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ABSTRACT

Psychotherapy with the terminally ill poses special challenges for clinicians and in return
offers unique rewards. As a time limited therapy, acceptance, rather than change is a
primary goal; yet, patients can be strongly motivated to change. Patients may need to
struggle with how to disengage while also maintaining connection. Unique transference
and countertransference issues arise. The psychological tasks of dying include grieving,
saying goodbye, constructing a meaningful context to one’s life, and letting go. The
therapist can serve as a companion and guide to the dying person as she or he negotiates
these tasks. Through the use of a case example, these issues are explored from the
perspectives of patient and therapist. The therapist must address the following issues:
attending to physical suffering, differentiating between grieving and depression,
addressing fears, facilitating the life review, and assisting in decision making. A dying
patient’s need to leave a legacy, complete relationships, grapple with spiritual and
religious issues, and attend to his or her family, are often important themes. Therapists
must work productively with denial, maintain f lexible yet appropriate boundaries,
grapple with their own anxiety about death, and grieve the loss of their patients.
Psychotherapy with dying patients can help reduce their psychological pain, relieving
psychosocial distress and providing opportunities for personal growth in the last stage of
life. Such work is often draining yet immensely rewarding for the patient and therapist
alike.

KEYWORDS: Palliative care, Psychotherapy, Psychooncology, Transference,
Countertransference

INTRODUCTION

Psychotherapy with the terminally ill poses special
challenges for clinicians and in return offers unique
rewards. The process of dying is often considered a
journey with the therapist serving as a travel com-
panion. This journey has a beginning ~learning one
is dying!, middle ~processing this information and
living one’s remaining life!, and end ~dying!, with
many landmarks along the way, all of which inform
the therapy process. Patients and therapists con-

front common issues during this journey and ap-
preciation of these common experiences helps guide
action.

A good death has been described as peaceful and
as “dying easily and without pain” ~Schwartz &
Karasu, 1977!. From a patient’s perspective, ele-
ments of a good death include minimizing physical
discomfort, empowering decision making, maintain-
ing a sense of control, strengthening relationships,
and making meaning of one’s existence while pre-
paring for death ~Emanuel & Emanuel, 1998; Singer
et al., 1999; Steinhauser et al., 2000!. Psychological
pain is inherent in the dying process, but mental
health clinicians who work with the terminally ill
believe that psychological pain can often be re-
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duced, while efforts to achieve emotional peace can
be enhanced. Thus, this work includes relieving
psychosocial distress and providing opportunities
for personal growth in the last stage of life. This
article will review the common landmarks that arise
throughout this journey, and how the therapist can
accompany the patient along this difficult path,
using the example of one of our patients. Although
we draw primarily from our work with cancer pa-
tients, we believe that these concepts can be gener-
alized to other populations of dying patients.

Therapy with the dying differs from therapy with
the nondying in several critical ways. First, for
dying patients, time is clearly more limited. Changes
that might have unfolded over years with nondying
patients are impossible. Acceptance, rather than
change, often must be the primary goal. At the
same time, both the patient and therapist often feel
a pressing motivation to achieve changes because
they recognize time is short. Thus, remarkable emo-
tional maturation sometimes can occur in the con-
text of a heightened awareness of a shortened life
trajectory. Second, whereas the focus with nondy-
ing patients is often on how to help them engage
more fully in life, with the dying the focus is simul-
taneously on disengagement or letting go ~Hacker,
1977! and maintaining connection. Third, the fact
that the therapist will live on after the patient’s
death is unique to this special relationship, where
the therapist serves as “survivor, preserver of con-
tinuity, messenger” ~Hacker, 1977!. As such, a ma-
jor role of the terminally ill individual’s therapist is
to bear witness, to both the individual’s life and
death. A key goal of the therapist is to help the
patient construct a narrative of his or her life,
looking for positive aspects and strengths that then
can support the patient as she or he goes through
the dying process. Fourth, feelings of the patient
for the therapist ~traditionally termed transfer-
ence! may be unique and may be handled differ-
ently, with emphasis on the real relationship rather
than analysis of the transference. Fifth, the thera-
pist must address his or her own feelings that arise
during the therapy, such as survivor guilt, grief,
burnout, and feelings of helplessness. While keep-
ing the above differences in mind, it is important to
recognize that therapy with the dying also consists
of “business as usual” ~Kastenbaum, 1977!. There
are still everyday tasks to attend to, as well as
issues and conf licts whose roots have preceded the
terminal illness. Many of these issues in patients’
lives do not disappear because they are dying.

