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Abstract

Objective: The study aims to examine the prevalence and common themes of

unfinished business (UB) and its associations with distress among advanced cancer

patients.

Methods: A total of 223 patients from a larger randomized controlled trial of Indi-

vidual Meaning‐Centered Psychotherapy (IMCP) completed self‐report questionnaires

that assessed UB and UB‐related distress, hopelessness, desire for hastened death,

anxiety and depression, quality of life, spiritual well‐being, and purpose/meaning.

Unfinished business themes were identified by qualitative analysis of open‐ended

data.

Results: A total of 161 (72%) patients reported the presence of UB. The mean UB‐

related distress score was 7.01 (SD = 2.1) out of 10. Results of independent t tests

showed that patients with UB reported significantly higher levels of anxiety and lower

levels of existential transcendence than patients without UB. Linear regression equa-

tions indicated that UB‐related distress significantly predicted hopelessness

( F 1,154 = 9.54, P < 0.05, R2 = 0.058), anxiety ( F 1,154 = 4.31, P < 0.05, R2 = 0.027), per-

sonal meaning ( F 1,136 = 6.18, P < 0.05, R2 = 0.043), and existential transcendence

( F 1,119 = 6.7, P < 0.05, R2 = 0.053). Ten UB themes emerged from open‐ended

responses; UB themes were not associated with UB‐related distress or psychological

adjustment.

Conclusions: Unfinished business was both prevalent and distressing in our sample.

Findings underscore the need to develop and implement interventions designed to

help patients resolve or find solace with UB.
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1 | BACKGROUND

“Having a sense that one's life has meaning involves the conviction

that one is fulfilling a unique role and purpose in a life that comes with

the responsibility to live to one's full potential as a human being.”1 But,

what is it to live to one's full potential? Meaning systems provide the
wileyonlinelibrary.com
framework through which individuals interpret their lives and experi-

ences.2 Confronted with the finiteness of life, advanced cancer

patients are prompted to review their lives in the context of these sys-

tems and may determine that they are in a sense, unfinished, or that

important goals and dreams have yet to be realized. In the context

of advanced disease, this realization can catalyze existential distress.
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Several researchers have explored existential distress among patients

with advanced disease, examining related constructs, such as sense

of meaning, demoralization, desire for hastened death, hopelessness,

and despair.3-8 However, the concept of unfinished business (UB)

has received less attention.

To date, UB has primarily been studied in bereaved populations.

In the context of bereavement, UB is defined as a cognitive process

that involves appraising one's relationship with a deceased loved one

as incomplete, unexpressed, or unresolved, lacking closure.9 Early

studies identified UB as a relatively common concern and source of

distress among the bereaved.10,11 A more recent study found that

43% of bereaved undergraduate students endorsed UB, and that most

these individuals reported moderate UB‐related distress.12 Unfinished

business‐related distress, in turn, was associated with several negative

outcomes, including regret, anger, guilt, and remorse.12

Similar feelings may emerge at the end of life. However, UB

among those facing advanced disease is distinguished from UB in

bereavement because it may not be related to relationship goals and

may be related to life goals outside of relationships or purely intrapsy-

chic. Accompanying distress may be associated with heightened anxi-

ety, hopelessness, depression, and even the desire for hastened death.

Therefore, a comprehensive evaluation of UB in this population is

warranted to test these theoretical hypotheses.
1.1 | Present study

The present mixed methods study sought to investigate UB in the

context of advanced cancer, addressing a gap in the end of life litera-

ture. Specifically, we examined the prevalence and thematic content

of UB, rates of UB‐related distress, and its association with psycholog-

ical morbidity. We hypothesized that the presence of UB and higher

levels of UB‐related distress would be associated with increased psy-

chological morbidity. We also explored associations between specific

themes of UB and psychological symptoms.
2 | METHOD

2.1 | Procedure

Participants were recruited at a large tertiary cancer center as a part of

a larger randomized controlled trial of Individual Meaning‐Centered

Psychotherapy (IMCP) (NCI01323309). The current study examined

baseline, self‐report questionnaire data collected pre‐intervention. All

participants provided written informed consent for study participation.

