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ABSTRACT
Background Patients receiving palliative care 

may benefit greatly when their existential 

or spiritual strengths are fostered. To date 

however, there has not been a comprehensive 

literature review of patient and care professional 

approaches that are available.

Aims To describe and synthesise existential or 

spiritual strength- based approaches within the 

context of palliative care.

Methods Literature search of 2436 articles 

between January 1999 and March 2019 in 

Scopus, Web of Science, CINAHL and PsycINFO. 

Articles were included if they deal with a 

palliative care situation, focus on the patient, 

specific existential/spiritual strength, discernible 

strength approach and an analysis of the 

workings of that approach. The interpretative 

synthesis consisted of a thematic analysis of the 

included articles and an integration of themes.

Results In the 14 included articles, 5 different 

strengths were found to be fostered by 16 

approaches: (1) Meaning was fostered by: 

maintaining normalcy, experiencing sanctuaries, 

reassessing importance and reconstructing 

positive self; (2) Connection by: opening 

up, giving/receiving care and envisioning 

continuation; (3) Agency by: maintaining 

control, refocusing goals and continuous 

adaptation; (4) Hope through: setting special 

targets, imagining alternate outcomes, building 

a collection and extending wishes; (5) Faith 

through: living the tradition and relating to a 

benevolent force. Strengths and approaches 

are visualised in an overarching analytical 

framework: ‘the Propeller’.

Conclusions The constructed Propeller 

framework can be used to become aware of, 

apply and further develop approaches to foster 

existential or spiritual strengths among patients 

receiving palliative care.

BACKGROUND
Spiritual well- being has repeatedly been 
found to be associated with positive 
psychosocial functioning and overall 
quality of life in patients receiving palli-
ative care.1 2 Spiritual support from a 
patient’s medical team or chaplain seems 
to contribute to this.3 4 Many patients look 
to their doctors and nurses to help them 
make sense of their spiritual issues.5–7 
But many doctors and nurses do not feel 
comfortable or equipped to do so.8–11 
This, in part, is because palliative care has 
predominantly focused on the prevention 
and relief of physical and psychosocial 
problems to improve quality of life.12–14

Spiritual palliative care is often under-
stood and administered as consisting of 
assessments and interventions to directly 
avoid or tackle a spiritual crisis.15 A 
different way to understand spiritual 
palliative care, however, is as an approach 
that can contribute to quality of life by 
identifying and supporting existential 
or spiritual strengths of patients.16–18 
Such an approach may serve as a buffer 
against negative feelings, and can help 
pave the way towards inner peace and 
transcendence.19

This strengths- based perspective, stem-
ming from the field of social work, and 
taking hold in nursing, chaplaincy, coun-
selling and psychotherapy,20–24 has slowly 
become more manifest in spiritual or exis-
tential palliative approaches.25 26 Famil-
iarity with such approaches could help 
care professionals, especially those not 
specialised in spiritual care, to provide 
more and more specific day- to- day spiri-
tual support to patients.

To the best of our knowledge this is 
the first thematic review of existential 
or spiritual strengths- based approaches. 
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The research question was: what is known about how 
patients receiving palliative care can foster their exis-
tential or spiritual strengths? The goals of this study 
were to classify approaches that can be seen as existen-
tial or spiritual strength based and synthesise these in 
an overarching framework.

METHODS
Study design and working definition
For our review we conducted an interpretative 
synthesis. An interpretative synthesis goes beyond 
a summary of studies by reanalysing and combining 
findings from various studies into a whole.27 This 
whole offers a conceptual framework that provides 
added value through new insight into the subject of 
study. As the primary focus our interpretive synthesis 
was to map a first overview of empirically grounded 
strength fostering approaches in its manifoldness, no 
additional quality assessment or risk of assessment bias 
was conducted.

At the start of our interpretative synthesis process, 
we used as a working definition of strengths the defi-
nition by Gottlieb,21 from the innovative field of 
strengths- based nursing care:

Strengths are a person or family’s special and unique 
qualities and resources that define their personhood. 
Strengths are needed to meet goals, develop health, 
meet illness challenges, facilitate and promote 
healing by restoring wholeness, and assist the person 
to get the most out of living. Strengths are a person’s 
capabilities, and they come in many forms, including 
assets, capacities, competencies, resources, skills, 
talents, and gifts.