The psychological tasks of dying are numerous.
Grieving, constructing a meaningful context to one’s
life, letting go, and saying goodbye while maintain-
ing connections to life are all essential to dying with

psychological peace. These tasks can be painful and
lonely at times, whereas at others they can be
gratifying and provide a sense of real accomplish-
ment for the dying individual. The therapist can
serve as a companion to the dying person as she or
he grapples with these tasks, providing both a road
map to help negotiate them and support to stay on
course, and a vision of what can be achieved, and
why it matters.

We divide the following discussion of these issues
into three sections: ~1! case presentation, ~2! pa-
tient issues, and ~3! therapist issues.

CASE

Mrs. R. is a 75-year-old Caucasian married mother
of two children who was diagnosed with Stage III
ovarian cancer a year previously. Her cancer did not
respond to various chemotherapy agents, and she
and her husband came to live with their daughter
in order to pursue treatment at a major academic
center. Despite further treatment, her cancer pro-
gressed, causing a small bowel obstruction that led
to her hospitalization. She required moderate doses
of opioids to keep her pain free, but these caused
sedation, which was extremely distressing to both
the patient and her husband. A psychiatry consult
was requested when the patient started showing
signs of depression and expressed a wish to die.

Mrs. R.’s first words to the psychiatrist were, “I
hope you can help me.” She related that she had
always been strong and active and now felt like “a
different person.” She had no psychiatric history
and had never seen a therapist before. Though she
had coped well with her illness during the past
year, for the past few weeks she had wondered
whether life was worth it and had intermittently
wanted to die. This wish to die was sometimes
brought on by pain but now was related to a delay
in discharge. She had been sleeping well and had
relatively good concentration, but poor appetite.

Mrs. R. and her husband had been married for
over 40 years. They had run a small business to-
gether until retirement. She had always been inde-
pendent and active, and highly valued her role as
wife and mother. Though they lived far away, they
were in close contact with their two children, and
enjoyed a great deal of pleasure from their grand-
children. Mrs. R.’s parents were no longer alive.

Mrs. R. coped with her illness by focusing on the
full life she had had and through her faith. Though
she accepted that she would die of her cancer, her
husband avoided talking about her eventual death
and sometimes intimated that she would get better.

In Mrs. R.’s initial meeting with the psychiatrist,
Mrs. R. told stories about her family and expressed
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her fears about dying. She was talkative and en-
gageable, and made good eye contact. She described
her mood as “down” and her affect was sad and
tearful but she maintained her sense of humor and
smiled when talking about happy memories. Though
she wished to die, she did not have any thoughts of
suicide. At the end of the visit she was no longer
tearful and her mood had brightened considerably.
She was amazed at this change, saying “If you had
asked me when you came if I needed to talk, I would
have said ‘no’.” The psychiatrist visited Mrs. R. four
times during her 10-day hospitalization. At their
second meeting, she brought up her biggest fear:
that her death would be painful, as she had seen
others die painfully from metastatic cancer, and
she was visibly relieved to hear that with proper
pain medication this did not have to be the case.
She worried about her husband being on his own,
and expressed a wish to return to her home to die.

After her discharge, Mrs. R. remained near the
hospital for further treatment, and she and the
psychiatrist continued to meet. At her first outpa-
tient appointment she stated, “I’m having a crisis of
faith,” and related that, though a religious person
who prior to her illness had prayed daily and had
had an ongoing inner dialogue with God, she had
been unable to pray since her diagnosis 15 months
before. This frightened her as she knew she “would
need God even more now than before.” When en-
couraged to express some of her anger toward God
she wondered whether that was “allowed.” A week
later Mrs. R. related that she was relieved to be
“talking to God again,” having been freed to do so
by finally telling Him she was angry with Him for
her illness.

