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Abstract
Background: There is evidence that psychosocial and spiritual interventions of short duration, such as reminiscence therapy, provide 
positive impacts on quality of life and emotional and existential well-being in adults receiving palliative care.
Aim: To determine (1) the feasibility of integrating ‘LIFEView’, a video-based software with >1600 videos of world destinations, in 
palliative care settings, and (2) positive, neutral or harmful effects of using ‘LIFEView’ videos.
Design: A mixed-methods pre–post intervention pilot study was conducted to collect feasibility and preliminary data on physical and 
psychological symptoms, physiological indicators, spiritual well-being and aspects of quality of life.
Setting/participants: Adult patients on an inpatient palliative care unit or receiving care from a community palliative care consultation 
team who were capable of providing consent and completing the outcome measures were eligible participants.
Results: Overall, 27/41 (66%) participants took part in the study. Feasibility criteria, including participant acceptability, low participant 
burden, tool completion rate and retention rate, were fulfilled, though challenges were experienced with recruitment. Modest 
improvements, though non-significant, were shown on preliminary data collected on physical and psychological symptoms using 
the Edmonton Symptom Assessment System–revised, spiritual well-being assessed by the 12-item Functional Assessment of Chronic 
Illness Therapy – Spiritual Well-Being scale and physiological measurements. Qualitative analysis revealed five themes: motivations 
for using ‘LIFEView’, perceptions of the technology, reminiscence, ‘LIFEView’ as an adaptable technology and ongoing or future use.
Conclusion: A future adequately powered study to investigate the impacts of ‘LIFEView’ on patient well-being and quality of life 
appears to be feasible.

Keywords
Palliative care, technology, feasibility studies, pilot projects, psychological distress, quality of life, reminiscence, life review, 
existential distress

What is already known about the topic?

•• Patients receiving palliative care often experience psychological and existential distress towards the end of life.
•• Psychosocial and spiritual interventions, such as reminiscence or life review therapies, may be effective in supporting 

well-being for patients in palliative care.
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What this paper adds?

•• The findings of this article indicate that ‘LIFEView’, a prototype technology–based reminiscence programme, can be 
used with patients receiving palliative and end-of-life care with high participant acceptability and low burden.

•• This pilot study demonstrates that it is feasible to integrate ‘LIFEView’ into clinical care practices on an inpatient pallia-
tive care unit and within the community for patients receiving palliative care, provided that volunteer support is 
available.

•• Volunteer resources and flexibility in volunteer availability are essential in sustaining the programme within palliative 
care settings, given participant interest in continued use of the technology.

Implications for practice, theory or policy

•• This study involved the engagement of seriously ill patients in a palliative care setting in order to facilitate the research-
driven development of a technology product geared towards this care context.

•• In this article, majority of patient and family member impressions of ‘LIFEView’ were positive, illustrating the potential 
for expanding ‘LIFEView’ and similar technology-based programmes to other palliative and end-of-life care settings.

Background
Psychosocial and spiritual distress is common in adults 
receiving palliative care and is associated with depression, 
a desire for hastened death, hopelessness, suicidal ten-
dencies and decreased quality of life.1–5 There is increasing 
recognition that psychosocial and spiritual interventions, 
such as reminiscence therapy, may be effective in support-
ing well-being in palliative care.6–9 Reminiscence therapy 
focuses on the recall of past memories and experiences 
aided by memory triggers such as photographs, music or 
meaningful objects.10 A recent systematic review on the 
use of psychosocial and spiritual therapies of short dura-
tion (<4 sessions or <21 days), including reminiscence or 
life review interventions, demonstrated positive effects on 
patient quality of life, emotional and existential distress in 
the palliative care context.11 Reminiscence programmes 
delivered by care staff and using technology have been 
demonstrated to improve well-being and quality of life in 
individuals with dementia in community and inpatient set-
tings.12,13 However, findings from the dementia patient 
population may not generalize to the specialist palliative 
care context as the latter involves individuals with life-
threatening illness nearing the end of life.14 To our knowl-
edge, there is limited published evidence describing  
the use of technology-based reminiscence interventions 
in a specialist palliative care setting. From our literature 
searches, we found one study investigating the use of vir-
tual reality technology to facilitate reminiscence with 
patients receiving specialist palliative care.15 Further 
research is necessary to identify technology-based remi-
niscence programmes that may be suitable for use with 
patients within this care context.