This definition was deemed suitably complete regarding 
the understanding of strengths and strengths- based 
approaches to start a preliminary investigation with.

Preliminary investigation and search strategy
To gain a first understanding of dominant concepts 
and terms associated with existential and spiritual 
strengths care approaches, a preliminary investigation 
was conducted in Google Scholar by the researcher 
(MH). This investigation provided a successive over-
view of the field through: (1) A typology of how patient 
strengths are understood in the palliative care litera-
ture, (2) A typology of to what spiritual or existential 
ends these strengths are deployed, (3) A typology of 
approaches and methods associated with these ends, 
and (4) A typology of working ingredients mentioned 
in the approaches and methods found. This overview 
was then discussed between the researcher (MH) and 
senior researcher (CL) in order to reach a joint under-
standing of key concepts and help determine search 
strategy aspects. It was noted that fostering existential 
and spiritual strengths helped patients feel more posi-
tive and resilient through concepts like meaning and 
purpose, hope, connection and dignity. With regard 
to the fostering approaches, it became clear that these 

had both identifying and supporting mechanisms. With 
regard to our working definition it also became clear 
that existential or spiritual strengths were less about 
unique characteristics of personhood (such as talents 
and gifts), and more about accessing and experiencing 
a strongly sustaining feeling of transcendence. These 
terms and conceptual enrichments provided a more 
precise frame of inquiry and were used as input for 
a first search string that was built with the help of an 
experienced information specialist.

This search string was then further honed within the 
Scopus database as it was deemed most promising for a 
review question with existential, spiritual, religious and 
psychological aspects. The search was further refined 
to include only empirical, peer- reviewed articles of the 
last 20 years (dating back from 21 February 2019), so 
as to avoid opinion pieces and include the most recent 
scientific paradigms. Furthermore, only English arti-
cles were included. Following the advice of the infor-
mation specialist, the final search string was then used 
to search Scopus and the Web of Science, PsycINFO 
and Cumulative Index to Nursing and Allied Health 
Literature databases, to ensure the inclusion of more 
relevant articles. See table 1.

Inclusion criteria and study selection
Based on discussions and key articles found within the 
preliminary search, the researcher (MH) and senior 
researcher (CL) determined the criteria for articles to 
be included in the search. Articles were included only if 
they fulfilled all five following criteria: (1) A focus on 
palliative care, (2) A focus on the patient, (3) Naming 
patients’ existential, spiritual, religious and or psycho-
logical sources of strength, (4) Naming approaches to 
foster these strengths, and (5) Containing empirical 
grounding of how these fostering approaches worked.

The researcher (MH) made the first selection based 
on title. Researcher (MH) and senior researcher (CL) 
independently then scored the abstracts of selected 
articles as suitable or unsuitable for inclusion. Abstracts 

Table 1 Search strategy

Search 
category Corresponding search string

Care situation “end of life” OR “palliative” OR “terminal” OR “life 
threatening illness”

Main theme strength* OR resource* OR transcend* OR meaning* 
OR purpose* OR hope* OR connect* OR resilien* OR 
coping OR healing OR dignity

Relevant 
dimensions of 
main theme

spirit* OR existen* OR religio* OR psycholog*

Approach type intervention* OR approach* OR guide* OR ritual* OR 
strateg* OR therap* OR practice* OR art

Accent on 
identifying

identif* OR find* OR acces* OR asses*

Accent on 
supporting

support* OR facilitat* OR foster* OR utili* OR bolster*
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that were agreed on as suitable were included. For 
abstracts where there was disagreement of suitability, 
researchers discussed their differing selections until 
agreement was reached on suitability for inclusion as 
full- text article. The researcher (MH) then selected 
the final batch of articles to be included and discussed 
the eligibility of these with the senior researcher (CL) 
until they reached agreement on eligibility. Figure 1 
describes the results of the data selection procedure.

