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ABSTRACT
Background: Based on literature review, advanced stage cancer patients hold over-optimistic

perception of their prognosis. This phenomenon is presumed to be an implication of defense
and coping mechanisms, aiming to alienate the proximity of death. At such circumstances,
existential issues arise and when adaptive, serve as powerful psychological resources against
distress and despair. The first purpose of the study was to investigate the influence of advanced
stage Israeli cancer patients’ perception of prognosis on their existential well-being. The second
purpose of the study was to explore the role of ego-integrity as a mediator within the equation
of perception of prognosis and existential well-being.
Methods: Two hundred and ten Israeli stage 4 cancer patients completed self-report measures
of their perception of prognosis, ego-integrity and aspects of existential well-being: personal
meaning, inter-personal meaning, death and dying anxiety, satisfaction with life and will-tolive.
Results: Positive correlations were demonstrated between perception of prognosis with personal meaning, interpersonal meaning, total meaning satisfaction with life, will-to-live and egointegrity. In addition, negative correlations were demonstrated between perception of prognosis
with death-anxiety and dying-anxiety. Perception of prognosis was found to be a predictor of
existential well-being, so that the better the perception of prognosis the higher were satisfaction with life (β=0.39, p<0.01), will-to-live (β=0.12, p<0.05), total meaning (β=0.22, p<0.01),
personal meaning (β=0.24, p<0.01), interpersonal meaning (β=0.13, p<0.05) and ego integrity
(β=0.24, p<0.01). Furthermore, the better the perception of prognosis the lower was death
anxiety (β =-.24, p<0.01). Moderating analyses revealed that only among patients low in egointegrity a positive association existed between perception of prognosis and personal meaning
(β=0.30, p<0.05).
Conclusions: The study highlights the significant effect of the perception of prognosis on existential well-being in advanced stage cancer patients. When death is imminent, an overestimation of prognosis has a role of preserving existential well-being. Also, ego integrity was found
to be attributing for preserving existential well-being of people with terminal illnesses. In addition, the moderating effect of ego-integrity emphasizes its virtue as a source of resilience for
the wholeness of the self at times of threat. A possible influence of cultural – ethnic attributes
on results is discussed, thereby emphasizing the complexity of the argument, whether acknowledging one’s death has a positive or rather negative effect on one’s existential well-being.
KEY WORDS: Perception of prognosis; Meaning; Ego integrity; Cancer; Existential well-being.
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BACKGROUND

sonality characteristics.4,15-18 Their actual contribution, however,
is not well established.

