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Abstract

Dr. Elisabeth Kübler-Ross is credited as one of the first clinicians to formalize recommendations 

for working with patients with advanced medical illnesses. In her seminal book, On Death and 
Dying, she identified a glaring gap in our understanding of how people cope with death, both on 

the part of the terminally ill patients that face death and as the clinicians who care for these 

patients. Now, 50 years later, a substantial and ever-growing body of research has identified “best 

practices” for end of life care and provides confirmation and support for many of the therapeutic 

practices originally recommended by Dr. Kübler-Ross. This paper reviews the empirical study of 

psychological well-being and distress at the end of life. Specifically, we review what has been 

learned from studies of patient desire for hastened death and the early debates around physician 

assisted suicide, as well as demonstrating how these studies, informed by existential principles, 

have led to the development of manualized psychotherapies for patients with advanced disease. 

The ultimate goal of these interventions has been to attenuate suffering and help terminally ill 

patients and their families maintain a sense of dignity, meaning, and peace as they approach the 

end of life. Two well-established, empirically supported psychotherapies for patients at the end of 

life, Dignity Therapy and Meaning Centered Psychotherapy are reviewed in detail.
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“We are always amazed how one session can relieve a patient of a tremendous 

burden […] it often requires nothing more but an open question.”

–Elisabeth Kübler-Ross, On Death and Dying, 1969, p. 

242

Introduction

Are there particular things that you feel still need to be said to your loved ones, or things that 
you would want to take the time to say once again? What is a good and meaningful death? 
These are just two examples of the psychotherapy question prompts that comprise today’s 

most well-established, empirically supported psychotherapies for patients with advanced and 

terminal illnesses (Breitbart et al., 2015; Breitbart et al., 2018; Chochinov et al., 2005a; 

Chochinov et al., 2011). These therapeutic prompts were developed out of a long line of rich 

clinical and research knowledge that facilitated a deeper understanding of the psychological 

and existential needs of patients facing death.

Dr. Elisabeth Kübler-Ross is credited as one of the first clinicians to formalize 

recommendations for working with patients with advanced medical illness. In her seminal 

book, On Death and Dying, Dr. Kübler-Ross provided explicit, previously elusive guidance 

on how to openly broach the topic of death at the bedside. She wrote “It might be helpful if 

more people were to talk about death and dying as an intrinsic part of life just as they do not 

hesitate to mention when someone is expecting a new baby” (1969, 126). In writing 

specifically about psychotherapy with the terminally ill, Dr. Kübler-Ross expressed a 

profound clinical and human understanding of these patients: “it is evident that the 

terminally ill patient has very special needs which can be fulfilled if we take time to sit and 

listen and find out what they are. The most important communication, perhaps, is the fact 

that we let him know we are ready and willing to share some of his concerns” (1969, 241). 

Now, 50 years later, a substantial and ever-growing body of research has helped clarify best 

practices for end-of-life care, supporting many of the therapeutic practices originally 

described by Dr. Kübler-Ross. This paper reviews the empirical study of psychological 

wellbeing and distress at the end of life, documenting what has been learned from research 

on the desire for hastened death, particularly during the late 20th century debates around 

physician assisted suicide. In turn, these studies, which were often informed by existential 

principles, have led to the development of several manualized psychotherapies for patients 

with advanced disease, with the goal of attenuating suffering and helping patients and their 

families maintain a sense of dignity, meaning, and peace at the end of life.

Shortly after Dr. Kübler-Ross began to write about her work with patients who were dying, 

experts in group psychotherapy began to develop systematic interventions for helping these 

individuals. For example, Irvin Yalom (1980), who was heavily influence by existential 

philosophy, conceptualized four “ultimate concerns” of life: death, freedom, isolation, and 

meaninglessness. His writings and clinical insights into working with patients who were 

facing death formed the basis for what eventually became Supportive Expressive Group 

Psychotherapy (SEGT; Spiegel, Bloom, & Yalom 1981; Spiegel & Yalom, 1978; Yalom & 

Greaves, 1997). Although their early research was limited to women with metastatic breast 

cancer, SEGT was one of the first psychotherapy approaches that was specifically aimed at 
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providing patients with advanced cancer with the type of supportive environment that could 

help buffer what was seen as the trauma of a terminal illness. More importantly, this early 

research challenged the previous thinking, that convening a group of patients with terminal 

illness would be an entirely demoralizing experience (Spiegel & Glafkides, 1983). Over the 

next several decades, research in the areas of palliative care and patients’ existential needs at 

the end of life, as well as the role of mental health providers in these settings, expanded 

dramatically. In part, this course of research was fueled by the changing ethical and legal 

contours of physician assisted suicide.