Motiview™,16 was developed in 2013 by Motitech®,  
a Norwegian technology company with a userbase in 
North America, United Kingdom, Australia and the 
Nordic countries. Motiview allows older people to bicy-
cle through familiar virtual surroundings and memories 

using TV-displayed videos, ambient sound and music, 
combined with a portable user-adapted exercise bicycle. 
The technology consists of a continuously growing video 
and music library of over 1600 videos in 30 countries. 
Motiview aims to increase physical activity and memory 
stimulation which may help prevent falls, improve man-
agement of complex health conditions and cognitive fit-
ness, and prevent unnecessary emergency department 
visits in older people.

In early 2017, preliminary discussions about adapting 
Motiview for a palliative and end-of-life care context 
were held between Motitech and a senior leadership 
member of Bruyère Continuing Care and the Bruyère 
Research Institute. A meeting was coordinated between 
Motitech’s leadership team and the senior author (R.H.) 
to discuss a partnership to adapt Motiview for the pur-
poses of reminiscence and virtual travel for the palliative 
care population. Key reasons for considering the adapta-
tion of Motiview for this context included its ease of use 
for patients, staff and volunteers, minimal need for tech-
nological skills on the part of users, low possibility of 
inducing disorientation or nausea and limited availability 
of similar technologies with the same advantages.

Thus, the concept of ‘LIFEView’ was created as a proto-
type technology in development by Motitech and a pro-
ject team was assembled, including both researchers and 
members of the palliative care interprofessional team. 
‘LIFEView’ solely uses the audiovisual capabilities of 
Motiview via a touchscreen laptop tablet connected to a 
large-screen TV to facilitate reminiscence. This techno-
logical set-up was selected to enable interactivity and 
minimize risks (e.g. nausea or disorientation) to the vul-
nerable palliative care population.

Feasibility studies are recommended in palliative care 
due to unforeseeable changes in disease course, recruit-
ment issues and attrition rate from death and change in 
functional status.17,18 The primary objective of this study 



956 Palliative Medicine 34(7)

is to explore the feasibility of using ‘LIFEView’ as a remi-
niscence programme in palliative care. The secondary 
objective is to collect preliminary qualitative and quanti-
tative data on physical, psychological, physiological and 
spiritual effects of its use.

Methods
A prospective, convergent mixed-methods pilot study was 
undertaken using a pre–post intervention research design. 
The study was approved by local research ethics boards. 
Participants were recruited between 29 August 2018 and 
30 April 2019. Quantitative data were collected using 
patient-rated questionnaires and a wireless blood pres-
sure monitor prior to and immediately after the interven-
tion and with an observer-rated scale during the ‘LIFEView’ 
session. Qualitative data were collected via field notes 
throughout study participation and using semi-structured 
interviews after the intervention.

Intervention
The intervention consisted of participants using ‘LIFEView’ 
for approximately 1 hour in the presence of the study’s 
research coordinator (M.K.). A spiritual care professional 
or social worker was also available on-site to provide sup-
port in the event of participant distress.

The research coordinator was trained by the technol-
ogy company, Motitech, in use of the technology. The 
research coordinator assembled the TV and touchscreen 
laptop tablet in the patient’s room or residence and pro-
vided participants with an in-person demonstration of 
how to use the technology. If necessary, the research 
coordinator offered assistance throughout the ‘LIFEView’ 
session.

Participants were given the option to use the touch-
screen laptop tablet to operate the software’s interface, 
unless they were unable to do so due to physical limita-
tions (e.g. vision loss, reduced upper limb mobility). In 
such cases, the research coordinator assisted partici-
pants with selections. Participants selected videos within 
the ‘LIFEView’ interface for virtual tours of destinations 
of their choice. They were also able to play music to 
accompany videos from within the software interface, 
pause, rewind and fast forward through videos and stop 
the session at their discretion using the touchscreen lap-
top tablet.

