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ARTICLE INFO ABSTRACT

Keywords: Objective: This study aims to synthesize and critically evaluate the current evidence on interventions aimed at

Death preparedness enhancing death preparedness among patients with advanced cancer.

Lntgrventlon Methods: A comprehensive search of PubMed, Embase, Cochrane Library, CINAHL, ProQuest, and Web of Science
atients

was conducted to identify relevant studies. The review followed Systematic Review and Meta-Analysis Preferred
Reporting Items (PRISMA) guidelines, with a structured assessment of study quality and intervention outcomes.
Results: Nine studies involving a total of 876 patients with advanced cancer met the inclusion criteria. In-
terventions demonstrated significant improvements in overall death preparedness, with additional benefits
observed in psychological well-being and functional status. Most interventions incorporated death education,
psychological support, and meaning-centered psychotherapy.

Conclusions: Interventions appear to be effective in enhancing death preparedness among patients with advanced
cancer. Future research should focus on refining intervention components, clearly defining outcome measures,
and aligning strategies with individualized patient needs and goals.

Systematic review registration: PROSPERO CRD420250652562.

Advanced cancer
Systematic review

Introduction

Death is a universal human concern that has inspired much reflection
and contemplation throughout the ages.! As individuals, we know that life
is finite and accordingly prepare for death well in advance of the end of
life.® This is especially true for those suffering from diseases such as
advanced cancer or heart failure.® Advanced cancer is a life-limiting
condition that often presents patients and their families with profound
physical, emotional, and psychological challenges.*® As the disease pro-
gresses, the focus of care often shifts from curative treatments to palliative
interventions aimed at improving the patient’s quality of life (QoL),
managing symptoms, and addressing emotional and spiritual concerns.”®

A critical aspect of care for patients with advanced cancer is death
preparedness—a multidimensional concept involving cognitive,
emotional, behavioral, and social dimensions.”'? This preparation in-
cludes making decisions about end-of-life care, establishing advance di-
rectives, legacy planning, addressing existential and spiritual concerns,
and ensuring emotional support for both the patient and their family.'>**
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Death preparedness can significantly reduce anxiety, depression, and
uncertainty in patients, promote symptom management, and foster a
sense of autonomy and dignity.'>'° However, despite its importance,
many patients experience inadequate support in this area, leading to
increased distress and unresolved emotional and spiritual needs.'*2°

Although the importance of death preparedness for patients with
advanced cancer has been widely recognized, research on interventions
to enhance this process remains limited. Existing studies have explored
interventions such as psychological counseling and communication skills
training to better prepare patients for the end of life.>">? However, the
effectiveness and applicability of these interventions vary, and there is a
need for a comprehensive review to better understand which in-
terventions are most effective in promoting death preparedness and
improving the QoL for these patients, providing evidence-based clinical
recommendations for health care providers and patients.

This systematic review was undertaken to address this gap in the
literature. The review aims to identify, assess, and synthesize the existing
evidence on death preparedness interventions for patients with advanced
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cancer. By evaluating the quality and outcomes of these interventions,
this review will provide valuable insights into the types of interventions
that have been studied, their effectiveness, and the impact they have on
patient outcomes. Furthermore, the review will highlight gaps in current
research and recommend areas for future exploration.

Methods
Preregistration

This study was registered in the International Prospective Register of
Systematic Reviews (PROSPERO) at the National Institute for Health and
Care Research (ID: CRD420250652562). The Systematic Review and
Meta-Analysis Preferred Reporting Items (PRISMA) 2020 guidelines®®
were used to design and report the study.

Eligibility criteria

We used the patient, problem or population, intervention, compari-
son, control or comparator, outcome, temporality or timing, and setting
(PICOTS) framework®* to define our inclusion and exclusion criteria
(Table 1). The focus of this review was on interventions targeting death
preparedness in adult patients with advanced cancer. A study was also
included in the review if it investigated end-of-life preparedness, such as
end-of-life decision-making, death planning, etc., which are closely
related to death preparedness. Cancer was considered “advanced” if it
was stage III or IV, involved severe, incurable organ disease, or was
associated with a poor prognosis. Interventions of any nature were
reviewed. The specific inclusion criteria were as follows:

(1) Original peer-reviewed and formally published research;

(2) Assessment of adult patients with advanced (incurable) cancer;

(3) Measurement of ‘death preparedness’ or potentially relevant end-
of-life preparedness topics;

(4) Use of interventions aimed at improving death preparedness; and

(5) Controlled studies, including both randomized controlled trials
(RCTs) and non-randomized studies of interventions (NRSIs).

