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L EARNING O BJECTIVES
After completing this course, the reader will be able to:
1. Describe the fears that patients experience regarding death and the dying process.
2. List the most successful methods caregivers can use to empathize with the dying patient.
3. Discuss the benefits to physicians who share the emotional journey with patients during end-of-life care.
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A BSTRACT
Shortly before his death in 1995, Kenneth B. Schwartz, a
cancer patient at Massachusetts General Hospital (MGH)
founded The Kenneth B. Schwartz Center® at MGH. The
Schwartz Center® is a nonprofit organization dedicated
to supporting and advancing compassionate health care
delivery, which provides hope to the patient and support to caregivers and encourages the healing process.
The center sponsors the Schwartz Center Rounds®, a
monthly multidisciplinary forum where caregivers reflect
on important psychosocial issues faced by patients, their
families, and their caregivers, and gain insight and support from fellow staff members.
For many, cancer is synonymous with death.
Fearing death is a rational response. For too long,
medicine has ignored this primeval fear. Increasingly,

clinicians recognize and address end-of-life issues, facing patients’ and our own emotional vulnerabilities
in order to connect and explore problems and fears.
Listening and learning from the patient guides us as we
acknowledge much of the mystery that still surrounds
the dying process. Rarely is there a simple or right
answer. An empathetic response to suffering patients is
the best support. Support is vital in fostering the adjustment of patients. A silent presence may prove more
helpful than well-meant counsel for many patients.
Through an examination of eight caregiver narratives
of their patients’ experiences, the role of the health
care provider in the dying process, particularly in
regard to challenging fear, is reviewed. The Oncologist
2005;10:160-169
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CASE PRESENTATIONS
Below, speakers present memorable cases significant for the
prominent place that fear played for the patient at the end of
life. A wide variety of fears are expressed even within this
small group of case studies, confirming that such a strong
emotion is always uniquely individual. They range from fear
of the unknown in terms of what to expect in the afterlife,
concerns over what was being left behind, and making peace
with God. The patients’ personal and clinical details have
been changed to protect their anonymity.

Chaplain: Mr. E asked for my help, as he wanted
to improve his relationship with God. He told me,
“You’ve got to help me
improve my relationship
with God. He is so confusing.” I spent time with
Mr. E, built trust, and
discovered more about
his experience of God.
After several months, he
did overcome his fears of
being abandoned by God
and of what would happen to him after he died,
and understood more of
what God’s will was for
him. After giving control
of his life to God, he felt
as if he could say goodbye. His testimony was,
“I’m living my life as never before. I’m seeing daily
perks from God, and I have so much love in my heart.”
One day, unexpectedly, he looked up at me and said,
“I’m afraid of the end of life.” Despite feeling as
though we had already worked through this problem,
I listened to him as he continued, “I’m so at peace with
God. I want to die now, but I don’t think God is going
to take me yet, and I want it to end. I’ve stashed enough
oxycodone. If I need to do myself in, you will help
me, right?” I was shocked but looked at him and said,
“I think we might be able to find another way.” With
the support of his family and caregivers, he eventually
came to a peaceful death. After saying a final prayer
for him the last time he was conscious, he said to me,
“I have no more fears now. I’m going to a God that I
know, and when I see him I’m going to put in a good

Mr. D continually worried about
how his son would get to soccer
practice, and while we had all
initially reassured him that it
would be fine, it was not until
we made an exact plan of how
such events would happen,
including timing and a route,
that his fears were alleviated.

Physician: Mrs. B was
an elderly woman
who expressed her
anxiety to me by
saying she was still
too young to die. She
was on anticancer
therapy but had a conflict because she felt so healthy
when not on chemotherapy and so sick during treatment. She wished to prolong her life but did not want to
deal with negative symptoms from chemotherapy.

Nurse: Mr. C looked me in the eye one day and said, “I’m
afraid, tell me how I will die.” He wanted to know
exactly what it would look like, what was coming, and
what it would feel like in order to prepare himself to
die. He was terrified, and his fear frightened me. I tried
to answer his questions but was so nervous I could
actually hear my own heart beating in my ears at the
same time.
Nurse: Mr. D was a father and husband with a tremendous
fear about what would happen to his family once he
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Physician: Mr. A articulated his concern to me that he had
not lived his life in a way that he felt was appropriate.
He felt that he had not been a good husband or father
and had not performed well at work. He was feeling
both depressed and incredibly concerned about dying.
He had an overwhelming sense that he was going to
be punished and that
death would be the
time for this. However, by addressing
conflicts and his
regrets with respect
to his relationships
with family members, his fears and
depression resolved.

had died. He was despairing and initially could not
be comforted, despite the best efforts of his family.
They said things like, “Please, don’t worry yourself
about it, we will take care of it.” He felt that something
ominous and terrible would happen to his family once
he died. He was also distressed that he would entirely
disappear from their lives and particularly experienced
fears about practical aspects of their lives without him.
For example, Mr. D continually worried about how his
son would get to soccer practice, and while we had all
initially reassured him that it would be fine, it was not
until we made an exact plan of how such events would
happen, including timing and a route, that his fears
were alleviated.
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him and how to hold back both of our anxieties.

word for you.”