Self Perception of Prognosis

People suffering from advanced illness tend to react differently
to the actual threat to life. One of the overwhelming sources of
such threat is the awareness of a life limiting prognosis.
Previous work on advanced cancer patients’ awareness
of prognosis concluded, that doctors frequently make errors in
prognostication, usually towards optimism.1 This is not surprising, considering that the topic of death and dying can be an area
of discomfort for many health professionals.2
This over-optimistic bias in prognostication may, in
part, explain why patients often appear to have unrealistic expectations of survival,3-5 and hold a far more overestimation of
prognosis than their oncologists.6 For instance, studies revealed
that 82% of stage 4 cancer patients perceive their prognosis
as much better than their oncologists.7 It was also found, that
awareness of prognosis is not necessarily an outcome of the information given by the physician.8 In addition, although physicians’ propensity to discuss prognosis was associated with better
awareness by patients, still rather few eventually articulated a
realistic estimation of their prognosis.9
Several studies have consistently found evidence of
over-optimistic perception of prognosis among advanced cancer patients. For example, when patients with advanced colon
and lung cancer (facing a prognosis of 6 months or less), were
asked to estimate their numeric probability of 6-month survival,
more than 75% of the sample estimated their likelihood to be at
least 90%.10 In a similar study, only 33% of the sample admitted
awareness of the high likelihood of death from cancer within
5 years, and only 16% admitted awareness of death within one
year.5 Thus, overwhelmingly, patients in both studies placed
themselves into the most optimistic category provided by the
instrument or interview. Moreover, several studies found that
only one-third of the patients with advanced cancer recognized
that their cancer is not curable even with treatment, whereas one
third of patients perceived their cancer to be curable.4-7,11
Since disclosure of terminal prognosis of cancer is a
common norm in western countries, it can be assumed that it is
not a matter of understanding the facts, but a matter of perception. Still, there are quite enough reports of significant numbers
of cancer patients in western countries, who are unaware of their
prognosis.12,13 Another reasonable explanation for the patients’
over-prognostication may be the misleading relatively stable
physical status at the time-point of prognostication, while when
getting closer to death, patients are more likely to acknowledge
being terminally ill.14
Several patient-specific factors have been considered
as influencing the perception of prognosis, such as level of social
support, spirituality, hopefulness, locus of control and other per-
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For many years and even currently, the debate of
whether the realistic awareness of having a terminal prognosis
is helpful to the patient and to which extent, is still in contention. There are clinicians who claim that people perceiving their
prognosis realistically tend to take the liberty of choosing their
treatment preferences, such as continuing or avoiding aggressive chemotherapy, accepting palliative treatment and focusing
on quality of life (QoL) rather than longevity3,7 and dedicate
their remaining time to closures and farewells. Research too,
has been controversial; on one hand, several studies supported
the same standpoint with their findings, in which terminally ill
people who had difficulties with accepting prognosis also suffered from deprived emotional well-being.16 More specifically,
patients lacking of prognostic awareness suffered from three
times higher rates of depression.19
On the other hand, other psychological theories, such
as denial of death20 and terror management theory21 believe that
denial of death is a useful defense mechanism and therefore
do not find full disclosure at all cost to be necessary. These assumptions have been supported by several studies. For example,
preliminary evidence revealed that having a more realistic perception of one’s prognosis in the face of terminal illness may
be associated with reduced hopefulness and a poorer sense of
coping.5 Another study demonstrated that complete disclosure of
prognosis has bad influence on the patient’s psychological wellbeing, QoL and even survival rate.22
It is highly important to notice that most studies justifying prognosis disclosure were examined among western populations, whereas in non-western countries, disclosure was not only
less frequent,4 but also proven to be potentially harmful.17
Existential Well-Being

Coping with life threatening illness is frequently accompanied
by distress and suffering, whether physical psychological, social, or existential/spiritual.23,24 Hence, even without discussing
prognosis, facing cancer causes people to reflect more intensely upon existential issues, such as the meaning and purpose in
one’s life2 and fear of death.25
Existential well-being is a result of a person’s successful and adaptive processing of existential issues, such as meaning, satisfaction with life and feelings of acceptance of death. It
is considered an internal coping resource, so confronting or initiatively dealing with those issues may imply of existential wellbeing.2,31,32 Although, recognized as an important dimension of
QoL,31 existential well-being is not fully understood.2 Virtually,
some of the characteristics of existential well-being tend to overlap with psychological and spiritual well-being33 and therefore
are difficult to study. Yet, there are several agreeable variables
for evaluating existential well-being; Among terminally ill can-
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cer patients the consensual existential needs include overcoming
fears of death and dying, finding hope, finding meaning in life
and satisfaction with life.25,33,34
Existential distress is considered to be the most common and challenging to treat26 and when suffering becomes agonizing, one might feel life is no longer worth living27 and may
wish to hasten death.28 Existential suffering has different sources
and themes, such as death anxiety, loss of control, loss of meaning and purpose in life, loss of freedom of choice and dignity.29
Nevertheless, not all existential concerns necessarily become
distressful. In fact, according to the Salutogenic approach,30
adaptive process of introspection and reflection of existential issues may also result with existential well-being.
In order to prevent existential distress and assist patients
with evolving existential concerns into well-being and personal
growth, evidence-based psychotherapeutic techniques have been
developed over the years which successfully improved existential well-being of people with terminal illness.11,35,36
Existential quest is without any doubt an intrinsic, introspective process, and as noted, tends to intensify related lifethreatening situations. The individual’s perception of prognosis
is in a way a measurable estimate of that subjective sense of
threat. This study aims to explore the influence of the patient’s
perception of prognosis on existential well-being, with emphasis
on the associated aspects of end-of-life: meaning, death and dying anxiety, satisfaction with life and will-to-live.
Meaning: is defined as a general sense that one’s life has order