The exclusion criteria for this study were as follows:

(1) Study participants with severe mental disorders or comorbidities;

(2) Literature with missing information and duplicate publications;

(3) Reports, reviews, and letters that did not address death pre-
paredness interventions.

Search strategy
We conducted a literature search between January 4 and February 5,

2025, in PubMed, EMBASE, Cochrane Library, CINAHL, ProQuest, and
Web of Science databases. After preliminary searches, it was found that

Table 1
PICOTS framework used to define the inclusion and exclusion criteria.

PICOTS element Definition

Population All studies involving adult patients (> 18 years old) diagnosed
with advanced cancer, including those with stages III and IV, or
terminal/incurable cancer.

Intervention Any intervention to prepare for death or related end-of-life
preparedness.

Comparison Usual care, no intervention or other control population.

Outcomes All outcome measures of death preparedness, functional status
outcomes, or psychological aspects.

Temporality We did not place any time restrictions.

Setting Research conducted in any setting, including the community,

hospitals, clinics, nursing homes, hospices and homes.

PICOTS, patient, problem or population, intervention, comparison, control or
comparator, outcome, temporality or timing, setting.
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there were almost no related studies before the year 2000. Therefore, the
search range for electronic databases is limited to articles published be-
tween January 1, 2000, and February 5, 2025. We also searched for gray
literature, including reports, evaluations, and guidelines from govern-
ment and international organizations, as well as conference proceedings.
Keywords and Medical Subject Headings (MeSH) included ‘death pre-
paredness,” ‘cancer,” and ‘intervention.” Notable synonyms for ‘death
preparedness,” such as ‘end-of-life preparedness’ or ‘death plan,” were
also used. Boolean operators ‘OR’ and ‘AND’ were combined as necessary
to broaden or narrow the search scope. Additionally, expanded search
terms and free-text searches were employed. We then reviewed the
reference lists of the identified studies to find additional articles and
screened them for eligibility in this review. For detailed search strategies
for each database, please refer to Supplementary File 1.

Selection process

Each study was assessed according to predefined eligibility criteria to
determine whether it would be included in the systematic review. Two
authors (X.Z. and M.Z.Z.) independently performed title and abstract
screening, followed by full-text screening. The level of agreement be-
tween the two authors was calculated using the Kappa index,?® with a
threshold of 80% agreement considered acceptable. A third author
(T.Y.Z.) was invited for discussion and consultation when disagreements
arose. After removing duplicates, eligible articles from each database and
search engine were imported into EndNote version 21 for management.
The process of identifying and removing duplicates occurred in three
stages: (1) after the initial database search, (2) after the title and abstract
screening, and (3) after the full-text selection.

Quality appraisal

The risk of bias for randomized trials was independently evaluated by
two reviewers (X.Z. and M.Z.Z.) using the Cochrane risk-of-bias tool for
randomized trials within the Covidence platform.?® For non-RCTs, the
risk of bias was assessed separately by the same reviewers using the
Cochrane risk-of-bias tool for non-randomized studies (ROBINS-I) in a
dedicated spreadsheet.”’28

Data extraction

The extraction table developed by the research team summarized the
characteristics of the included studies, including the Author (year),
Country, Design of study, Subjects, Intervention, Outcome tools, Find-
ings, and Risk of bias. Two authors (X.Z. and M.Z.Z.) independently
extracted these data, disagreements were resolved through consultation
with a third author (T.Y.Z.). To ensure the accuracy and reliability of data
processing, this study adopted a three-stage duplicate data handling
method: (1) article selection: two researchers independently screened the
literature and resolved any disagreements through discussion; (2) quality
assessment: the Cochrane Risk of Bias Tool was used to assess the quality
of the studies; (3) data extraction: two researchers independently
extracted data and assessed consistency using the Kappa index (x > 0.80).
To ensure consistency in the screening process, the Kappa index between
the researchers was calculated and reached 0.85, indicating a high level
of consistency (greater than 80%).

