavis 2022), with
initial evidence suggesting the feasibility, acceptability, and bene-
fits of a meaning-centered intervention integrated with elements
of compassion and tailored to the needs of terminally ill cancer
patients (Gil et al. 2018). Future studies should examine if these
interventions are effective in improving patients’ strugglewith their
condition and/or fostering peaceful acceptance.

Finally, a relevant implication concerns with the conceptual-
ization of emotional acceptance. Recent research conceptualized
emotional acceptance as emotional preparedness for death (Tang
et al. 2019, 2020; Wen et al. 2022, 2021, 2023), as measured with
the Preparation for EOL subscale of the Quality of Life at the End
of Life scale (QUAL-E), which includes patient concerns about
becoming a burden, reflection on life regrets, perceptions of the
extent to which one’s family is prepared for the patient’s end of
life, and fear of dying (Lo et al. 2011; Steinhauser et al. 2004).
While it has been proposed that both peacefully accepting and
struggling with one’s terminal condition are tapped by two items
of QUAL-E’s Preparation subscale (fear of dying and reflection on
life regrets; Tang et al. 2019), empirical studies are missing. Future
research should investigate if and to what extent the PEACE and
preparation-QUAL-E overlap, and if they both reflect elements of
an overarching construct. Moreover, according to our findings,
future studies investigating differential predictors of acceptance
and/or struggle, or tailored interventions may benefit from con-
sidering both peaceful acceptance and the struggle with illness as
separate outcomes.

These results should be interpreted in light of several limita-
tions. First, the cross-sectional design of the study precludes causal
inferences. Second, terminally ill cancer participants were con-
secutively sampled from a single Hospice, potentially reflecting a
specific clinical setting and limit the generalizability of the find-
ings to patients in other settings or those not enrolled in palliative
care. While this study focused on patients in palliative care, the
findings may be not generalizable to terminally ill patients with
similar prognoses who are not receiving hospice or palliative care,
as the type and intensity of support likely differ inmeaningful ways.
Moreover, althoughwe conducted a power analysis confirming that
the sample size provides adequate statistical power, future studies
with larger and more diverse samples across multiple sites would
be beneficial to further enhance generalizability. These issues may
be addressed by future longitudinal and multicenter studies. Third,
the variability within sample, including differences in cancer type,
progression, and individual coping strategies, could influence the
results. A larger sample size could provide a more comprehensive
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understanding of how the examined variables interact across dif-
ferent subgroups of terminally ill cancer patients.

This study highlights the roles of body image distress and self-
compassion as significant factors in influencing struggle with ill-
ness and/or peaceful acceptance in terminally ill cancer patients.
Importantly, our findings suggest that these two outcomes may
reflect partly distinct clinical pathways, underpinned by partly dif-
ferent psychological mechanisms. Addressing body image distress
and fostering self-compassion could represent targeted interven-
tion strategies to improve patients’ adaptation to terminal illness.
Further longitudinal research is essential to elucidate these path-
ways and evaluate their impact across diverse populations and
clinical settings.
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Acknowledgments. We would like to acknowledge the valuable advice of
Dr. Giuseppe Alessio Carbone and Professor Claudio Imperatori on the sta-
tistical analyses.

Funding. This research received no specific grant from any funding agency,
commercial or not-for-profit sectors.

Competing interests. The authors declare none.

References
Baer RA, Smith GT, Hopkins J, et al. (2006) Using self-report assessment

methods to explore facets of mindfulness. Assessment 13(1), 27–45. doi:10.
1177/1073191105283504.

Bhadelia A, Oldfield LE, Cruz JL, et al. (2022) Identifying core domains to
assess the “Quality of Death”: A scoping review. Journal of Pain and Symptom
Management 63(4), e365–e386. doi:10.1016/J.JPAINSYMMAN.2021.11.015.

Bohlmeijer E, ten Klooster PM, Fledderus M, et al. (2011) Psychometric
properties of the five facet mindfulness questionnaire in depressed adults
and development of a short form. Assessment 18(3), 308–320. doi:10.1177/
1073191111408231.

Choo PY, Tan-Ho G, Low XC, et al. (2024) The gift of here and now at the
end of life: Mindful living and dignified dying among Asian terminally
ill patients. Palliative and Supportive Care 22(5), 1245–1251. doi:10.1017/
S147895152300202X.

Conversano C, Ciacchini R, Orrù G, et al. (2020) Mindfulness, compassion,
and self-compassion among health care professionals: What’s new? A sys-
tematic review. Frontiers in Psychology 11, 564573. doi:10.3389/fpsyg.2020.
01683.