Setting and participants
Eligible participants included adults (⩾18 years) receiving 
specialist palliative care within an inpatient palliative care 
unit at a subacute teaching hospital, or within the com-
munity through interprofessional palliative care consulta-
tion service home visits. Based on clinical care team 

assessments, participants who were able to complete the 
study outcome measures and provide written informed 
consent were included. Family members of participants 
were also included in interviews provided that they were 
⩾18 years and present during the ‘LIFEView’ session. 
Patients were excluded if they were experiencing delir-
ium, severe cognitive impairment, known behavioural 
abnormalities or a Palliative Performance Scale score19 of 
<30% at the time of consent, based on assessments by 
the clinical care team.

Sample size
We aimed for a study sample of 30 participants, which is 
in alignment with recommended sample sizes of between 
24 and 50 for pilot studies.20–22 The research team felt that 
this sample size was sufficient for reaching data satura-
tion23 for the qualitative component of this study.

Outcome measures
Primary outcome: feasibility of intervention. Available 
guidance on conducting feasibility studies in palliative 
care indicates the need to assess recruitment rates, reten-
tion rates, participant acceptability and burden of the 
intervention and outcome measures, given the complexi-
ties and unpredictability of this care context.17,18 Comple-
tion of assessment tools and recruitment and retention 
rates were calculated to determine the feasibility of con-
ducting a future larger trial using ‘LIFEView’ and its 
impacts on health outcomes.

Indicators of participant acceptability of the technol-
ogy were assessed by the research coordinator during the 
‘LIFEView’ session using the observer-rated Greater 
Cincinnati Chapter Well-Being Observation Tool©.24–26 
This tool is commonly used to assess psychosocial inter-
ventions in patient populations with cognitive deficits and 
contains seven domains: interest, sustained attention, 
pleasure, negative affect, sadness, self-esteem and nor-
malcy. Each domain was rated on a 0–4 scale (0 = never, 
1 = rarely, 2 = some of the time, 3 = most of the time, 
4 = always).

To further address acceptability, demand, implementa-
tion and practicality aspects of feasibility,27 the research 
coordinator compiled process-based observational field 
notes throughout the course of the study to assess:

•• Facilitators or barriers to using ‘LIFEView’;
•• Physical set-up issues;
•• Differences between inpatient and community 

settings;
•• Participant burden based on adverse effects noted 

by participants or informal caregivers;
•• Overall participant perceptions of the technology 

or assessment tools;
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•• Feedback from the participant’s clinical care team;
•• Indications of participant interest in ‘LIFEView’ 

based on duration of video viewing, perceived 
length of video, family member or caregiver partici-
pation and requests for volunteer-led ‘LIFEView’ 
session(s) after study participation.

The feasibility of using volunteer services to support 
the long-term sustainability ‘LIFEView’ was assessed 
based on the number of participant requests for addi-
tional sessions and volunteer availability to meet the 
demand until patient death or decline in condition and 
recorded in the research coordinator’s field notes.

Secondary outcomes. The following outcome data were 
collected by the study’s research coordinator at least 24 h 
before (pre-‘LIFEView’) and immediately after using ‘LIFE-
View’ (post-‘LIFEView’). If necessary, reading and writing 
assistance was provided by the research coordinator:

•• Change in psychological and physical symptoms. 
The Edmonton Symptom Assessment System–
revised (ESAS-r),28,29 a nine-item symptom assess-
ment tool evaluating pain, tiredness, drowsiness, 
nausea, lack of appetite, shortness of breath, 
depression, anxiety, well-being and sleep, was 
completed by participants. Each item is rated by 
patients on a 0–10 scale (0 = best possible, 
10 = worst possible).

•• Change in physiological indicators. The research 
coordinator used a wireless cuff to measure partici-
pant heart rate and blood pressure.