Data synthesis

Due to methodological heterogeneity in the intervention structure,
methods, frequency, and outcome measures among the included studies,
the overall effect size could not be calculated. Therefore, a narrative
synthesis of the included studies was performed based on the key ele-
ments of the interventions and their effects.
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Results
Study selection

In our initial search, we identified 3278 relevant studies. After
removing 1288 duplicates, 1990 studies remained for preliminary
screening. After screening titles and abstracts, we excluded 1861 studies
that did not meet the inclusion criteria. We further reviewed 129 full-text
studies. After a detailed examination, we found that 120 studies did not
meet the criteria for this review and were excluded. Ultimately, nine
studies 2!+>°-3® met the inclusion criteria and were included in this re-
view. The detailed process of study selection, along with the reasons for
exclusion, is shown in Fig. 1, which clearly presents each step and its
corresponding exclusion rationale.

Summary of studies

Table 2 summarizes the author (year), country, design of the studies,
sample characteristics, interventions, outcome tools, and findings.
Although the search was focused on studies published after the year
2000, the earliest intervention research on death preparedness in pa-
tients with advanced cancer was published in 2008. Among the included
studies, four were from the United States,29’30’32’33 one from Japan,31 one
from Australia,®” one from Spalin,34 one from Thailand,*® and one more
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from China.>® Six of the studies®’?*3133:34

them2%-30:33.34

were RCTs, with four of
employing a three-arm design. The remaining three
studies®>*>2% used a pre-post design.

The interventions include Outlook, Short-Term Life Review,
Meaning-Centered Psychotherapy, Death Education, Advance Care
Planning Intervention, and the Peaceful End-of-Life Care Program.
Relaxation meditation and routine care are often used as control groups
in studies.?®%*233 The duration of these interventions varies, typically
consisting of 3-4 sessions. These interventions aim to improve death
preparedness and important health outcomes for patients with advanced
cancer at the end of life, including pain and symptom management,
physical functioning, emotional functioning (anxiety and depression),
mental health, psychological distress, and QoL at the end of life. The
outcomes assessed include hope, burden, life completion and prepared-
ness, anxiety, depression, psychological distress, and fear.

Types of interventions

Four studies®®®%3%33 described the Outlook intervention, which
were conducted in the United States and Australia. Three of these
studies were three-arm RCTs. The Outlook intervention is a highly
structured psychoeducational intervention with a detailed manual,
including three face-to-face interviews, each spaced one week apart,
with each interview lasting 45 minutes. Participants are required to

Additional records identified
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(n=0)

Records excluded due to
not meeting inclusion
criteria (n = 1861)
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Full-text articles excluded
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Fig. 1. PRISMA flow diagram of the studies screening process. PRISMA, Systematic Review and Meta-Analysis Preferred Reporting Items.



Design of study

Sample
characteristics

Intervention

Outcome tools

Findings

Table 2
Summary of selected articles.
Author (year) Country
Steinhauser et al. America
(2008)*°
Steinhauser et al. America
(2009)*°
Ando et al. (2010)> Japan
Keall et al. (2013)*” Australian
Steinhauser et al. America
(2017)33
Song et al. (2024)*! America
Gil et al. (2018)%* Spanish

Randomized control
trial

Randomized control
trial (qualitative
intervention)

Randomized
controlled trial

A mixed-methods
study, included
quantitative
preintervention and
postintervention
psychometrics

Randomized
controlled trial

Randomized clinical
trial

Randomized clinical
trial

82 hospice eligible
patients (48 cancer
patients, 5 heart
disease, 10 lung
disease, and 19
others).

Ages ranged from 28
to 96.

18 patients (60%
cancer, 20% lung
disease, 7% heart
disease, and 7%
other life-limiting
illnesses).

Ages ranged from 28
to 80.

68 terminally ill
cancer patients. Male
32, female 36.

10 palliative care
patients with
advanced cancer.
Male 5, female 5,
ages ranged from 50
to 89.

221 patients, 46%
with metastatic
cancer, 96% were
males.

426 patients. Male
208, female 218.

30 cancer patients.
Male 16, female 14.

Outlook intervention: Life review,
Forgiveness,
Heritage & legacy.

Outlook intervention: Life story,
forgiveness, heritage and legacy.