Mrs. R. was hospitalized once more for a short
time before returning home, and at their last meet-
ing asked the psychiatrist to help her decide whether
to write a letter to or to talk to each of her children
individually to let them know of her love for them.
She also talked about her wish that her husband
would someday remarry and was surprised when
encouraged to tell him so. At the end of the meeting,
they said goodbye, and they exchanged hugs. She
understood that she could call at any time and they
could talk by phone.

After Mrs. R. and her husband returned home,
she and the psychiatrist talked twice by telephone,
with both calls being initiated by the psychiatrist
after not hearing from her for several weeks. Both
times, Mrs. R. said she had been thinking about
calling and had specific issues she wanted to dis-
cuss, but didn’t want to “be a bother.” She men-
tioned her hurt that several close friends had not
been to visit her. When the psychiatrist offered that
it was possible they were uncomfortable with her

illness and impending death, rather than no longer
caring about her, she responded by calling them
and talking about their discomfort. In the second
call, she told the psychiatrist that two of them had
resumed visiting and had told her she was a good
teacher to her elderly friends about dealing with
death. She was quite surprised but pleased when
the psychiatrist told her that she too was finding
her a good teacher and was learning from her.

After her death, her husband sent an e-mail to
the psychiatrist, saying how much he had admired
his wife and how much he missed her. The psychi-
atrist responded in a condolence note, reassuring
him that he had been a wonderful support for his
wife and inviting him to be in contact if it were
helpful.

PATIENT ISSUES

Physical Suffering

Psychotherapy is impossible for patients with poorly
controlled physical symptoms such as pain and se-
dation. Therapists should assess these symptoms
at the start of treatment both by observation and
direct questioning. When necessary, therapists must
advocate for patients and support the idea that
these symptoms are controllable, ensuring that
they are addressed by the medical team. This may
include reviewing a patients’ medical charts and
speaking with their medical providers, both of which
might be considered a violation of boundaries in a
traditional psychotherapy. In Mrs. R.’s case, the
psychiatrist recommended beginning methylpheni-
date for treatment of Mrs. R.’s opioid-induced
sedation.

Grieving and Depression

The distinction between grief and depression is an
important one. Grief comprises the normal painful
feelings and behaviors that result from a major loss
~Osterweis et al., 1984! whereas depression is a
pathological condition typified by depressed mood,
decreased interest and enjoyment, physical symp-
toms such as appetite and sleep disturbance, loss of
energy, and poor concentration, feelings of worth-
lessness or guilt, and thoughts of death or suicide
~American Psychiatric Association, 1994!. Grief is
the central coping task faced by dying patients
~Block, 2001!. Dying patients must grieve the im-
pending separation from loved ones, and come to
terms with the fact that they will not realize their
expected life trajectory ~Viederman & Perry, 1980!.
The therapist helps the dying patient bear this
grief by ensuring a safe, nonjudgmental place to
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talk, by not becoming overwhelmed by the affect
expressed, and by providing a place to practice
saying goodbye. The relationship between the pa-
tient and therapist helps make the unbearable bear-
able. To facilitate grieving, we ask patients the
following types of questions: Do you ever cry? What
do you feel saddest about? What do you wish could
be different? To whom or to what will it be the
hardest to say goodbye?

Although sadness is a part of the grieving pro-
cess and necessary for growth, clinical depression
impairs quality of life and interferes with the pa-
tient’s ability to attend to and work on psychologi-
cal processes and to make informed decisions about
end-of-life care. Clinical depression in the termi-
nally ill is not normal and warrants psychopharma-
cological as well as psychotherapeutic intervention.
Given the limited time available in the setting of
terminal illness, psychostimulants are often pre-
ferred to SSRIs or other antidepressants ~Block,
2000!. In Mrs. R.’s case, the psychiatrist did not feel
she had a clinical depression despite her intermit-
tent wish to die, based on her ability to enjoy visits
from her family, her use of humor, her ability to
connect with and respond to the therapist, and the
absence of many of the psychological symptoms of
depression—hopelessness, guilt, worthlessness.
Rather, she thought Mrs. R. was grieving appro-
priately and would benefit from further psycho-
therapy, though she did recommend methyl-
phenidate to decrease her sedation.

