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Abstract: Over the past decade, research has documented the positive
consequences individuals attribute to the experience of traumatic, life-
threatening events, including enhanced life appreciation, improved so-
cial relationships, and a deepened sense of self and meaning. Despite
evidence that individuals with cancer frequently perceive growth as a
result of their experience, personal growth in the context of advanced
cancer has received markedly less attention. In light of the unique
challenges accompanying the experience of advanced cancer, the phe-
nomenon of perceiving positive consequences and making meaning of
the cancer experience (i.e., personal growth) may be distinct in patients
with life-limiting disease as compared with more commonly studied
early-stage cancer survivor samples. The purpose of this article was to
review studies examining personal growth in adults diagnosed with
advanced cancer to encourage medical professionals to consider and
respond to their concerns around meaning within palliative care. We
conducted a systematic review of the PubMed and PsycINFO elec-
tronic databases for studies examining personal growth in patients with
advanced cancer published between January 1960 and January 2013. Of
the 197 studies reviewed, 12 quantitative studies and 10 qualitative
studies met criteria for inclusion. The review revealed that many patients
with advanced cancer both cite finding meaning at the end of life as
important and perceive positive consequences as a result of their expe-
rience. In comparison to early-stage cancer or benign disease, advanced
cancer may serve to prompt higher levels of personal growth. However,
these findings are mixed and may indicate a complex, nonlinear rela-
tionship between cancer prognosis and personal growth. The most
promising candidates for promoting personal growth during advanced
disease include younger adult age, spirituality, and psychosocial re-
sources (optimism, marriage, and social support from close others and
health care providers). Importantly, a co-occurrence of personal growth
with both distress and well-being in advanced cancer suggests that
personal growth in this unique context is characterized by perceived
positive consequences in the face of considerable demands, which may
be reflected by greater negative and positive markers of adjustment.
Understanding and awareness of personal growth in individuals with
advanced cancer may facilitate health care providers’ ability to consider
and respond to concerns around meaning and personal growth within
palliative care, given the growing literature on psychosocial in-
terventions for patients with advanced cancer. Integration of the existing
research base with intervention development is an opportunity for future
research.
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Although it can be a time for grieving and accepting
loss, the end of life can also be a time for looking for
meaning and rethinking what’s important. VNational
Cancer Institute Guidelines for End-of-Life Care

Over the past decade, a growing literature documents posi-
tive consequences individuals attribute to the experience

of traumatic, life-threatening events, including enhanced life
appreciation, improved social relationships, and a deepened
sense of self and meaning.1 Evidence for this phenomenon has
resulted in growing recognition by health care providers and
researchers working with cancer patients and survivors that
extraordinarily challenging events not only may disrupt well-
being and functioning, but also can instigate growth and posi-
tive changes.

Despite evidence that individuals with cancer frequently
perceive growth as a result of their experience,2 personal growth
in the context of advanced cancer has received markedly less
attention. Characterizing personal growth in individuals with
advanced cancer can inform health care providers’ understand-
ing of patients’ experience and allow for concerns around
meaning and personal growth to be incorporated within pallia-
tive care. The purpose of this article was to review studies ex-
amining personal growth in adult patients diagnosed with
advanced cancer to encourage medical professionals to consider
and respond to patients’ concerns around meaning. Accord-
ingly, we briefly summarize the broader body of research on
personal growth in adults diagnosed with cancer at any stage,
characterize challenges inherent to advanced cancer and their
relevance for personal growth, review research on personal
growth in patients with advanced cancer, and consider in-
terventions to foster personal growth and meaning.

Many terms have been used to describe personal growth,
including benefit finding, posttraumatic growth, and meaning
making (for examples, see References 1, 3Y5). In this article, we
refer to the perception of positive changes resulting from the
experience of advanced cancer as personal growth. It is impor-
tant to note that, in this case, personal growth lies in the eye of
the individual with cancer. In the body of research described
here, adults with advanced cancer typically are asked for their
reports of benefit in the cancer experience (e.g., enhanced life

REVIEW ARTICLE

The Cancer Journal & Volume 19, Number 5, September/October 2013 www.journalppo.com 421

From the Departments of *Psychology and †Psychology and Psychiatry/
Biobehavioral Sciences, Center for Cancer Prevention and Control Re-
search, Jonsson Comprehensive Cancer Center, University of California,
Los Angeles (UCLA), Los Angeles, CA.