Participants were over age 21, English‐speaking, and had stage IV solid

tumor cancers. Patients were screened using the distress thermome-

ter. Patients who scored ≥4 on the distress thermometer,13 a single‐

item visual analog scale used to screen cancer patients for the

presence of psychological distress with a 0 to 10 range, and ≥60 on

the Karnofsky Performance Rating Scale, a scale used by physicians

to report patient's level of physical performance on a range of 0 to

100,14 were eligible to participate. Patients with significant cognitive

impairments or psychiatric disturbances were excluded. All study

procedures were approved by the Institutional Review Board at the

study site (no. 11‐021).
2.2 | Measures

Unfinished Business Questionnaire (UBQ) is a 3‐item measure that

asks patients to identify any matters in their lives that are perceived

to be unfinished or unresolved using the following question: “Some-

times individuals faced with the threat of cancer become more reflec-

tive and think about things that feel unfinished or unresolved in their

lives. These can be things they wish to do or accomplish in a certain

area of their lives (e.g., relationships, work, projects, travel), or perhaps

things they wish to repair or make amends for in a relationship, but

have not yet done. Do you feel that anything is unfinished or unre-

solved in your life?” Participants who respond “yes” are then asked

to describe the most troubling example of unfinished or unresolved

business in their lives, and to rate their level of UB‐related distress

related to this example on a 10‐point scale from “1” (not at all dis-

tressed) to “10” (extremely distressed).15

Hopelessness Assessment in Illness (HAI) is a brief 8‐item question-

naire developed to assess hopelessness in cancer patients with

advanced disease and terminal illness (range 0‐16).16 The HAI has dem-

onstrated a high degree of internal consistency (Cronbach's = 0.80) and

construct validity (eg, r = 0.74 with clinical ratings of hopelessness). The

HAI demonstrated incremental validity over and above existing mea-

sures of hopelessness, such as the Beck Hopelessness Scale, which

has been used in previous research with advanced cancer patients.17,18

McGill Quality of Life Questionnaire (MQOL) is a brief self‐report

instrument designed to assess various domains of psychological, spiri-

tual, and physical functioning among terminally ill cancer patients.19

Patients rate their current functioning on a scale from “0” to “10.”

The physical and psychological domains of the MQOL are highly cor-

related with other measures of quality of life, although the existen-

tial/spiritual domain assessed by this measure has not typically been

included in other quality of life measures. This measure has demon-

strated reliability (Cronbach's > 0.70 for the subscales), and adequate

levels of concurrent validity (eg, r = 0.34 with the Spitzer Quality of

Life Index).

The Hospital Anxiety and Depression Scale (HADS) is a 14‐item

self‐rated questionnaire, which has been well tested as a measure of

overall psychological distress in cancer patients (range 0‐42).20 The

HADS includes depression (HADS‐D) and anxiety (HADS‐A) subscales

of seven items each (range 0‐21). The HADS is considered particularly

useful because of the absence of somatic items that often confound

the determination of psychiatric problems among the medically ill.

Strong test‐retest reliability has been found in samples of elderly

patients20 and HIV positive patients.21

The Schedule of Attitudes toward Hastened Death (SAHD) is a

20‐item questionnaire (range 0‐20) developed as a self‐report mea-

sure of interest in hastened death.22 The measure has demonstrated

high levels of reliability (Cronbach's t = 0.88 and median item‐total

r = 0.43) with terminal cancer and HIV/AIDS patients. In addition,

the SAHD has demonstrated concurrent validity, r = 0.88 with the

clinician‐rated Desire for Death Rating Scale.23

The Life Attitude Profile‐Revised (LAP‐R) is a 48‐item self‐report

multidimensional measure of discovered meaning and purpose in life

and the motivation to find meaning and purpose in life.24 Items are

rated on a 7‐point Likert‐type scale of agreement. The LAP‐R
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evaluates six dimensions: purpose, coherence, life control, death

acceptance, existential vacuum, and goal seeking and are used to cal-

culate two composite subscales: the Personal Meaning Index (having

goals and a sense of direction) and existential transcendence (degree

to which meaning and purpose has been discovered) (range 8‐56).

