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Abstract

Background: Increasing the quality of life with short interventions for vulnerable patients is one of the objectives
of palliative care. Biographical approaches are used in a range of different interventions which may require
considerable resources of staff time and energy. This study evaluated the feasibility of training hospice volunteers in
biographical interviews of patients confronted with a life-limiting disease. For the purpose of this study, we
evaluated resources such as time needed for training, coordination and supervision, outcome such as completion
of the intervention in appropriate time and risks such as causing distress in patients or volunteers as major
determinants of feasibility.

Methods: Nine volunteers from a hospice service attended an advanced training with an introduction to palliative
care, biography work, interview techniques, transcribing and writing. Volunteers interviewed a patient and
developed a written narrative from the interview. Volunteers completed a questionnaire before training and were
interviewed at the end of the project. The interviews were audiotaped, transcribed, and evaluated using descriptive
and qualitative content analysis.

Results: Patients provided positive feedback from the intervention. Volunteers felt that their involvement was
personally rewarding and were moved by the courage and confidence of the patients. There were no systematic
problems or negative experiences reported neither by volunteers nor by patients.

Conclusions: We found the use of volunteers for biography work with patients in palliative care feasible and
effective in this study. Volunteers needed supervision and ongoing support in providing this intervention.
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Background
Diagnosis of a life-limiting disease is a disruptive experi-
ence. In consequence patients often feel that life is di-
vided in the time before diagnosis and the time with the
illness. Patients need to cope with their illness and need
to realign their identity accordingly. Palliative care is a
holistic approach, with all health care professionals in
the team in close communication with the patient and
his caregivers looking for resources supporting the pa-
tient [1]. Narratives are an important tool to construct
meaning, and there is a growing body of literature and
research in the use of narratives in palliative care [2–5].
Telling stories is an intrinsic part of human beings. An
alleviating effect may be achieved by a nonjudgmental

and interested listener [2]. Volunteers` engagement with
patients is a key resource [6] and is characterized by in-
formality [7] for they stand for unintentional awareness.
Volunteers in palliative care prove responsibility of soci-
ety and are crucial to guarantee future growth of hospice
and palliative care as stated in the review of Candy et al.
[8] Involvement in biographical interventions meets the
categories `being with´ and `doing for´ facilitating well-
being as described by Dodd et al. [9] The roles of volun-
teers can be described as ambiguous and this should not
imply quasi-professional roles or substitutive roles [7].
Ambiguity should be a plus and stand for flexibility and
patient-orientation.
Different concepts using biographical elements have been

proposed such as Short-Term Life Review [10], Life Review
[11, 12], Life Completion Therapy [13], Meaning-Making
Intervention [14], Living with Hope Program [15], or
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Dignity Therapy [16, 17]. Biographical interventions have
been shown to increase the quality of life and alleviate de-
pression [13, 18–22]. However, psychosocial interventions
such as biography work are not widely implemented. Sus-
tainability of such interventions is challenging due to high
staff costs [17, 23]. Fitchett et al. [17] describe Dignity Ther-
apy as costly and time-consuming and discuss the question
who should provide the intervention. Keall et al. [23] elicit
the limited implementation from perception of time and re-
sources. They see potential in administering interventions
by trained volunteers.
In some countries such as Australia, New Zeeland,

United Kingdom biography interventions are not provided
by health care professionals, but by hospice biographers or
volunteer biographers [1, 24, 25]. Volunteers are an indis-
pensable feature in hospice and palliative care. They are
well established in most countries [26]. A randomized
controlled study from Allen et al. [27] demonstrated that
senior volunteers were able to deliver a reminiscence and
creative activity intervention in an outpatient setting.
Looking at the experiences of the volunteers with a quali-
tative approach [28] revealed a positive impact and per-
sonal benefit for the volunteers. The authors see a need
for further research in the realm of implementation and in
the long-term impact on volunteers.
In Germany, it is estimated that more than 40.000 volun-