Decision Making

Designating a health care proxy and formulating
advance care directives ~e.g., a living will!, writing
a will and addressing financial issues, and plan-
ning for the care of dependent relatives ~elderly
parents, young children, grown children with dis-
abilities! are some of the practical tasks and deci-
sions facing dying individuals. Some patients need
to address these tasks before they can focus on
psychological growth; other patients need to do
some psychological work before they can make such
decisions. These decisions are part of growth at the
end of life, and the therapist helps the patient cycle
between decision making and psychological work in
the therapy. Therapists should introduce these top-
ics if not brought up by patients. Ask directly: Have
you thought about who will take care of your mother
after you die? Have you spoken to a lawyer about
guardianship for your children? What have you told
your doctor about the use of breathing machines or
cardiac resuscitation if you are unable to make
these decisions yourself? It is not taboo for thera-
pists to be directive, helping patients find commu-

nity resources, formulating how they will talk to
family and lawyers, including rehearsing what words
they will use in talking with a child, for example,
and giving examples of how other patients have
solved similar problems. Most patients will be re-
lieved to be given permission to talk about such
practical matters.

Story Telling

The life review is a mental process of reminiscing
that offers patients an opportunity to reorganize
and reintegrate past conf licts and achievements
~Lewis & Butler, 1974!. Viederman ~Viederman &
Perry, 1980; Viederman, 2000! defines the life nar-
rative as a therapeutic process in which the thera-
pist puts the patient’s current experience into the
context of their life history. In this process, the
therapist ’s interest affirms the patient’s value even
while the patient may feel diminished by his or her
illness and its attendant losses. Some patients choose
to do this life review with friends and family, but for
those who have become socially isolated, whose
loved ones are emotionally unavailable to do this
work with them, or who find it too overwhelming,
the therapist can serve in this important role. The
therapist becomes a witness to the patient’s exis-
tence, contributions, and connections.

Patients can be encouraged to reminisce by ask-
ing them about their early adulthood: How did you
decide to go into that type of work? What people
have been important to you throughout your life?
What are you most proud of and what do you wish
you had done differently? Mrs. R. used the therapy
for life review from the first session on, something
she was unable to do with her husband because of
his denial of her impending death. She related fam-
ily stories that emphasized her pride in, as well as
her perceived failings, in her role as a mother and
wife. The therapist, by asking questions, laughing
at anecdotes, appreciating past dilemmas, and pre-
senting her understanding of her life trajectory,
helped her to feel valuable and alive despite her
increasing disability.

Addressing Fears

The fears of terminally ill patients are many: fear of
the unknown, of loneliness and abandonment, of
separation from family and friends, fear of pain,
regression, dependency, and debilitation, and fear
of becoming a burden to others. Fear of the loss of
body, self-control, identity, dignity, and sense of
personal integrity are also common ~Hacker, 1977!.
Patients may have experienced traumatic deaths of
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parents or other loved ones, and fear a similar
experience.

Often fears can be addressed directly and miti-
gated in therapy. Things that seem unspeakable
seem less so when talked about and said “out loud.”
Reporting back to the oncologist about the patient’s
fears can help the medical team address them di-
rectly with the patient. Educating patients about
palliative care options, including hospice, can help
address the fear of dying in an unfamiliar environ-
ment with little control over the decisions surround-
ing one’s death. Many patients, especially those
with cancer, are afraid of dying in pain, and can be
reassured by their medical doctor ’s commitment to
providing adequate pain medication as their dis-
ease progresses. Individuals with terminal illness
often fear dying alone, and are afraid that the
people around them, including their doctors, will
abandon them at the end. An important role of the
therapist is to provide reassurance that she or he
will not abandon the patient as death approaches.
This commitment, by necessity, often means mak-
ing home visits or telephone calls when the patient
is no longer able to come in to the office. The
therapist must be realistic about what is possible
for him or her, so as not to overcommit and be
unable to follow through.

Mrs. R. was very afraid of dying in pain, and
reassurance from the therapist and her oncologist
allayed this fear considerably, enabling her to focus
energy on other tasks of dying. Her fear of dying in
the hospital was addressed by helping her arrange
hospice care in her hometown, and a joint meeting
with her and her husband began to address her fear
that he wouldn’t be able to manage without her.