Conflicts of Interest and Source of Funding: P.I.M. is supported through a
National Institute of General Medical Sciences Training Grant
(5T32GM084903). A.L.S. was partially supported by the Breast Cancer
Research Foundation. The authors declare no conflicts of interest.

Reprints: Annette L. Stanton, PhD, Department of Psychology, 1285 Franz
Hall, Box 951563, 405 Hilgard Ave, UCLA, Los Angeles, CA 90095.
E-mail: astanton@ucla.edu.

Copyright * 2013 by Lippincott Williams & Wilkins
ISSN: 1528-9117

Copyright © 2013 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



appreciation). These perceptions may or may not reflect be-
haviorally evident positive life changes.6 However, the percep-
tion of growth and meaning are important in their own right
during the process of life reflection that often occurs toward
the end of life.

Association of Personal Growth With Coping
Strategies and Adjustment to Stressful
Experiences

Researchers have investigated perceptions of growth in re-
sponse to an array of life stressors. Helgeson and colleagues1

conducted a meta-analysis of 87 cross-sectional studies examin-
ing the relationship of personal growth with psychological ad-
justment and coping strategies in the broader empirical literature.
Overall, personal growth following a variety of stressors (e.g.,
bereavement, sexual assault, war, natural disaster) is associated
with lower depressive symptoms and greater well-being, includ-
ing positive affect, self-esteem, and life satisfaction.1 The largest
effect size in this meta-analysis (r = 0.22, P G 0.001) emerged for
the relationship between perceived growth and positive well-
being, implying that personal growth is not simply characterized
by a lack of distress, but rather reflects a co-occurrence of per-
ceived positive consequences and well-being in the face of great
challenges.

At the same time, personal growth also is associated with
higher intrusive thoughts and avoidance related to the stressor
(r = 0.18, P G 0.001)1 as well as with objective markers of
stressor severity and perceived threat, suggesting that greater ob-
jective and subjective stressor severity promotes the opportunity
for personal growth and perceived benefit from an experience.7

Indeed, life disruption and high event impact are considered to be
necessary prerequisite conditions for personal growth.7 Deliberate
engagement with the processing of the event is also considered to
be key in prompting personal growth, such that individuals must
actively search for meaning in an event to perceive growth.2,7

Accordingly, stressor-specific intrusive thoughts and avoidance
are thought to be markers of cognitive processing of a stressor and
reflect movement toward metabolizing the meaning of an event
for one’s life and future.8

Personal growth is also positively associated with specific
coping strategies, including greater use of strategies to approach
(e.g., positive reappraisal, active acceptance) and to avoid (e.g.,
denial) the stressor, which suggests that perceiving positive
consequences in the face of a stressor may serve different func-
tions across individuals.2,9 Specifically, reports of personal growth
may reflect actual positive changes made and/or may be self-
protective. For example, evidence suggests that reports of per-
sonal growth (e.g., ‘‘cancer was the best thing that ever happened
to me’’) may serve an avoidant, self-protective function for in-
dividuals with low psychosocial resources (e.g., lowoptimism and
self-efficacy) and actual positive changes for those with high
psychosocial resources, which may account in part for variability
in findings regarding the consequences of perceived growth.6,10Y12

Personal Growth in the Cancer Context
Findings from research on various stressful experiences ap-

pear to generalize well to the cancer context. Across various types
of cancer, most patients report some level of personal growth in
response to their experience.2 In heterogeneous cancer samples
studied over time, evidence suggests that personal growth predicts
a decrease in depressive symptoms, negative affect, and health-
related worry, as well as an increase in health-related quality of

life and positive affect.13 A review of primarily cross-sectional
studies by Stanton and colleagues2 yielded evidence that greater
disease severity (i.e., impact) and use of engagement-oriented
coping strategies also are associated with higher levels of per-
sonal growth in patients with cancer. However, findings were
mixed and included several nonsignificant associations. Coupled
with evidence that perceived threat and life disruption, and in
particular mortality salience, are key components prompting
personal growth, these findings underline the importance of a
more systematic examination of the role of personal growth in
the context of advanced cancer.