Desire for Hastened Death

In the late twentieth century, debates regarding physician assisted death (PAD; i.e., physician 

assisted suicide, euthanasia) generated considerable interest from researchers who sought to 

understand why some patients with terminal illness might want to hasten death. The term 

desire for hastened death (DHD) was developed as a way of studying what was thought to be 

the construct underlying both requests for assisted death and thoughts of suicide more 

generally (Brown et al., 1986; Chochinov et al., 1995; Rosenfeld et al., 1999). Initially, pain, 

depression, and physical symptoms were hypothesized to be the main drivers of DHD, 

generating considerable emphasis on improving palliative care in hopes of reducing or 

eliminating requests for PAD. However, the research literature that emerged in the 1990’s 

and early 2000’s has placed much more emphasis on psychological and existential correlates 

of PAD, such as depression, hopelessness, spiritual well-being and perception of oneself as a 

burden to others. This evolving research literature has provided an empirical basis for an 

ever growing number of psychotherapy interventions for patients at the end of life, most of 

which assume that while adequate physical symptom control is likely, addressing the 

psychological and spiritual needs of patients with serious or terminal illness is more 

challenging.

One of the seminal studies of DHD, conducted by Breitbart and colleagues (2000) evaluated 

the factors associated with DHD in a sample of 92 patients who had been hospitalized in a 

palliative care facility, all of whom had been diagnosed with terminal cancer and had a life 

expectancy of 6 months or less. They found that 17 percent of the study participants met 

diagnostic criteria for a major depressive episode, according to a clinician-administered 

semi-structured interview. Similarly, 17 percent of participants also endorsed a high DHD 

(using a self-report rating scale that had been developed by the study investigators). Perhaps 

not surprisingly, those with a major depressive episode were four times more likely to 

endorse DHD than those without MDD, but they found that hopelessness was an equally, if 

not more important predictor of DHD, and the presence of both depression and hopelessness 

had an even more powerful impact on DHD. In addition to depression and hopelessness, 

other risk factors for DHD that this study identified included spiritual well-being, overall 

quality of life, and the perception of being a burden to others. Although severity of physical 

symptoms and symptom distress were also significant predictors of DHD, pain and pain 

intensity were not. These findings aligned with and extended earlier work in which 

hopelessness was found to uniquely contribute to predicting suicidal ideation after 

controlling for depression in patients with advanced terminal cancer (Chochinov et al., 

1998). In subsequent analyses, McClain, Rosenfeld, and Breitbart (2003) found that spiritual 

Saracino et al. Page 3

Am J Bioeth. Author manuscript; available in PMC 2020 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



wellbeing, and a sense of meaning and purpose in particular, actually buffered the effects of 

depression on DHD and suicidal ideation, highlighting yet another potentially important 

psychological/existential construct. These studies have fueled a growing interest in clinical 

interventions that not only target depression, but also focus more directly on hopelessness 

and spiritual well-being.

Simultaneous to the emerging research on hopelessness and spiritual wellbeing, Chochinov 

and his colleagues (2002a) began to examine the loss of dignity as a critical risk factor for 

DHD. In their first study focused on the importance of dignity, these authors found, in a 

sample of 213 patients with terminal cancer, that patients who reported feeling a loss of 

dignity due to advancing illness were not only more likely to report worse psychological and 

physical symptom distress, but were also more likely to acknowledged having lost their “will 

to live.” In a subsequent study focused squarely on the will to live, Chochinov et al. (2005b) 

found that key existential issues such as a lost sense of dignity, perceiving oneself to be a 

burden to others, and feelings of hopelessness were more strongly related to DHD than 

physical symptoms. Collectively, these studies have provided empirical support for what had 

long been suspected by mental health practitioners working with the terminally ill – that 

losing one’s hope is analogous to losing a sense of meaning and purpose, contributing to a 

diminished loss of the will to live in the face of terminal illness. Conversely, the preservation 

of dignity can help preserve an individual’s sense that they are valued and by extension, 

could improve a patient’s will to live at the end of life (Chochinov et al., 2005b). In short, 

the findings from these and other studies have identified a number of critical concerns for 

patients at the end of life and have generated a range of potential targets for 

psychotherapeutic interventions that might ameliorate DHD and preserve the will to live.