Analysis
Included articles were summarised for analysis 
purposes listing the authors, existential or spiritual 
strengths named, a description of the strength fostering 
approaches linked to the named strengths, and the 
guiding or working principles of those approaches. 
The descriptions of the strength fostering approaches 
and their working principles were grouped according 
to the corresponding strengths and each group was 
then subjected to thematic analysis by the researcher 
(MH).28 From this grouping five types of existential or 
spiritual strengths emerged.

Thematic synthesis was done in order to identify and 
name overarching themes with regard to the found 
fostering approaches and their working principles. 
Sixteen such themes (approaches and corresponding 
working principles) were found. Named themes were 
compared with the source texts, to check alignment 
with the original descriptions within the articles. By 
contrasting the overarching themes per group with 
each other through constant comparison, a clearer 
understanding was also reached with regard to the 

defining characteristics of each strength. Following 
this analysis, the researcher (MH) discussed the over-
arching approach themes with the senior researcher 
(CL) and a visualisation best encapsulating the results 
was conceptualised.

RESULTS
Interpretive synthesis review
Table 2 presents the characteristics of the 14 studies 
included. Overall, 909 patients participated in these 
studies in eight different countries. Most patients were 
English speaking with end- stage cancer researched 
in the USA. At least nine types of professional disci-
plines were involved. Seven of the included studies 
only explored the spontaneous existential or spiritual 
strength approaches of patients.29–35 Five dealt with 
more formal approaches of care professionals to help 
patients.36–40 Two studies contained elements of both, 
conducting an interview with patients as an existen-
tial or spiritual intervention, and exploring natural 
approaches in the analysis of given answers.41 42

Through thematic analysis, 16 existential and spiri-
tual strength approaches emerged, grouped according 
to five main strengths: meaning, connection, agency, 
hope and faith. Certain papers contained multiple 
approaches related to various strengths (see main find-
ings below). Ten papers contained approaches related 
to meaning, nine papers to agency, nine to hope and 
four to faith.

Working definition
Analysis also revealed that existential or spiritual 
strengths are thought of as deeply sustaining feel-
ings that repeatedly give patients the experience of 
energy, certainty, clarity and guidance. Furthermore, it 
emerged that existential or spiritual strength fostering 
approaches often appear circular. That is, the strengths 
were found to be a source, vehicle and end result of 
the fostering, forming a virtuous cycle as opposed to a 
vicious cycle. The existential strength of meaning, for 
example, was seen to be fostered by making meaning, 
using previous meanings.

Main findings
Meaning
Being able to experience meaning as an existential 
or spiritual strength was found in a broad variety 
of the included studies.31 32 34 36–42 In understanding 
and feeling what is truly significant to them, patients 
receiving palliative care were able to boost their well- 
being. Overall, four distinct approaches that foster this 
type of strengthening experience were found: main-
taining a sense of normalcy, experiencing sanctuaries, 
reassessing what is most important and reconstructing 
an essentially positive self.

Maintaining a sense of normalcy
In studies that described the more or less spontaneous 
approaches by patients themselves, upholding meaning 

Figure 1 Flow diagram of the study selection procedure.
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through maintaining a sense of normalcy stood out.32 34 
Patients did so by continuing their valued daily routines 
as much as possible. For instance, they derived positive 
meaning from rituals such as having a start- up moment 
with a morning cup of coffee, still being able to walk 
the dog or go to a museum. By focusing on such activ-
ities and telling people about them, patients were able 
to find strength in the invigorating sense that previ-
ously valued life aspects still continued.

This approach was also found in studies concerning 
the professional therapeutic approach of Dignity 
Therapy.39 41 By asking patients directly about their 
valued routines and activities and facilitating the 
continuation of these, care professionals strove to 
contribute to the maintenance of meaningful life 
aspects. Within Dignity Therapy, this continuation is 
furthermore extended to ascertain meaningful family 
or societal roles of patients, such as caregiver or 
advisor, and facilitate the continuation of such roles 
wherever possible.