teers contribute to hospice and palliative care. Volunteering
has a longstanding tradition in Germany as a major part of
hospice care. Training for hospice volunteers in Germany
comprises a total of 100 to 120 h focused predominantly on
reflection on motivation, but also on qualification and work
experience. Volunteer tasks are described in the training
curriculum as developing a trusting relationship with the
patient, accompanying the patient and the family, providing
psychosocial support, dealing with death and dying, facili-
tating communication and helping with social, ethical, and
spiritual issues [29].
Volunteers could provide a huge manpower resource

for psychosocial interventions such as biography work.
However, adequate training and supervision has to be
ensured. The intervention used in this study was a short
open biographical approach to foster story-telling.
Patients could choose the topics they want to talk about.
This intervention is in the style of Romanoff and
Thompson [2] who claim that narrations about life or
illness have potential to seek for meaning.
The overall aim of this study is to examine if a

biographical intervention provided by skilled hospice
volunteers is feasible regarding the following domains: i)
resources: do we have the resources for training, coord-
ination and supervision; ii) outcome: can the volunteers
finish the intervention comprising the interview and the
writing in an appropriate time, and iii) risks: are there
indications for distress in patients or volunteers.

Methods
The Methods` section is organized along the TIDieR
Checklist [30].

Aim
The overall aim of this study is to clarify if implementa-
tion of a volunteer provided intervention with a bio-
graphic approach is possible. We tested a short open
biographical approach as “unstructured autobiographic
storytelling “ [2, 31]. We were looking for a sustainable
concept to implement this intervention.

Design
The study was designed as an open uncontrolled mixed
methods study, evaluating qualitative and quantitative
data in a small convenience sample.

Setting
The intervention took place on the palliative ward of
University Hospital Bonn. The ward has a cooperation
agreement with hospice service `Bonn Lighthouse´.

Participants
Volunteers were recruited by the coordinator on a
supervision group meeting. Inclusion criterion was train-
ing as a hospice volunteer was completed (120 h plus
supervision of first cases). Patients were recruited on the
Palliative ward of University Hospital Bonn by one of
the authors (MH). Inclusion criteria were: > 18 years,
German speaking, no psychiatric diagnosis, no mental
constraints.

Intervention
We tested an “unstructured autobiographic storytelling
“(Webster, Romanoff) delivered by volunteers. Studies
have demonstrated that biographical interventions im-
prove quality of life and decrease depression in palliative
care patients [10, 13, 20–23, 32–34]. Implementation in
clinical practice is sparse. Volunteers have been able to
deliver a reminiscence intervention [27]. However, the
open question is if implementation of a volunteer-based
intervention is feasible.

Materials
[1] Baseline evaluation with closed questions was used
before the training in biographical work for volunteers.
The structured questionnaire included seven questions
about their skills, four questions on their appraisal of
biography work, and six questions about their motiv-
ation (see Additional file 1) [2]. At the end of the project
we performed a focus group interview. All volunteers
were asked to talk about their experience along open-
ended questions on the following issues: preparation, the
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interview itself, transcribing procedure, writing and their
evaluation. (see Additional file 2)

Procedures
Written consent and the self-administered questionnaire
[1] were collected from each volunteer before starting
the training. Training, intervention and evaluation were
performed in three phases.

Phase 1 (training)
Volunteers were trained in biography work for 14 h. This
consisted of an introduction unit (2 h) and three work-
shops lasting four hours. Learning goals included know-
ledge about influence of illness, goals of palliative care,
importance of storytelling as a coping method, and op-
tions for biography work. Technical skills included active
listening, mirroring answers and reflecting emotions,
and skills to handle audiotapes and transcription soft-
ware. Self-experience took a major time share so that
volunteers were reflective to their own biography and
learned how to handle challenging interview situations.
Volunteers were taught to come to patients as a writer
not as an investigator. Supervision was provided during
the whole time and volunteers were accompanied in
every phase of the project.

Phase 2 (intervention)
All volunteers were informed when a patient had given in-
formed consent to participate in the project. If volunteers
could meet the patient in the following week they con-
firmed by mail. At the day of the interview they had a
short briefing and received a dictaphone. One of the au-
thors (MH) accompanied the volunteer to the patient, in-
troduced them to each other, and left the room putting a
`Do not disturb´ on the door. After the interview the vol-
unteer came to MH and returned the dictaphone. The
interview file was copied on an USB-stick and given to the
volunteer. The volunteer received a short debriefing. The
volunteer was asked to take notes of the experience and
document the time needed. MH then visited the patient
to get his feedback on the intervention.