Dignity Model and Dignity Therapy (DT)

A primary goal of palliative care is to help patients die with dignity. This goal is traditionally 

achieved through symptom management, but has increasingly encompassed psychological, 

spiritual, and family care. Chochinov and colleagues (2002a) proposed that dignity can 

provide an overarching framework to guide patients, families, and health care professionals 

in defining the goals and preferences for end-of-life care. Influenced in part by the 

aforementioned DHD studies, Chochinov (2002b; 2013; Sinclair et al., 2016) is well known 

as an advocate for dignity-preserving, compassionate end-of-life care. He proposed a model 

of dignity that was based on both clinical experience and a series of qualitative interviews 

with patients who were in an advanced stage of terminal cancer (see Figure 1). Three broad 

areas emerged as critical elements of dignity conservation in end-of-life care: 1) illness-

related concerns, 2) a dignity-conserving repertoire, and 3) social aspects of dignity. 

Broadly, illness-related concerns include aspects of the illness itself such as symptom-

related distress or functional impairment. Dignity-conserving repertoire includes both 

maintaining a dignity-conserving perspective (i.e., ways of looking at one’s situation that 

helps promote dignity and maintain a sense of personhood) as well as dignity-conserving 

practices, or techniques that can be implemented to maintain dignity. Finally, the social 

elements of dignity include interpersonal and relationship attributes that can either enhance 

or diminish one’s dignity (e.g., privacy, perceived burdensomeness, aftermath concerns). 

Critical to this model is the understanding that each individual possesses unique differences 
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and personal attributes, and that acknowledging these characteristics is fundamental to 

dignity preservation. Chochinov also developed question prompts that were linked to various 

facets of the model and offer guidance to clinicians on how to achieve dignity conserving 

care. These prompts serve as key guideposts in Dignity Therapy (DT).

Dignity Therapy (DT) was one of the first manualized psychotherapy interventions 

developed specifically for use in palliative care settings (Chochinov et al., 2005a; 2011). In 

DT, patients with a terminal illness (i.e., across a range of conditions, not only those with 

cancer) are invited to discuss aspects of their life they would most want recorded and 

remembered. Patients are told in advance that they will be asked by the therapist to speak 

about things that matter the most to them, including things they may want to share with their 

closest friends and family. These audiotaped discussions are guided by a framework of 

questions (see Table 1) that were based on the dignity model, and are provided in advance of 

the session, in order to give the individual time to reflect on the questions and their answers. 

The individual is then guided through a flexible (i.e., semi-structured) interview in which the 

therapist uses the question framework to facilitate the disclosure (and recording) of the 

person’s thoughts, feelings, and memories. Typically, this process is completed within a 

single session, but can be completed across several meetings, if need be. The audiotaped 

interviews are then transcribed and edited into a narrative in order to prepare a legacy or 

generativity document. In the second session, this document is presented to the patient and 

reviewed, allowing them the opportunity to suggest edits or make any desired changes. The 

final document is then given to the patient, allowing them the opportunity to share it with 

loved ones, if they choose to. In hopes of engendering a sense of generativity, one of the 

main goals of DT is to help patients feel that they will have left something of value behind. 

The therapeutic goal is to enhance a sense of meaning and purpose for patients, helping 

them to identify their lasting legacy and in so doing, contribute to preserving their dignity.

An initial feasibility study of DT included adults receiving home-based palliative care 

services in Canada and Australia (Chochinov et al., 2005a). Eligibility for this study 

included being 18 years or older, having a terminal illness with a life expectancy of less than 

6 months, English speaking, a willingness to commit to 3 to 4 contacts over 7 to 10 days, 

and no obvious cognitive impairment that might impede participation. Prior to participating 

in the pilot study, the participants completed a series of questionnaires about their physical, 

psychological, and existential well-being. Study participants then completed the DT process, 

following the procedures described above, and were then asked to complete the outcome 

measures again, along with a survey intended to elicit satisfaction with the DT intervention. 