and purpose.37 It is one of the main existential issues of which a
person deals with at some point in life, especially towards their
end.29,36,37 Despite the sense of threat to life, meaning provides
people the motivation to engage in life alongside with the physical, psychosocial, spiritual, and existential changes imposed by
the illness.38 Due to its dynamic characteristic, it assists the person in transcending suffering and restoring sense of coherence.39

Death anxiety: is another universal existential challenge, espe-

cially for people with an imminent threat to their lives. Becoming fatally ill can cause people to become stricken with anxiety
by realizing their finity. Some of the common subjects of concern among such people are the fear of leaving loved ones and
the fear of what occurs after death.25 On the other hand, the fear
of dying mainly focuses on pain, suffering and hopelessness.

Satisfaction with life: is considered to be one of the most es-

sential factors reflecting individual’s subjective appraisal of his
overall well-being and QoL, especially towards its end.40,41 Thus,
has been used very commonly in the research field of aging and
coping with illness.

Will-to-live: is not only a natural instinct, but also an expression

of physical, psychological, social and spiritual factors which
lead to the desire of preserving one’s life.42 It has been noticed,
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that people suffering from severe illnesses tend to be at risk of
diminishing their will-to-live, due to the actual or potential harm
in one or more of the factors, even up to the point of wishing to
hasten death or suicide. Furthermore, it has been demonstrated
that some existential variables were strongly associated with the
will-to-live.43
The last stages of life are not followed only by dealing
with existential issues. They are also characterized by a developmental process of striving towards ego-integrity, a concept
introduced by Erik Erikson44 and defined as a sense of wholeness, integration, and a deep acceptance of life as it has been
lived. Hence, achieving ego-integrity seems to offer a steady
psychological-developmental platform for reaching a sense of
existential well-being.
Therefore, the second purpose of the study was to explore the role of ego-integrity in the relationship between prognosis and existential well-being.
METHODS
Participants and Procedure

Two hundred twenty eight stage 4 cancer patients were recruited
from a general hospital’s oncology institute in Israel. All of them
agreed voluntarily to participate in the study. After 17 dropouts
(7%), due to patients’ difficulty with cooperation, the final sample included 210 men (46.2%) and women (53.8%), between the
age of 35 and 86 years (Mage=63.17, SD=12.32). The majority of
participants (75.1%) were married, 2.4% were single, 8.1% were
divorced and 14.4% were widowed. All of patients in the sample
were Jewish, while about half of participants (55%) were secular, 34.4% reported conducting traditional lifestyle, and 10.6%
were Orthodox. Only 27.6% reported having academic education.
All participants were diagnosed with advanced stage
cancer: 35.4% had lung cancer, 26.2% had breast cancer, 22.8%
had gastro-intestinal cancer, 11.7% had urological cancer and
3.9% had ovarian cancer. The participants were aware of their
diagnosis (name of illness, origin, stage), which was given to
them at least 3 months before the study. They were also cognitively intact and not diagnosed with major psychopathology. All
were able to speak fluent Hebrew for completing the questionnaires. Based on a structured questionnaire, a trained psychology student interviewed all the participants in intimate conditions.
Measures
Perception of prognosis: was assessed by a single question:

“How do you estimate the chance of surviving cancer?” with a
scale of 1 (“I am sure that I will not get cured from cancer”) to
5 (“I am sure that I will get cured from cancer”). Unlike other
studies, in which patients were asked to estimate the likelihood

