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Abstract
Existential suffering is commonly experienced by patients with serious medical illnesses despite the advances in the treatment of
physical and psychological symptoms that often accompany incurable diseases. Palliative care (PC) clinicians wishing to help these
patients are faced with many barriers including the inability to identify existential suffering, lack of training in how to address it, and
time constraints. Although mental health and spiritual care providers play an instrumental role in addressing the existential needs
of patients, PC clinicians are uniquely positioned to coordinate the necessary resources for addressing existential suffering in their
patients. With this article, we present a case of a patient in existential distress and a framework to equip PC clinicians to assess and
address existential suffering.
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To cure sometimes, to relieve often, to comfort always

Hippocrates

Introduction and Background

Modern medicine has made many advances in curing and pal-

liating disease, as well as ameliorating the physical and psy-

chological suffering that usually accompany incurable

diseases. When suffering persists, existential suffering is often

a significant component.1,2 Although no consensus exists about

the definition of existential suffering, 4 common themes are

meaninglessness, existential loneliness/isolation, freedom, and

death.3 Existential suffering can exacerbate physical and psy-

chological symptoms and may lead to suicide or requests for

physician aid in dying.4

Palliative care (PC) clinicians are increasingly asked to help

patients with existential suffering—a dying patient searching

for meaning—or a depressed survivor grieving the deaths of

multiple family members. These patients ask existential ques-

tions: Who am I now? Am I ultimately alone? Do I have pur-

pose? What is my reason for hope? Their suffering may stem

from the loss of what was, of what could have been, or in some

cases of what they have chosen to give up for a cause.5,6 Cassell

observes that suffering in general entails a threat to the intact-

ness of the person.6,7 Patients suffer most when their personal

resources are inadequate to cope with existential threats—to

their sense of themselves in the world.7

Palliative care clinicians caring for these patient may won-

der: What is my role as compared with that of a spiritual guide

such as a chaplain? How should I discuss death in the context of

helping patients maintain hope? How do I differentiate exis-

tential suffering from depression, anxiety, or other psychiatric

disorders? In this article, we present and discuss a case of a

patient in existential distress, provide suggestions on how PC

clinicians can explore themes of existential suffering, and pro-

pose a framework for helping such patients.

Case Example: Existential Suffering
at the End of Life

Mr D was a man in his late 70s who had survived cancer as a

younger man and was admitted to the hospital with widely

metastatic cancer recurrence and pneumonia. His medical con-

dition deteriorated as the pneumonia worsened despite broad

spectrum antibiotics and high-dose steroids, but his mind,
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sharpened by a 50-year tenure as a prominent university pro-

fessor, did not. He described his life, his youth, and his family,

as well as his storied career. When asked of his health, he

quoted Dylan Thomas’ Do not go gentle into that good night8

and wondered aloud if he was giving up too soon. He spent his

days reading a biography of JFK and frequently stopped his

nurse to engage in thought-provoking conversations.

Several days into his admission, at a family meeting, Mr D

clearly articulated his wishes for a ‘‘Do Not Resuscitate’’/‘‘Do

Not Intubate’’ (DNR/DNI) order. When asked about his mood

after the DNI/DNR decision, he remarked ‘‘I’m okay, except

that I’m dying. I’m just amazed that I’m dying so soon after I

was well.’’ His candor and lucidity remained intact, as con-

firmed by the Montreal Cognitive Assessment test.9

Two days later, at a second family meeting, Mr D transi-

tioned to comfort measures only. He rationalized: ‘‘I’m scared

of death, but it’s time to let go.’’ His justification was that ‘‘it

will be less painful for me and my family.’’ Afterward, how-

ever, he began to display severe existential distress. He

reported extreme anxiety and began to perseverate on the

implications of his decision: ‘‘How long will it take? Am I

doing the right thing? Am I committing suicide? What will

death be like? I have no clue. What comes after death?’’