Of the 100 patients who participated in the initial study, 91 percent reported feeling satisfied 

or highly satisfied with DT, and 86 percent described it as helpful or very helpful. Existential 

outcomes were also rated as improved, as 76 percent reported an increased sense of dignity, 

68 percent reported an increased sense of purpose, and 67 percent reported increased sense 

of meaning. Nearly half also indicated that their will to live increased following DT. 

Significant treatment effects were also observed for suffering and depressed mood (i.e., 

significant reductions following study completion), and those participants who reported 

greater despair and distress at baseline appeared to demonstrate the greatest benefits from 

DT. A subsequent randomized controlled trial (RCT) of DT compared to supportive client-

centered care or standard care (n = 441) also found promising trends that supported DT 
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(Chochinov et al., 2011). Specifically, participants reported that DT increased their sense of 

dignity and quality of life, and felt it had been or would be of benefit to their family 

(compared to the other study arms).

Following the initial reports about DT, numerous research studies have been implemented 

and evaluated around the world. A 2017 systematic review of DT included 28 articles that 

had been published between 2011 and 2016 (Martínez et al., 2017). Overall, the quality of 

the studies was rated as high, with five RCTs of DT. In the two RCTs that included patients 

with high baseline levels of distress, one (Juliao et al., 2015) demonstrated statistically 

significant decreases in patients’ anxiety and depression scores over time, while the other 

(Rudilla et al., 2016) demonstrated significant decreases in anxiety but not depression. As 

with the initial DT feasibility study, uncontrolled replication studies have also demonstrated 

significant improvement for patients across psychological and existential outcomes 

(Martínez et al., 2017). Despite the overwhelming positive evaluation of DT provided by 

patients and families across DT studies, future RCTs are still needed to determine whether 

DT is more (or less) appropriate and beneficial for identifiable subgroups of terminally ill 

patients (e.g., those experiencing high levels of distress), and to more systematically evaluate 

the mechanism of change observed in pre-post intervention outcome measures.

Meaning Centered Psychotherapy (MCP)

Unlike Dignity Therapy’s focus on generativity and legacy, Breitbart and his colleagues 

(2000, 2002, MANUALS) developed a more traditional psychotherapy approach to helping 

patients cope with the challenges of terminal illness. Inspired primarily by the works of 

Viktor Frankl (1955; 1959; 1969), and his emphasis on the importance of meaning in human 

existence, Meaning Centered Group Psychotherapy (MCGP) was initially conceived of as a 

group-based intervention for individuals with advanced cancer. MCGP draws heavily from 

Frankl’s concepts, by identifying the sources of meaning as a resource to help patients 

develop or sustain a sense of meaning and purpose, even while in the midst of suffering. In 

addition, MCGP incorporates a number of fundamental existential concepts and concerns 

related to the search, connection, and creation of meaning (Park & Folkman, 1997). In short, 

enhanced meaning is conceptualized as the catalyst for improved psychosocial outcomes, 

such as improved quality of life, reduced psychological distress, and a decreased sense of 

despair (see Figure 2). Hence, meaning is viewed as both an intermediary outcome, as well 

as a mediator of changes in these important psychosocial outcomes (Rosenfeld et al., 2018).

Although originally developed as a group-based intervention, Meaning Centered 

Psychotherapy was subsequently adapted to permit delivery in an individualized format 

(Breitbart et al. 2012; 2018). This adaptation is particularly important for those individuals 

with very advanced disease, where physical limitation and/or treatment needs may limit the 

ability to attend regularly scheduled group sessions. The structure of the Individual Meaning 