•• Change in spiritual well-being. The 12-item 
Functional Assessment of Chronic Illness Therapy 
– Spiritual Well-Being scale (FACIT-Sp-12)30 was 
completed by participants. Each item is rated by 
patients on a 0–4 scale (0 = not at all, 4 = very 
much).

These outcome measures were selected for prelimi-
nary data collection in this pilot study to determine the 
value of further exploration in a future adequately pow-
ered study. It was surmised that use of ‘LIFEView’ may 
impact participants’ physical and psychological symp-
toms, spiritual well-being and physiological indicators. 
The ESAS-r and FACIT-Sp-12 were selected as assessment 
tools given their validity for use in palliative and end-of-
life care contexts.28–30 Blood pressure and heart rate were 
measured to determine whether participants experienced 
calming effects after use of the intervention.

A semi-structured, audio-recorded interview was con-
ducted by the research coordinator within 24 h post-
‘LIFEView’ with each participant, and if present, their 
family members. These interviews explored the overall 
participant and family experience of ‘LIFEView’. The pro-

cedures for collecting these outcome measures are out-
lined in Figure 1.

Statistical analysis
Quantitative data were analysed using SAS31 software. 
Feasibility data, participant characteristics and outcomes 
were described using descriptive statistics. Changes in 
pre- and post-‘LIFEView’ outcomes were analysed using 
the Wilcoxon signed rank test, with a p value of <0.05 
considered statistically significant.

Qualitative analysis
Audio-recorded interviews were transcribed verbatim 
and analysed using NVivo 12.32 Qualitative data collected 
from interviews and observational field notes were ana-
lysed using an iterative, inductive thematic analysis 
approach.33,34 Codes and themes were generated from a 
subset of the data using group open coding.35 Open cod-
ing was considered complete when the group (M.K., B.G. 
and M.D.) agreed that there were minimal new concepts 
or themes emerging from the data. Subsequent to open 
coding, two researchers (M.K. and B.G.) independently 
coded the full qualitative data set in accordance with 
emerging patterns or themes, refining themes as needed. 
Disparities in coding were discussed and negotiated with 
a third individual (M.D.) to ensure analytical rigour.

Results
Patients admitted to the inpatient palliative care unit 
(30/394; 8%) or referred to a single community palliative 
care service (11/673; 2%) were approached by their clinical 
care team for verbal assent to be contacted by the research 
team. Of these individuals, 31/41 (76%) were recruited to 
the study after consenting to participate. Subsequent to 
consenting, three participants requested their withdrawal 
from the study due to feeling ‘foggy’ (n = 1) and progressive 
illness or fatigue (n = 2). One participant died prior to taking 
part in the study. These participants were excluded from 
data collection and analysis. The remaining 27/41 (67%) 
participants took part in the intervention with their family 
members (n = 16). Detailed information on patient partici-
pation is provided in Figure 2. Demographics for included 
participants are presented in Table 1.

Feasibility of ‘LIFEView’ intervention
For the 27 participants who used ‘LIFEView’, the mean 
viewing time was 60.6 min (SD: 17.4) and 23 (85.2%) ver-
balized enjoying the session. The Greater Cincinnati 
Chapter Well-Being Observation Tool© was completed for 
all 27 participants (Table 2). High levels of participant 
interest (mean: 3.70/4, SD: 0.72), attention (mean: 3.74/4, 
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SD: 0.71) and pleasure (mean: 3.56/4, SD: 0.85) were 
observed during ‘LIFEView’ sessions, while minimal nega-
tive effects were noted. Largely positive participant per-
ceptions of ‘LIFEView’ from observational field notes, 
interview data and overall completion of tools (15/27; 
56%) provided further evidence for participant accepta-
bility of the technology and study procedures.

Majority of missing data for tool completion was due 
to changes in cognitive function as assessed by the par-
ticipant’s clinical care team or participant refusal. 
Minimal occurrences of missing data occurred due to 
researcher error (n = 4) where ‘Sleep’ was not entered in 
the blank space for an additional item on the ESAS-r 
form. No major barriers were encountered with respect 

to the physical set-up of the technology based on field 
notes collected.