His sons, who became visibly anxious about their father’s

existential distress, began to request medication to reduce their

father’s anxiety. The consulting inpatient psychiatry team con-

firmed that Mr D while anxious did not want medications that

would decrease his ability to be lucid, awake, and speak with

his family for as long as possible before he died.

Mr D did not meet criteria for a Major Depressive Disorder

or Anxiety Disorder and was not in significant pain. The usual

psychopharmacologic regimens for anxiety (benzodiazepines

and antipsychotics) therefore, would not address the root of his

suffering, which the psychiatric consult team felt was due to his

acute existential distress. They addressed that with him, and

offered to arrange for spiritual care, which he and his family

declined.

Psychiatry providers supported him in dealing with his exis-

tential issues. Using techniques described in Table 1 (in par-

ticular, steps 1, 4, 6, and 7), they focused on acknowledging the

profound loss that death and leaving his family entailed; nor-

malizing his end-of-life anxiety; appreciating the love and sup-

port of his friends and family; and reflecting on his legacy to his

family, profession, and community. The counseling from the

psychiatry consult team was received well, and several hours

later, Mr D passed peacefully in his sleep.

Discussion

‘‘To cure sometimes, to relieve often, to comfort always,’’

resonates with clinicians, particularly in PC. But do PC clin-

icians have a role in strengthening and encouraging patients

even in the face of suffering (ie, existential suffering) they

cannot relieve? Should they address suffering that is not a

symptom of their biological illness? The answer to these ques-

tions depends to some extent on the clinician’s view of

suffering, which differs among cultural, spiritual, and religious

traditions.16

Clinicians, who believe that existential suffering can even

be growth-promoting, are more likely to believe that their role

includes supporting strengths and encouraging patients to

explore, endure, and creatively find worth in their residual

distress. Clinicians who are typically oriented toward identify-

ing and reversing ‘‘pathology’’ can learn from spiritual care

professionals, mental health clinicians, and PC clinicians about

the power of ‘‘therapeutic presence.’’17 Some clinicians may

avoid conversations about existential suffering because they

have not resolved their own personal existential questions.18

However, clinicians who believe all existential suffering

lacks redeeming value may be inclined to focus instead on

relieving physical or psychological causes of existential dis-

tress, such as pain, and have difficulty addressing the existen-

tial causes of suffering that are more difficult to resolve. The

relationship between pain and existential suffering is complex.

As Cassell6 points out, suffering is not synonymous with pain;

not all people suffer when in pain. Existential suffering only

occurs when the pain feels out of control, when it is over-

whelming, when its source is unknown, when the meaning is

dire, or when the pain is chronic—in short—when the pain

threatens their integrity as persons. If the clinician feels the

pain is likely to remit, the job is easier: ‘‘Suffering can be

relieved, in the presence of continued pain, by making the

source of the pain known, changing its meaning, and demon-

strating that it can be controlled and that an end is in sight.’’6

Mr D, like many patients, declined referral to spiritual care

providers but accepted other help. For such patients, psychia-

tric or PC clinicians may be well positioned to address existen-

tial suffering. They have an existing rapport with the patient,

and a comprehensive knowledge of diagnosis, treatment plans,

prognosis, and medication side effects which may reversable.

And patients want their input. There is growing evidence of

patient dissatisfaction with the lack of clinician attention to

their existential needs,16 which supports the role of clinicians

in addressing these existential aspects of suffering rather than

relying solely on spiritual care providers.

Palliative care clinicians infrequently engage patients in

complex discussions about their existential suffering,18 partly

due to difficulty identifying or diagnosing existential suffering

(especially in patients complaining of ‘‘pain’’). Although there

is a need for additional evidence-based measures for diagnos-

ing existential suffering and its 4 most common domains,3 one

simple screening tool is Steinhauser et al’s ‘‘Are you at

peace?’’ question.19 This question is also efficient given the

limited time within the standard clinical encounter to engage

a patient’s existential distress. Anticipating a patient’s existen-

tial distress, remaining flexible and being mindful of one’s

priorities can also be helpful during time constraints. If a

patient is amenable, spiritual care providers can collaborate

with PC clinicians to provide further support for the patient

especially in situations when time is prohibitive.