Covington L, Banerjee M, Pereira A, et al. (2023) Mindfulness-Based inter-
ventions for professionals working in end-of-life care: A systematic review
of the literature. Journal of Palliative Care 38(2), 225–238. doi:10.1177/
08258597221100330.

DeVincenzo F, Lombardo L, Iani L, et al. (2023) Spiritual well-being, dignity-
related distress and demoralisation at the end of life-effects of dignity
therapy: A randomised controlled trial. BMJ Supportive and Palliative Care
13(e3), E1238–E1248. doi:10.1136/spcare-2022-003696.

Diaz-Frutos D, Baca-Garcia E, García-Foncillas J, et al. (2016) Predictors
of psychological distress in advanced cancer patients under palliative treat-
ments. European Journal of Cancer Care 25(4), 608–615. doi:10.1111/ecc.
12521.

Emanuel L, Bennett K and Richardson VE (2007) The dying role. Journal of
Palliative Medicine 10(1), 159–168. doi:10.1089/jpm.2006.0134.

Esplen MJ and Fingeret MC (2021) Body image—an important dimension
in cancer care. In Breitbart W, Butow P, Jacobsen P, Lam W, Lazenby M
and Loscalzo M (eds), Psycho-Oncology, 4th edn. New York, NY: Oxford
University Press

Faul F and Erdfelder E (1992) GPOWER: A Priori, Post-hoc, and Compromise
Power Analyses for MS-DOS. Bonn: Bonn University.

FieldA (2013)Discovering Statistics Using IBMSPSS Statistics, 4th edn. London:
Sage.

Garcia ACM, Camargos Junior JB, Sarto KK, et al. (2021) Quality of life, self-
compassion and mindfulness in cancer patients undergoing chemotherapy:
A cross-sectional study. European Journal of Oncology Nursing 51(February),
101924. doi:10.1016/j.ejon.2021.101924.

Gil F, Fraguell C, Benito L, et al. (2018) Meaning-centered psychotherapy
integrated with elements of compassion: A pilot study to assess feasibil-
ity and utility. Palliative and Supportive Care 16(6), 643–647. doi:10.1017/
S1478951518000548.

HopwoodP, Fletcher I, LeeA, et al. (2001)Abody image scale for usewith can-
cer patients. European Journal of Cancer 37(2), 189–197. doi:10.1016/S0959-
8049(00)00353-1.

Iani L, De Vincenzo F, Maruelli A, et al. (2020) Dignity therapy helps termi-
nally ill patients maintain a sense of peace: Early results of a randomized
controlled trial. Frontiers in Psychology 11, 1468. doi:10.3389/fpsyg.2020.
01468.

Ivanova A, Rodríguez-Cano R, Kvalem IL, et al. (2023) Body image concerns
in long-term head and neck cancer survivors: Prevalence and role of clinical
factors and patient-reported late effects. Journal of Cancer Survivorship 17(2),
526–534. doi:10.1007/s11764-022-01311-y.

Kabat-Zinn J (1990) Full Catastrophe Living: Using the Wisdom of Your Body
and Mind to Face Stress, Pain and Illness. New York: Hyperion.

Kim H-Y (2013) Statistical notes for clinical researchers: Assessing nor-
mal distribution (2) using skewness and kurtosis. Restorative Dentistry &
Endodontics 38(1), 52–54. doi:10.5395/rde.2013.38.1.52.

Kroenke K, Spitzer RL, Williams JBW, et al. (2009) An ultra-brief screen-
ing scale for anxiety and depression: The PHQ–4. Psychosomatics 50(6),
613–621. doi:10.1016/S0033-3182(09)70864-3.

Kübler-Ross E (1969) On Death and Dying. New York: MacMillan.
LoC, BurmanD, SwamiN, et al. (2011) Validation of theQUAL-EC for assess-

ing quality of life in patients with advanced cancer. European Journal of
Cancer 47(4), 554–560. doi:10.1016/j.ejca.2010.10.027.

Mack JW, Nilsson M, Balboni T, et al. (2008) Peace, Equanimity, and
Acceptance in theCancer Experience (PEACE):Validation of a scale to assess
acceptance and struggle with terminal illness. Cancer 112(11), 2509–2517.
doi:10.1002/cncr.23476.

McClelland SI, Holland KJ and Griggs JJ (2015) Quality of life and metastatic
breast cancer: The role of body image, disease site, and time since diagnosis.
Quality of Life Research 24(12), 2939–2943. doi:10.1007/s11136-015-1034-3.