Participant burden was minimal; there were no 
adverse effects specific to the use of ‘LIFEView’ and few 
concerns noted by participants or their caregivers. 
Specific concerns included participant fatigue poten-
tially obstructing participation (n = 1), uncertainty of 
their enjoyment of the session (n = 1) and the potential 
for future ‘LIFEView’ users experiencing sadness due to 
their reminiscences (n = 1). Participants who were con-
cerned about their fatigue and enjoyment of the session 
took part in the study fully. The participant who noted 
that other users may feel sadness elaborated that the 
benefits offset the harms.

Ini�al contact with 
the research team

•Members of the clinical care team approached eligible par�cipants for verbal assent to be 
contacted by the research team. 

•If verbal assent was provided, the clinical team member forwarded the par�cipant's contact details 
to the research coordinator in a secure manner.

1st visit from the 
research team 

•The research coordinator provided a detailed explana�on of the study and obtained wri�en 
informed consent from par�cipants, and if available, their family members.

•The following pre-'LIFEView' measures were collected by the research coordinator: i) par�cipant's 
heart rate and blood pressure measurements, ii) par�cipant ratings for the ESAS-r scale , iii) 
par�cipant ra�ngs on the FACIT-Sp-12 ques�onnaire.

2nd visit from the 
research team 

(~24 hours a�er 1st 
visit) 

•The research coordinator, trained in using 'LIFEView' by the technology company, assembled the 
'LIFEView' system in the par�cipant's room/residence and provided an in-person demonstra�on of 
how to use the technology to par�cipants.  

•Par�cipants were able to use 'LIFEView' once as part of the study for approximately 1 hour in the 
presence of the research coordinator. A spiritual care professional or social worker was available 
to provide support in the event of par�cipant distress. 

•The research coordinator composed observa�onal field notes and ra�ngs for the Greater 
Cincinna� Chapter Well-Being Observa�on tool© during this visit.

•The following post-'LIFEView' measures were collected by the research coordinator: 
i) par�cipant's heart rate and blood pressure measurements, ii) par�cipant ra�ngs for the ESAS-r 
scale, iii) par�cipant ra�ngs on the FACIT-Sp-12 ques�onnaire.

•The research coordinator conducted a brief interview with participants and their family members.

A�er par�cipa�on 
in the study

•Par�cipants were provided the op�on of con�nued access to the 'LIFEView' technology via a 
trained volunteer. 

•The number of volunteer-led sessions provided to par�cipants were counted un�l par�cipants 
declined in condi�on or died.

Figure 1. Process map of study procedures from initial contact with the research team.
ESAS-r: Edmonton Symptom Assessment System–revised; FACIT-Sp-12: Functional Assessment of Chronic Illness Therapy – Spiritual Well-Being scale 
(12-item).
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Assessed for eligibility (n= 41) 
�Palliative care unit (n=30) 
�Community (n=11) 

Excluded (n= 10) 
� Declined to participate (n= 4) 
� Phone calls not returned (n= 1) 
� Undecided about participation (n= 1) 
� Progressive illness or fatigue (n= 2) 
� Death (n= 2) 

Assessed for objective 1: Feasibility of ‘LIFEView’ intervention 
� Greater Cincinnati Chapter Well-Being Observation Tool© (n=27) and field notes (n=41) 

Assessed for objective 2: Aspects of well-being 
� ESAS-r at baseline 

- Items 1-9 (n= 24): missing data due to cognitive impairment (n= 2), patient refusal (n= 1) 
- Item 10 and ESAS-r score (n= 21): Missing data due to researcher error (n= 3), cognitive impairment 

(n= 2), patient refusal (n= 1) 
� FACIT-Sp-12 at baseline 

- Meaning/Peace subscore (n= 26): Missing data due to cognitive impairment (n= 1) 
- Faith subscore and total score (n= 25): Missing data due to cognitive impairment (n= 2), patient 

refusal (n= 1) 
� Change in ESAS-r after intervention 

- Items 1-9 (n=19): missing pre- and post-‘LIFEView’ data due to cognitive impairment (n= 2), patient 
refusal (n= 1); missing post-‘LIFEView’ data due to cognitive impairment (n= 2), patient refusal (n= 3) 