Page S61

PALLIATIVE MEDICINE AND HOSPICE CARE
Open Journal

http://dx.doi.org/10.17140/PMHCOJ-SE-1-113

ISSN 2377-8393

of their death from cancer, this study used one question of selfestimation of the likelihood of surviving their cancer, in no specific time frame.
The reason for using positive statements (survival)
rather than negative (death) was due to the threat of distress that
might result by direct referral to actual personal death, as well as
possible poor response rate.5
Patients were not asked specifically how they had previously been informed of their prognosis, since the perception
of prognosis was established on subjective appraisal, rather than
objective information.
Existential well-being: was measured by several variables, repre-

senting main concerns of cancer patients:

Meaning in life: was measured by 2 questions: one intended to

personal meaning (“How do you evaluate the meaning in your
life to yourself”?) and one intended to interpersonal meaning
(“How do you evaluate the meaning in your life to others?”).
Rating scale was of 1 (“without any meaning”) to 6 (“extremely meaningful”). A correlation of 0.50 was found between two
items.

Ego integrity: was measured by The Adult Ego Development

Scale (AEDS).45 The structure of AEDS enables each sub-scale
to be used independently, so for the purpose of this study, only the
last sub-scale, referring to Erikson’s last developmental stage44
was used. The sub-scale included 10 items (e.g.: “I feel I have
accomplished my purpose in life”) with a scale of 1 (“not typical
of me at all”) to 7 (“very typical of me”). In the current study,
internal reliability was acceptable (Cronbach’s Alpha=0.66).
Death and dying anxiety: was measured by a 12 items scale.42 6

of its items referred to fears of death (for example: “I am afraid
of death”) and the other 6 items referred to fears of dying (for
example: “I am afraid of dying slowly”). Rating scale was of
1 (“do not agree at all”) to 5 (“completely agree”). In the current study, death anxiety and dying anxiety were measured separately. Internal consistency was relatively high for both scales:
Cronbach’s Alpha=0.85 for death anxiety and Cronbach’s Alpha=0.84 for dying anxiety.
Satisfaction with life: was measured by a 6 items scale,46 refer-

ring to the person’s satisfaction in physical, mental, social, functional aspects (for example: “How satisfied are you of your life,
as it is today?”). Rating scale was of 1 (“extremely unsatisfied”)
to 5 (“extremely satisfied”). In the current study, internal reliability was within the accepted range (Cronbach’s Alpha=0.67).

The will-to-live: was measured by a 5 items scale,47,48 evaluating

a person’s will-to-live as it is in the present, in comparison to
that of other people and changes in it over time with 6 possible
responses on a Likert scale (e.g.: “If you could describe your
will-to-live, you would say that it is:”). Internal reliability in the
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current study was Cronbach’s Alpha=0.79.
Socio-demographic variables included age, gender,
marital status, level of education, country of origin, religiosity
and type of cancer).
Data Analysis

Data were analyzed using SPSS software version 24. Associations between study variables were calculated using Pearson correlation coefficients. Hypotheses regarding predicting existential aspects by perception of prognosis were tested using linear
hierarchical regressions, controlling socio-demographics, which
were found to be associated with study variables in univariate
analysis. Moderation hypotheses were tested using hierarchical
regressions, while interaction effect was calculated by multiplying z scores of independent variable and moderator. To interpret
moderation, associations between the independent variables and
dependent variables were calculated after dividing sample into
three groups: lower than 1SD from moderator, between -1SD
and +1SD, and higher than +1SD. Level of significance was 5%.
RESULTS