DIALOGUE
Staff Emotions
Nurse: It is sometimes really very difficult and challenging to be in a room with a dying person. It takes a lot of
courage to go in and face them.
Psychiatrist: There is not a day that goes by in the life of a
physician during which you do not encounter the most
profound of human questions. Part of the challenge for
us is to be around people who are asking these questions
and not to think that we have to give an answer but to
realize how privileged we are to hear and think about
questions that are unfathomable and fascinating.
Oncologist: Physicians can easily increase the dose of
morphine to control or
relieve pain and bring
comfort as they are
trained to do, but to
reassure someone about
what it will feel like after
death is something the
physician is incapable
of handling because they
have not experienced it
first hand; no one has.

We hope that, at our best moment,
what we are doing is providing
empathy by finding out what the
patient is most afraid of and what
it is that is hard for them, and
allowing them to think it out loud
and express their true emotions.

Nurse: Mrs. G was
incredibly ill. Everyone expected her to
die within 24 hours.
A week later she was
still holding on. She
was incredibly agitated, constantly trying to get out of bed
despite her frailty.
One day, her daughter sat down on the bed and said,
“Mom, are you afraid of dying?” Despite her delirium,
the patient clearly said, “I am terrified of dying. I don’t
want to meet my relatives.” She had had a bad experience early on in life and was really concerned that in
the afterlife she would be faced with family members
she did not want to reconnect with.

Psychiatrist: Mr. H was a lung cancer patient who, toward
the end of life, would always hold my hand and plead
with me, “Whatever you do, you can’t tell me I’m
dying. I’m not dying, right?” I found it hard to respond
to this honestly. The patient would joke about it at
times, but even then the fear was always present, and
very strong. He had trouble coping. Even with his last
breaths, he would still take a deep breath and say to me,
“I’m not dying, right? I’m not dying?” It was terrifying
for me, and I worried a lot about how best to support

Empathy

Nurse: I often worry that I will say something wrong. I think
I will make things worse if I try to offer some reassurance.
It is traumatic, but just showing willingness to sit and talk
through important issues with a patient becomes part of
healing, rather than pretending that everything will be fine.
Social Worker: There can be a sense of fear from the patient
that you will find them or their thoughts so terrifying that
you will abandon them and they will not be able to discuss
distressing issues.
Palliative Care Physician: Often, one can only sit and
listen, because there is not much else to do. Hollow
reassurance will not work. Exploring the specifics and
asking a patient what they find most fearful and why
and finding out about their experiences will get you at
least 50% of the way. When you are finally left with
something so powerful and overbearing, you really need
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Nurse: Mrs. F was a woman with advanced lung cancer
who had experienced both depression and anxiety. She
volunteered for a program to show physicians how to
teach about the end of life using a real patient. She had
written very graphic, vivid descriptions of her fears
in a journal, which we all found both incredible and
terrifying to read. Mrs. F was obsessed with thoughts
of the sensual perception of what it is like to be dead
and be consumed by bugs and worms, but she worried
that such thoughts were irrational. When she expressed
these worries, I had to bite my tongue and say that there
was nothing irrational about it. Despite my own views,
I was able to normalize these fears to some extent.
All around us we see what death is: the decay, people
falling apart, and the disintegration that we have to
accept. To normalize it to the patient was reassuring,
yet it was important not to do so to the extent that I
dismissed how important and painful such
worries were.
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to be able to sit there and be honest with those piercing
eyes entering you—to just be present is hard for caregivers to do. The physicians should put aside their own anxieties and remain calm, connected, and honest. After all,
caregivers may be physicians, but they are also human
beings who have similar questions, lack knowledge, and
lack the same experiences as their patients.

Nurse: My final gift to the patient is to say, “I can take
away some of the pain, I’ll witness the struggle, I’ll sit
here with you, and I truly don’t know what it’s going to
be like but I will be honest with you.”
Social Worker: People come to clinicians expecting our
strength, mastery, and power to help them, and when they
ask you near the end what to do, they are asking you to
still have that power. They are asking you because you
have stood by them and you are a person who has watched
other people die. They do not want to be alone with these
feelings and they trust
you, asking you to listen
to them and to give them
the best answer you can.

Such discussions are especially
challenging, as physicians are
often not trained in the area of
providing reassurance. But we can
sit and listen and even if we have
no answers to a patient’s
questions, we can still provide
comfort, which is healing.