Phase 3 (evaluation)
At the end of the project the participating volunteers
were invited to a focus group interview. This session
contained two rounds. In the first round each volunteer
talked about his/her actions along the questions [2]. In a
second round all volunteers were invited to discuss and
exchange their experiences. The focus group interview
was audiotaped and transcribed verbatim.

Who provided
Skilled Hospice volunteers from a hospice volunteer ser-
vice `Bonn Lighthouse´.

How Every volunteer interviewed a patient face to face
and constructed a written narrative from the audiotaped
interview which was then presented to the patient as a
little booklet or a letter. The initial question asked was:
“What do you want to tell? What shall I write down for
you?”
Where Patients were recruited on the Palliative ward

of University Hospital Bonn.
When and How much Data were collected between

January and July 2018. Preparation and training took
place from January till March 2018. Biography interven-
tions were performed from April till June 2018. Inter-
ventions were planned in one or two sessions depending
on the health status of the patient. However, all patients
wanted to tell their story in one session. The focus group
was held on the 25th of July 2018.
Supervision was provided during the whole time and

volunteers were accompanied in every phase of the pro-
ject. Adherence to the training content was checked by
supervisor. The palliative care team includes a psycholo-
gist and volunteers as well as patients were made aware of
this resource in case of distress related to the intervention.
The study was approved by the ethical committee of
University Hospital Bonn (no. 368/17).
Qualitative Data Analysis was performed by two of

the authors (MH, HC) using the software MAX-QDA 11.
Data were analysed using the descriptive and qualitative
content analysis [35]. The main themes of the evaluation
were inductively applied, and data were sorted into cat-
egories. Quality criteria of qualitative research are replic-
ability, triangulation and reliability [36, 37]. The data was
coded independently by two researchers for reasons of
intercoder reliability [37]. For reasons of replicability inter-
pretation of data was structured thoroughly and categories
were defined and discussed till consensus was reached.
For triangulation, categories from the analysis were com-
pared with the items of the questionnaire.

Results
Nine volunteers participated in the project and each
interviewed one patient. Eleven patients were asked to
participate in the feasibility study. Two patients dropped
out due to health decline (Table 1).

Resources
Organisation of the interviews was time consuming, re-
quiring coordination resources for matching patients
and volunteers, finding time slots for the interviews, pro-
viding informed consent and completing questionnaires.
Supervision required briefing and debriefing of the vol-
unteers. All in all, organisation and supervision of nine
biography interviews took 28 work hours. The whole
project required 9 months.
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Outcome
All volunteers managed to interview a patient and write
a story or letter in appropriate time so that all patients
got their written document. Seven interviews took place
in the palliative care unit and two at the patients´ home
due to discharge from hospital. Interviews lasted be-
tween one and two hours, on average 80min. Transcrip-
tions required between 2.75 and 8 h, with an average of
5.65 h. Volunteers wrote the stories in two to 4 days.
Stories were handed back to the patients on average 11
days after the interview (range 2 to 28 days) with 28 days
being a discordant value due to holidays of the patient.
Volunteers responded in the questionnaire that their

motivation was to improve communication skills (n = 8),
to have a new scope of activity (n = 8) and for altruistic
reasons (n = 6). Five volunteers said they received add-
itional qualification with the training and improved their
technical skills. All volunteers were interested in other
people’s life story. Four volunteers felt very well and five
well trained in communication. Seven said they were
good listeners and two rather good listeners. Five volun-
teers answered that they come easily into contact with
other people and four said rather easy. Four volunteers
expected difficulties in the interviews, described as “to
come to an end”, “flow of conversation”, “handle emo-
tions” and to “help the patient to cope with intense feel-
ings”. None of the volunteers expected difficulties in
writing up the story. Prior to the workshops eight volun-
teers appraised that patients would benefit from

biographical interviews and five said that they would use
this offer themselves.
Preparation of the interview was only described by two