Means, standard deviations and Pearson correlation coefficients
are presented in Table 1. As can be seen, perception of prognosis positively correlates with satisfaction with life, will-to-live,
personal meaning, interpersonal meaning, total meaning and
ego-integrity, but negatively correlates with death-anxiety and
dying-anxiety.
Satisfaction with life positively correlated with will-tolive, meaning and ego-integrity, but negatively with death and
dying anxiety. Meaning positively correlated with ego Integrity.
To examine whether perception of prognosis predicts
existential well-being, hierarchical linear regressions were conducted. In step 1, age and gender were included, while in step 2,
perception of prognosis was added. As seen in Table 2, the older
the patients the higher their satisfaction with life. Also, the older
the patients, the lower were death anxiety, will-to-live, personal
meaning, interpersonal meaning and total meaning. Males and
females did not differ in most existential aspects, aside from dying anxiety, which was lower for males.
After controlling for gender and age, the better the perception of prognosis, the higher were the scores on satisfaction
with life (β=.39, p<0.01), will-to-live (β=0.12, p<0.05), total
meaning (β=0.22, p<0.01), personal meaning (β=0.24, p<0.01),
interpersonal meaning (β=0.13, p<0.05) and ego integrity
(β=0.24, p<0.01). In addition, the better the perception of prognosis the lower was death anxiety (β=-0.24, p<0.01).
To examine the moderating role of ego integrity, the relationship between perception of prognosis and existential wellbeing outcomes, several moderating analyses were conducted,
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Table 1: Descriptive Statistics and Pearson Correlation Coefficients between the Study Variables (n=210).
M (SD)

1

2

3

4

5

6

7

8

1. Satisfaction with life

3.89 (0.62)

2. Death Anxiety

1.92 (1.04)

-0.30**

3. Dying Anxiety

3.88 (0.75)

-0.18**

0.24**

4. Will-To-Live

3.95 (0.76)

0.35**

0.14*

-0.08

5. Personal meaning

5.22 (0.99)

0.36**

0-.11

-0.02

0.41**

6. Inter-personal meaning

5.59 (0.79)

0.29**

-0.19**

-0.07

0.25**

7. Total Meaning

5.40 (0.77)

0.38**

-0.17*

-0.05

0.39**

0.89**

0.82**

8. Ego Integrity

5.10 (0.67)

0.53**

-0.43**

-0.18**

0.29**

0.36**

0.27**

0.37**

9. Perception of prognosis

3.70 (0.97)

0.33**

-0.16*

-0.13*

0.23**

0.27**

0.18**

0.26**

0.49**

0.23**

*p<0.05, **p<0.01

Table 2: Beta Coefficients and Standard Errors of Gender, Age and Perception of Prognosis Predicting Existential Well-Being Variables (n=208).
Satisfection
with life

Death
anxiety

Dying anxiety

Will-to-live

Personal
meaning

Inter-personal
meaning

Total meaning

Ego integrity

Gender

-0.01 (0.08)

0.00 (0.14)

-0.27** (0.15)

0.01 (0.10)

-0.07 (0.13)

0.00 (0.11)

-0.04 (0.10)

-0.09 (0.09)

Age

0.17* (0.01)

-0.26** (0.01)

0.11 (0.01)

-0.36** (0.01)

-0.11 (0.01)

-0.14* (0.01)

-0.14* (0.01)

0.04 (0.01)

Perception of Prognosis

0.39** (0.04)

-0.24** (0.07)

-0.09 (0.08)

0.12* (0.05)

0.24** (0.07)

0.13* (0.06)

0.22** (0.06)

0.24** (0.05)

Addition to R2 by
perception of prognosis

0.13**

0.05**

0.00

0.01*

0.05**

0.02*

0.04**

0.05**

Note: Gender was coded as: 1-males, 0-females. *p<0.05, **p<0.01

as shown in Table 3.
Examining moderation of personal meaning yielded
a significant interaction effect (β=-0.20, p<0.01). To interpret
moderation, sample was divided into three groups by low than
1SD from ego-integrity average, between -1SD and +1SD,
and higher than +1SD. Analysis showed a positive association
between perception of prognosis and personal meaning only
among patients low in ego-integrity (β=0.30, p <0.05), to lower
extent among patients who are moderate (β=0.16, p=0.10) and
non-significant association among patients who are high in egointegrity (β=0.01, p=0.97).
Examining moderation of dying-anxiety yielded a significant interaction effect (β=-0.12, p<0.05).
DISCUSSION AND CONCLUSIONS