The LAP‐R has high internal consistency (Cronbach's ranging from

0.77 to 0.91; 24).

FACIT Spiritual Well‐Being Scale (FACIT‐Sp) is a brief self‐report

measure designed to assess the nature and extent of individual's spir-

itual well‐being.25 This measure, which generates two subscales: Faith

(the importance of faith/spirituality) and Meaning/Peace (sense of

meaning and purpose in life) (range 0‐4), has been demonstrated to

have strong internal reliability for both the total score and each sub-

scale (Cronbach's = 0.87 for the total scale, 0.88 for the faith factor

and 0.81 for the meaning factor). In addition, strong support for the

external validity of this measure has been demonstrated in several

large samples of cancer and AIDS patients including patients with

advanced and terminal illness.6,25,26
2.3 | Data analysis

T tests and chi‐square tests were used to examine associations

between presence/absence of UB and sociodemographic variables

(eg, gender). Regression analyses were conducted to examine the rela-

tionship between sociodemographic variables and UB‐related distress,

which was treated as a continuous dependent variable. Linear regres-

sion analyses were also conducted to examine the unique relationship

between UB variables and variables (eg, anxiety and depression), con-

trolling for related demographic variables identified by previous

analyses.

Secondary analyses included the exploration of types of UB

reported by patients using qualitative data analysis of open‐ended

responses from the UBQ. Participants' written responses were orga-

nized into distinct units by the first author. These units were defined
TABLE 1 T tests and chi‐square test results of sociodemographic variabl

Total Sample (N = 223) Presence o

Participant Characteristics N(%) or M (SD) n(%) or M (

Age, y 57.8 (10.8) 56.79 (11.5

Education, y 16.6 (2.6) 161 (16.6

Gender

Male 62 (28%) 37 (59.7

Female 161 (72%) 124 (77%

Ethnicity

Hispanic 17 (8%) 14 (82.4

Non‐Hispanic 206 (92%) 147 (71.1

Race

Caucasian 181 (81%) 137 (71.1

African American 25 (11%) 20 (76.9

Other race 17 (8%) 4 (23.5

aBolded/italicized coefficients represent significant effects (P < .05); * indicates
the linear regressions are for the individual β statistics.

*P < .05.

**P < 01.

***P < .001.
as segments of responses that captured a distinct aspect of the UB.

Two overarching themes and eight distinct subthemes were then

developed by M.M. and W.G.L. to categorize each of the UB units.

To address bias, three independent coders (M.M., E.S., and G.J.) coded

the UB units. For each thematic category, we calculated the number of

times that the item was offered by a patient. Ten variables were cre-

ated (one for each theme) by assigning a value of 0 (no) or 1 (yes) to

indicate whether a participant gave a response that fell into a given

category. To explore the relationships between the thematic catego-

ries and UB‐related distress and other psychological adjustment vari-

ables, analyses of variance tests were used.
3 | RESULTS

3.1 | Participants

Participants were 223 advanced cancer patients, most whom were

female (72%), Caucasian (81%), and college educated (Mean years of

education = 16.6; SD = 2.6). The age of patients ranged from 25 to

84 with a mean of 57.8 years (SD = 10.8). Participant characteristics

are presented in Table 1.
3.2 | Prevalence and correlates of UB and UB‐
related distress

Of the 223 participants who responded to the UB items, 161 (72%)

reported the presence of UB. Levels of distress related to these

issues were moderately high (M = 7.01, SD = 2.1), with 45% provid-

ing a distress rating of “8” or above on the 10‐point rating scale. T

tests and chi‐square tests were used to examine associations

between the presence of UB and sample background characteristics

(see Table 2). The only significant association was between presence

of UB and gender (χ2(1) = 5.74, P < 0.05), showing that women were

more likely to endorse the presence of UB (76.9%) than men
es and presence of unfinished businessa