volunteers, one who wrote down some questions, the
second had some exercise with the technical equipment.
The others reported no preparation.
“I made some notes, what kind of questions could I ask,

what initial introduction could I give.” (VLG2) “Pre-
pared- just in terms of technical device.” (VAZ6).
The interview itself was described as ´no-brainer´. “I

have not said a lot.” (DND1) “She talked a lot”. (DLG2)
“He had great need to talk”. (DHZ3) “I have not asked
anything. He talked to me more than an hour.” (DAZ5)
One volunteer pointed out“We laughed a lot. It was even
funny.” (DGH10).
Assessment of transcription and writing was non-

homogenous. Five volunteers reported no problems:
“It took a long time, but it was a great experience. The

patient came so near with every word.”(TND1) “I could
just type word for word and it was him.” (THZ5) “I did
not have to change anything.” (TAZ7) “I typed it com-
pletely and at the most, besides two or three small bits, I
did not change anything.” (TGV8).
Four volunteers reported difficulties, two struggled

with technical problems due to hardware. The others
complained about the time and the compilation of the
story.
“I had difficulties to download the program on my Mac.”

(TKH4) “It was very time consuming. I needed another

Table 1 Sample

Voliunteers Patients

Gender 2 men, 7 women Gender 5 men, 4 women

Age Mean 46
(range 23–65)

Age Mean 62 years
(range 30–83)

Volunteering
in hospice

Mean 4.6 years
(range 1–13)

Disease

Cancer n = 7

Non-cancer n = 2 (CHF = 1, genetic
disorder = 1)

Martial status Martial status

married/living
with a partner

n = 5 married/living
with a partner

n = 4

divorced n = 1 divorced n = 3

single n = 3 single n = 1

widowed n = 1

Highest education
level achieved

Highest education
level achieved

University degree n = 6 University degree n = 2

A-level n = 2 A-level n = 1

Secondary-school n = 1 Secondary-school n = 5

Elementary school n = 1
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program because of Apple.” (TGH9) “There were a lot of
different aspects and to make a text was difficult for me.”
(TLG3) “It was heavy going- one word at a time.” (TE6).
In the interview volunteers shared self-criticism as well

as a description of their experience. Self-criticism was
related to attentive listening and volunteers felt that it
would have been better to ask less and to keep silence.
“Already in the moment I asked the question, I felt it

was dispensable.” (SFE2) “I am thankful for the moments
where I managed to keep silent. It were long breaks, but
he needed the time. I really had to learn that.” (SND5) “I
have not guided him in the interview except once, when I
asked to tell about the relationship.” (SVG6) “When I lis-
tened to the audiotape I thought it would have been bet-
ter to have talked even less. `Hmm´ and `yes´ would
have been sufficient.” (SND7).
Experience and perception of the patient was de-

scribed, especially the closeness in the shortness of time.
“It was an intense experience.” (END1) “It was amaz-

ing, very, yes very. He became very close in the interview.”
(EAZ2) “I felt it was a gift.” (EFE4) “The patient was very
close emotionally. It was touching.” (END5) “I got more
and more deep respect for the patient … she opened up
her life for me.” (ELG8) “I was impressed and fascinated
and really affected, that his main concern in his illness
was his family.” (EHZ11) “The moment and the interview
itself is an intimate moment, this is very precious.”
(EVG18) “She was filled with thankfulness looking back.
She said she enjoyed the interview and appreciated it.
She appeared composed and placid at the end, this way I
would describe it.” (EGH20).

Risks
All patients gave positive feedback and were very satis-
fied with the intervention. Patients could choose what
they wanted to tell and what they wanted to ignore.
Therefore we did not evoke bitter memories. The major-
ity of volunteers in this pilot study were very experi-
enced. Accompanying patients and having trustful
conversations is more related to attitude rather than
technical skills. However, biography interviews require a
different attitude compared to other conversations
volunteers are having with patients and caregivers, for
example the need to listen rather than talk. The
advanced training in biography work deepened commu-
nication skills and self-experience in that regard. In
supervision and evaluation volunteers assessed the train-
ing to be sufficient and felt well prepared for the biog-
raphy interviews.
One volunteer needed a consultation with the super-

visor after the interview to cope with the patients´ fate.
The other volunteers used supervision to discuss the
interview looking for improvements in their interactions.
We found no indication for causing distress.