This study focalized on the existential aspect, which is considered as one of the major sources for concern and distress among

patients with end stage diseases. Our findings contribute to the
persistent discussion regarding the effectiveness of defense and
coping mechanisms, such as denial of death or false hope, in
preserving existential well-being. Specifically, addressing the
continuous query, whether acknowledging one’s own impending death affects existential well-being.
Patients in this study are highly overestimated with
their prognosis. In fact, the average grade of perception of prognosis indicates that most of the patients in the sample believed
there was a likelihood of getting cured from cancer. This result
is consistent with previous studies,5,10 all of which strengthen the
assumption, that the process of perceiving threatening information (such as bad prognosis) evades cognitive mechanisms and
is mediated by complex, intrinsic defense mechanisms.
In addition, significant correlations emerged between
perception of prognosis and the existential well-being aspects
(positive correlations between perception of prognosis and
meaning, ego integrity, satisfaction with life, and will-to-live

Table 3: Beta Coefficients in Regressing Prognosis Perception and Meaning in Life Predicting
Existential Aspects in Final Step (n=208).
Personal meaning

Dying anxiety

Gender

-0.03

-0.20**

Age

-0.13*

-0.07

Perception of Prognosis

0.15*

-0.13*

Ego integrity

0.29**

-0.39**

Perception of Prognosis X Ego integrity

-0.20**

-0.12*

Note: Gender was coded as 1-males, 0-females. *p<0.05, **p<0.01

Palliat Med Hosp Care Open J

Page S63

PALLIATIVE MEDICINE AND HOSPICE CARE
Open Journal

ISSN 2377-8393

and negative correlations with death and dying anxiety). These
associations support the assumption that those variables represent existential themes among people with advanced cancer. In
addition, these interrelations among all variables are similar to
those reported in previous studies49-51 and demonstrate the mutual influence on each other. The only exception was dying anxiety, which correlated with only some of the variables and therefore may not be considered as an indicator of existential theme.
The main finding of this study is the significant effect
of the perception of prognosis on existential well-being in advanced stage cancer patients. When prognosis is poor, a false
positive perception (overestimation) has a role of alienating the
feasibility of death or meaninglessness and thereby preserving existential well-being. Given that false positive perception
of prognosis has a protective effect against existential distress:
death becomes less proximate and levels of meaning (personal
and interpersonal), ego integrity, satisfaction with life and willto-live remain high or are elevated.
Our findings support previous findings2,14,17 and may
provide explanation for cancer patients’ false positive bias of
their prognosis. In a way, overestimation of prognosis is analogous to denial of death.
The demonstrated positive correlation between ego integrity and perception of prognosis, as well as with all existential
factors indicate that ego integrity serves as a powerful attribute
for preserving the emotional, spiritual and existential well-being
of people approaching their end-of-life.
The moderating effect of ego-integrity emphasizes its
virtue as a source of resilience for the wholeness of the self.
The positive correlation between overestimation of prognosis
and personal meaning among people with weak ego-integrity
implies that the stronger is the sense of personal meaning in life,
the more patients with weak ego-integrity seem to hold on to
defense mechanisms while dealing with the fear of death accompanied to bad prognosis. Those, in turn, create false positive perception of their prognosis followed by preserving strong
personal meaning. Otherwise, realistic perception of prognosis
might cause acute existential distress and despair. Patients with
strong ego-integrity seem to have adequate resilience resources
to cope adaptively with poor prognosis, and hence, seem to be
able to preserve a sense of personal meaning, despite the threat
of death.
The moderating effect of ego integrity on personal
meaning whereas not on interpersonal meaning is reasonable,
while leaning on the conception that in the course of striving for
ego-integrity, the individual converges into himself for the purpose of introspection, instead of externalization, which is often
expected at earlier stages of development. The resolution of such
a process is mostly intrapersonal.
Conclusions, however, have to take into consideration
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the cultural-ethnic attributes, which may have an influence on
the results; Israeli society has many characterizations which
resemble Western countries. Despite the patterns of doctor-patient communication, which are becoming more Western-like,
still some of the attitudes and tributes of Israelis do not entirely
meet customs of Western societies. In fact, even within Israeli
society itself there appears to be a variety of typical communication patterns around illness and death.52 Today, there is still
a non-negligible similarity with non-western cultures’ communication patterns, such as the tyranny of positive thinking and
the evasion from leading an open communication about death,
even with loved ones. Not surprisingly, our study shares quite
similar results and conclusions with a study conducted on Iranian cancer patients.4 Yet, studies both from Western countries
and non-Western countries showed consistency with the fact that
cancer patients, especially at advanced stage, overestimate their
prognosis.3,4,7 The consequent conclusion, if so, is that not the
type of communication, but the personality characteristics, defense mechanisms and spiritual and existential views are those
that mostly influence the patients’ ability to cope with a terminal
prognosis. This conclusion, however, should be further examined by comparing between type of communication and psychological attributes and estimating the impact of each on the
perception of prognosis.
LIMITATIONS OF THE STUDY