Lack of training presents another barrier to exploring exis-

tential suffering. Palliative care clinicians should not

Amonoo et al 9



underestimate the power of curiosity, humility, and lack of

assumptions when connecting with patients.20 Most PC clini-

cians lack training in existential psychotherapies such as those

grounded in the existentialist tradition represented by Victor

Frankl and Irving Yalom,21,22 a meaning centered existential

approach,23 dignity promoting therapy,24 acceptance and com-

mitment therapy,25 and hope modules.15 In Table 1, therefore,

we offer a potential framework with practical suggestions for

addressing a patient like Mr D, which utilizes concepts from

these therapies. As seen in the description of steps 6, 7, and 8 in

Table 1 and in the activities listed in Table 2 that reinforce a

sense of community, transcendence, and meaning, clinicians

can tailor interventions central to evidence-based approaches

to existential distress to the individual patient’s needs.

Table 1. Framework for Helping Patients With Existential Suffering.

Step 1 Connect with the patient
as a human being

Given that existential suffering can overwhelm and threaten one’s identity and human connections, helping
patients feel that a clinician empathizes and will follow through may be powerfully reassuring that they
are not alone in the world or abandoned.10,11 Validating patients’ responses to their situation and
normalizing their distress can decrease their sense of isolation.

Step 2 Determine whether there
is underlying psychiatric
illness or physical
symptoms which can be
addressed

An undiagnosed underlying psychiatric diagnoses (delirium, depression, or anxiety) may be amenable to
medication. Physical pain can also be a trigger for existential pain. Improvement in patient quality of life, in
one study, produced improvement in existential well-being.12

Step 3 Take a narrative history to
enhance perspective

Clinicians act as witnesses and create a shared reality with a narrative history (ie, listening to the story of
the patient’s illness in relation to his life trajectory).13 Patients also gain perspective on their current
situation as clinicians give their story coherence and help them understand the significance of their
stressors.14 Additionally, patients are reminded of their identity as competent people who have
overcome previous adversity.14

Step 4 Analyze with patients why
the stressors are so
threatening; reveal what
the patients’ suffering
means to them

Helping patients express their emotions can help clarify what about their situation is confusing or
frightening. Do the circumstances challenge their self-worth? Do they feel afraid, betrayed, ill-fated, or
trapped? Is their world view changing such that they feel they are being punished and if so why? Perhaps
the stressors have upended their views on how the universe operated—for example, ‘‘If I’m a good
person, nothing bad will happen to me.’’

Step 5 Query distorted,
emotionally driven and
disabling perceptions

A sense of helplessness is common in existential suffering as the patient grapples with the limitations of his
or her own agency. Although in medical illness a patient is realistically often not in control of their
treatment or bodily symptoms, what can be addressed are distorted perceptions, such as ‘‘nothing can
change,’’ and the belief that their choices and actions make no meaningful differences. The technique of
disputation, central to cognitive behavior therapy10 (eg, how the patient came to such a belief, and how
well it fits the current facts), is useful for addressing irrational beliefs.

Step 6 Help the patient actively
enlist sources of
resilience to reshape
the approach to
suffering

Enlisting strengths and techniques patients have drawn upon to deal with existential assaults in their past
maybe helpful. These may include problem solving abilities, emotional regulation techniques, drawing on
a core identity, and relational coping by mobilizing social networks.15 What strengths are a source of
pride, and how might these help them face their current stressors with courage? What gives them
meaning in life and hope? If patients have a religious or spiritual tradition, what does it offer? If they are a
Christian, what does it mean to them that Jesus suffered, and called on his followers to ‘‘pick up their
cross’’? If they believe suffering should be somehow redemptive, or could be character building, in what
way? If Muslim, do they believe their suffering is a task given them by Allah, and challenges them to
respond in some way? If Buddhist, how do they understand the renunciation of desire? If they have valued
being true to themselves, can they articulate their core values?