Nurse: With Mr. D, we
could not relieve his fears by simply telling him that
everything would be fine. In the end, we had to make
an exact plan for how his family would cope without
him in specific situations. There was such an overwhelming sadness for this dying father that I think it
was easy to overlook his particular fears on any one
day. For me, the real challenge is knowing what to say
when I haven’t experienced death myself.
Palliative Care Physician: Many patients fear the process
of dying more than death. Mr. E felt his disease was
punishing him. Some people at the end of life say, “I
don’t worry about being dead.” Like the patient who
said, “What I worry about is what’s going to happen on
the road to death.” One of the things I’ve really worked
on is to keep my mouth shut and look and be interested.
I stop myself from running out of the room and just
sit there. It may be a white-knuckle ride, but I try not

Psychiatrist: I will often
say that I do not know
how the disease is going
to play out and the only
guarantee I can provide
is that I will be there with
them even though I do
not have all the answers.

Nurse: I still hate these
questions that come from
patients. I always will.
I feel privileged to be asked but, at the same time, I
never like them.

Oncologist: Such discussions are especially challenging,
as physicians are often not trained in the area of providing reassurance. But we can sit and listen and even
if we have no answers to a patient’s questions, we can
still provide comfort, which is healing.
Palliative Care Physician: In order for patients to really
talk about these issues, they have to feel that they are
in a safe place. Our struggle with patient fears reminds
me of one of my favorite quotes: “A hero is a person
who creates a safe place for others.” One really needs
to work to create that safe place.
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Psychiatrist: It is helpful to be clear about reassurance,
sympathy, and empathy when you are talking to a
patient. Reassurance is when you tell someone not to
worry, which really means, “Worry alone because I
don’t want to hear it.” Sometimes people ask us for
that, and what they are saying is, “Please reassure me
so that I don’t have to feel it either and we’ll jolly each
other up.” Sympathy is when you say, “If this were me,
this is how I would
feel.” Empathy asks,
“What does this feel
like for you?” We
hope that, at our best
moment, what we are
doing is providing
empathy by finding
out what the patient
is most afraid of and
what it is that is hard
for them, and allowing them to think it
out loud and express
their true emotions.

to show it! Being there to allow the person to express
those fears has made some patients say “Gee, that’s the
first time anybody sat with me and allowed me to talk
about what I was afraid of.”

Penson, Partridge, Shah et al.
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Children
Social Worker: I have found children to be very honest
about death. Once you have done it a few times with
kids, the part with grown-ups does not seem so bad, as
they understand that I am going to take care of them. I
have often thought that what would be the most frightening thing possible would be to have one of my kids
die, but almost as bad, when they were little, was the
idea that I would die and leave them and not do my
job of taking care of them. I actually have seen people
love their kids well through their very short lives, but a
parent is never the same again after their child dies.

Psychiatrist: Having a religious or spiritual background
can make it easier for people, as most people who are
spiritual, or religious, view humans as having mind and
body dualism. In this kind of situation, you are lucky to
view yourself in this way, because death is a separation
between the spirit and physical being. Scientifically, it
seems that way too, because when you watch somebody
die the body is still there. It just helps if you have that
view that the physical is going to be separated from your
spirit so it does not matter if you are buried because
there is a separation at
that point.

Our struggle with patient fears
reminds me of one of my favorite
quotes: “A hero is a person who
creates a safe place for others.”
One really needs to work to
create that safe place.

Nurse: I do not think that
having a spiritual tradition necessarily gives
you an easy ride into the
great beyond. For those
patients, like Mr. A, who
feel that they have not
lived their lives well,
their concept of God may
emphasize a God of judgment rather than the God of love. The image of who that
powerful other is very much frames their perspective of
life after death, whether it is the warm embrace of the
good shepherd or the place where they will get rid of all
the bad apples. I think people struggle with that.

Chaplain: Sometimes the person does not believe that
there is an afterlife and believes that when they die
it is the end. The important thing is to find out what
the patient believes in and then find out what his fears
are, and see if there is anything that can be done in
talking about it to explore the issues and ease the pain
a little bit.

Spiritual
Chaplain: What we need to address is whether people are
experiencing fears about being dead or fears about the
process of dying.
Nurse: Mrs. G was afraid to meet her relatives who were
dead and who had caused her trouble in the past. One

DISCUSSION
“ ‘And Death shall be no more; Death, thou shalt die!’
[In] the Westmoreland source of 1619…it reads ‘And
death shall be no more, death thou shalt die.’ Nothing but
a breath, a comma, separates life from life everlasting…
With the original punctuation restored, death is no longer
something to act out on stage with an exclamation mark.
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Psychiatrist: Many children don’t reach a stage where they
can discuss their death directly, but when they do it can
be poignant. I had a 16-year-old patient who had recently
received his driving
license and discussed
very specific things
he wanted to own,
such as a car. We
talked about getting
him a used car but he
said he wanted “not
just one car, but car
after car after car.”
Another incident that
comes to mind is a
little girl who talked
to me about how she had visited Disney and been on the
Make a Wish holiday, but she wanted to be able to go back
when she would be tall enough to go on every ride. Things
like that can be difficult when someone has had such a
short life and you have to grieve for what will never be.
The same girl asked if heaven would be like the Garfield
Christmas Special, where they put a hat on your head and
whatever you wish for appears. I have never heard a child
say that they are not looking forward to seeing a person
on the other side, as they know they cannot manage alone
when they have always been taken care of. Often, their
biggest worry is that they won’t be recognized.