Centered Psychotherapy (IMCP) is similar except in the group version, with the exception of 

the initial sessions dedicated to learning about patients’ cancer stories (only one such session 

is needed for IMCP, rather than two for MCGP). Thus, IMCP is a seven-session, manualized 

intervention that focuses on specific themes related to meaning and the experience of having 

advanced cancer. Both versions of Meaning Centered Psychotherapy have three overarching 
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goals: 1) to promote a supportive environment for patients to explore personal issues and 

feelings surrounding their illness on a therapeutic basis; 2) to facilitate a greater 

understanding of possible sources of meaning both before and after a diagnosis of cancer; 

and 3) to aid patients in their discovery and maintenance of a sense of meaning in life even 

as the illness progresses. In short, MCGP and IMCP were designed to help patients optimize 

coping through an enhanced sense of meaning and purpose. Moreover, the intervention is 

intended to help broaden the scope of possible sources of meaning through a combination 

of: 1) educating patients in the philosophy of meaning on which the intervention is based, 2) 

in-session exercises and between-session homework that each participant is asked to 

complete, and 3) open-ended discussions, which typically include the therapist’s interpretive 

insights and comments. Table 2 presents a list of session topics, including an outline of the 

sources of meaning (i.e., historical, attitudinal, creative, and experiential).

To date, four RCTs conducted by Breitbart and colleagues (2010, 2012, 2015, 2018) have 

examined the efficacy of MCP in patients with advanced cancer in the outpatient, 

ambulatory care setting. The first pilot study of MCGP provided strong support for the 

efficacy of this intervention, not only improving spiritual well-being and a sense of meaning, 

but also in decreasing anxiety, hopelessness, physical symptom distress, and DHD (Breitbart 

et al., 2010). In that study, 90 patients were randomly assigned to receive either 8 eight 

sessions of MCGP or Supportive Group Psychotherapy (SGP). Results of this study 

demonstrated significantly greater benefits from MCGP compared to SGP, with the strongest 

effects for enhanced spiritual well-being and sense of meaning. Importantly, treatment 

effects for MCGP appeared even stronger two months after treatment ended, suggesting that 

benefits may not only persist but even grow after treatment is completed. On the other hand, 

participants who received SGP did not demonstrate any such improvements in spiritual well-

being, quality of life, or psychological distress at either post-treatment or the follow-up 

assessment. This study provided initial support for the benefits of MCGP as a novel 

intervention for improving spiritual well-being and sense of meaning, and fueled interest in 

this intervention as a potentially efficacious treatment for end-of-life despair. A second pilot 

RCT tested the individualized format of Meaning Centered Psychotherapy, IMCP, in 120 

patients with advanced cancer (Breitbart et al., 2012). In that study, IMCP again 

demonstrated significant treatment effects in improving spiritual well-being, sense or 

meaning, and overall quality of life, while also reducing hopelessness, DHD, depression, 

and physical symptom distress. Two subsequent RCTs, one investigating MCGP (Breitbart 

et al., 2015) and a second examining IMCP (Breitbart et al., 2018), have replicated and 

extended the results of the initial pilot study findings in substantially larger samples (N = 

253 and N=325, respectively). These studies, totaling nearly 800 patients in randomized 

clinical trials, have provided strong support for the effectiveness of Meaning Centered 

Psychotherapy in improving spiritual well-being and reducing psychological distress.

Although the emerging research on Meaning Centered Psychotherapy has supported its 

effectiveness, and has consistently demonstrated that supportive psychotherapy, while 

frequently used in medical settings is largely ineffective, the extent to which the observed 

results are due to changes in one’s sense of meaning require further evidence. Recently, 

Rosenfeld and colleagues (2018) provided such evidence in their examination of the 

mechanism of change in MCGP. Using data from drawn from two RCTs of MCGP 
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(Breitbart et al., 2010, 2015), they used structural equation modeling to evaluate the 

mediation effects of treatment type on key psychosocial outcomes (e.g., quality of life, 

depression, hopelessness, and DHD). Specifically, they demonstrated that post-treatment 

changes in psychosocial outcomes were mediated by changes in the patient’s sense of 

meaning and peace. These analyses are some of the first to empirically evaluate the 

hypothesized mechanism of change in these types of existential psychotherapies for patients 

with advanced medical illnesses, and provides empirical support for the theoretical 

foundation underlying this psychotherapy approach.