Experiencing sanctuaries

Certain patients also found strength through experi-
encing sanctuaries.31 32 By turning away from the daily 
pressures and seeking refuge in special activities and 
places, patients were able to replenish themselves. 
Through these replenishing experiences in turn, such 
places and activities attained special meaning, as givers 
of existential/spiritual strength. Examples of sanctu-
aries included being in a specially decorated room that 
one had helped design, or being in a special place in 
nature, for instance through gardening.

Reassessing what is most important

Within the palliative context patients spontaneously 
also took the time to reflect on their own lives and take 
stock.31 By allowing themselves to think deeply and 
clearly about what has been most important to them in 
their life, they prioritised, aggregated and integrated a 
sense of existential or spiritual meaning. Through reas-
sessing, patients gained a new perspective on life and 
with it a strong feeling of inner strength and a wish to 
focus only on what they deemed most important in the 
remaining time.

The facilitation of this kind of reflection is also at the 
heart of the professional care approach of Meaning- 
Centered Therapy.36 37 Within multiple therapy 
sessions, palliative care patients are invited to reflect 
on what has been, and is, important in their lives. 
Three main life aspects are introduced and explored: 
the attitudinal, mainly found in exploring how 
patients successfully overcame previous life challenges 
and limitations; the experiential, found in exploring 
experiences of love, beauty and joy/humour; and the 
creative, found in exploring how patients fulfilled 
important roles and worked to achieve important 
goals. Through such reflection, important aspects 
of patients’ lives become activated as existential or A
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spiritual strengths that can be drawn on to face current 
challenges and help shape ideas about what to do in 
the immediate future. Likewise, Dignity Therapy and 
a professional Life Review programme,40 42 contain 
meaning- activating questions such as: what are the 
most important roles you have played in life (family 
roles, vocational roles, community service roles, etc)?, 
what are your most important accomplishments? and 
what do you feel most proud of?

Reconstructing an essentially positive self
Reassessing what is most important is similar to, yet 
separate from, the spontaneous approach of recon-
structing an essentially positive self.31 42 Through the 
reassessment of important roles and relations, atti-
tudes intermingled with overcoming adversity, experi-
ences of love and beauty, goals and accomplishments, 
patients can also create a new understanding of who 
they are. This reconstruction can give a heightened 
sense of personal growth and an experience of a posi-
tive identity as existential or spiritual strength.

Facilitation of this type of reconstructing could also 
be found in the professional approaches of legacy 
making.36–40 In such approaches, patients are asked 
to act on questions like; are there specific things that 
you would want your family to know about you, 
and are there particular things you would want them 
to remember? By stimulating patients to assemble an 
essentially positive ‘about me’ collection to pass on to 
significant others, for instance, in the form of a diary, 
booklet, collage or recording, care professionals seek 
to bolster an experience of positive personhood.

Connection
Feeling deeply connected with others also emerged as 
an important existential or spiritual strength.30 31 34–40 
It is in the real or imagined sharing of positive feeling 
that these patients felt energised. Three strength- based 
connection- building approaches were found: opening 
up to significant others, giving and receiving care and 
envisioning continuation across generations.

Opening up to significant others
Sharing worries was seen to be a way to deal with 
existential uncertainty.31 But there was another side to 
this sharing as well. Through opening up about their 
most cherished memories, emotions and beliefs, and 
sharing these with significant others, loved ones and 
caretakers, patients felt great strength in a bonding 
experience.34 35

This type of sharing is also facilitated within the 
care professional approach of Meaning- Centered 
Therapy and the PATS (Presence, Active Listening, 
Touch, Sacred Story) intervention.36 37 42 Patients are 
stimulated to search for different types of meaning in 
their lives, and to share what they find with signifi-
cant others. By encouraging patients to open up and 
share, be it in conversations, letter writing, or other 

means, meaning- centred therapists seek to stimulate 
the strength- giving aspects of relationships.

Giving and receiving care
Through the maintenance of certain familial and soci-
etal roles (a sense of normalcy), patients also sought 
to maintain the ways to care for and receive care from 
loved ones.30 By continuing care activities, for instance, 
with regard to children or grandchildren, they felt a 
vital connection in being able to provide, help and 
guide. Likewise, in being cared for, by loved ones and/
or care professionals, certain patients felt existential 
strength in being appreciated.

