
	 COUNSELING STR ATEGIES FOR THE DYING AND THEIR LOVED ONES 	 435

I understand that [you’re here because] you have very 
serious health problems. I’m hoping you can fill me 
in a little bit on your medical condition and what 
this means for you. As a [counselor], it would be my 
intention to try to help you and your loved ones cope 
with what’s happening and be prepared to deal with 
whatever is required of you at this time.

Besides the careful wording, a delivery style that 
is clear and direct, yet inviting, goes a long way 
toward conveying a spirit of “rational confidence” 
so necessary for communicating competence and 
putting the patient at ease (Roos, 2002). Rational 
confidence means an attitude of positive expec-
tancy on the part of the counselor, a grounded 
personal sense of “I can do this,” connoting a con-
viction of authoritative know-how.

Primary Emotions
Most readers who have had any exposure to end-
of-life literature will have heard of Elisabeth Kübler-
Ross’s (1969) seminal work, On Death and Dying. 
Originating in a patriarchal era in medicine and 
situated in the context of a medical-surgical hospital 
where dying patients were not always told directly 
about their diagnoses, Kübler-Ross’s stages of dying 
(i.e., denial, anger, bargaining, depression, accep-
tance) have been both hailed for their genius and 
criticized as too simplistic, lockstep, and prescrip-
tive (Corr, 2011). Whichever view of her work the 
reader takes, there is no disputing that Kübler-Ross’s 
conceptual framework for understanding the dying 
patient has been widely disseminated and broadly 
applied as a psychological model for adapting to 
grief and loss of many kinds.

Perhaps the most important heuristic value of 
Kübler-Ross’s work has been to identify key human 
emotions central to the experience of encounter-
ing the prospect of one’s own death. Indeed, if one 
considers her findings not as sequential stages in an 
invariant, linear process but rather as “affect states” 
common to those facing death, Kübler-Ross’s 
theory becomes a valuable road map for exploring 
that arduous emotional landscape. The truth is 
that many patients, no matter how insightful, often 

patient’s descriptions as narrative accounts, these 
parallel endeavors can be conceptualized as get-
ting the patient’s stories, both the life story and the 
end-of-life story. Table 24.1 contains a breakdown of 
content areas typically probed in each of these two 
major domains. Counselors can easily recognize 
the elements of the life story as standard compo-
nents of an intake interview. The following subsec-
tions provide elaboration and illustration of how 
counselors go about eliciting material pertaining to 
each of the eight elements of the end-of-life story.

Diagnosis and Prognosis
Understanding the patient’s subjective sense of the 
diagnosis and prognosis provides a natural starting 
point for a conversation about end of life. The bio-
logical aspects of the disease process and its impli-
cations are usually in the forefront of the patient’s 
mind, and grasping those realities helps the coun-
selor empathize with the seriousness and urgency of 
the situation. Also, the patient’s perspective can be 
compared objectively with medical facts provided 
to the counselor prior to the interview in order to 
gauge the patient’s level of comprehension about the 
disease. For practitioners or trainees uncertain how 
to open a session of this nature, a sample approach 
using a psychoeducational style is provided.

Table 24.1  Getting the Patient’s Stories

Life Story End-of-Life Story

•• Family of origin •• Diagnosis and prognosis

•• Medical status •• Primary emotions

•• Psychiatric history •• Grieving styles

•• Education/occupation •• Attachment patterns

•• Family of procreation •• Leave-taking

•• Social support •• Faith and spirituality

•• Turning points •• Final arrangements

•• General adaptation •• Legacy