Like Dignity Therapy, enthusiasm for Meaning Centered Psychotherapy has fueled multiple 

adaptations of this treatment approach, in order to target unique clinical populations and 

settings. These adaptations have included cancer survivors, bereaved family members, and 

caregivers (Applebaum, Kulikowski, & Breitbart, 2015; Lichtenthal et al., 2019; van der 

Spek et al., 2017). In addition, several “cultural” adaptations of MCGP have been developed 

and/or pilot tested in samples ranging from Latin and Chinese immigrants in the United 

States to individuals from Israel, Spain, the Netherlands (e.g., Costas-Muñiz et al., 2017; 

Gi,l Fraguell & Limonero, 2017; Goldzweig, et al., 2017; Leng et al, 2018). Further, given 

the unique needs of palliative care patients, many of whom cannot realistically complete a 7-

session intervention (e.g., due to deteriorating cognitive and physical functioning), 

Rosenfeld and colleagues developed a 3-session version of IMCP that was intended to be 

delivered at the bedside for patients in the final weeks of life (Rosenfeld et al., 2017). Their 

small feasibility study demonstrated promise for this abbreviated version of IMCP, but more 

systematic research is needed to determine whether this intervention can be effectively 

delivered in a highly condensed format. In addition, while virtually all research examining 

Dignity Therapy and Meaning Centered Psychotherapy have focused on oncology settings, 

the potential for the core principles of these interventions to help patients with other 

advanced diseases is clear. Thus, future research should focus on examining the utility of 

these interventions for patients with a range of other advanced and terminal illnesses.

Other Interventions for Adults with Terminal Illness

Although Dignity Therapy and Meaning Centered Psychotherapy have garnered the most 

attention in the fields of palliative care and psycho-oncology, several other researchers and 

clinicians have developed interventions for this vulnerable population. For example, Ando 

and colleagues (Ando et al., 2008, 2010) proposed a treatment approach, called Short-Term 

Life Review (STLR), that has structural similarities to Dignity Therapy. Like Dignity 

Therapy, STLR also consists of an initial interview focusing on important memories, 

relationships, and messages for younger generations. This interview is used to create an 

album that is reviewed with the patient in a second session. The difference between these 

two approaches (DT and STLR) lies primarily in the substance of the interview. However, 

unlike DT, there has been little research to support the STLR approach, with a single 

published RCT examining its utility. This study (Ando et al., 2010) demonstrated that 

patients with terminal cancer who received STLR showed greater increases in spiritual 

wellbeing, sense of hope, and preparedness for death compared to patients who received two 

sessions of general support.
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Another brief, structured intervention for patients with advanced and/or terminal cancer is 

Managing Cancer and Living Meaningfully (CALM; Hales, Lo & Rodin, 2015; Nissim et 

al., 2012). Drawing on some of the same underlying principles as MCGP (e.g., the 

importance of spiritual well-being and a sense of meaning), CALM also focuses on 

identifying and navigating changes in self and relations with close others, symptom 

management and communication with health care providers, and advance care planning. The 

intervention is delivered in three to six sessions over a three-month period, therefore 

providing less emphasis on spiritual well-being and related existential issues (because the 

intervention content also encompasses a range of other important foci). However, 

preliminary research has supported the effectiveness of this intervention, beginning with Lo 

and colleagues’ (2014) pilot study of 50 Canadian palliative care patients. In that study, 

those who completed CALM reported significantly fewer symptoms of depression and death 

anxiety, and significantly better overall quality of life, compared to those who did not 

complete the intervention. More recently, Rodin and colleagues (2018) described the first 

large-scale RCT of CALM in their study of 305 individuals receiving outpatient cancer care. 

Patients randomized to CALM demonstrated significantly greater improvements in 

depressive symptoms and overall quality of life for patients randomized to CALM compared 

to those receiving usual care, but no difference in changes in anxiety, spiritual well-being, or 

death anxiety. Although encouraging, these interventions require further study before firm 

conclusions can be drawn about their effectiveness and relative efficacy compared to more 

well-established interventions such as Dignity Therapy and MCGP.

The aforementioned interventions, as well as others that are not described in this review, 

were synthesized in a recent meta-analysis that summarized 24 RCTs that addressed 

interventions that primarily focus on existential issues in adults with cancer (Bauereiß et al., 

2018). This review identified the strongest effects for these treatments on measures of 

existential wellbeing, quality of life, and hope/hopelessness. However, only the treatment 

effects for hope were sustained at six months, though significant effects on self-efficacy also 

emerged at the 6-month time point. Surprisingly, treatment effect sizes for spiritual well-

being, depression, and anxiety, were small. Notably, the analyses did not identify any 

moderator effects for cancer stage or type, suggesting that despite the heterogeneity of the 

cancer experience, existential distress may be an appropriate treatment target across the 

cancer continuum. Finally, Bauereiß et al., (2018) highlighted several future directions for 

research addressing interventions at the end of life, such as striving towards greater 

standardization of outcome metrics and ways of lowering the resource intensity of the 

interventions (e.g., telehealth adaptations).