f UB (n = 161) Absence of UB (n = 62) Chi‐square/t test

SD) n(%) or M (SD) P value

2) 59.47 (10.96) 0.926

3) 62 (16.35) 0.835

%) 25 (40.3%) 0.010*

) 37 (23%) 0.010*

%) 3 (17.6%) 0.502

%) 59 (28.9%) 0.502

%) 52 (28.9%) 0.720

%) 6 (23.1%) 0.720

%) 4 (76.5%) 0.720

significant coefficients based on False Discovery Method. The P values for



TABLE 2 Regression results of sociodemographic variables and UB‐related distress

UB‐related Distress

Participant Characteristics β R2 t F(DF) p

Age, years ‐.13 .02 9.69 2.50(1,155) .116

Education, years .04 .01 6.29 0.27(1,155) .602

Gender ‐.03 .01 9.95 0.17(1,155) .685

Ethnicity .12 .02 1.52 2.30(1,154) .132

Race ‐.04 .01 26.04 0.28(1,155) .598

Note: bolded/italicized coefficients represent significant effects (p < .05); * indicates significant coefficients based on False Discovery Method.
aThe p values for the linear regressions are for the individual β statistics.

*p<.05.

**p<01.

***p<.001.
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(59.7%). Linear regression equations were used to examine the rela-

tionship between UB‐related distress and sample background char-

acteristics. There were no significant relationships identified

between UB‐related distress and sociodemographic variables (see

Table 2).
3.3 | Associations between UB and UB‐related
distress and psychological adjustment

Linear regression equations, controlling for the effect of associated

demographic variables (gender), were performed to assess the relation

between presence/absence of UB and outcome variables (seeTable 3).

Results showed that the presence of UB significantly predicted HADS‐

A scores ( F 2,219 = 8.93, P < 0.01, R2 = 0.075). Furthermore, the pres-

ence of UB predicted a significant decline in existential transcendence

scores ( F 2,165 = 4.17, P < 0.05, R2 = 0.048). Linear regression analysis

was used to test if UB‐related distress significantly predicted

participants' psychological adjustment (see Table 3). Unfinished
TABLE 3 Regression results for presence of UB and UB‐related distress

Presence of UB

Outcomes β R2 t F(DF) p

HAI .10 .01 1.39 1.09(2,219) .34

MQOL ‐.09 .01 ‐1.32 .89(2,219) .41

HADS‐A .26 .08 3.97 8.93(2,219) < .00

HADS‐D .00 .01 0.03 .94(2,219) .39

SAHD ‐.07 .02 ‐1.08 1.9(2, 217) .14

LAP‐R PMI ‐.08 .01 ‐1.13 .68(2,189) .51

LAP‐R ET ‐.22 .05 ‐2.88 4.17(2,165) .01

FACIT‐SP ‐.10 .01 ‐1.40 .98(2,219) .37

Note: bolded/italicized coefficients represent significant effects (p < .05); * indi

R2 represents the fit for the linear model. All models are adjusted for gender.
HAI: Hopelessness Assessment in Illness; MQOL: McGill Quality of Life Scale;
HADS‐D: Hospital Anxiety and Depression Scale, Depression subscale; SAHD:
Profile, Revised Personal Meaning Index; LAP‐R ET: Life Attitude Profile, Revis
aThe p values for the linear regressions are for the individual β statistics.

*p<.05.

**p<01.

***p<.001.
business‐related distress was significantly associated with HAI scores

( F 1,154 = 9.54, P < 0.01, R2 = 0.058) and with HADS‐A scores

( F 1,154 = 4.31, P < 0.05, R2 = 0.027). Finally, UB‐related distress was

significantly related to indices of the LAP‐R ( F 1,136 = 6.18, P < 0.05,

R2 = 0.043) and ( F 1,119 = 6.7, P < 0.05, R2 = 0.053) (Personal Meaning

Index and Existential Transcendence Index, respectively).
3.4 | Themes of UB

Participants who identified the presence of UB and provided

descriptive responses produced 236 “meaning units.” Interrater reli-

ability for the three independent coders was strong (0.92 agree-

ment). For the remaining meaning units, consensus was reached by

all three coders, and UB themes were assigned (see Table 4). Two

overarching themes were identified: (1) unfinished business and (2)

unresolved business. Unfinished business is defined as business

“not finished or concluded; incomplete,” while unresolved business

is defined as “a problem, question, or dispute not resolved.” Eight
predicting psychological adjustment