- Items 10 and ESAS-r score (n= 15): missing pre- and post-‘LIFEView’ ESAS-r due to cognitive 
impairment (n= 2), patient refusal (n= 1); missing post-‘LIFEView’ data due to cognitive impairment 
(n= 2), patient refusal (n= 3); missing pre-‘LIFEView’ and/or post-‘LIFEView’ item 10 score only due 
to research error (n= 4) 

� Change in FACIT-Sp-12 after intervention 
- Meaning/Peace subscore (n= 24): Missing data due to cognitive impairment (n= 2), patient refusal 

(n= 1) 
- Faith subscore and total score (n= 23): Missing data due to cognitive impairment (n= 2), patient 

refusal    (n= 2) 
� Change in physiological measures after intervention (n=26): Missing data due to cognitive impairment (n= 1) 
� Semi-structured interviews (n=24): Missing data due to progressive illness or fatigue (n= 2), cognitive failure 
(n= 1) 

Discontinued intervention (n= 0) 

Received allocated intervention (n= 27) 
�Palliative care unit (n=19) 
�Community (n=8) 

Allocation

Assessment

Follow-Up

Consented to participate in study (n= 31) 
�Palliative care unit (n=23) 
�Community (n=8) 

Excluded (n= 4) 
� Cognitive impairment (n= 1) 
� Progressive illness or fatigue (n= 2) 
� Death (n= 1)

Enrollment

Screened
Total number of patients:  
�Admitted to palliative care unit (n=394) 
�Referred to community palliative care services (n= 673) 

Figure 2. Modified CONSORT extension-pilot and feasibility trials36 flow diagram.
ESAS-r: Edmonton Symptom Assessment System–revised; FACIT-Sp-12: Functional Assessment of Chronic Illness Therapy – Spiritual Well-Being scale 
(12-item).

After participation in the research study, participants 
were given the option to request continued access to 
‘LIFEView’. Following a participant’s request for additional 

sessions, volunteers visited patients with the technology. 
Additional volunteer-led sessions were requested by 
18/27 (66.7%) participants, 7/27 (25.9%) declined this 
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offer and 2/27 (7.4%) had unknown preferences for addi-
tional sessions. Overall, 23 volunteer-led sessions were 
provided to 8/18 (44.4%) of those who requested contin-
ued access to ‘LIFEView’, for a mean of 2.88 additional 
sessions per participant (SD: 2.48). The 10/18 (55.6%) par-
ticipants who requested but did not receive volunteer-led 
sessions were no longer responsive, somnolent or 
deceased by the time a volunteer was available for a sub-
sequent session.

Aspects of participant’s well-being and 
overall experience of ‘LIFEView’
Quantitative results. Pre-‘LIFEView’ ESAS-r and FACIT-
Sp-12 scores are presented in Supplementary Table 1. No 
significant differences were found in the change in ESAS-
r ratings (Supplementary Table 2), FACIT-Sp-12 scores 
(Supplementary Table 2) or blood pressure and heart 
rate measurements (Supplementary Table 3) between 
pre- and post-‘LIFEView’ assessments. Of note, minor 

improvements were demonstrated for the change in 
ESAS-r and FACIT-Sp ratings, particularly for ESAS-r rated 
well-being, tiredness and anxiety items and meaning/
peace and faith subscales of the FACIT-Sp. Heart rate 
measurements pre- to post-intervention showed a nega-
tive mean difference.