Besides the socio-demographic profile of the sample discussed
above, several methodological limitations of the study should be
taken into consideration. First, perception of prognosis, as well
as personal and interpersonal meaning, had been evaluated by
a single question each. Second, since no unified tool had been
detected at the time of performing the study, different tools had
been used for measuring each aspect of existential well-being.
However, due to the recently developed Existential Concern
Questionnaire (ECQ),25 perhaps further research, using the ECQ,
may reveal more novel findings.
Third, as described, perception of prognosis had been
measured by using a positive statement question (the likelihood
of surviving). Indeed, positive wording helped avoiding emotional intimidation and dropouts, but on the other hand, positive
cues may lead to a positive bias, due to the subjects’ tendency
to report of their wish or desire. Also, measuring perception of
prognosis is likely to be confounded by other psychological variables, which were not detectable.
Another question for further examination is whether
existential well-being has a general profile for the entire population or perhaps its validity has to be differentiated in accordance
with the focus of concern, or sample of people. For example:
the Existential Concerns Questionnaire (ECQ)25 was proven to
be valid and reliable for the general population and for people
suffering from psychiatric disorders. In our present study, only
part of the ECQ factors were examined (meaning, death anxiety), while others were not examined, since literature review
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reported other topics to be main sources for existential concern
among people suffering from terminal illness (e.g., satisfaction
with life). The evolving question is whether questionnaires such
as ECQ are capable to reflect the unique existential concerns of
people suffering with life threatening illnesses.
Furthermore, aside from the existential issues examined in this study, one must not neglect other essential concepts
of end-of-life, such as hope. Although, level of hope was not
examined in this study, it is known to be an internal source of
great value for people with imminent threat to life.
RECOMMENDATIONS

Despite the limitations of the study, its conclusions have a clinical implication on healthcare providers, while discussing difficult issues. Due to the high likelihood that patients are holding false positive perception of prognosis, healthcare providers
should take into consideration that discussing prognosis might
shake their patients’ existential thresholds. Therefore, a form of
dialogue which refines facts with realistic sources for hope may
offer patients to process the information in accordance with their
defense mechanisms and psychological abilities of preserving
existential well-being. Moreover, even for people who appear
resilient enough to perceive bad prognosis, sentencing a statistically based time frame, not only might be unnecessary, but also
harmful.
Although, professional guidelines for effective communication have been developed,53 further resources and training programs focusing specifically on existential support would
be beneficial.
Finally, the clinical implications of understanding the
role of ego-integrity would recommend assessing ego-integrity
resources in patients who represent existential distress while receiving bad prognosis. Psychotherapeutic intervention, with the
focus on promoting ego-integrity perhaps should be considered
even prior to existential work. Strengthening ego-integrity may
even result with facilitating patients to perform existential work
by themselves. This recommendation, however, has to be further
examined both clinically and empirically.
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