UB‐related Distress

β R2 t F(DF) p

0 .24 .05 3.09 9.54(1,154) .002*

2 ‐.12 .01 18.66 2.14(1,154) .146

1** .17 .03 2.08 4.31(1,154) .040*

1 .10 .01 4.83 1.62(1,154) .205

7 .16 .02 1.78 3.80(1,154) .053

0 ‐.21 .04 16.1 6.18(1,136) .014*

7* ‐.23 .05 ‐2.59 6.70(1,119) .011*

8 ‐.054 .01 11.35 .46(1,154) .500

cates significant coefficients based on False Discovery Method.

HAI: HADS‐A: Hospital Anxiety and Depression Scale, Anxiety subscale;
Schedule of Attitudes towards Hastened Death; LAP‐R PMI: Life Attitude
ed Existential Transcendence; FACIT‐SP: Spiritual Well‐Being Scale.



TABLE 4 UB themes invoked by advanced cancer patients

UB Theme Coding Definition Sample Response n (%)

Overarching Themes

Unfinished Business Not finished or concluded; incomplete
business

“Seeing my daughter happily married
and with healthy children”

198 (83.9%)

Unresolved Business A problem, question, or dispute not resolved “My relationship with my sister, although we
are close, our personalities are very different.
We don't always understand each other's
views or opinions and this leads to tension
and stress that I want to resolve”

35 (14.8%)

Vague Too vague to be categorized “I'm hoping for the best” 3 (1.9%)

Specific Themes

Family‐related goals
and responsibilities

Desire to spend more time with family,
witness family milestones, and be present for
family

“My wife is pregnant and I want to see my
daughter grow up”

60 (25.4%)

Relationships Relationships with family, friends,
colleagues, and loved ones

“My relationship with my daughter, at present
she isn't talking to me”

42 (17.8%)

Meaningful
activities/personal goals

Desire to engage in meaningful activities
and/or accomplish personal goals

“Learning to really enjoy my life” 39 (16.5%)

Professional Work Professional goals; desire for productivity “I feel I have more to accomplish in my career” 27 (11.4%)

Organization of home
and affairs

Getting affairs organized, estate planning,
lessening burden of death for loved ones

“I need to get my home organized so
everything isn't a mess for my family”

25 (10.6%)

Travel Unfinished trips, travel plans, and adventures “Travel to New Zealand to meet my relatives” 18 (7.6%)

Legacy/Pursuit of
purpose

Desire to contribute to society and others in a
meaningful way; create a legacy

“Helping to make the world a better place
through a project I’m involved in”

11 (4.7%)

Distress/worry Fear, worry, distress, and disappointment
about the future, one's choices, or life events

“I feel disappointed in how I've turned out as
both a person and in what the effect of my life
has been, I feel I've run out of time”

11 (4.7%)
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distinct themes of UB were identified: (1) family‐related goals and

responsibilities (25.4%), (2) relationships (17.8%), (3) meaningful

activities/personal goals (16.5%), (4) professional work (11.4%), (5)

organization of home and affairs (10.6%), (6) travel (7.6%), (7) leg-

acy/pursuit of purpose (4.7%), and (8) distress/worry (4.7%). A total

of 3 (1.3%) meaning units were deemed “too vague” to assign a

UB theme and were excluded from thematic analyses. One‐way

analyses of variance showed no significant differences in UB‐related

distress between the two overarching themes (UB and unresolved

business) or any of the eight specific themes.
4 | CONCLUSIONS

This study examined the prevalence and themes of UB, as well as

associated psychosocial outcomes in a sample of advanced cancer

patients. Over 70% of the sample reported the presence of UB, with

nearly half (45%) providing a distress rating of “8” or above on the

10‐point rating scale. These results suggest that UB is not only com-

mon but also carries substantial distress. Furthermore, our results

identified significant associations between UB, UB‐related distress,

and psychological adjustment. Patients who reported UB demon-

strated significantly higher levels of anxiety and significantly lower

existential transcendence scores than patients who did not report

UB. Furthermore, UB‐related distress emerged as a significant pre-

dictor of several psychosocial outcomes, including increased hope-

lessness and anxiety, as well as diminished personal meaning and

existential transcendence. These findings are consistent with those
from a recent mixed method analysis of 224 bereaved individuals,12