Advanced Cancer and Personal Growth
Although survival rates for some cancers have increased in

recent years because of advances in screening and medical treat-
ments,14 individuals with advanced cancer face unique challenges
as they confront poor prognoses and arduous treatments. These
include managing symptoms of pain and discomfort, lack of
control, fear of dependency, loss of functional ability, fear of death
and suffering, complex emotions, concern for loved ones, and
communication with family and friends about illness and death.
Nevertheless, adults with advanced cancer also cite the impor-
tance of making sense of the cancer experience and finding
meaning in one’s life and death.15

In light of the unique challenges accompanying the experi-
ence of advanced cancer, the phenomenon of personal growth
may be distinct in patients with life-limiting disease as compared
with more commonly studied early-stage cancer survivor sam-
ples. Unlike patients diagnosed with early-stage or curable cancer,
individuals with incurable, advanced cancer will not have the
opportunity to reflect on their experience and engage in meaning
making or positive changes after the disease has remitted. Instead,
they are faced with the task of adapting to a life-limiting disease
while actively enduring ongoing challenges during the remainder
of their lives. Indeed, the commonly used term ‘‘posttraumatic
growth’’ is ill-fitted in this context, given that advanced cancer
often has an uneven course, which is not circumscribed to a de-
finitive period of time with a beginning and end, as is more likely
for natural disasters or curable illnesses. Given the unique chal-
lenges associated with the experience of advanced cancer, this
patient population is underrepresented in the literature, and per-
ceived growth during the experience of advanced disease remains
poorly understood. Hence, our goal was to review the pertinent
existing literature.

METHODS

Search Strategy
We conducted a systematic review of the PubMed and

PsycINFO electronic databases for studies examining personal
growth in patients with advanced cancer published between
January 1960 and January 2013. We limited searches to peer-
reviewed studies published in English. Searches were conducted
using different combinations of the following terms: cancer,
end of life, advanced disease, advanced cancer, advanced stage,
terminal, incurable, benefit finding, finding benefit, finding
meaning, making meaning, posttraumatic growth, post-traumatic
growth, post traumatic growth, personal growth, positive change.
We also incorporated the following MeSH terms in PubMed:
neoplasms, attitude to death, terminal care/psychology, terminally
ill/psychology, adaptation-psychological, neoplasms/psychology,
stress-psychological, personal satisfaction (contact first author for
exact syntax used in searches). Additional studies were identified
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by reviewing Stanton and colleagues’2 review of the literature on
personal growth in cancer.

Inclusion Criteria
Studies were included if they examined perceptions of

personal growth in adults with advanced cancer. Because ad-
vanced cancer is not a standardized term, operationalization
varied substantially across studies. A broad array of studies
were examined, including those examining metastatic disease,
incurable or terminal cancer, cancer with a poor prognosis, or
cancer that has extended beyond the immediate region of the
tumor to nearby lymph nodes and structures (stage III) or to
distant organs of the body, such as the brain, bones, lung, and
liver (stage IV). Assessments of personal growth could be either
qualitative or quantitative. To be included in the review, studies
that examined mixed samples of both advanced and non-
advanced cancer survivors were required to include stratified
analyses for those groups so that personal growth in the unique
context of advanced cancer could be examined.

RESULTS

Study Selection
Figure 1 displays a PRISMA flow diagram of the literature

search. Overall, 247 studies were identified through PubMed
and PsycINFO in addition to 12 studies identified from Stan-
ton and colleagues’2 review. After duplicates were removed, 197
records were screened, of which 155 were excluded upon ex-
amination of each article’s abstract. Full-text articles (n = 42)
were assessed for eligibility, and 20 were excluded because they
did not include stratified analyses of advanced cancer in mixed
samples (n = 11), did not include assessment of personal growth
(n = 6), or did not specify cancer stage or disease severity (n = 2),

or examination of personal growth was limited to psychometric
evaluation of the Posttraumatic Growth Inventory (PTGI) (n = 1).