way to deal with this was to ask, “Do you believe there
is any possibility that a relative might change after they
die?” Usually they have some knowledge of the Bible or
their particular belief and will say, “I’ve always thought
about that.” This causes them to think in another way
and the afterlife can become less frightening.
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It is a comma, a pause. This way—the uncompromising
way—one learns something from the poem wouldn’t you
say? Life, death, soul, God, past, present. Not insuperable
barriers, not semicolons, just a comma [1].”
So soliloquizes the young Professor Bearing’s mentor,
Professor E.M. Ashford, in the Pulitzer Prize winning play
W;t. The confident abandon standing in stark contrast to the
play’s portrayal of the tormented life and medicalized death
of Vivian Bearing. For many postmodern souls, death is no
comma, it is a terrifying wrench.

Physiology of Fear
Fear is a defense behavior basic to survival [9]. It is
the body’s autonomic response that prepares the body
for “fight” or “flight”
from a real or perceived
threat. The response is
coordinated by the hypothalamus and involves
both neural networks and
hormones, such as epinephrine and cortisol, in a
classical sympathetic drive.
Acutely, this may save a
life, but it is thought that
it is maladaptive when
chronic or exhausted by
repeated activation, as in
a patient dying of cancer [10]. Specific fears may include: fear of extinction, the
moment of death itself, the process of dying, pain, physical
suffering, isolation, loss of control, disfigurement or becoming
physically repulsive, being a burden, or facing the unknown
[11, 12]. One study cited the most common anticipated fears
as: pain, shortness of breath, and isolation [13]. Another
study identified being pain free, being at peace, having their
family present, being informed, and being mentally aware
as most important [14].

The important thing is to find out
what the patient believes in and
then find out what his fears are,
and see if there is anything that
can be done in talking about
it to explore the issues and ease
the pain a little bit.

Fear of Death in Children
Children with terminal cancer often have a greater understanding of their situation than adults realize, with knowledge advancing with age and fears being specific to the
phases of conceptual development. Patients up to the
ages of 4–5 years often experience separation anxiety
from their parents. This means that minimizing the death
threat for them requires maintaining contact with parents
and reassuring the child about the return of a parent who
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Dying
The clinical course of cancer has been characterized as a
“living dying” experience where the individual and family attempt to maintain control and “normalize” everyday
activities in the face of impending loss [2]. At the end,
dying is an event beyond our comprehension and an experience that can only be
imagined, fueling the fear
of death and the dying
process [3]. Whether a
marine in Afghanistan or
a patient wrestling with
cancer, denial is the standard first line of defense.
While hospice provides
an environment where
death and dying are dealt
with in an open manner,
many patients still limit
explicit acknowledgment
of the full implications of
the threat. For both soldier and patient, heroes are cowards
running forward. There is little evidence-based literature on
dying, however, thanatology, the study of the dying process,
examines the social and psychological aspects of death [4].
While this can be a season of life review, an opportunity
to prepare for the end of life, to close old conflicts, to say
goodbye, seek forgiveness, and fulfill life goals, it can still
be a period of overwhelming distress. McGrath examined
this in a recent study of hematological cancer survivors [5].
The patients, realizing that they may soon die, appreciated
the opportunity to explore their lives, enhancing awareness
about the fragility of life and their own mortality. They generally found that a spiritual framework for their illness was
helpful and provided a way of viewing the experience as a
new phase of life. Patients “mak[e] sense of living under the
shadow of death,” by letting go of losses and reassessing
important values [6].
Kubler-Ross developed the Five Stage Model of Dying,
which describes the psychological response to dying, while

observing the dying in New York City and Chicago [7].
According to this theory, the dying person initially reacts
to the news of an incurable disease by refusing to believe it
and denying the reality of the situation. This is followed by
the anger and bargaining stages, in which the person makes
promises to themselves or God in exchange for more time
to live. Next is depression and finally acceptance, if the
individual is given enough time to work through his grief
and sense of loss. This theory rapidly gained popular acceptance largely because it filled a void in health care theory.
However, patients commonly oscillate among periods of
calm, fear, hope, depression, anger, sadness, and withdrawal
and can repeatedly block at transitions [8].