Discussion
Resources
The main goal of this study was to test the feasibility of
a biography intervention delivered by trained volunteers.
Within addition to the resources needed for the biog-
raphy training, coordination and supervision required
three work hours per interview, which was in the order
we had estimated.

Outcome
Patients appreciated the interest and the attention they
received in the project. The results of the randomized
controlled study of Allen et al. [27] confirm that volun-
teers could be trained to deliver an intervention achiev-
ing improvements in outcome similar to the results
found with other providers. High motivation and dedica-
tion of the volunteers were perceptible throughout the
whole project. Volunteers were very reflective and dem-
onstrated capability for introspection. However, compar-
ing the answers in the questionnaire with the guided
interview some discrepancies in self-reported skills and
appraisal of biography work were seen. Even though vol-
unteers characterized themselves as good or rather good
listeners in the questionnaire the evaluation of the inter-
views highlighted that listening was not attentive enough
and that silence was hard to bear. In contrast, four vol-
unteers expected difficulties in the interview in the ques-
tionnaire, but the evaluation of the interviews showed
no such problems. None of the volunteers expected diffi-
culties in writing the story but four volunteers reported
technical difficulties, time exposure, and problems with
the outline of the story.

Risks
Patients chose the topics they wanted to talk about in
the biography interviews. The selection of themes might
have been influenced by the setting with an interviewer
being a volunteer. We discussed if traumatic events
might be relieved by recalling the past. However, pa-
tients provided positive feedback. None of the volunteers
reported problems in the interview two patients even
dictated a letter. Similarly, most interviews did not cause
emotional distress in the volunteers, and only one inter-
vention was needed from the supervisor. Our findings
correspond with the findings of Allen et al. [27] who
stressed even positive health benefits to the volunteer.

Volunteers
Chochinov et al. used a biography intervention as a core
component of the dignity therapy for palliative care patients
[16]. However, they restricted the provision of dignity ther-
apy to trained health care professionals such as counsellors,
psychologists, social workers, chaplains, doctors, nurses, and
care workers [38]. The authors maintained that volunteers
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are not capable of performing biographical interviews. In
contrast, volunteer biographers have been reported in New
Zealand. Training volunteer biographers comprised applica-
tion and self-assessment and half-day training. The training
consisted of experiential learning, exercises and discussion.
Biographers had monthly supervision group meetings. The
benefit of the intervention which is established for 17 years
was described as development of compassionate, respectful
relationships upholding the dignity and well-being of the
patients.
Palliative care claims to provide holistic care, which re-

quires consideration of body, mind and spirit of the pa-
tients, for all these dimensions contribute to a sense of
wholeness [39]. However, there is an ongoing discussion
which professionals should cover these dimensions in
the multi-professional palliative care team. For the biog-
raphy intervention a comparison with the delivery of
spiritual care – which can be administered by generalists
such as nurses or physicians or specialists such as chap-
lains - might be helpful regarding the question of
provider. In the biopsychosocial-spiritual model of care
physicians should not restrict themselves to prescription
of medicines, but also consider spiritual care [40], in the
collaborative model each member of the team has to
provide spiritual care as part of interdisciplinary care
[41]. In the study from Hanson et al. the effectiveness of
spiritual care did not differ by professional groups. They
found a range of different professionals such as chap-
lains, nurses, physicians, social workers, family, or
friends providing spiritual care and reported a holistic
perception of spiritual care independent of the profes-
sion of the provider [42]. Extrapolating these results to
biography work, volunteers might be well suited to
address the patients´ needs to reflect on their life. How-
ever, this means that volunteers may have to be an inte-
gral part of the multidisciplinary team in order to
provide effective biography work.
Unique characteristics of volunteering are having time,

freedom of being without specific remits and the ability
to spend their whole-hearted attention. The adequate
availability of time was found to be crucial in adminis-
tering interventions by Keall et al. who looked at feasibil-
ity of life completion interventions by nurses. They even
concluded that training in counseling was beneficial but
not essential [43]. In our study patients felt esteemed
and might have found meaning and worth as discussed
by Lichter et al. [25] Training volunteers in biography
work not only provided a valuable addition in the scope
of interventions, but also offered an interesting and
enriching new task for volunteers. Burbeck et al. de-
scribed ambiguity, flexibility and informality as main
characteristics of volunteering [7]. They pointed out that
volunteers are an integral part and an economic column
in palliative care and described quasi-professional roles.