Characterization of the Studies
Table 1 summarizes the methods for the 22 studies in-

cluded for systematic review. Studies were evenly divided be-
tween qualitative (n = 10) and quantitative designs (n = 12). Of
the quantitative studies, 7 were cross-sectional, and 5 were
longitudinal. All qualitative studies were cross-sectional. Aver-
age sample size varied across study design (cross-sectional
quantitative: mean, 96.29 [SD, 52.54]; longitudinal: mean,
55.60 [SD, 81.90]; qualitative: mean, 23.70 [SD, 23.62]). Ap-
proximately half of the qualitative and quantitative cross-
sectional studies included international samples outside the
United States, including Finland, Taiwan, Italy, Greece, Australia,
the Netherlands, and England. All longitudinal studies were
conducted in the United States.

Operationalization of advanced cancer varied greatly, and
an array of cancers was represented. Most studies included sam-
ples of multiple types of cancer, with the exception of 5 studies
that focused exclusively on breast cancer and 3 studies that fo-
cused on cervical, ovarian, or pancreatic cancer. Sample charac-
teristics also varied. The proportion of female participants varied
from 0% to 100%, and most studies included sex-mixed samples
with some overrepresentation of women. Average participant age
was typically in the 50s or 60s, with several samples including
a wide range of ages (overall mean, 57.05 [SD, 10.51] years)
(overall sample means were included for mixed sample studies
in which mean age was not provided for the advanced cancer
subsample).

Measures of personal growth also varied across studies. All
but 1 qualitative study used an individual interview format to
assess personal growth (1 focus group format). Quantitative
studies primarily (75%) used the PTGI.16

FIGURE 1. PRISMA flow diagram.
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Description of Personal Growth in the Context of
Advanced Cancer

Several qualitative studies focused on characterizing per-
sonal growth in patients with advanced cancer. Women with
advanced ovarian cancer reported that after overcoming the
initial shock of the diagnosis, they found meaning in their ex-
perience by reexamining values and priorities, focusing on the
present moment, and renewing their appreciation for life
and close relationships.17 In addition, women reported a moti-
vation to help other cancer survivors, particularly by partici-
pating in clinical trials. Individuals with terminal cancer also
reported that, in the process of coming to terms with their di-
agnoses, they experienced enhanced life appreciation, improved
confidence and self-esteem, improved relationships with family
members, and heightened spirituality.18 Experiencing the tran-
sition from curable to incurable cancer, such as when first-line
treatments for metastatic disease are unsuccessful, can also be
particularly trying. However, qualitative evidence suggests that
the negative impact is lessened when individuals have oppor-
tunities for personal growth, enhanced social relationships, and
positive reappraisal.19,20 These reports indicate that patients
believe finding meaning and personal growth play an important
part in adapting to the diagnosis of advanced cancer.

In a qualitative study,21 40% of advanced cancer patients
cited finding meaning at the end of life as very important, in ad-
dition to the desire for improved relationships to accept the end of
their lives (20%), the opportunity to express to others fears of
death and the dying process (57%), and the desire to take part in
treatment decision making (91%). In a quantitative study,22 45%
to 58% of advanced cancer patients endorsed enhanced appreci-
ation for life, greater clarity around priorities, and positive con-
sequences resulting from their experience. Furthermore, 1 study
yielded evidence that patients’ self-reported personal growth was
significantly correlated with caregivers’ ratings of patients’ per-
sonal growth (intraclass correlation (ICC) = 0.47, P = 0.005),
suggesting that patients’ perceived positive changes can be ob-
served by close others.4 Importantly, these data suggest that
patients with advanced cancer both cite finding meaning at the
end of life as important and perceive positive consequences as
a result of their experience.