Penson, Partridge, Shah et al.
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Spiritual and Existential Issues
The effect of one’s belief system on fear of death has
been largely neglected in the thanatology literature [21].
Many patients with
terminal diseases and
their families have
spiritual needs and belief
systems that frame their
perspective on death
and dying. Knowledge
of these issues is vital
to comprehensive care
[22]. People’s religious
beliefs give meaning and
can, therefore, provide a larger framework than the immediate fear or crisis. This was illustrated in an examination of faith
among 20 patients aged 37–74 years of age suffering from
advanced cancer and receiving only palliative care [23]. The
study used an interview with an open question about faith and
was continued only if the patient signaled a clear wish to talk,
90% of whom did. Results showed that 85% believed in God
and 75% reported that they prayed. None of the patients were
observed to have raised levels of anxiety after the conversation
and six requested meetings with religious leaders. The authors
concluded that the sensitive encouragement of questions about
faith during the treatment of patients with advanced disease
was both safe and important. Block and Billings reviewed
questions that can be asked of a dying patient [24]. These
include asking the patient if he has a spiritual practice or belief
and what role it plays in his life. Enquiring about connections
to a particular religion or community, church or congregation,
minister or priest, may also prove useful. Other pertinent lines
of inquiry are an examination of whether religious or spiritual
beliefs have influenced patients at this time or in their past,
whether they believe in God or a supreme being, if they pray,

and the nature of their beliefs regarding death and the afterlife. Such questions encourage patients to provide specific
information about their fears and their expectations about
end-of-life care. Religious and spiritual beliefs have generally
been thought to be helpful when examined within theoretical
models of stress and coping, suggesting that having strong
religious and spiritual beliefs may decrease the likelihood of
suffering from stress [25]. A specific examination of the role
of spirituality in psychological adjustment to cancer suggests
that spirituality is related to emotional well-being and quality
of life and is associated with a reduced level of distress [26].
Rabbi Harold Kushner read from Isaiah at President
Reagan’s funeral. Well known for his book When Bad Things
Happen to Good People, he is an able commentator on finding
meaning in disaster and loss. His most recent book, The Lord
is My Shepherd, Healing Wisdom of the Twenty-Third Psalm,
was prompted by the events of September 11, 2001 [27]. In
the days following the attacks on New York and Washington,
everyone was asking, “Where was God that Tuesday?”
“How could God allow that
to happen?” The answer he
gives is that God’s promise
was never that life would be
fair, that a “me”-obsessed
idol would charm our lives.
God’s promise was that
when it is our turn to confront the unfairness of life,
we will be able to handle
it because he will be on
our side; quoting psalm 23 verse 4, “Even though I walk
through the valley of the shadow of death, I will fear no
evil for thou art with me.” The fear of death and our very
reasonable self-pity can only be trumped by a greater love,
or a greater fear. Helen Rosevere took this challenge further
in her book Living Sacrifice [28]. Dr. Rosevere, a missionary in Congo, wrote, after being beaten and raped, “God
asks that you trust him with this experience, even when
you’re not told why.” Many of us will not face her experience, but all of us will face the experience of death. Lydia
Kang, M.D., beautifully describes her attempts to connect
with and console a devastated man making the transition
to hospice who “simply won’t stop crying.” Beyond any
words just trying to help, just sitting there, just being there,
and bearing witness to the suffering, ensure that the man is
no longer alone [29].

At the end, dying is an event
beyond our comprehension and an
experience that can only be
imagined, fueling the fear of death
and the dying process.

Freud and Lewis
Dr. Armand Nicholi compared the views of Sigmund Freud,
an atheist throughout his life, with those of C.S. Lewis, who
converted from atheism to Christianity halfway through his
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must leave for short periods [15]. From ages 6–10 years,
the child develops fears of bodily injury and mutilation.
The use of dolls to describe surgical procedures can neutralize some of these fears. Within this age range, parental
discipline also becomes formalized in the child’s primitive
conscience. The child realizes that “good” is rewarded and
“bad” deserves punishment. This may compound a feeling
of guilt and the belief that the illness and death are punishment. It is important to explicitly remind the child that this
is not the case. Terminally ill children 10 years of age and
older may experience profound loneliness, much like an
adult. The child may wonder what their own death will be
like, if it will be painful, and if they will be left to face it
alone. Children need encouragement to express and discuss
specific fears [16–20].
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the effect of grief on personal attachments [32]. Bowlby
interpreted grief as a result of our biological need for
security in the face of danger, and when anticipating loss,
we most effectively let go of attachments through repeated
engagements with those we love [33].
Terror management theory (TMT) is based on Becker’s
premise that all humans are driven toward survival while
simultaneously being aware of their inevitable mortality [34]. TMT asserts that socialization into a cultural
worldview that lends rationality and predictability in the
face of an adversarial universe provides protection against
fear of death by the creation of standards and values for a
meaningful life and ways to transcend death. By meeting
these expectations, an individual attains greater self-esteem
through feelings of increased self-worth and the promise
of immortality [35]. Literal immortality is thought of as a
noncorporeal aspect of the individual living on indefinitely
in some way, in line with
religious beliefs concerned with the afterlife.
Metaphorical immortality, as suggested by TMT,
is that the loved one, or
the valued ideal, lives
on in our hearts or with
some posthumous epitaph. TMT suggests that
the commonest defense
mechanisms are distraction, distancing, and denying vulnerability [36, 37].
TMT investigators have
reported a greater degree
of fear of death among
college students with low self-esteem, AIDS patients with
less family support, and individuals with poorer physical
and mental health [38, 39]. Patients with cancer may find
it easier to cope given a “roadmap” of common anxieties:
the fear of pain and suffering, loneliness, and the unknown
[40]; or emotional responses to significant threats: anxiety,
fear, depression, and anger [41].