Envisioning continuation across generations
Some patients sought to bolster a sense of connection 
by becoming more conscious of their individual life 
in relation to the preceding and succeeding familial 
generations.35 By taking the time to become more 
mindful of such a grand flow of interrelations and 
the importance of the continuing succession, certain 
patients found strength in feeling a part of a familial 
line.

Such envisioning is also facilitated by the legacy 
making aspects of various care professional 
approaches.36 37 39 40 Therein, a central question by 
care professionals is: what wisdoms, traditions or 
lessons learnt would you wish to impart to future 
generations? As patients think about what to pass on, a 
deeper feeling of continuance through the generations 
may emerge and invigorate.

Agency
Analysis of the included studies showed that a sense 
of agency could be an existential or spiritual strength 
for patients.29–32 34 36 37 39 42 In (still) experiencing a 
capacity to act, to be able to do and affect something, 
these patients receiving palliative care became infused 
with vigour. Three agency- building approaches were 
found to be of key importance in this regard: main-
taining a sense of control, refocusing goals and contin-
uous adaption.

Maintaining a sense of control
Closely akin to the meaning approach of maintaining 
normalcy, is the agency bolstering one of maintaining 
a sense of control. By being able to initiate cherished 
activities, such as staying involved in planning things 
and caring for others, patients spontaneously also 
sought to retain a sense of control. For some, this 
control stimulated an energising feeling that they were 
still in charge of certain things in their lives.31 32 34

The professional approach of Dignity Therapy also 
was found to enhance a sense of control39 in that it 
stimulates continuation of cherished activities and 
roles. In addition, because Dignity Therapy seeks to 
continuously provide a sense of choice, for instance, 
regarding care decisions and planning, it also can 
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enhance experienced control and responsibility. Lastly, 
Meaning- Centered Therapy and the PATS interview 
intervention,36 37 42 through exploring memories of 
overcoming adversity, also give patients a sense of 
control, although based on past events.

Refocusing goals
Some patients who were able to support agency them-
selves, also sought to refocus their goals, so that they 
could continue to attain them. First, they sought to 
foreground short- term goals and let go of long- term 
ones, allowing them to focus on what was achievable 
now.34 Second, fuelled by the realisation that living 
now was the most important thing, patients reprior-
itised their goals. They realised that certain activities, 
such as taking a trip, making a phone call or a having 
family get- together, should not be postponed any 
longer.31 Third, patients refocused goals by honing in 
on more modest or subtle positive milestones, such as 
striving to still dress oneself everyday.29 Through this 
refocusing on the immediate, timely and achievable, a 
sense of agency was maintained or rekindled.

This refocusing of goals is also aided in aspects of 
Dignity Therapy.39 By talking to patients about and 
encouraging the redefining of what is still possible, 
care professionals facilitate the assessment of how a 
sense of agency can be found.

Continuous adaptation
For some patients, agency was also found in contin-
uously adapting, finding new ways to keep reaching 
desired goals.30 32 They did this through finding substi-
tutions for cherished activities that were no longer 
possible or by continuously checking if activities that 
were not possible before became possible again. By 
seeking other means to the same end, for instance, 
finding ways to share a family moment other than a 
family dinner because of difficulty in eating, patients 
creatively found ways to adapt. In addition, by contin-
uously checking if certain activities became possible 
again, even temporarily, they found opportunities to 
pursue these once more.

Hope
Having hope was also found to be an existential 
or spiritual strength for patients in the included 
studies.29 31 33 35–39 41 Through having a positive perspec-
tive on the possibilities of the future, patients could still 
feel the push and pull of optimism. Thematic analysis 
of the studies revealed four ways by which hope could 
be supported or enhanced: setting special targets, 
imagining alternate outcomes, building a collection 
and extending wishes.

Setting special targets
Very much akin to the previously mentioned agency- 
building approach of refocusing goals, is the subset 
approach of setting special targets.29 31 By setting 

overriding objectives of key significance, such as 
achieving final personal growth or spending time with 
a son from abroad one last time, some patients also 
cultivated prospective ideas that could uplift them.