Qualitative results. Overall, 24 participants and 16 family 
members participated in interviews (mean dura-
tion = 13.76 min, SD: 7.23). Analysis of interview tran-
scripts (n = 24) and observational field notes (n = 41) 
yielded five major themes encompassing the participant 
experience of ‘LIFEView’. The qualitative data reflected an 
overarching theme related to the temporality of reminis-
cence and meaning-making, with a specific focus on par-
ticipant creations of meaning from the past, and into the 
present and future. ‘LIFEView’ offered participants the 
potential to explore meaning-making by enabling experi-
ences of destinations they were motivated to visit, but 
had not had an opportunity to see in person, or to remi-
nisce about places they had visited in the past. Challeng-
ing present-day experiences of illness and use of the 
technology as an escape were also woven into participant 
motivations, allowing participants to make meaning and 
reminisce to a time and place prior to, or beyond their 
present-day experience.

Positive, neutral and negative impressions of the 
technology illustrated participant experiences of 
‘LIFEView’. Majority of participants (14/16; 88%) who 
noted one or more negative perceptions of ‘LIFEView’ 
had predominantly positive experiences across the 
qualitative data and reported enjoying the session over-
all. Participants engaged in reminiscing and creating 
meaning from these past experiences, particularly in 
the presence of family members. Other participants dis-
cussed leaving a legacy for their loved ones. Other 
themes included participant views of ‘LIFEView’ as an 
adaptable technology, wherein participants noted rec-
ommendations or appealing components, and ongoing 
or future use of the technology. These themes are fur-
ther delineated in Table 3.

Discussion

Main findings
Overall, this pilot study provides evidence that ‘LIFEView’ 
technology is feasible to integrate into existing care prac-
tices as a reminiscence and virtual travel programme for 
adults receiving inpatient and community palliative care 
services. For most participants, use of ‘LIFEView’ videos 
and accompanying music yielded extensive conversation, 
reminiscence and meaning-making during sessions and 
interviews. Correspondingly, previous studies using remi-
niscence or life review interventions in palliative care 

Table 1. Patient demographics (n = 27).

N (%)

Age Mean: 70.5 (SD: 10.0)
Sex
 Male 15 (55.6)
 Female 12 (44.4)
Diagnosis
 Cancer 21 (77.8)
 Non-cancer 6 (22.2)
Care setting
 Palliative care unit 19 (70.4)
 Community 8 (29.6)
Number of days from pre-
‘LIFEView’ assessment to 
‘LIFEView’ session

Mean: 4.2 (SD: 4.6)

SD: standard deviation.

Table 2. Results of Greater Cincinnati Chapter Well-Being 
Observation Tool© for all participants (n = 27) during their 
‘LIFEView’ sessions, as assessed by a single observer.

Domain Mean (SD)

Interest 3.70 (0.72)
Sustained attention 3.74 (0.71)
Pleasure 3.56 (0.85)
Negative affect 0.07 (0.38)
Sadness 0.07 (0.27)
Self-esteem 3.33 (1.30)
Normalcy 3.67 (1.07)

SD: standard deviation.
Each domain is rated on a 0–4 scale (0 = never, 1 = rarely, 2 = some of 
the time, 3 = most of the time, 4 = always).
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contexts demonstrated reminiscence as an effective 
method of finding meaning in one’s life experiences and 
also found associated reductions in psychosocial and 
spiritual distress.7,8 Future research with ‘LIFEView’ 
should encourage family participation, as individuals with 
pre-existing relationships to participants may increase 
instances of reminiscence and meaning-making, and thus 
potential improvements in well-being.

According to the literature, the ‘well-being’ item on 
the ESAS-r demonstrates a modest correlation with qual-
ity of life in patients with advanced cancer.37 Our study 
found a non-significant but potentially meaningful 
change in the well-being item of the ESAS-r and improve-
ments in spiritual well-being, physical and psychological 
symptoms and blood pressure measurements. These 
measures warrant in-depth assessment in a larger study 
with adequate statistical power, particularly in light of 
literature showing improved quality of life and psychoso-
cial and spiritual well-being with patient use of similar 
brief psychosocial interventions.7,8,11 A new study is cur-
rently underway to further examine these outcomes.38 
Of note, well-being and quality of life in advanced cancer 
patients can be multi-faceted;39 therefore, forthcoming 
studies should include a comprehensive assessment of 
patient well-being and quality of life without increasing 
patient burden.