Physician participation in the
dying process challenges
emotional resources and medical
skills, but professional satisfaction
can be gained in helping
orchestrate a “good death” by
relieving suffering, a vital
component of good medicine.

Terror Management Theory
Freud’s psychodynamic model and “Griefwork” emphasizes confronting the grief in order to accept the reality
of the loss on both an emotional and an intellectual level
and “letting go” of human attachments, a process viewed
as facilitating change and reintegration into society [31].
Failure to let go is thought to result in longer-term misery
and dysfunction. Building on this theory, Bowlby examined

Psychiatric Issues
Social anxiety disorder (SAD) is a social phobia that takes
the form of a chronic anxiety disorder. Sufferers avoid
specific social situations, such as eating and speaking
in public, or more commonly, a variety of social situations, because of fear of negative social evaluation [42].
SAD typically operates in a “phobic cycle” that becomes
increasingly distressing and debilitating over time, which
can manifest itself in physical symptoms such as blushing,
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life, in the book The Question of God [30]. Both suffered
great losses during their lives. For Freud, this was in the
form of the death of his nanny who had acted as surrogate
mother when he was a little boy, an experience that haunted
his dreams into adulthood. He later lost, through death, a
favorite daughter and a grandson. His own extreme fear of
death was also exacerbated by his experiences with cancer
of the palate for the last 16 years of his life. In his writing, he
expresses the view that, in the deepest recesses of our minds,
“Each one of us is convinced of his own immortality” and
that “if you want to enjoy life, prepare yourself for death.”
However, Freud became obsessed with death and suffered
repeated attacks of “Todenangst,” the dread of death, which
his doctor suggested was to an obsessive degree. Perhaps
in a final attempt to control death and perhaps to reduce his
fear of it, Freud requested that a physician friend euthanize
him by injection in 1939.
C.S. Lewis lost his
mother to cancer when he
was just 9 years of age
and was almost immediately sent abroad to boarding school by his father
who could not deal with
the grief. Lewis further
encountered death during
the war, when he noted
that a positive aspect of
such an experience was
that it makes people more
aware of their own mortality. The loss of his
beloved wife to cancer
seriously shook Lewis’
faith, although he later gained a greater confidence to face
death. A fellow faculty member commented close to Lewis’
death, “Never has a man been better prepared.” Dr. Nicholi
suggests in his analysis that the views of Freud and Lewis
represent conflicting aspects of everyone: the private self that
yearns for a relationship with a source of love, joy, hope and
happiness and another part that raises its fist in defiance and
rebelliousness and says, “I will not surrender” [30].
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Caregiver Emotions
Physician participation in the dying process challenges emotional resources and medical skills, but professional satisfaction can be gained in helping orchestrate a “good death” by
relieving suffering, a vital component of good medicine [45].
Despite this, clinicians may avoid the distressing experiences
of helping the dying and deprive the patient of the best pos-

sible care [46]. Doctors still often feel that a patient’s death is
a personal failure, which can cause the physician to withdraw.
These Schwartz Rounds are one forum in which caregivers
are encouraged to appreciate the satisfying opportunity they
have to provide patients with comfort and support and realize that they can learn a great deal about both the clinical
and human aspects of medicine from dying patients [47].
Caring physicians have been said to exhibit two primary attributes—receptivity and responsibility—which they translate
into excellent clinical practice. Some exude a professional
“detached concern” [48]. Whatever the style, active listening is therapy for the patient, while, for the clinician, it is a
remarkable opportunity to learn how people make sense of
their lives and the crisis of approaching death [46].
CONCLUSION
For a physician to provide exemplary care to patients
experiencing fear of death, they must learn how to sit
and support someone who is terrified of what lies before
them. This involves emotional investment in a relationship
despite one’s own distress and doing everything possible to
alleviate distress or pain. With this connection, structured
support can be provided and the individual can be allowed
to grieve for those they will miss, helping them to bear their
suffering. Empathy and taking the time to be present and
listen to the patient are some of the most important aspects
of caring for the dying patient and provide a fulfilling role
for the team who share the journey.