Therapeutic interventions such as music therapy or art
therapy usually are not part of the regular health care
package. In Germany, sickness funds will not reimburse
costs for creative arts interventions, so that these inter-
ventions require additional funding. We are planning to
continue with the biographical intervention using
trained volunteers from the volunteer service. This will
not be done as a clinical trial, but data from the ongoing
quality management documentation can be evaluated
descriptively with a larger sample size in the future.
The engagement of trained volunteers can ensure sus-

tainability of the provision of biography work – as well
as any other psychosocial intervention. As Allen et al.
[27] pointed out reflect involving volunteers a high mon-
etary value and they demonstrated the ability of volun-
teers delivering a reminiscence intervention. However,
volunteers cannot substitute professionals and have no
specific therapeutic remit. One volunteer needed
debriefing to cope, and coordination was needed to set
up patients and volunteers for the interview, highlighting
the need for professional supervision and coordination
to minimize risks for patients and volunteers.
Further research is needed to assess the burden on pa-

tients and volunteers as well as the effectiveness of
volunteer-led biographical interventions in studies with
larger numbers of participants in order to evaluate the
cost-effectiveness of the intervention.

Limitations
The sample of volunteers was small and homogeneous
regarding education and skills, and selection bias for the
volunteers was high. In consequence, the results are not
representative for palliative care patients nor for hospice
volunteers. Further limitation of the study is due to
translation. However, we did not aim for representative-
ness, as the main purpose was to demonstrate feasibility
of biography training and intervention. With only one
volunteer and no patient reporting distress following the
interview risk was low. Larger samples may be required
to evaluate the impact of the additional burden with
time needed for transcription of the interviews and
supervision on volunteers` motivation, as well as for
evaluation of effectiveness and risks.

Conclusions
This study confirmed that biography training for volun-
teers was feasible and enabled volunteers to perform
biographical interviews with palliative care patients. The
engagement of trained volunteers can ensure sustainabil-
ity of the provision of biography work. Patients appreci-
ated the attention they received, and volunteers felt that
their involvement was personally rewarding. Volunteers
required supervision and ongoing support in providing
this intervention.

Hesse et al. BMC Palliative Care           (2019) 18:79 Page 6 of 8



Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12904-019-0463-0.

Additional file 1. Material 1 Questionnaire.

Additional file 2. Material 2 Appraisal.

Abbreviations
MAXQDA: Software for qualitative and mixed methods research

Acknowledgements
Not applicable

Authors` contributions
MH led the whole project and drafted the manuscript. MH and HC analysed
and interpreted the data. LR made substantial contributions to conception
and design, LR, SF and HC have been involved in drafting the manuscript
and revising it critically for important intellectual content. All authors read
and approved the final manuscript.

Funding
No funding.

Availability of data and materials
The transcripts of the interviews are stored at the Department of Palliative
Medicine of the University Hospital Bonn. However, due to data protection
regulations these data cannot be shared.

Ethics approval and consent to participate
The study was approved by the ethical committee of University Hospital
Bonn (no. 368/17). All participants were informed about the study and
provided signed informed consent to participate.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Palliative Medicine, University Hospital Bonn,
Sigmund-Freud-Str. 25, D- 53127 Bonn, Germany. 2Department of
Psychology, University Siegen, Adolf-Reichwein-Str. 2a, D- 57076 Siegen,
Germany. 3Department of Palliative Medicine, Malteser Hospital Seliger
Gerhard Bonn / Rhein-Sieg, Von-Hompesch-Str. 1, D- 53123 Bonn, Germany.