Cancer Prognosis and Personal Growth
The association between personal growth and indicators of

prognosis, such as cancer stage, is mixed. Some research sug-
gests that more patients with less favorable prognoses perceive
personal growth than those with relatively favorable prognoses
(78% vs 33%, P G 0.01)23 and that having advanced-stage
gynecologic cancer predicts higher levels of personal growth
in appreciation for life, social relationships, and spirituality
18 months after surgery in patients in comparison to patients
with benign gynecologic disease or early-stage gynecologic
cancer.24 In addition, Tomich and Helgeson25 found that
women with stage III breast cancer perceived more personal
growth than women with stage I or stage II cancer. The mean
differences were not statistically significant, likely because of
a small subsample size of stage III cancer patients (n = 22).
Null results exist, however, including studies that demonstrated
no significant differences in perceived personal growth as a
function of metastatic versus local breast cancer recurrence,26

risk of recurrence/progression for patients undergoing bone
marrow transplantation,27 or oncologist-determined 6-month
prognosis for men diagnosed with various metastatic cancers.28

These data suggest that a complex association may exist
between personal growth and markers of cancer prognosis.

Indeed, 1 study revealed a curvilinear relationship between per-
sonal growth and cancer stage, such that patients with stage II
cancer diagnoses reported higher levels of personal growth than
did patients with stage I or IV cancers.29 The authors proposed
that stage I cancer might not be sufficiently threatening to
prompt marked growth, and stage IV cancer may overwhelm
an individual and prompt maladaptive coping, contributing to
low personal growth, whereas stage II cancer may introduce a
moderate level of uncertainty around prognosis, contributing to
more personal growth. Thus, advanced cancer may prompt per-
sonal growth under particular circumstances; however, these ef-
fects are mixed and may not be linear.

Correlates of Personal Growth
Another explanation for the mixed findings regarding the

association of cancer prognosis and personal growth is that,
within the group diagnosed with advanced cancer, a number of
individual and contextual characteristics determine the extent of
personal of growth. Indeed, existing research suggests that such
is the case. Factors positively associated with personal growth in
qualitative studies include younger age,22 more knowledge of
the disease and treatment, a warm and caring attitude from
health care providers, support from others, and greater ability to
express emotions.30 Factors positively associated with personal
growth in quantitative studies include higher optimism,4 youn-
ger age, and being married.5 In particular, younger patients
reported enhanced life appreciation as a result of their experi-
ence.5,22 The experience of additional traumatic events during
the past 3 years, including bereavement and physical injury, was
also related to higher levels of personal growth in 1 study.4

These findings indicate that circumstances that contribute to a
greater impact of advanced cancer, including younger age or the
experience of other stressors, may instigate a higher motivation
to find meaning. In addition, psychosocial resources, such as
social support, marriage, and optimism, may enhance the ca-
pacity to perceive positive consequences and expect more fa-
vorable outcomes.

Another consistent theme that emerged in the literature
was the role of spirituality and religious coping in personal growth
for patients with advanced cancer. Fifty-three percent of patients
diagnosed with various terminal cancers considered religion to
be helpful in finding meaning in their experience.21 Both quanti-
tative and qualitative evidence suggests that spiritual coping,
particularly when defined by a secure partnership with and trust
in a supportive higher power, is associated with more personal
growth.28,30 Women with advanced cancer also reported that
prayer fosters reevaluation of values and priorities, a renewed
appreciation for life, and enhanced gratitude for relationships.31 In
this qualitative study, women reported praying for others, in-
cluding family and physicians, as well as thanksgiving prayers, as
important. Spirituality (i.e., a sense of meaning and peace) and
spiritual coping in the context of advanced cancer are associated
with well-being, including higher levels of positive mood32 and
positive adjustment.28

Psychological Adjustment and Personal Growth
In light of evidence suggesting that advanced cancer

prompts personal growth while also being associated with greater
distress across several domains, including depressive and anxiety
symptoms (for example, see Reference 23), we examined the as-
sociation between personal growth and psychological adjustment.
In advanced cancer patients, personal growth in quantitative
studies is positively associated with both distress, including de-
pressive symptoms5 and cancer-specific intrusive thoughts and
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avoidance,33 as well as positive adjustment, including positive
affect,32 fighting spirit, optimism, and acceptance.28