R EFERENCES
1 Edson M. W;t. London: Faber and Faber Inc, 1999:96.
2 Muzzin LJ, Anderson NJ, Figueredo AT et al. The experience
of cancer. Soc Sci Med 1994;38:1201–1208.
3 Mermann AC. Spiritual aspects of death and dying. Yale
J Biol Med 1992;65:137–142.
4 Miller G. WordNet. Princeton, NJ: Princeton University
Cognitive Science Laboratory, 2004.
5 McGrath P. Reflections on serious illness as spiritual journey
by survivors of haematological malignancies. Eur J Cancer
Care (Engl) 2004;13:227–237.
6 Sarenmalm EK, Thorén-Jönsson AL, Gaston-Johansson F
et al. Making sense of living under the shadow of death:
Adjusting to a recurrent breast cancer illness. Qual Health
Res 2009;19:1116–1130.
7 Kubler-Ross E. On Death and Dying. New York: Scribner,
1997:288.

10 Misslin R. The defense system of fear: behavior and neurocircuitry. Neurophysiol Clin 2003;33:55–66.
11 Billings J. The doctor and the dying patient. In: Billings J,
Stoeckle J, eds. The Clinical Encounter. Chicago: Year Book
Medical Publisher, 1989:193–199.
12 Cassem E. The person confronting death. In: Nikoli A, ed.
The New Harvard Guide to Modern Psychiatry. Cambridge:
Harvard University Press, 1988:728–758.
13 Saunders C. Care of the dying: the problem of euthanasia.
Nurs Times 1959;55:960–961, 994–995, 1031–1032, 1067–1069,
1091–1092, 1129–1130.
14 Steinhauser K, Christakis NA, Clipp EC et al. Factors
considered important at the end of life by patients, family,
physicians, and other care providers. JAMA 2000;284:2476–
2482.

8 Copp G. A review of current theories of death and dying.
J Adv Nurs 1998;28:382–390.

15 Cassem E. The person confronting death. In: Nikoli A, ed.
The Harvard Guide to Psychiatry. Cambridge, MA: Belknap
Press, 1999:865.

9 Mountcastle VB. Medical Physiology, Volume 1. St. Louis:
CV Mosby Co., 1974:1–73.

16 Toch R. Management of the child with a fatal disease. Clin
Pediatr 1964;3:418–427.

Downloaded from http://theoncologist.alphamedpress.org/ by guest on December 29, 2018

sweating, and palpitations. Selective avoidance of social
situations, such as discussing problems with a physician,
may reduce some distress but leaves underlying fears
latent [43]. One form of anxiety that may cause extreme
distress is panic disorder. It manifests itself in numerous
ways, beginning with discreet episodes of intense fear
termed “panic attacks,” which can involve a variety of
symptoms including cardiopulmonary (chest pain, palpitations), autonomic (sweating, chills), neurological (feeling
dizzy, parasthesias), or psychiatric (depersonalization, fear
of losing control or fear of death) symptoms [44]. Panic
disorder is treated with pharmacologic treatment or cognitive
behavioral therapy, the latter involving the gradual extinction
of the response to increasing exposure to the threat.
Becker’s work on dying suggested that the terror of
death is so overwhelming to us that we understandably try
to keep it in our unconscious [34]. He believes that we borrow ideals from those we look up to (such as child to father)
and create a personality by internalizing the qualities we
perceive as positive and use this “character armor” as a
defense mechanism to pretend the world is manageable.

168

169

17 Yudkin S. Children and death. Lancet 1967;1:37–41.
18 Evans AE, Edin S. If a child must die. N Engl J Med
1968;278:138–142.
19 Easson WM. The dying child. Springfield, IL: Thomas,
1970:1–115.
20 Kennell JH, Slyter H, Klaus MH. The mourning response
of parents to the death of a newborn infant. N Engl J Med
1970;283:344–349.
21 Smith DK, Nehemkis AM, Charter RA. Fear of death, death
attitudes, and religious conviction in the terminally ill. Int
J Psychiatry Med 1983–84;13:221–232.
22 Taylor EJ. Spiritual needs of patients with cancer and family
caregivers. Cancer Nurs 2003;26:260–266.

24 Block S, Billings JS. Nurturing humanism through teaching
palliative care. Acad Med 1998;73:763–765.
25 Daaleman TP, VandeCreek L. Placing religion and spirituality
in end-of-life care. JAMA 2000;284:2514–2517.
26 Laubmeier KK, Zakowski SG, Bair JP. The role of spirituality in the psychological adjustment to cancer: a test of the
transactional model of stress and coping. Int J Behav Med
2004;11:48–55.
27 Kushner H. The Lord Is My Shepherd: Healing Wisdom of the
Twenty-Third Psalm. New York: Random House, 2002:1–85.
28 Roseveare H. Living Sacrifice. London: Christian Literature
Crusade, 2001.
29 Kang L. The veil. Ann Intern Med 2006;145:932.
30 Nicholi A. The Question of God: C.S. Lewis and Sigmund
Freud Debate God, Love, Sex, and The Meaning of Life. New
York: The Free Press, 2002.
31 Freud S. Mourning and Melancholia (1917). London: Penguin,
1984.
32 Bowlby J. Grief and Mourning in Infancy and Childhood.
The Psychoanalytic Study of the Child, 1960;15:9-52.
33 Gorle H. An Introduction to Death and Dying, Volume 2004.
http:www.bereavement.org.
34 Becker E. Denial of Death. London: Macmillan Publishing
Company, 1975:1–305.
35 Greenberg J, Pyszczynski T, Solomon S et al. Role of
consciousness and accessibility of death-related thoughts in
mortality salience effects. J Pers Soc Psychol 1994;67:627–637.