The most effective way to explore patients’ fears
is simply to ask about them: “What are your fears
about dying? What are you most afraid of?” Asking
about how parents died ~if applicable! can jump-
start discussion. For patients who have more trou-
ble talking about their fears, the therapist may be
more direct: “Some patients I work with have told
me they are afraid that they will have severe pain
~hate the thought of being dependent on their fam-
ily, worry that their friends will stop coming to see
them, etc.!. Is this something that you worry about?”

Spiritual and Religious Issues

Dying patients often grapple with their relation-
ship with God and beliefs about what happens after
death, even if they have not been particularly reli-
gious during life. A spiritual crisis can also occur in
patients who identify themselves as spiritual with-
out connection to formal religion. A patient’s rela-
tionship with God can be considered a personal

relationship in need of exploration, just as their
many other relationships require ~Cassem, 2000!.

Spiritual pain can manifest as physical or psy-
chological symptoms, such as intractable pain, anx-
iety, depression, or despair ~Kearney, 2000!. Feelings
of anger at God may give rise to a crisis of faith,
shame, and a sense of being abandoned by God. For
some patients, talking to familiar clergy can help
relieve some of this suffering, though others may
feel too ashamed or alienated or afraid of judgment
to talk about a crisis of faith even with the more
anonymous hospital chaplain. For these patients,
the therapist can provide a nonjudgmental ear and
help the patient to identify and overcome the feel-
ings that are blocking their reliance on their faith
as a comfort and support. Mrs. R.’s inability to
connect with God since becoming ill was explored in
the therapy and led to a resolution, enabling her to
turn once again to her faith to help support her
through the dying process.

To help patients with these issues, therapists
must start by obtaining a religious and spiritual
history. We ask every patient whether they have a
spiritual or religious belief system and how that
informs their life and their facing death. Helpful
questions include: “Is religion or spirituality some-
thing that you draw on to cope? What do you believe
happens after we die?” How does your faith help
you manage the stress of your illness? What would
help you make more use of this faith to help you
through these hard times? Patients should be en-
couraged to be in contact with their personal chap-
lain ~many will visit their congregants in the
hospital! or to meet with hospital chaplain if they
would like.

Family Issues

Terminally ill patients are inf luenced by their fam-
ily relationships, as well as the converse ~Wellisch,
2000!, and dying patients should never be consid-
ered in isolation ~Stedeford, 1979!. Terminally ill
patients may identify family members about whom
they are worried for a variety of reasons. They may
have practical concerns ~“I worry that my husband
won’t be able to manage the finances alone, or that
my daughter will be overwhelmed by selling the
house.”! They may feel that a loved one’s denial
prevents them from planning for their death or
expressing their fears, or even their love, for that
person. Parents of young children often request
guidance about how to talk with their children
about their illness, and have many concerns about
the psychological effects of a parent’s death.

Therapists can help address these issues in sev-
eral ways: by helping with problem solving, by help-
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ing the patient learn new ways of approaching and
talking to family members, or by inviting the pa-
tient to bring family members into the therapy
sessions. Inviting patients and family members to
voice their concerns and feelings in each other ’s
presence, with the therapist present to assist, often
facilitates communication. Separate sessions with
family members, with the patient’s permission, may
help them to voice feelings and fears they feel they
need to protect the patient from hearing. Mrs. R.
was concerned about her husband’s denial, both
because she worried he would be unprepared for
her death and because it prevented her from saying
certain things to him, such as her hope that he
would someday remarry. On her request, the ther-
apist and her husband met for a separate session,
where he felt more comfortable voicing his fears
and sadness.

Before death, during the last days or hours, our
focus begins to shift to the survivors: helping fam-
ily members understand how their loved one will
die, addressing their fears and answering their ques-
tions, assessing their coping and providing extra
support as needed. Our responsibility for our pa-
tients’ care does not end at their death ~Bedell
et al., 2001!. Making contact with the deceased’s
loved ones, whether in a meeting, a condolence
card, or attending the patient’s funeral, can be of
immeasurable benefit to relatives, as well as achieve
closure for both the therapist and the family ~Bedell
et al., 2001!. Being able to process the death with
someone who knew the patient and is not afraid of
intense grief can alleviate guilt and doubt and fa-
cilitate healthy bereavement in family members.
Some patients’ family members will benefit from
brief contact with the therapist after their loved
one’s death, as in Mr. R.’s e-mail to his wife’s psy-
chiatrist. Others will request ongoing bereavement
counseling, feeling more comfortable with someone
who knew their relative than with a new therapist.