Qualitative studies also suggest mixed findings. Patients
reported that helping others and being more present in the mo-
ment were connected with less distress, deeper life appreciation,
enhanced social connectedness, and improved self-evaluation.34

However, younger patients with advanced cancer reported ex-
periencing both higher appreciation for life as well as more re-
sentment and fear related to their experience when compared with
older patients.22 The co-occurrence of distress and well-being
provides further evidence that personal growth is characterized by
perceived positive consequences in the face of considerable chal-
lenges, which may be reflected in greater negative and positive
markers of adjustment.

To our knowledge, only 1 quantitative longitudinal study has
examined the relationship between personal growth and psycho-
logical adjustment in patients with relatively advanced cancer.
Tomich and Helgeson25 examined personal growth as a predictor
of psychological adjustment. Personal growth at study entry pre-
dicted a greater increase in negative affect 4 and 9 months later
as well as a greater decrease in quality of life related to mental
health 4 months later in women with stage III breast cancer in
comparison to women with stage I or II breast cancer. The results,
however, remain to be replicated and should be interpreted with
caution, given the small sample size of women with stage III
breast cancer in this study (n = 22, i.e., 6% of the total sample).

DISCUSSION
Findings from this systematic review demonstrate that many,

but not all, adults perceive positive consequences during the ex-
perience of advanced cancer and cite finding meaning as an im-
portant part of the process of adapting to their diagnosis. Themes
of personal growth in this unique context include improved self-
esteem, heightened spirituality, focus on the present moment,
and, most commonly, deeper life appreciation and enhanced so-
cial relationships with close others. In comparison to early-stage
cancer or benign disease, advanced cancer may serve to prompt
higher levels of personal growth. However, these findings are
mixed and may indicate a complex relationship between cancer
prognosis and personal growth (e.g., a curvilinear relationship).

Mixed findings regarding the association of cancer prog-
nosis and personal growth may also represent the influence of a
number of individual and contextual characteristics that deter-
mine the extent of personal of growth in patients with advanced
cancer. Specifically, younger age, higher spirituality, and more
substantial psychosocial resources are the most promising can-
didates for promoting personal growth in the context of advanced
cancer. Circumstances that heighten the impact of advanced can-
cer, including younger age or the experience of other stressors,
may instigate a higher motivation to find meaning. In addition,
psychosocial resources, such as social support from close others
and health care providers, marriage, and optimism, may also en-
hance the capacity to perceive positive consequences and expect
more favorable outcomes.

Personal growth in the context of advanced cancer is posi-
tively associated with both distress, including depressive symp-
toms and cancer-specific intrusive thoughts and avoidance, and
positive adjustment, including positive affect, fighting spirit, op-
timism, and acceptance. In contrast, personal growth in the
broader cancer context is generally associated with decreased
distress (i.e., depressive symptoms, negative affect, and health-
related worry) and improved well-being.13 Evidence of a co-
occurrence of distress and well-being in patients with advanced
cancer suggests personal growth in this context is uniquely

characterized by perceived positive consequences in the face of
considerable challenges to adjustment and is not defined by the
absence of distress.

Overall, advanced cancer patients report both serious chal-
lenges in adapting to advanced cancer and a desire to make mean-
ing and grow from the experience in several life domains. As such,
perceived meaning in a patient’s life and death is a key char-
acteristic defining the advanced cancer experience and end-of-
life phase. It is important that health care providers obtain a
complete psychosocial assessment of patients’ functioning,
including concerns around meaning and personal growth, to
respond to these concerns.35 A growing literature on psycho-
social interventions for patients with advanced cancer may in-
form our understanding of how to facilitate opportunities for
meaning and personal growth within the palliative care context.