36 Pyszczynski T, Greenberg J, Solomon S. A dual-process
model of defense against conscious and unconscious deathrelated thoughts: an extension of terror management theory.
Psychol Rev 1999;106:835–845.
37 Greenberg J, Solomon S, Pyszczynski T. Terror management
theory of self-esteem and cultural worldviews: empirical
assessments and conceptual refinements. In: Zanna M, ed.
Advances in Experimental Social Psychology, Volume 29.
San Diego: Academic Press, 1997:61–139.
38 Davis SF, Martin DA, Wilee CT et al. Relationship of fear
of death and level of self-esteem in college students. Psychol
Rep 1978;42:419–422.
39 Catania J, Turner HA, Choi K et al. Coping with death anxiety:
help-seeking and social support among gay men with various
HIV diagnoses. AIDS 1992;6:999–1005.
40 Sigal JJ, Claude Ouimet M, Margolese R et al. How patients
with less-advanced and more-advanced cancer deal with three
death-related fears: An exploratory study. J Psychosoc Oncol
2008;26:53–68.
41 Anderson WG, Alexander SC, Rodriguez KL et al. “What
concerns me is...” Expression of emotion by advanced cancer patients during outpatient visits. Support Care Cancer
2008;16:803–811.
42 Liebowitz MR, Heimberg RG, Fresco DM et al. Social phobia or social anxiety disorder: what’s in a name? Arch Gen
Psychiatry 2000;57:191–192.
43 Stein MB, Kean YM. Disability and quality of life in
social phobia: epidemiologic findings. Am J Psychiatry
2000;157:1606–1613.
44 American Medical Association, American Psychological
Assocation. Diagnostic and Statistical Manual of Mental
Disorders. Primary Care Version (DSM-IV-PC). Washington:
American Medical Association, 1995.
45 Cherny NI, Coyle N, Foley KM. Guidelines in the care of
the dying cancer patient. Hematol Oncol Clin North Am
1996;10:261–286.
46 Eccles-Smith C. The Doctor and the Dying Patient. Aust Fam
Physicians 1976;9:1262-1269.
47 MacLeod RD. On reflection: doctors learning to care for
people who are dying. Soc Sci Med 2001;52:1719–1727.
48 Branch WT Jr. The ethics of caring and medical education.
Acad Med 2000;75:127–132.

Downloaded from http://theoncologist.alphamedpress.org/ by guest on December 29, 2018

23 Norum J, Risberg T, Solberg E. Faith among patients with
advanced cancer. A pilot study on patients offered “no more
than” palliation. Support Care Cancer 2000; 8:110–114.

Fear of Death

Fear of Death â€“ A Social Conditioning. Prasoon Joshi: Once, there was a death in the family and I went there. There was a kid playing
and he happened to go over the dead body, as if it was a thing lying there. People pulled him away, but the child did not register why. Is
fear of death a conditioned process? Is it inculcated into us that we should perceive the fact that someone is gone as such a big event or
a calamity? Fear of Death is a concept album from American comedian and musician Tim Heidecker, released on September 25, 2020
through Spacebomb Records. It has received positive assessment from critics. Thereâ€™s a part of me thatâ€™s always kind of liked
when things go to hell, because it gets me out of work. â€”Heidecker on being unable to promote Fear of Death due to the COVID-19
pandemic. Thanatophobia, or "fear of death,â€ affects millions of people worldwide. For some people, it can produce anxiety and/or
obsessional thoughts. [1] X Research source While thanatophobia is the fear of death and/or one's own mortality, a fear of dying people
or dead things is known as "necrophobia," which is different from thanatophobia. Both of these fears, however, can be similarly related to
a fear of the unknown aspects related to death, known as â€œxenophobia.â€ Stream Fear of Death by Deadfury from desktop or your
mobile device.Â Your current browser isn't compatible with SoundCloud. Please download one of our supported browsers. Need help?
Fear of Death. Tim Heidecker. Release Date.Â [Verse 1] I live in fear of everyone I hope you understand Don't count on us becoming
friends. [Refrain] I think I'm done growing I think I'm done growing I think I'm done growing. [Verse 2] I don't want to leave the house
again No more partying I learned all I am gonna learn. [Refrain] I think I'm done growing I think I'm done growing I think I'm done
growing. [Chorus] The fear of death is keeping me alive The fear of death is keeping me alive The fear of death is keeping me alive.