Short-term life-review.

Outlook intervention: Life story,
forgiveness, and legacy.

Outlook intervention: Life story,
forgiveness, and legacy.

SPIRIT intervention: Assess illness
representations, identify goals and
concerns, create conditions for
conceptual change, introduce
replacement information,
summarize, and set goals.

The meaning-centered
psychotherapy Model (MCP): The
MCP-palliative care version, the
MCP-compassionate palliative
care (MCP-CPQC).

Memorial symptom assessment
scale, QUAL-E, Rosow-Breslau
ADL scale, Profile of Mood states
anxiety sub-scale, the CESD short
version, the daily spiritual
experience scale.

Assess pain and symptoms, anxiety
and depression, functional status,
and quality of life at the end of life.

The functional assessment of
chronic illness therapy-spiritual
(FACIT-sp) scale, the hospital
anxiety and depression scale
(HADS), a numeric scale for
psychological suffering, and items
from the good death inventory
(hope, burden, life completion,
and preparation).

The Memorial symptom
assessment scale, functional
assessment of cancer therapy-
spirituality well-being, Profile of
Mood states, quality of life at end
of life scale, and center for
epidemiological depression scale.
QUAL-E, the modified Brief Profile
of Mood states, the 10-item center
for epidemiological studies-
depression scale, the FACT-
general FACT-a 27-item survey.
The 13-item decisional conflict
scale, the hospital anxiety and
depression scale.

A brief questionnaire to elicit their
perception of the intervention and
its utility.

Participants in the active discussion intervention
showed improvements in functional status, anxiety,
depression, and preparation for end of life (a
QUAL-E domain).

Discussions of life completion may improve
important health outcomes for patients at the end of
life.

The FACIT-sp, hope, life completion, and
preparation scores in the intervention group
showed significantly greater improvement
compared with those of the control group (FACIT-
sp, P < 0.001; hope, P < 0.001; life completion, P <
0.001; and preparation, P < 0.001). HADS, burden,
and suffering scores in the intervention group also
had suggested greater alleviation of suffering
compared with the control group (HADS, P < 0.001;
burden, P < 0.007; suffering, P < 0.001).

Patients reported the intervention and assessments
to be acceptable and feasible and to be overall
positively received although with nonsignificant
improvements in measures of “meaning and peace”
and “preparation for end of life.”

Outlook participants had higher preparation (a
validated measure of QOL at the end of life) (mean
difference 1.1; 95% CI 0.2, 2.0; P = 0.02) and mean
completion (1.6; 95% CI 0.05, 3.1; P = 0.04) at the
first but not second post assessment.

The intervention group, was superior in dyad
congruence on end-of-life care goals, patient
decisional conflict, and a composite of dyad
congruence and surrogate decision-making
confidence.

The most helpful elements or constructs reported by

patients were meaning, self-compassion,
compassion, legacy, and courage and commitment.

(continued on next page)
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Table 2 (continued)

Findings

Outcome tools

Intervention

Design of study Sample

Country

Author (year)

characteristics

The results showed a significant improvement in

The good death inventory, the
Thai PPS adult Suandok, the

The 4-week program: Health

122 cancer patients.

Quasi-experimental

study

Thailand

Trakoolngamden

perceived good death, quality relationships, and
end-of-life care knowledge in the experimental

group.

education, self-care for symptom

management, advance care

et al. (2025)%°

edmonton symptom assessment
scale, the Thai quality

planning, psychosocial support,
and family involvement plus

standard care.

Relationship scale, the knowledge
test for peaceful end-of-life care.
Life attitude of Profile scans

Patients' spiritual well-being scores increased

The OOIDE programme:

32 cancer patients.

A before-after study
design, a mixed

China

Li et al. (2023)%°

significantly from 24.38 to 27.34 (P < 0.001),

(LAPS), functional assessment of

Understanding life, understanding
disease, understanding death, and

understanding hospice care.