Relationship Completion

Byock ~1997!, Kubler-Ross ~1969!, and others con-
ceptualize certain tasks inherent in completing re-
lationships with others before one dies. Byock ~1997!
lists these tasks as saying: “I forgive you,” “forgive
me,” “thank you,” “I love you,” and “good-bye.” These
tasks affirm the importance of connections with
others and help the patient ref lect on their mean-
ing. In one study of terminally ill cancer patients,
92–97% of patients rated “expressing my feelings to
my family” and “saying goodbye to people closest to
me” as extremely or very important to them ~Grei-
singer et al., 1997!. Tying up loose ends in relation-
ships may lead to a more accepting and peaceful

death for the dying individual, and may help those
remaining to have a less conf licted bereavement.
Because our culture is so silent about death, many
patients and family members don’t see opportuni-
ties for doing meaningful work on relationships
during the dying process. Yet such a focus can often
serve as an antidote to hopelessness and can pro-
vide a positive focus for the patient’s and family ’s
energies. With careful attention to the patient’s
agenda, patients can be encouraged to talk with
their loved ones in a different way and thereby
attain some resolution before death.

The therapist can model some of these tasks,
saying goodbye to the patient and expressing ap-
preciation for what she or he has learned from him
or her, enabling the patient to practice these skills
within the context of the therapeutic relationship.
Although Mrs. R. decided on her own to address
some of these tasks with her children, other pa-
tients may be less able to identify their need to
address unfinished business in their relationships
and may need permission and encouragement to do
so. Some patients may need road maps showing
them how to say what they want to, and need to be
reassured that they and their loved ones can toler-
ate it. Role playing can be helpful: “If I were your
brother, what would you say to me? Tell me what
you wish you could say to your wife.” Some patients
may be more able to write letters to family mem-
bers, as this may feel less threatening and give
them a chance to rewrite it until it feels “right.”
Other patients may need specific suggestions, such
as “I think you would feel more at peace if you could
tell your husband that you have forgiven him for
. . . ”.

Legacy

Many dying patients wish to leave a legacy, not only
to their children if they have them, but to a larger
collective, an issue that is unique to this type of
therapy. Leaving a legacy reassures patients that
their life was worth living and that they will not be
forgotten after their death. Many patients struggle
to come to terms with the meaning of their lives:
What have I contributed? What will I leave behind
after I am gone? This contribution can take many
forms, from having raised children, writing or re-
cording one’s life story for future generations, con-
tributing to one’s work during a career, leaving
scrapbooks or photo albums for loved ones, to do-
nating money to a favorite cause. By asking open-
ended questions, remaining nonjudgmental, and
helping patients recognize heretofore unappreci-
ated contributions, the therapist plays a critical
role in allowing the patient to broach and explore
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these questions without premature, and inhibiting,
reassurance.

In addition to the life review ~Lewis & Butler,
1974!, where a patient can ref lect on contributions
and contextualize perceived failures, the therapist
can help the patient create new legacies even as she
or he is dying. We find ourselves using our ingenu-
ity to consider possible roles and contributions for
our patients, something that might be considered a
boundary violation in a more traditional therapy.
Some of our patients choose to participate in a
medical school course where they are interviewed
about their experience living with and dying of a
serious illness, and take pride in being teachers to
the next generation of doctors. Feeling that they
still have an opportunity to contribute, even as they
are becoming increasingly dependent on others,
helps patients maintain a sense of psychological
intactness.

Related to the concept of legacy is the way in
which we say goodbye to our patients as they ap-
proach death. We look for opportunities to ref lect
and share with the patient what we have learned
from them, to comment on their strengths, and to
express appreciation for having been allowed to
know them. These are the elements of termination
in any psychotherapy, but for dying patients this
acknowledgment by the therapist often has great
importance and can be a source of comfort and
strength.