Psychosocial Interventions to Promote Meaning
in the Advanced Cancer Context

Examples of empirically investigated interventions aimed
at engendering meaning during the experience of advanced
cancer include dignity therapy,36, also see 37 meaning-centered
group therapy,38 an ethical will intervention,39 and a meaning-
making intervention.3 Some interventions center around creat-
ing a document reflecting themes of meaning that can be shared
with family and friends, and others involve processing the
meaning and experience of cancer.

In dignity therapy, individuals meet with a therapist for 1
to 3 sessions to reflect on their legacy and how they would like
to be remembered, including important roles, accomplishments,
lessons learned, and beliefs.36 The discussions are audio-
recorded and transcribed into a document for patients to share
with close others. In a single-arm trial (N = 100), 67% of cancer
patients with a life expectancy of less than 6 months reported
that dignity therapy increased their sense of meaning, and 68%
reported that it increased their sense of purpose. Self-reported
depressed mood and feelings of suffering also improved.

In the ethical will intervention, cancer patients receiving ei-
ther curative treatment or palliative care met with a physician for
3 weekly visits to reflect on the meaning of their lives and produce
a document capturing their hopes, values, lessons learned, and
advice for loved ones with the aim of expressing what they want
most for, and from, their loved ones.39 In a small 2-arm random-
ized controlled trial (N = 24), reductions in suffering due to spir-
itual distress, concern for loved ones, unfinished business, and
fear of the future trended toward significance for individuals
randomly assigned to the intervention group (n = 10), but not for
those in the control group (n = 14) who wrote about their physi-
cal condition without referencing its meaning.

An example of an individually conducted intervention fo-
cused on processing meaning and the experience of cancer is
the brief meaning-making intervention developed by Henry
and colleagues.3 It involves 1 to 4 individual sessions with a
psychologist aimed at facilitating self-exploration and reviewing
the meaning of the cancer experience as well as past experiences,
coping, life priorities, and goals. In a small 2-arm randomized
controlled trial (N = 24), women with stage III or stage IVovar-
ian cancer randomly assigned to the treatment group (n = 12)
experienced significantly more meaning at 1 and 3 months after
the intervention and higher quality of life at 3 months in com-
parison to the control group (n = 12) who received usual care.

An example of a group intervention focused on processing
meaning and the experience of cancer is the meaning-centered
group therapy developed by Breitbart and colleagues.38 It in-
volves 8 weekly group sessions including didactics, discussion,
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and experiential exercises around themes related to concepts
and sources of meaning in life, the experience of cancer, and
understanding individuals’ legacy. In a 2-arm randomized con-
trolled trial (N = 90), patients with stage III or stage IV solid
tumor cancers randomly assigned to the intervention group
(n = 49) demonstrated a significant increase in meaning and
overall spiritual well-being from pre- to postintervention, whereas
individuals in the supportive psychotherapy control group
(n = 41) did not change significantly. Intervention participants
demonstrated further improvement in these measures 2 months
after the intervention.

These studies inform our understanding of meaning-focused
interventions for individuals with advanced cancer and the feasi-
bility of integrating them within palliative care. Overall, these
psychosocial interventions demonstrated promising results in
their ability to promote meaning in patients with advanced can-
cer through opportunities for self-exploration and discussion of
one’s legacy, values, and lessons learned. Nonsignificant effects
of 2 meaning-based interventions on distress, including depres-
sive symptoms and anxiety,3,38 corroborate evidence from our
systematic review suggesting that personal growth in the context
of advanced cancer is not simply characterized by a lack of dis-
tress, but rather reflects a co-occurrence of well-being and per-
ceived positive consequences in the face of great demands.1

Interventions focusing on providing a document to in-
dividuals have the potential to be particularly cost-effective in
that they are brief (up to 3 sessions) and potentially can be
implemented by a variety of health professionals, including
psychologists, physicians, and nurses, across different settings
(e.g., residential settings, care facilities, patients’ bedsides).
Interventions focusing on processing life meaning in individual
or group therapy may also be cost-effective in their delivery
(i.e., 1Y3 individual sessions or 8 group sessions), although
assessment of this outcome awaits research. Two of the inter-
ventions are manualized (dignity therapy and meaning-centered
group therapy), which can also facilitate dissemination. As
Chochinov and colleagues36(p5525) stated, these data speak to the
‘‘importance of using every clinical encounter as an opportunity
to acknowledge, reinforce, and, where possible, reaffirm the per-
sonhood of patients charged to [health care practitioners’] care.’’