Male 18, female 14.

significant decrease in patients' death anxiety scores
from 51.84 to 44.97 (P < 0.0001), a higher

Chronic Illness Therapy-Spiritual
well-being scale (FACIT-sp 12),

methods approach to
collect quantitative

percentage of study participants reported thinking

about their end-of-life location (75%) and

Templer’s death anxiety scale (T-
DAS), the OOIDE programme

satisfaction survey.

or qualitative data.

discussing end-of-life matters with family members
(65.6%) after the intervention. These differences

were statistically significant (P < 0.05).
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discuss issues related to life completion and preparation. In the first
session, Life Story, the focus is on life review, cherished times, and
accomplishments. One week later, in the second session, Forgiveness,
the focus is on issues such as things they would have done differently,
regrets, forgiveness asked and given, and whether they were at peace.
In the final week, the third session, Legacy, focuses on lessons learned,
heritage, and legacy.

One study®! involved Short-Term Life-Review, using two in-
terviews. The life review with the patient lasted 30-60 minutes. A
fixed semi-structured interview guide was used, and based on key
words from the patient’s responses, a simple photo album was created
with the patient. This process aimed to help the patient feel that their
life was more meaningful and valuable. Additionally, supportive in-
terviews were conducted regarding the patient’s physical and
emotional state.

One study”! involved Advance Care Planning Intervention using a
structured SPIRIT intervention guideline, including two meetings that
could be conducted by videoconference (but not by telephone).

One intervention®® combined meaning-centered psychotherapy in-
tegrated with elements of compassion. It included three meetings, and
the focus of the three counseling sessions was to help patients cope with
advanced cancer, encourage them to share any concerns related to the
disease and/or treatment, attempt to validate emotions, and ask patients
to describe their experiences and emotions related to cancer, as well as
identify any challenges they faced.

One study® involved a Peaceful End-of-Life Care Program. Based on
the theory of peaceful death, a 4-week plan was developed, including
health education, symptom management self-care, pre-care planning,
psychosocial support, and family involvement.

The remaining study®® was an integrated online-offline integrated
death education. The intervention content was guided by scientific the-
ory and focused on four themes: understanding life, understanding dis-
ease, understanding death, and understanding hospice care.

Types of outcomes

In these studies, there are significant differences in the methods of
outcome measurement. Among the nine included studies, the most
commonly used outcome indicators mainly focus on patient health
outcomes, including pain and symptom relief, improvement in
physical function, changes in emotional function (such as anxiety and
depression), mental health status, and QoL at the end of life.

Few studies directly use effective measures of death preparation.
Most studies assess death preparedness by using the “Preparing for
death” dimension of the “Good Death Inventory” or indirectly measure
it through related questions in the QoL at End of life Scale. Many
authors commented that attempting to accurately measure death
preparation in patients with advanced cancer in their study pop-
ulations was frustrating.

Functional status related outcomes
Six studies?!:2%31:32:3536 a5cessed the functional status outcomes of
patients. Among these, two studies®>>° reported a significant improve-
ment in the patients' functional assessment, particularly in spiritual
well-being. Additionally, four studies?’?>1® found that patients
showed significant progress in pain management and symptom relief
compared to the control group. These results suggest that the interven-
tion has a positive impact on improving patients' overall functional status
and alleviating related symptoms, especially in enhancing spiritual
well-being and reducing pain.

Psychologically related outcomes

Seven Studies21,29—31,33,34,36

of patients. Four of these studies

reported on the psychological outcomes
21,29,33,36 indicated that, compared to the
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control group, the intervention group experienced significant improve-
ments in death-related anxiety and depressive symptoms. Two
studies®®>! demonstrated that the intervention led to a reduction in
emotional and spiritual distress, as well as stress. One study>* found that
patients showed an increase in self-compassion and courage. These
findings suggest that the intervention had a positive impact on alleviating
psychological distress, improving emotional well-being, and fostering
resilience in patients facing end-of-life concerns.
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Risk of bias assessment

Fig. 2 summarizes the risk of bias assessment results for the studies
included in this review. For the 6 RCTs*"*°21233% jncluded in this re-
view: (a) the risk of sequence generation was low in all studies; (b) the
allocation concealment was unclear in 5 studies and high in 1 study; (c)
blinding of participants and personnel was high in all studies; (d)
blinding of outcome assessment was also high in all studies; (e)

(A) Risk of bias assessments
for randomized controlled
trials

Ando etal. (2010}

Gil etal. (2018)

- . = | Allocation concealment (selection bias)

Song et al. (2024)

Steinhauser et al.{2008) ?
Steinhauser et al.{2008) )
?