In part this process is also facilitated within Dignity 
Therapy and Meaning- Centered Therapy.36 37 39 In 
helping patients to prioritise their expectations about 
the possible future, such special targets can also be set.

Imagining alternate outcomes
In two studies it was found that patients also used their 
imagination or a type of magical thinking to engender 
a feeling of hope.33 35 By fantasising about the possi-
bility of a miracle cure or imagining themselves still 
being a (spiritual) presence in the lives of loved ones, 
they entertained alternative strength- giving scenarios.

Building a collection
In one study, focusing on the care professional Living 
with Hope programme,38 patients were encouraged to 
collect symbols that gave them hope. This was done in 
order to more fully help form and sustain hope as an 
existential or spiritual strength. Patients’ hope collec-
tions included poems, writings, pictures, photographs 
and music. Focusing on these items intermittently 
helped some to raise their spirits.

Extending wishes
The hope- building exercise of extending wishes was 
found in multiple care professional approaches.36–39 By 
stimulating patients to think about what they wished 
for loved ones in the future and extend it, for instance, 
through conversations, letter writing and legacy docu-
ments, care professionals sought to affix attention on a 
positive future. Within the legacy making activity,36 37 39 
this extending of wishes about the future was found to 
be closely aligned with the sharing of valuable lessons 
learnt that patients wished to impart.

Faith
Lastly, faith was also found to be an existential or 
spiritual strength in certain studies.29 31 33 34 Through 
placing trust in the supernatural and honouring it, 
some patients receiving palliative care experienced the 
grace of the divine. Analysis of these studies revealed 
two strength- building approaches: living the tradition 
and relating to a benevolent force.

Living the tradition
Within the palliative phase, some patients sought to 
enhance their knowledge of, and/or adherence to, 
spiritual or religious traditions.29 33 34 By strongly (re)
connecting to basic Christian, Buddhist or Islamic 
tenets, such as the importance of connecting with 
family and the community, the wheel of cause and 
effect or the unconditional surrender to the will of 
God, they found basic beliefs that could give strength. 
Adhering to doctrinal activities such as prayer, 

copyright.
 on A

pril 9, 2024 by guest. P
rotected by

http://spcare.bm
j.com

/
B

M
J S

upport P
alliat C

are: first published as 10.1136/bm
jspcare-2020-002379 on 14 S

eptem
ber 2020. D

ow
nloaded from

 

http://spcare.bmj.com/


 8 Haufe M, et al. BMJ Supportive & Palliative Care 2020;0:1–11. doi:10.1136/bmjspcare-2020-002379

Review

meditation or making merits by giving alms, honoured 
these beliefs and made them practical, providing invig-
orating guidance.

Relating to a benevolent force
Though relating to God as a benevolent force could 
be a part of living the tradition,33 relating to a benev-
olent force outside of tradition was also found to be 
an important strength- building approach for some 
patients. These patients sought to feel and relate to 
a benevolent force as a friend or partner, being there 
for them and guiding the process of care.34 Some 
also related to this force of good as a current flowing 
through the care professional.29

Synthesis
Each of the aforementioned approaches can be 
grouped according to an overriding working principle 
of that strength. Meaning is about finding significance 
in various life aspects. Connection concerns sharing 
positive feelings in various ways. Agency is about expe-
riencing the capacity to act, to do and affect. Hope 
pertains to having an optimistic future perspective. 
And faith consists of relying on the supernatural.

Each strength- giving approach seems to build on 
kernels already present, stimulating in patients more 
fully a deep feeling that lifts, invigorates and guides. 
In this manner the workings of the found existential 
or spiritual strengths approaches seem to be somewhat 
circular. For instance, kernels of hope are located and 
stimulated through a hopeful exercise, stimulating a 
sustaining feeling of hope.

At the same time, a fair amount of correspondence 
seems to bind approaches together across strength 
groups. Ways that engender hope for instance, such 
as setting special targets, are much aligned with the 
refocusing goals approach that instigate a sense of 
agency. Likewise, maintaining normalcy can allow for 
the continuation of meaningfulness in patients’ lives 
while at the same time, through maintaining important 
roles, facilitate a sense of connection.