Step 7 Decide on a course of
action moving forward
once the sufferer is no
longer acutely
demoralized

For patients immobilized by existential suffering, formulating a course of action enables them to regain a
sense of being an active agent. Patients need to be asked to consider their core values, prior experiences,
and the emotional context which may be influencing their judgment. What are their priorities, and how
do they want to redirect their efforts, given any new limitations? What is most important for them to
preserve—perhaps a key relationship, a role, a valued ideal, or an aspect of their identity?

Step 8 Help patients live in
accordance with their
core values

Activities which reinforce a sense of community, transcendence, and meaning can help patients move from
a posture of retreating from existential suffering to a posture of resilience. Such activities are found in
Table 2.

Table 2. Activities Which Reinforce a Sense of Community,
Transcendence, and Meaning.26

1. Prayer
2. Meditation
3. Identifying meaning, purpose, and calling in life
4. Bibliotherapy
5. Attending community services and rituals
6. Volunteerism and charity
7. Forgiveness, gratitude, and kindness
8. Social justice
9. Learning from spiritual models

10. Acceptance of self and others (even with faults)
11. Being part of something larger than oneself
12. Appreciating the sacredness of life

10 Journal of Palliative Care 35(1)



What are the consequences of failing to address patients’

unrelieved suffering in its emotional and existential complex-

ity? First, the effort to eliminate suffering without engaging its

meaning, or to treat it as simply an inevitable emotional

response to events can lead to missed opportunities for growth

and enhanced coping. Existential distress is associated with

suicidal ideation and a desire for hastened death.27 Depression

and hopelessness are the strongest independent predictors for

the desire for hastened death in terminally ill patients.28 How-

ever, many patients like Mr D who are not depressed or hope-

less can also raise questions of suicide and it is important for

PC clinicians to understand the context of these questions about

death (via suicide or hastened death) in relation to existential

suffering.

In addition, individuals who feel their core concerns are

being dismissed may reject standard treatment in favor of alter-

native approaches such as spiritual practices or other forms of

nontraditional healing that offer to engage the whole person.

Such patients’ feelings of alienation can drive a wedge between

accepted medical and spiritual traditions, seen for example in

Christian Science, which urges its followers to choose prayer

over ‘‘the medical.’’29 Finally, avoiding engagement with

patients’ suffering can also fuel long-standing mistrust between

medical and spiritual providers of care. For example, Freud

criticized religion’s emphasis on submission to God as escapist,

and sacrifice for others as unrealistic, while many religious

believers suspect secular mental health professionals of being

overly focused on avoiding suffering in favor of individual self-

gratification.

What are the potential hazards of engaging with patients

about their unrelieved existential suffering? To some, such

exploration can feel insensitive, risking the exacerbation of

suffering, or missing ‘‘reversible’’ causes of suffering. To oth-

ers, looking for value in suffering can appear to encourage

patients who have a perverse psychological need to suffer. And

in some cases, clinicians may fear usurping the role of a spiri-

tual authority if they offer patients insight into the potential

meaning of their suffering. Each of these concerns speaks to

the importance of developing expertise in this area, of practi-

cing self-awareness, and of collaborating with spiritual care

providers such as chaplains and mental health clinicians, when

available.

In summary, one of the privileges of being a clinician is

being present for many of their patients’ significant

moments—birth, death, life-altering illness, major acci-

dents—but clinicians usually do not receive formal training

to address the existential weight of these situations and it is

not a clearly defined part of their role. As Kissane3 points out,

the skills described here are based on the physician’s role as

healer, listener, and doctor to the person rather than the symp-

tom or disease. Communication skills training can be helpful,

but authentic, compassionate interactions with patients, as well

as learning from a team of colleagues, including spiritual care

providers experienced in the use of the approaches outlined

here, is essential. This process can be demanding and often

challenging, but just as clinicians have an important role when

cure is no longer possible, they have an important role when the

relief of suffering does not seem possible. Rather than rely

entirely on others, we urge PC clinicians to engage in these

discussions, so that they truly can ‘‘comfort always.’’
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