Melissant HC, Jansen F, Eerenstein SE, et al. (2021) Body image distress in
head and neck cancer patients: What are we looking at? Supportive Care in
Cancer 29(4), 2161–2169. doi:10.1007/s00520-020-05725-1.

Melissant HC, Neijenhuijs KI, Jansen F, et al. (2018) A systematic review of
themeasurement properties of the Body Image Scale (BIS) in cancer patients.
Supportive Care in Cancer 26(6), 1715–1726. doi:10.1007/S00520-018-4145-
X/TABLES/5.

Mistretta EG and Davis MC (2022) Meta-analysis of self-compassion inter-
ventions for pain and psychological symptoms among adults with chronic
illness. Mindfulness 13(2), 267–284. doi:10.1007/s12671-021-01766-7.

Morales-Sánchez L, Luque-Ribelles V, Gil-Olarte P, et al. (2021) Enhancing
self-esteem and body image of breast cancer women through interventions:
A systematic review. International Journal of Environmental Research and
Public Health 18(4), 1640. doi:10.3390/IJERPH18041640.

Neff KD and Dahm KA (2015) Self-compassion: What it is, what it does, and
how it relates to mindfulness. In Ostafin BD, Robinson MD, Meier BP (eds),
Handbook of Mindfulness and Self-Regulation. New York: New York Springer.
121–137. doi:10.1007/978-1-4939-2263-5_10

NikitaRaniR andKumarR (2022) Body image distress among cancer patients:
Needs for psychosocial intervention development. Supportive Care in Cancer
30(7), 6035–6043. doi:10.1007/s00520-022-07049-8.

Okamura M, Fujimori M, Hata K, et al. (2022) Validity and reliability of the
Japanese version of the Peace, Equanimity, and Acceptance in the Cancer
Experience (PEACE) questionnaire. Palliative and Supportive Care 20(4),
549–555. doi:10.1017/S1478951521000924.

Paterson CL, Lengacher CA, Donovan KA, et al. (2016) Body image in
younger breast cancer survivors. Cancer Nursing 39(1), E39–E58. doi:10.
1097/NCC.0000000000000251.

https://doi.org/10.1017/S1478951525000094 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951525000094
https://doi.org/10.1017/S1478951525000094


8 Francesco De Vincenzo et al.

Prigerson HG and Maciejewski PK (2008) Grief and acceptance as opposite
sides of the same coin: Setting a research agenda to study peaceful acceptance
of loss. British Journal of Psychiatry 193(6), 435–437. doi:10.1192/bjp.bp.108.
053157.

Przezdziecki A, ShermanKA, Baillie A, et al. (2013)My changed body: Breast
cancer, body image, distress and self-compassion. Psycho-Oncology 22(8),
1872–1879. doi:10.1002/pon.3230.

Raes F, Pommier E, Neff KD, et al. (2011) Construction and factorial vali-
dation of a short form of the self-compassion scale. Clinical Psychology and
Psychotherapy 18(3), 250–255. doi:10.1002/cpp.702.

Ray A, Block SD, Friedlander RJ, et al. (2006) Peaceful awareness in patients
with advanced cancer. Journal of Palliative Medicine 9(6), 1359–1368. doi:10.
1089/jpm.2006.9.1359.

Rosenfeld B, Cham H, Pessin H, et al. (2018) Why is Meaning-Centered
Group Psychotherapy (MCGP) effective? Enhanced sense of meaning as the
mechanism of change for advanced cancer patients. Psycho-Oncology 27(2),
654–660. doi:10.1002/pon.4578.

Sallnow L, Smith R, Ahmedzai SH, et al. (2022) Report of the lancet com-
mission on the value of death: Bringing death back into life. The Lancet
399(10327), 837–884. doi:10.1016/S0140-6736(21)02314-X.

Sebri V, Durosini I, Triberti S, et al. (2021) The efficacy of psychological inter-
vention on body image in breast cancer patients and survivors: A systematic-
review and meta-analysis. Frontiers in Psychology 12, 611954. doi:10.3389/
fpsyg.2021.611954.

Sebri V, Pizzoli SFM, Mazzoni D, et al. (2024) Editorial: Emotions and per-
ception in cancer patients and survivors: The role of body image. Frontiers in
Psychology 15, 1434357. doi:10.3389/fpsyg.2024.1434357.

Sebri V and Pravettoni G (2023) Tailored psychological interventions to man-
age body image: An opinion study on breast cancer survivors. International
Journal of Environmental Research and Public Health 20(4), 2991. doi:10.
3390/IJERPH20042991.