Based on such mechanisms, similarities and synchro-
nisations, the approach groups discussed can be visu-
alised as separate, yet interlinked, strengthening each 
other. Much like the blades of a propeller, as can be 
seen in figure 2.

DISCUSSION
Main findings
Our review findings suggest that within the domain 
of palliative care, at least 16 existential approaches 
foster five existential or spiritual strengths. Main-
taining a sense of normalcy and finding sanctuaries, 
reassessing what is important in life and recon-
structing an essentially positive self were found to 
bolster a sense of meaning for patients. Opening up 
to significant others, giving and receiving care and 
envisioning continuation across generations, was 

seen to foster a deep sense of connection. Being able 
to maintain control and also the refocusing of goals 
and an approach of continuous adaptation reinforced 
the experience of existential agency. Setting special 
targets, imagining alternate outcomes, building a 
collection and extending wishes kindled feelings of 
strength- giving hope. And lastly, the approaches of 
living the tradition and relating to a benevolent force 
strengthened faith.

Most approaches were found to be present in spon-
taneous, patient- driven processes, as well as in more 
formal care- driven interventions and programmes. 
Care professional approaches were found to explic-
itly encourage and support all of the patient- driven 
approaches mentioned above, except for experiencing 
sanctuaries, imagining alternate outcomes and relating 
to a benevolent force. Conversely, only two sole care 
professional approaches were found in this review: 
extending wishes and building a collection.43–46 In this 
regard it can be said that, when working to enhance 
sources of existential and spiritual strengths, care 
professionals seem to closely follow what patients 
spontaneously seek to do.

With regard to ways to understand existential or spir-
itual strengths, our frame of reference evolved from 
strengths as unique qualities such as traits and talents 
that define a person’s personhood,21 to strengths as 
deeply sustaining feelings that repeatedly give patients 
the experience of energy, certainty, clarity and guid-
ance. As such, existential or spiritual strengths emerge 
out of creative relationships between that individual 
and their environment. Within that creative rela-
tionship, strength fostering can be seen as a virtuous 
cycle: taking existing elements of the strength (such 
as symbols of hope) and rearranging or adding on to 
them in such a way that a new sustaining feeling arises. 
A person might do this in a solitary manner or together 
with others.

Figure 2 The propeller; a model of existential/spiritual 
strength approaches.
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Strengths and limitations
In bringing together these approaches as they relate 
to specific existential or spiritual strengths this review 
offers new insight. To our knowledge, this is the first 
study that has reviewed the palliative care literature 
from a broad existential or spiritual strength- based 
approach perspective. There are a number of reviews 
on particular strengths, such as meaning or hope, but 
these usually do not include other approaches to foster 
these strengths. Rather, they have sought to under-
stand and integrate the development of meaning or 
hope as a concept,47 48 or illuminate care professional 
perspectives on patients.43

Certain reviews concerning Dignity Therapy and 
life review do cover some of the bases mentioned in 
our review,44 45 for instance, with regard to finding 
strength in a diverse array of meanings, but more from 
an evaluative perspective of outcomes. They do not 
strive to explain the working principles that specifi-
cally foster existential or spiritual strength.

One review, by Guerrero- Torrelles et al,46 does try 
and explain how interventions can promote positive 
meaning by outlining a few overriding principles. 
But this review too, does not make clear how each 
approach contributes to the bolstering of an existential 
or spiritual strength. Our review does make these types 
of connections clear and does so for a wider array of 
resources. In this way our ‘Propeller’ can contribute to 
a greater awareness and understanding of how existen-
tial or spiritual strength fostering within the palliative 
setting works and can be facilitated.

Apart from these strengths, this review has its limita-
tions. First, a strict set of selection criteria was main-
tained for this review. For instance, articles were only 
included if they explicitly dealt with a discernible 
existential or spiritual strength- based approach and a 
reflection on the specific workings of steps or aspects 
of that approach. This combination has excluded arti-
cles that offer cursory pieces of the strength- based 
approach puzzle. In the aforementioned review on 
meaning by Guerrero- Torrelles et al for instance, a 
gratitude approach is named, but its workings are not 
explained, and has therefore not been included.