Feelings about the Therapist

Dying patients may develop a variety of feelings ~or
transferences! toward the therapist, some of which
are unique to this special situation. Patients may
have envy for the therapist who is healthy and will
go on enjoying life after they die. This may be
accentuated in patients who are younger and for
whom life is being cut unfairly short. One of our
patients, a 35-year-old woman with metastatic breast
cancer, reacted angrily to her therapist becoming
engaged, and canceled several appointments. When
the therapist pointed out the connection between
these events, the patient was able to talk about her
yearning to marry and have children and her grief
at not having the time to do so. Patients may wish
for the therapist to be omnipotent and fantasize
that the therapist will be able to change the course
of their illness. They may become angry with the
therapist for his or her limitations. Feelings may
also be positive, and include feelings of love, as with
Mrs. R. This real relationship between therapist
and patient should not be ignored. Seeing someone
through the dying process is intensely emotional
for both parties, who may develop strong feelings

for each other in short periods of time. Within
proper boundaries, expressions of caring are en-
tirely appropriate, and help patients to feel less
alone in their struggle.

THERAPIST ISSUES

Working with Denial

Denial is a psychological defense that helps us
manage the anxiety inherent in day-to-day life.
Denial allows patients to keep living while facing
the painfulness of their inevitable death. Denial
can take several forms, and generally should not be
confronted unless causing problems for the patient
or family ~Maguire, 2000!. Rarely, a patient may
completely disregard the fact that she or he is dying
and continue on as if nothing had changed. This
form of denial is used when the individual is not
able to assimilate the information because of over-
whelming anxiety. Although adaptive in that sense,
if not resolved, it may block communication with
family, friends, and caregivers and prevent the in-
dividual from making plans for the future ~Patti-
son, 1977!. More commonly, a patient acknowledges
she or he is dying and makes appropriate arrange-
ments but at other times carries on as if nothing
has changed. This form of denial helps patients to
maintain quality of life in the present and is partly
conscious ~Pattison, 1977!. Although usually adap-
tive, it may cause patients to refuse needed treat-
ment or undermedicate their pain. One of our
patients prepared for his death by updating his
will, writing an autobiography for his grandchil-
dren, and saying goodbye to friends and family. At
the same time he adamantly refused all prescrip-
tion pain medication, despite his obvious pain. Ex-
ploration of this issue revealed his association of
the need for prescription medication with progres-
sion of his cancer, and revealed that, for him, refus-
ing pain medication represented an effort to deny
his imminent death. His eventual understanding of
this allowed him to accept the medication and be
much more comfortable.

If a patient’s denial is maladaptive, the thera-
pist must nonetheless respect the patient’s position
and proceed slowly to avoid causing overwhelming
anxiety. It is usually more useful to explore re-
lated topics than to confront the patient’s denial
head on. For a patient who demands further treat-
ment of an incurable disease, it is more helpful to
begin by asking what his or her experience with
treatment has been so far, and what his or her
hopes are for the future. Good questions include:
What was your worst fear at the start of treat-
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ment? What is it now? Did you ever imagine you
might die from your illness? What has your doc-
tor told you about it? What does your family think
is happening? Patients may express alternatingly
fears and concerns about dying and hopes for
cure or remission. This affords the therapist the
opportunity to juxtapose them for the patient,
helping him or her make sense of these seemingly
contradictory feelings. This helps patients locate
the struggle within themselves, rather than en-
gage in a struggle with their caregivers. These
techniques are also useful in working with a fam-
ily member ’s denial, as in the case of Mrs. R.’s
husband, who believed she would get better even
after she accepted she was dying.

One way of helping patients to work through
denial is by taking the stance of “hope for the
best, prepare for the worst.” Patients may feel
that preparing for death by writing a will, plan-
ning a funeral, or talking to providers about end-
of-life care preferences means that they have given
up, and may avoid these topics. With the “hope
for the best, prepare for the worst” approach, the
therapist can remind patients that these are not
contradictory tasks and can help them prepare for
death without robbing them of the hope that sus-
tains them while they live. Moreover, it can be
pointed out that such advance preparations allow
them to control decisions that are important to
them, and that completing these tasks can lead to
a sense of relief and security, as well as a sense of
completion.