Received: 27 November 2018 Accepted: 10 September 2019

References
1. Radbruch L, Payne S. White paper on standards and norms for hospice and

palliative care in Europe: part 1. Eur J Palliat Care. 2009;16(6):278–89.
2. Romanoff BD, Thompson BE. Meaning construction in palliative care: the

use of narrative, ritual, and the expressive arts. Am J Hosp Palliat Care. 2006;
23(4):309–16 PubMed PMID: 17060295. Epub 2006/10/25. eng.

3. Breitbart W. Reframing hope: meaning-centered care for patients near the
end of life. Interview by Karen S. Heller. J Palliat Med. 2003;6(6):979–88
PubMed PMID: 14733692. Epub 2004/01/22. eng.

4. Breitbart W, Rosenfeld B, Pessin H, Kaim M, Funesti-Esch J, Galietta M, et al.
Depression, hopelessness, and desire for hastened death in terminally ill
patients with cancer. Jama. 2000;284(22):2907–11.

5. Park CL, Edmondson D, Fenster JR, Blank TO. Meaning making and
psychological adjustment following cancer: the mediating roles of growth, life
meaning, and restored just-world beliefs. J Consult Clin Psychol. 2008;76(5):863.

6. Walshe C, Dodd S, Hill M, Ockenden N, Payne S, Preston N, et al. How effective
are volunteers at supporting people in their last year of life? A pragmatic
randomised wait-list trial in palliative care (ELSA). BMC Med. 2016;14(1):203.

7. Burbeck R, Candy B, Low J, Rees R. Understanding the role of the volunteer
in specialist palliative care: a systematic review and thematic synthesis of
qualitative studies. BMC Palliat Care. 2014;13(1):3.

8. Candy B, France R, Low J, Sampson L. Does involving volunteers in the
provision of palliative care make a difference to patient and family
wellbeing? A systematic review of quantitative and qualitative evidence. Int
J Nurs Stud. 2015;52(3):756–68.

9. Dodd S, Hill M, Ockenden N, Algorta GP, Payne S, Preston N, et al. ‘Being
with’or ‘doing for’? How the role of an end-of-life volunteer befriender can
impact patient wellbeing: interviews from a multiple qualitative case study
(ELSA). Support Care Cancer. 2018;26(9):3163–72.

10. Ando M, Morita T, Akechi T, Okamoto T. Efficacy of short-term life-review
interviews on the spiritual well-being of terminally ill Cancer patients. J Pain
Symptom Manag. 2010;39(6):993–1002.

11. Xiao H, Kwong E, Pang S, Mok E. Perceptions of a life review programme
among Chinese patients with advanced cancer. J Clin Nurs. 2012;21(3–4):
564–72 PubMed PMID: 21923673. Epub 2011/09/20. eng.

12. Jenko M, Gonzalez L, Alley P. Life review in critical care: possibilities at the
end of life. Crit Care Nurse. 2010;30(1):17–27 quiz 8. PubMed PMID:
20124018. Epub 2010/02/04. eng.

13. Steinhauser KE, Alexander SC, Byock IR, George LK, Olsen MK, Tulsky JA. Do
preparation and life completion discussions improve functioning and
quality of life in seriously ill patients? Pilot randomized control trial. J Palliat
Med. 2008;11(9):1234–40.

14. Henry M, Cohen SR, Lee V, Sauthier P, Provencher D, Drouin P, et al. The
meaning-making intervention (MMi) appears to increase meaning in life in
advanced ovarian cancer: a randomized controlled pilot study. Psycho-
oncology. 2010;19(12):1340–7.

15. Duggleby W, Cooper D, Nekolaichuk C, Cottrell L, Swindle J, Barkway K. The
psychosocial experiences of older palliative patients while participating in a
living with Hope program. Palliat Support Care. 2016;14(6):672–9 PubMed
PMID: 27586308. Eepub 2016/09/03. eng.

16. Chochinov HM, Hack T, Hassard T, Kristjanson LJ, McClement S, Harlos M.
Dignity therapy: a novel psychotherapeutic intervention for patients near
the end of life. J Clin Oncol. 2005;23(24):5520–5.