Second, an emphasis in this review on empirical 
material has also excluded practices that could be 
of interest but have not themselves been subjects of 
empirical research. This has, for example, led to the 
exclusion of interesting existential strength- related 
questions which have not been examined in their use, 
such as: ‘do the important people in your life know 
what they mean to you?’ contained in block,49 or ‘what 
is there in your life that gives you internal support?’, 
within the HOPE assessment approach.19 Because of 
these limitations, our review can best be viewed as a 
starting point, providing a framework on which to 
build and to refine.

Lastly, within the parameters of our selection criteria 
we have found only a few articles that were suitable for 

inclusion. Because the ‘Propeller’ is based on a modest 
amount of articles, it can only be seen as a first step in 
charting a new research theme. The dependability and 
transferability of the themes found need to be further 
tested in research and practice.

Clinical implications
The proposed ‘Propeller’ framework can help profes-
sionals working in palliative care, especially those not 
specialised in spiritual care, in a number of ways. First, it 
stimulates awareness that there are specific approaches 
that can lead to patient experiences of existential or 
spiritual strength, and that these ways are important 
from a distress- reducing perspective, and from a view-
point of (final) human flourishing. This awareness can 
also be supported by the insight that the existential or 
spiritual is often found in everyday, simple things, and 
is mostly not situated in an otherworldly dimension 
out there, but in an essential dimension right here.

Second, through awareness of the found approaches, 
care professionals can learn to align and coordinate 
their care more to find and foster existential or spiritual 
strengths. This can take the form of better facilitating 
what is already happening, of providing guidance to 
patients who are trying to find their way or of stim-
ulating patients’ awareness of another, possibly more 
positive, side.

Third, the propeller model can offer care profes-
sionals a starting point to become aware of other ways 
to find and foster existential or spiritual strengths. The 
five strengths and 16 approaches identified are only 
a preliminary configuration, to which existing, non- 
scientific but pragmatic approaches, for instance, of 
experienced nurses in palliative care, can be added.

With all the above applications, however, the frame-
work must not be seen as a way to simply assess a 
patient’s strengths. Professionals should be mindful of 
the finding that existential or spiritual strengths emerge 
out of and build on creative relationships between that 
individual and his or her environment. The ways in 
which these creative relationships can best be fostered 
are, in the end, unique for each individual.

Future research
In light of the above, three avenues for future research 
can be stipulated. First, different ways to thoroughly 
examine the existing literature with regard to exis-
tential or spiritual strength- fostering approaches 
should be carried out to gain a more complete scien-
tific picture of this important, yet underdeveloped, 
palliative care domain. By providing different scien-
tific review windows on this subject, a debate can be 
stimulated as to how, existential or spiritual strength- 
fostering palliative care should be understood and 
carried out. Based on this review, the scientific debate 
seems to be largely missing, even though quite a few 
scientists have emphasised the importance of this type 
of care.1 16 17 19 25
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Second, and for the same reasons, more research 
needs to be conducted to understand and evaluate just 
how a diverse array of patients’ and care professionals’ 
strength- fostering approaches work. Taking the char-
acteristics of the patient population covered by this 
review into consideration, it would be important to 
extend research to other countries and cultural groups.

Third and lastly, more research needs to be done 
that engages and incorporates practical knowledge 
of palliative care professionals, in order to scientif-
ically unearth and test existing strength- fostering 
wisdoms in the field. The practice of participatory 
action research,50 with its emphasis on co- creation 
within a cyclical research design of plan, try, evaluate 
and adjust, seems to be particularly well suited in this 
regard.

CONCLUSION
In conclusion, the researchers are hopeful that the 
proposed ‘Propeller’ framework may power up scien-
tific debate on the importance of existential or spiritual 
strengths approaches and stimulate greater awareness 
among palliative care professionals of how to support 
patients receiving palliative care.
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