® O O O | ®| @ | Random seguence generation (selection hias)
©® ©® O ©® ® O® ciningofparticipants and personnel (performance hias)
® O O ® ® ®  ciningofoutcome assessment (detection bias)

Steinhauser et al.{2017)

O O O O O O | ncomplete outcome data (attrition bias)

O O O O O ®|seectereporting (reporting bias)
O O O O | ®|othernias

Bias due to selection of padicipants

(B) Risk of bias assessments
for non-randomized

controlled trials

Keall etal. (2013)

Lietal (2023)

® | ® | @ | Bias due to deviations from intended interventions

® | ® | @ | Bias due to missing data

® | ® | @ | bias in classification of interventions

® | ©® | @® ©izs dueto confounding

Trakoolhgamden et al. {2025)

® | ® | @ | bias in selection ofthe reported result

® | ® | @ | Bias in measurement of outcomes

Fig. 2. Risk of bias assessments for (A) randomized controlled trials and (B) non-randomized controlled trials.

(=2}
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incomplete outcome data was low in all 6 studies; (f) selective reporting
was low in all 6 studies; (g) other sources of bias were low in all 6 studies.
For the three non-RCTs,>>>%° the risk of bias due to confounding was
high in all studies, with one study having high bias due to selection of
participants, one study having unclear bias due to participant selection,
and the remaining biases being low in other aspects.

Discussion

In this study, we conducted a systematic review that summarized the
interventions aimed at death preparedness in patients with advanced
cancer. A total of nine studies were included in this review, involving 876
patients with advanced cancer. Among the nine studies included, the
studies reported that the interventions had a positive impact on death
preparedness to some extent. Most of the interventions focused on death
education, psychological support, and meaning-centered psychotherapy.
There were significant differences across the studies in terms of the
content of the interventions, the methods of implementation, duration,
and frequency, as well as varying assessment tools used to measure the
outcomes of the interventions.

Our study found that there are only nine intervention studies focused
on death preparedness in patients with advanced cancer. The majority of
these studies were published after 2017, indicating a growing interest
among researchers in this topic. However, given the irreversible nature of
death in patients with advanced cancer, death preparedness is critically
important. Despite this, the existing body of intervention research on
death preparedness remains limited in number. It has been suggested that
one possible reason for this scarcity is the lack of a clear and compre-
hensive definition of death preparedness,”'? which has hindered previ-
ous research. Other factors that may contribute to the low volume of
studies include the inherent challenges in researching patients with
advanced cancer, the lack of tailored measurement tools for assessing
death preparedness,”” and the cultural taboo surrounding the concept of
preparing for death.'?*® Many people hold the belief that preparing for
death in advance is unlucky or morbid, which can further discourage
both patients and researchers from engaging with this sensitive
topic.sg’40

Our research found that the intervention measures for death pre-
paredness in patients with advanced cancer often have theoretical
frameworks. Steinhauser et al.?%*° developed the Outlook Conceptual
Model, which addresses the challenges faced by patients with advanced
serious illnesses related to physical, psychosocial, spiritual, and
emotional issues. To reduce suffering and improve QoL, each of these
aspects needs specific attention. The key developmental tasks include:
Life Story, Forgiveness, Heritage, and Legacy. Trakoolngamden et al.,*®
based on the theory of a peaceful end-of-life, developed an intervention
that includes health education, symptom management self-care,
advanced care planning, psychosocial support, and family involvement.