Stadnyk A, Casimiro HJ and Reis-Pina P (2024) Mindfulness on symptom
control and quality of life in patients in palliative care: A systematic review.
American Journal of Hospice and Palliative Medicine® 41(6), 706–714. doi:10.
1177/10499091231190879.

Steinhauser KE, Clipp EC, Bosworth HB, et al. (2004) Measuring quality of
life at the end of life: Validation of the QUAL-E. Palliative and Supportive
Care 2(1), 3–14. doi:10.1017/S1478951504040027.

Svendsen JL, Schanche E, Osnes B, et al. (2020) Is dispositional self-
compassion associated with psychophysiological flexibility beyond mindful-
ness? An exploratory pilot study. Frontiers in Psychology 11, 470884. doi:10.
3389/fpsyg.2020.00614.

Tabachnick BG, Fidell LS and Ullman JB (2007) Using Multivariate Statistics.
Boston, MA: Pearson Education, Inc.

Tang ST,ChouW-C,ChangW-C, et al. (2019) Courses of change in good emo-
tional preparedness for death and accurate prognostic awareness and their
associations with psychological distress and quality of life inx terminally ill
cancer patients’ last year of life. Journal of Pain and Symptom Management
58(4), 623–631. doi:10.1016/j.jpainsymman.2019.06.022.

Tang ST, Chou WC, Hsieh CH, et al. (2020) Terminally ill cancer patients’
emotional preparedness for death is distinct from their accurate prognos-
tic awareness. Journal of Pain and Symptom Management 60(4), 774–781.e1.
doi:10.1016/J.JPAINSYMMAN.2020.04.021.

Terao T and Satoh M (2022) The present state of existential interventions
within palliative care. Frontiers in Psychiatry 12, 811612. doi:10.3389/fpsyt.
2021.811612.

Torricelli L, Rabitti E, Cafaro V, et al. (2023) Mindfulness-based therapies
for cancer patients and families: A systematic review. BMJ Supportive &
Palliative Care 13(e3), e494–e502. doi:10.1136/bmjspcare-2021-003392.

Vas S, Povey R and Clark-Carter D (2019) I would describe myself as a
deformed troll’: Using interpretative phenomenological analysis to explore
body image struggles among palliative care patients. Palliative Medicine
33(2), 232–240. doi:10.1177/0269216318811723.

WenF-H,ChouW-C,Chen J-S, et al. (2022) Sufficient death preparedness cor-
relates to better mental health, quality of life, and EOL care. Journal of Pain
and Symptom Management 63(6), 988–996. doi:10.1016/j.jpainsymman.
2022.02.014.

Wen FH, ChouWC,Hsieh CH, et al. (2021) Conjoint cognitive and emotional
death-preparedness states and their changes within cancer patients’ last 6
months. Psycho-Oncology 30(5), 691–698. doi:10.1002/PON.5614.

Wen FH, Hsieh CH, Chou WC, et al. (2023) Factors associated with can-
cer patients’ distinct death-preparedness states. Psycho-Oncology 32(7),
1048–1056. doi:10.1002/PON.6146.

Wentlandt K, Burman D, Swami N, et al. (2012) Preparation for the end of
life in patients with advanced cancer and association with communication
with professional caregivers. Psycho-Oncology 21(8), 868–876. doi:10.1002/
pon.1995.

Wood AM and Tarrier N (2010) Positive Clinical Psychology: A new vision
and strategy for integrated research and practice. Clinical Psychology Review.
30(7), 819–829. doi:10.1016/j.cpr.2010.06.003.

Zimmermann C (2012) Acceptance of dying: A discourse analysis of pallia-
tive care literature. Social Science & Medicine 75(1), 217–224. doi:10.1016/j.
socscimed.2012.02.047.

Zimmermann FF, Burrell B and Jordan J (2018) The acceptability and
potential benefits of mindfulness-based interventions in improving psycho-
logical well-being for adults with advanced cancer: A systematic review.
Complementary Therapies in Clinical Practice 30, 68–78. doi:10.1016/j.ctcp.
2017.12.014.

https://doi.org/10.1017/S1478951525000094 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951525000094

	Peaceful acceptance and struggle with terminal cancer: The role of mindfulness, self-compassion, and body image distress
	Introduction
	Methods
	Study design and sample
	Measures
	Data analysis

	Results
	Sample characteristics
	Correlation analyses
	Factors associated with peaceful acceptance and struggle with illness

	Discussion
	Acknowledgments
	References