which found that both the presence of and distress related to UB

were associated with indicators of poor psychological adjustment,

including more severe prolonged grief symptoms, more severe psy-

chiatric distress, and decreased ability to make meaning of their

loss.12 Given the cross‐sectional nature of these studies, it is difficult

to determine the causal nature of the relationship between UB‐

related distress and psychological functioning. It may be that

increased anxiety and hopelessness color patients' perception of

their potential to find meaning and fulfillment in the future. How-

ever, it could also be true that with a life‐limiting illness and uncer-

tain future, the presence of UB and its' related distress may result in

heightened anxiety, hopelessness, and existential distress. Unfinished

business and UB‐related distress were not related to MQOL scores.

We hypothesize that the high symptom burden reported by some

patients may have skewed total MQOL. It is likely that these skewed

scores contributed to this insignificant finding, as we would other-

wise expect UB and UB‐related distress to be associated with overall

quality of life.

Overall, our results illustrate the significant relationship between

UB and distress, namely, existential distress, at the end of life. Existen-

tial distress has been defined as distress “characterized by hopeless-

ness and helplessness due to a loss of purpose and meaning.”27

Patients with advanced disease must grapple with an uncertain future

and limited time to achieve their goals, organize their affairs, mend

broken relationships, and enjoy time with loved ones. This awareness

that time is limited, may prompt a patient to review his/her life, plac-

ing particular emphasis on the wrongs of the past and incomplete life
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tasks and aspirations for the future.28 It appears that the awareness

that valued activities are incomplete and that completion is unlikely,

if not impossible, results in moderate to severe UB‐related distress.

This finding is supported by research, which shows that individuals

with serious and terminal illnesses report that their psychosocial ill-

ness‐related concerns and physical/functional illness‐related concerns

are equally important.28 Two overarching and eight specific UB

themes were identified from open‐ended UB responses; however,

we did not identify significant differences in UB‐related distress or

psychological adjustment between themes. Hence, existential distress

at the end of life may be unrelated to the content of the UB (ie, family

goals and responsibilities and travel), but driven by the distress related

to the presence of UB in general.

Overall, our findings highlight the significant, and deleterious

impact that the presence of UB and UB‐related distress has on end

of life outcomes for advanced cancer patients.
4.1 | Limitations and future directions

Although this study is among the first to examine UB in an advanced

cancer population, it has several limitations that should be noted.

The cross‐sectional design of the study limits our ability to determine

causal relationships. Although conducting longitudinal research with

end of life populations can be challenging, research that improves

our understanding of the temporal relationship between UB and psy-

chological morbidity is critical. The study is also limited by the use of a

self‐report measure of UB. The qualitative data analyzed in this study

was derived from an open‐ended self‐report item that prompted

patients to describe their most distressing example of UB. Because

of the way the question was phrased, in several instances, it was dif-

ficult to determine whether participants were referring to UB or unre-

solved conflicts. Because of this design, a small number of responses

(n = 3) were deemed too vague to categorize and were excluded from

thematic analyses. To improve the richness of the data, future studies

would benefit from using items that distinguish these two concepts

and semistructured interviews with patients to obtain information

about UB and UB‐related distress. Specifically, it may be important

to obtain information about the nature of UB‐related distress to better

understand the potential cognitive and affective characteristics. Addi-

tional limitations include the use of a relatively racially and ethnically

homogenous sample of patients who agreed to enroll in an interven-

tion trial and who screened in with at least moderate levels of general

distress and who were ambulatory. The characterization of UB in this

study should be interpreted with these limitations in mind.
4.2 | Clinical implications

A diagnosis of advanced cancer often prompts patients to reflect on

their lives, bringing wishes, regrets, and assessments of satisfaction

to the fore. Unfinished business‐related distress emerged as the most

powerful predictor of a breadth of psychological challenges including

anxiety, hopelessness, and existential distress. In the context of

bereavement, the area in which UB has been studied most extensively,

UB‐focused work is an inherently reactive approach. However, in the

context of advanced cancer, it is possible for patients to take proactive
steps toward addressing and potentially resolving UB and coping with

UB‐related distress.