Based on the results of the included studies, we found that in-
terventions can significantly improve patients' end-of-life preparation.
Although there is a lack of standardized measurement methods,
various scales consistently showed positive outcomes in the dimension
of death preparation. This indicates that interventions are effective in
enhancing patients' readiness for death. Furthermore, in the domain of
functional status-related outcomes, the interventions in six
studies®»2%31:32:35:36 demonstrated a positive impact on improving
patients' overall functional status and alleviating related symptoms,
particularly in enhancing mental well-being and relieving pain. In
terms of psychological outcomes, the interventions in seven
studies?!»2931:33,3%36 were shown to have a positive effect on reducing
psychological distress, improving emotional health, and fostering
resilience in patients facing end-of-life care. This highlights the
comprehensive benefits of interventions in addressing both the phys-
ical and psychological aspects of end-of-life care, suggesting that such
measures can play a key role in improving the QoL for patients as they
approach the end of life.
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Existing interventions seem to be most popular and commonly used
for death preparedness, utilizing psychological, psychoeducation, and
psychosocial approaches. These methods include psychological support,
emotional support, death education, and spiritual comfort. In the cate-
gories of psychoeducation and psychology, face-to-face meetings or
counseling sessions are mainly used to help patients reflect on their lives,
make arrangements for end-of-life matters, and say goodbye to others.
Specifically, these interventions help patients review and organize past
experiences, reinforce the sense of meaning and value in life, alleviate
emotional distress, and encourage them to face death with more
composure.??>*3%3% Through positive preparation for life and death,
patients often achieve inner peace, reducing anxiety, depression, and fear
of death, thus preparing emotionally and psychologically to face the end
of life.*"*?> Moreover, these interventions can effectively improve the
QoL for patients in the advanced stages, allowing them to feel more
dignity and peace during the final phase of life.>"+*>

Additionally, we found that there is some variation in the number of
interventions for death preparedness, typically ranging from 3 to 8 sessions,
with 3 or 4 sessions being the most common. Considering the physical and
emotional condition of patients with advanced cancer, a 3 or 4-session
intervention plan is generally more suitable,** as it avoids overburdening
the patients physically or psychologically, while ensuring that they receive
adequate support and assistance within the limited time available.®®
Furthermore, we observed that the number of intervention sessions for
death preparedness ranges from 3 to 6, with 3 or 4 sessions being the most
commonly used. Given the energy levels and completion capacity of
advanced cancer patients, 3 or 4 sessions are considered appropriate.*
These interventions vary, and it cannot be said that certain types of in-
terventions are inherently better or more effective in improving death
preparedness among advanced cancer patients. Therefore, selecting an
appropriate intervention method for each patient is crucial, taking into
account the patient’s specific needs, physical condition, cultural back-
ground, and personal preferences, in order to choose the plan that best
aligns with their life and emotional needs. This review suggests that edu-
cation and psychological interventions, including death education, appear
to be effective in improving death preparedness among advanced cancer
patients. Future studies are recommended to conduct more well-designed
RCTs or non-RCTs studies with death preparedness as the primary outcome.

Clinical implications

This review emphasizes the importance of improving end-of-life prep-
aration for patients with advanced cancer, particularly in terms of
enhancing death preparedness. Although current interventions have shown
some success in improving death preparedness, they still lack personali-
zation and comprehensive assessment. In clinical practice, more person-
alized intervention strategies should be adopted, considering the cultural,
emotional, and personal needs of patients to enhance the relevance and
effectiveness of the interventions. At the same time, more comprehensive
assessment tools are needed to accurately measure all aspects of death
preparedness. Integrating established theoretical frameworks, such as
those from palliative care, can strengthen the long-term effectiveness of
interventions. Therefore, future interventions should focus more on
personalized design, theoretical foundations, and continuous evaluation to
better support end-of-life preparation for patients with advanced cancer.

Limitations

This study has several limitations. Firstly, since most of the included
studies are psychological intervention studies, it is impossible to fully
randomize participants and staff. Secondly, some studies considered death
preparedness as a secondary outcome, and there was no unified mea-
surement scale. Future research should consider death preparation as a
primary outcome and establish standardized and comprehensive mea-
surement tools to assess all dimensions of death preparation, ensuring the
consistency and accuracy of evaluating intervention outcomes.
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Conclusions

In this review, we integrated interventions aimed at improving end-
of-life preparation for patients with advanced cancer and evaluated the
effectiveness of these interventions, with a particular focus on improving
death preparedness. The results showed that, compared to the control
group, the intervention group had significant improvements in overall
death preparedness. However, current interventions still have limitations
in terms of specificity and effectiveness. Existing interventions are
generally designed but lack personalized approaches to meet the diverse
needs of different patients, and there is no comprehensive and in-depth
measurement and assessment of all aspects of death preparedness. To
better support the development of death preparedness in patients with
advanced cancer, future interventions need to be more precisely
designed, particularly in selecting outcome measures and intervention
targets. At the same time, to ensure that these interventions produce
lasting effects in practical applications, it is necessary to integrate more
mature theoretical foundations.
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