Of note, majority of negative participant perceptions 
of ‘LIFEView’ appeared to coincide with unmet initial 
expectations, particularly misperceptions of the technol-
ogy (e.g. use of virtual reality headsets or videos enabling 
extensive visits of cultural aspects of each destination). In 
future work using ‘LIFEView’, participants should be pro-
vided with a clear explanation and/or a picture of the 
technology to reduce misconceptions.

A key challenge encountered in this study was a low 
recruitment rate across both inpatient and community 
settings, which reflects the well-documented difficulties 
of recruiting in palliative care.40–45 For future work, appli-
cation of established strategies may improve recruitment, 
such as communication and outreach to the clinical care 
team,45 increased promotion of the study to partici-
pants,45,46 using simple study methods43–45 and ongoing 
recruitment rate monitoring.41

Our study’s completion rate of patient-reported assess-
ment tools (56%) is comparable to prior pilot and feasibil-
ity studies in palliative care (50%–60%).47–49 The use of a 
mixed-methods study design may have contributed to 
participant completion of outcome measures through 
minimizing participant burden,44 while also accounting for 
a multitude of perspectives.

The availability of volunteer resources is fundamental 
for sustainability of the technology within care settings 
after the culmination of the research study. Although 
66.7% of participants requested additional sessions, only 

44.4% were able to access volunteer-led sessions likely 
due to unpredictable or rapid changes in patient condition 
and limited volunteer availability. Ongoing efforts should 
address the accessibility and flexibility of volunteer 
resources for the provision of ‘LIFEView’ sessions.

Based on this current work, considerations for future 
research on psychosocial and existential programmes in 
palliative care include increasing researcher, and if 
applicable, volunteer flexibility in delivering the inter-
vention due to unpredictable changes in patient prog-
nosis, and ensuring the prevention of missing data. Use 
of novel technology in research may result in partici-
pants’ expectations being unmet due to misperceptions 
of the equipment. Researchers using such technology in 
future work should make efforts to clearly explain the 
technology being used, possibly even providing a picto-
rial or other visual cue to reduce the potential for par-
ticipant misconceptions. Forthcoming studies should 
endeavour to enhance recruitment rates using strate-
gies outlined in the literature41,43–46 and increase the 
scope of the study sample to include other care con-
texts where patients may have palliative and end-of-life 
care needs.

Strengths and limitations of the study
Given high participant acceptability of the intervention 
and study procedures, and low participant burden, this 
study demonstrates that it is feasible to use ‘LIFEView’ as 
a technology-based reminiscence programme in palliative 
care. Considering the complexities and high attrition rates 
(30%–50%) typical of the palliative care context,44,50 the 
retention rate (67%) of participants in this study is note-
worthy but must be interpreted with caution due to the 
small sample size.

Key limitations of this pilot study include lack of 
blinding and the use of a small sample size across a sin-
gle inpatient setting and one community service. The 
use of a single-arm study design reduces the generaliz-
ability of results, while also potentially introducing bias. 
In addition, poor recruitment rates and selection bias 
may have been caused by (1) gatekeeping, the previ-
ously documented hesitance well-intentioned clinicians 
may experience in approaching patients for research 
studies,46 and (2) clinicians overlooking approaching 
eligible patients amid their clinical duties. Targeted con-
tact with clinical team members may improve recruit-
ment rates in future research. The observer-rated scale 
and field notes used in this study are a possible source 
of bias due to inherent difficulties of remaining fully 
objective in observational data collection. Furthermore, 
the presence of the research coordinator during the 
‘LIFEView’ session and data collection procedures may 
have introduced observer bias.
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Conclusion
This pilot study illustrates the feasibility of using ‘LIFEView’ 
technology as a reminiscence and virtual travel programme 
within inpatient and community palliative care settings. 
Preliminary quantitative data demonstrated areas for 
future exploration in a larger study. Qualitative results dem-
onstrated the patient and family caregiver receptiveness 
to the technology, supporting its use within the palliative 
care context.
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