Future Directions

The history reviewed here only scratches the surface of the palliative and end of life care 

literature, which continues to grow. For psychotherapeutic interventions in particular, it is 

critically important that researchers determining how to optimize training and dissemination 

efforts of evidence-based psychotherapies (e.g., Dignity Therapy, Meaning Centered 

Psychotherapy, CALM). As the world population continues to diversify, efforts to adapt 

these treatments to various cultures are critical to developing culturally responsive 

interventions. Similarly, as the world population ages, heterogeneity in chronic and terminal 
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illnesses is also likely to increase, so determining the relative efficacy of these 

psychotherapies for different patient groups (beyond cancer) should be prioritized. As first 

recommended by Kubler-Ross, communications that include open, honest discussions of 

illness and prognosis between clinicians, patients, and families, continues to be critical, 

particularly as they facilitate informed treatment decisions and enhance end of life care. 

Finally, the growing adoption of physician assisted death (PAD) in more and more 

jurisdictions requires mental health providers be prepared to discuss PAD with their patients 

and the potential existential questions that may accompany its consideration. Clinicians must 

also be competent to deliver psychotherapeutic interventions, targeting various sources of 

existential distress, to patients who are coping with a terminal illness.

Conclusions

This review provides a window into the progression of psychotherapy research with patients 

at the end of life that began in the aftermath of Dr. Elisabeth Kubler-Ross’s seminal book. 

While the content, structure, and empirical foundation underlying end of life 

psychotherapies have evolved considerably in the 50 years since that book’s publication, her 

recommendations for providing a nonjudgmental space for open discussion of fears and 

concerns around death and dying remains a cornerstone of these interventions. Whether 

through Dignity Therapy, Meaning Centered Psychotherapy, or other interventions that draw 

on existential principles, patients who are navigating the demands of an uncertain future 

both require and deserve state of the art interventions. The goal of attenuating suffering and 

helping patients and their families to maintain a sense of meaning, dignity and peace is 

central to this work.
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Figure 1. 
Dignity Model
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Figure 2. 
Meaning Centered Psychotherapy Conceptual Model
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Table 1.

Dignity Therapy Question Protocol

• “Tell me a little about your life history, particularly the parts that you either remember most, or think are the most important. When did you 
feel most alive?”

• “Are there specific things that you would want your family to know about you, and are there particular things you would want them to 
remember?”

• “What are the most important roles you have played in life (family roles, vocational roles, community service roles, etc.)? Why were they so 
important to you, and what do you think you accomplished in those roles?”

• “What are your most important accomplishments, and what do you feel most proud of?”

• “Are there particular things that you feel still need to be said to your loved ones, or things that you would want to take the time to say once 
again?”

• “What are your hopes and dreams for your loved ones?”

• “What have you learned about life that you would want to pass along to others? What advice or words of guidance would you wish to pass 
along to your (son, daughter, husband, wife, parents, others)?”

• “Are there words or perhaps even instructions you would like to offer your family to help prepare them for the future?”

• “In creating this permanent record, are there other things that you would like included?”
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Table 2.

Topics of Individual Meaning-Centered Psychotherapy (IMCP) Weekly Sessions

Session IMCP Topic Content

1 Concepts & Sources of Meaning Introduction of Concept of Meaning and Sources of Meaning

2 Cancer and Meaning Identity – Before and After Cancer Diagnosis; Meaningful 
Moments

3 Historical Sources of Meaning & Legacy: Past, Present & 
Future

Life as a Legacy Given (Past), Lives (Present) and Gives (Future)

4 Attitudinal Sources of Meaning:Encountering Life’s 
Limitations

Confronting the Limitations of Cancer, Prognosis and Death

5 Creative Sources of Meaning:Engaging in Life Creativity, Courage and Responsibility

6 Experiential Sources of Meaning:Connecting with Life Now Love, Nature, Art, and Humor; Connection

7 Transitions: Reflections, & Hopes Reflections on Lessons Learned and Hopes for the Future
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