As the scope of end of life cancer care has extended beyond

symptom and pain control, increased attention has been focused on

improving the quality of life of patients. Specifically, psychosocial

interventions designed to address the existential and spiritual con-

cerns that characterize the illness experience have been developed.

These therapeutic approaches conceptualize meaning and existential

transcendence as not only important but also central to intervention

at the end of life.29 Our results show that patients experiencing signif-

icant UB‐related distress are also more likely to be suffering with a

loss of meaning, value, purpose, and hope. For these patients, existen-

tial psychotherapies that aid patients in making meaning of their lives

and engaging in meaning‐making coping efforts may be particularly

effective in reducing UB‐related distress.2,3

The utilization of an existential framework may be particularly

powerful among advanced cancer patients presenting with UB. Viktor

Frankl's basic concept that life has meaning and never ceases to have

meaning, even up to the last moment of life, may be particularly pow-

erful in helping patients recognize existing opportunities for resolving

UB.4 Furthermore, the conceptualization of meaning as a dynamic

state in which patients can move from feeling hopeless to recognizing

their personal sense of meaning and purpose, invites them to consider

themselves as agents of change in their lives.2,3,30

Individual Meaning‐Centered Psychotherapy is one such inter-

vention that aims to help patients optimize coping through the pur-

suit of enhanced meaning and purpose.1 Meaning‐Centered

Psychotherapy may help an individual with UB recognize that

although time to complete life tasks is limited, there is the potential

to find meaning, and that the will and choice to seek fulfillment is in

and of itself meaningful, regardless of the outcome. Dignity Therapy

is a brief, individualized intervention, similarly designed to foster a

sense of meaning and purpose, thereby reducing existential distress

at the end of life.23 Through engagement in Dignity Therapy, patients

are invited to discuss the issues that matter most to them and those

that they want to be remembered at the end of life.23 By way of shar-

ing their lives, patients have the opportunity to view their story from

a unique vantage point, which can facilitate meaning‐making and

highlight personal successes, in which they can take pride. These

meaning‐making interventions may assist patients in “rewriting” their

stories in order to reconcile areas unresolved, highlight courageous

choices made in the face of limitations, and enhance the significance

of the life that has been lived. Therefore, engagement in these inter-

ventions may help to renew one's sense of value and purpose and

reduce distress regarding the unknown future. Furthermore, a grow-

ing body of research has provided support for the efficacy of forgive-

ness enhancing interventions to help individuals make meaning of

adverse life events.31-33 Particularly in the context of UB‐related to

strained and fractured relationships, the employment of forgiveness

promoting strategies may be particularly beneficial.

Although the end of life often holds the opportunity for address-

ing UB proactively, our thematic analysis highlighted that there are

some life tasks that are very challenging to complete. However, our

results also demonstrate that UB‐related distress is a more significant

driver of psychological morbidity than the sole presence of UB. Hence,
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individuals presenting UB that cannot be changed and severe UB‐

related distress may find acceptance‐based therapies particularly valu-

able.34 The role of the clinician in facilitating acceptance and self‐com-

passion regarding choices made in the past may be critical in reducing

UB‐related distress. Furthermore, particularly when addressing the UB

may involve the need to communicate with someone unavailable,

interventions commonly used in bereavement may prove effective.

For example, clinicians can employ the empty chair method, letter‐

writing exercises, or guided imaginal conversations in order to help a

patient attain a sense of closure or resolution that would not other-

wise be possible.35,36

In conclusion, results from the present study demonstrate the

high prevalence of UB and the severity of UB‐related distress among

advanced cancer patients. UB and UB‐related distress also predict a

range of psychological challenges at the end of life including anxiety,

hopelessness, and existential distress. Hence, UB should be a critical

target of intervention aimed to reduce existential distress and improve

well‐being at the end of life. Existential, narrative, and acceptance‐

based interventions hold promise for reducing UB‐distress and associ-

ated outcomes for patients and their loved ones.
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