Boundaries

Working with dying patients both requires and per-
mits a f lexibility of both physical and emotional
boundaries less common in psychotherapy with non-
dying patients. Therapist-initiated telephone calls,
e-mails, and home visits may be part of the work.
Session length may be shortened or lengthened,
and family members may be included in sessions
with the permission of the patient. We may share
stories about ourselves and our experiences with
death in our own lives. Physical contact, such as
patient-initiated hugs, or reaching to touch a crying
patient’s hand, is not inappropriate. Such physical
contact helps patients to feel less repulsive as their
bodies fail them and our emotional openness re-
minds them that we still see them as connected
humans even while they are dying. It is important,
of course, that therapists manage their own feel-
ings through supervision, discussions with col-
leagues, or their own therapy so as to maintain
appropriate boundaries while remaining emotion-
ally available to their patients.

Therapist Attitudes about Death

Kubler-Ross ~1969! states that, as therapists, we
must “take a good hard look at our own attitudes
towards death and dying before we can sit quietly
and without anxiety next to a terminally ill pa-
tient.” Our reluctance to face death in our personal
lives ~i.e., our own denial! may be the single most
important stumbling block in our work with dying
patients. Many of us have not written wills, ad-
vance directives, or designated a healthcare proxy.
Therapists’ own experiences with loss have a great
inf luence on how they relate to dying patients, and
need to be processed in their own personal work or
therapy.

Kubler-Ross’ ~1969! well-known stages in cop-
ing with terminal illness—denial and isolation,
anger, bargaining, depression, acceptance—are not
limited to the dying individual or his or her fami-
ly ’s experience. Therapists also may find them-
selves experiencing these stages in conjunction
with the patient. To remain emotionally available
to our patients we must come to an acceptance of
their deaths and learn to say goodbye. Death is
rarely part of the curriculum in the training of
mental health professionals and as a result ther-
apists may not confront these issues until faced
with them clinically.

Countertransference

Countertransference is the term given to the thera-
pist ’s unconscious feelings about and his or her
patient. Our unconscious feelings as therapists
are amplified by the special stresses this work
entails. As therapists, we are invested in our pa-
tient’s welfare and therefore vulnerable as they
die ~Schneidman, 1978!. In addition to sadness,
we may experience intense anger at a patient for
dying, because it is hard for us to bear the loss of
this person to whom we have become attached.
We may harbor a fantasy of “rescuing” the patient
from death. We may feel relieved that it is not we
who are dying or we may experience survivor
guilt. One of us recalls intense feelings of guilt
experienced while bicycling shortly after visiting
a patient dying of metastatic cancer: guilt at
having a strong, healthy body while the patient
was too weak to stand. We must tolerate helpless-
ness while avoiding therapeutic nihilism ~“There’s
nothing I can do.”! There are also positive coun-
tertransferences that emerge: inspiration and
amazement at human strength and capacity for
adaptation, gratitude for our own lives, and in-
tense appreciation for the opportunity to help pa-
tients and to learn from them.
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Grief

As therapists to dying patients, we are partners in
an intensely emotional experience and as such can-
not help but come to care about, even love, our
patients, and to grieve for them when they die. It is
our loss too when a patient dies and we must give
ourselves permission to mourn. Going to a patient’s
funeral or sending a condolence card to relatives,
although done primarily for survivors’ benefit, also
helps the therapist acknowledge his or her loss and
attain closure. Acknowledging our sadness helps us
to renew ourselves and avoid burnout, helping us
remain receptive to our future patients’ experiences
and pain.

With all the difficulties this work entails, and
the often high emotional cost, why is working with
the terminally ill so gratifying? Undoubtedly there
is satisfaction in working with a population that
others view as painful to be with and try to avoid.
Meeting the needs of these “underserved” patients
fulfills our altruistic needs; addressing the many
emotional challenges these patients bring to us
helps us feel competent. There is no doubt that our
patients and their families are grateful to us for our
work. It is said that for physicians, death repre-
sents failure, and is a blow to their narcissism
~Schwartz & Karasu, 1977!. Perhaps for some of us,
helping someone “die well” is a way of transforming
some of this failure into success.

Weissman writes of the ideal of an “appropriate”
death, one in which there is a reduction of conf lict,
continuity of significant relationships, and consum-
mation of prevailing wishes and instincts ~Weiss-
man, 1972!. We believe, along with others, that
psychotherapy helps dying patients die a more ap-
propriate death, much as psychotherapy with non-
dying patients helps them live a more appropriate
life ~Hacker, 1977!. Being a part of this growth,
though often draining, is immensely rewarding for
those who dare to undertake it.
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