Limitations and Future Directions for the
Evidence Base on Personal Growth in Advanced
Cancer and Associated Interventions

Research with larger sample sizes is needed to build upon
the existing evidence base and better understand patients’ ex-
periences of personal growth in advanced cancer. Overall, there
is a paucity of quantitative research, particularly longitudinal
studies, in this area. Given the mixed evidence for the associa-
tion between personal growth and psychological adjustment,
researchers should investigate for whom and under what con-
ditions personal growth is beneficial in the context of advanced
cancer. Future research should explore the role of coping pro-
cesses in personal growth in advanced cancer, in light of the
established association between coping and personal growth in
the broader literature. Additional facilitators of personal growth
also require study. Research is also needed to elucidate the as-
sociation between cancer prognosis and personal growth, in-
cluding consideration of nonlinear relationships. Finally, we
were unable to identify investigations of the relationship of
personal growth in advanced cancer with biomarkers or physi-
cal health outcomes. This association should be investigated
given the relevance of psychobiological processes in advanced
disease (for example, see Reference 40).

With regard to implications for intervention, intervention
research with larger sample sizes and active controls is needed.
Within the special context of advanced disease, research to
specify the optimal interventions’ length, mode of delivery
(e.g., group, individual, internet), and interventionist expertise
(e.g., psychologist, oncologist, nurse) will enhance their effi-
ciency and effectiveness. Findings from our systematic review
can inform potentially effective therapeutic content. Specifically,
intervention approaches that set the stage for exploration of the
domains of benefit most frequently cited by individuals with
advanced cancersVfocusing on the present, defining central
priorities, savoring one’s life and close relationships, acknowl-
edging personal strengths, deepening spirituality, and contrib-
uting to others’ health and well-beingVhold promise. A caveat
is that our systematic review characterizes benefits cited by
adults with advanced cancer in their naturalistic context; it is
crucial that therapeutic exploration of benefits not become
prescriptive, conveying the implication that finding meaning
and benefit is the sole ‘‘right’’ way to live with advanced dis-
ease. The systematic review also revealed that social factors,
such as marriage and social support from health care providers,
are positively associated with personal growth. An accompa-
nying recommendation is that future intervention research in-
corporate opportunities to enhance relationships with close
others and health care providers. Finally, in the intervention
studies described herein, measures of meaning and spirituality
primarily served as outcomes. Intervention effects on perceived
growth in other domains, such as life appreciation and social
relationships, as well as physical symptoms, await study.

CONCLUSIONS
Many patients with advanced cancer both cite finding

meaning at the end of life as important and perceive positive
consequences as a result of their experience. In comparison to
early-stage cancer or benign disease, advanced cancer may
serve to prompt higher levels of personal growth. However,
these findings are mixed and may indicate a complex relation-
ship between cancer prognosis and personal growth. Circum-
stances that contribute to a greater impact of advanced cancer,
including younger age or the experience of other stressors, may
instigate a higher motivation to find meaning. In addition,
psychosocial resources, such as social support, marriage, and
optimism, may enhance the capacity to perceive positive con-
sequences and expect more favorable outcomes. Importantly, a
co-occurrence of personal growth with both distress and well-
being in patients with advanced cancer suggests that personal
growth is characterized by perceived positive consequences in
the face of considerable challenges, which may be reflected by
greater negative and positive markers of adjustment in this
unique context. Understanding and awareness of personal
growth in individuals with advanced cancer may facilitate
health care providers’ ability to consider and respond to con-
cerns around meaning and personal growth within palliative
care. Integration of the existing research base with intervention
development holds promise for enriching the lives of adults
living with advanced or end-stage disease.
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