17. Fitchett G, Emanuel L, Handzo G, Boyken L, Wilkie DJ. Care of the human
spirit and the role of dignity therapy: a systematic review of dignity therapy
research. BMC Palliat Care. 2015;14:8 PubMed PMID: 25844066. Pubmed
Central PMCID: PMC4384229. Epub 2015/04/07. eng.

18. Stagg EK, Lazenby M. Best practices for the nonpharmacological treatment
of depression at the end of life. Am J Hosp Palliat Care. 2012;29(3):183–94
PubMed PMID: 21727149. Epub 2011/07/06. eng.

19. Steinhauser KE, Alexander SC, Byock IR, George LK, Tulsky JA. Seriously ill
patients' discussions of preparation and life completion: an intervention to
assist with transition at the end of life. Palliat Support Care. 2009;7(4):393–404.

20. Chochinov HM, Kristjanson LJ, Breitbart W, McClement S, Hack TF, Hassard T,
et al. Effect of dignity therapy on distress and end-of-life experience in
terminally ill patients: a randomised controlled trial. Lancet Oncol. 2011;
12(8):753–62 PubMed PMID: 21741309. Pubmed Central PMCID:
PMC3185066. Epub 2011/07/12. eng.

21. Vuksanovic D, Green HJ, Dyck M, Morrissey SA. Dignity therapy and life
review for palliative care patients: a randomized controlled trial. J Pain
Symptom Manag. 2017;53(2):162–70.

22. Pinquart M, Forstmeier S. Effects of reminiscence interventions on psychosocial
outcomes: a meta-analysis. Aging Ment Health. 2012;16(5):541–58.

23. Keall RM, Clayton JM, Butow PN. Therapeutic life review in palliative
care: a systematic review of quantitative evaluations. J Pain Symptom
Manag. 2015;49(4):747–61.

24. Beasley E, Brooker J, Warren N, Fletcher J, Boyle C, Ventura A, et al. The
lived experience of volunteering in a palliative care biography service.
Palliat Support Care. 2015;13(5):1417–25 PubMed PMID: 25672774. Epub
2015/02/13. eng.

25. Lichter I, Mooney J, Boyd M. Biography as therapy. Palliat Med. 1993;7(2):
133–7 PubMed PMID: 8261183. Epub 1993/01/01. eng.

26. Scott R, Howlett S. The changing face of volunteering in hospice and
palliative care. Oxford: Oxford University Press; 2018.

27. Allen RS, Harris GM, Burgio LD, Azuero CB, Miller LA, Shin HJ, et al. Can
senior volunteers deliver reminiscence and creative activity interventions?
Results of the legacy intervention family enactment randomized controlled
trial. J Pain Symptom Manag. 2014;48(4):590–601.

28. Allen RS, Azuero CB, Csikai EL, Parmelee PA, Shin HJ, Kvale E, et al. “It was
very rewarding for me … ”: senior volunteers’ experiences with
implementing a reminiscence and creative activity intervention. The
Gerontologist. 2015;56(2):357–67.

Hesse et al. BMC Palliative Care           (2019) 18:79 Page 7 of 8

https://doi.org/10.1186/s12904-019-0463-0
https://doi.org/10.1186/s12904-019-0463-0
https://www.ncbi.nlm.nih.gov/pubmed/14733692
https://www.ncbi.nlm.nih.gov/pubmed/27586308
https://www.ncbi.nlm.nih.gov/pubmed/21727149
https://www.ncbi.nlm.nih.gov/pubmed/25672774
https://www.ncbi.nlm.nih.gov/pubmed/8261183


29. Rahmenvereinbarung nach §39a Abs. 2 Satz 7 SGB V zu den
Voraussetzungen der Förderung sowie zu Inhalt, Qualität und Umfang der
ambulanten Hospizarbeit vom 03.09.2002 i.d.F. vom 14.04.2010 [Internet].
2010. Available from: available from: https://www.dhpv.de/tl_files/public/
Service/Gesetze%20und%20Verordnungen/2017_Rahmenvereinbarung_
nach_%C2%A7_39a_Abs_1_Satz_4_stationaere_Hospize.pdf.

30. Hoffmann TC, Glasziou PP, Boutron I, Milne R, Perera R, Moher D, et al.
Better reporting of interventions: template for intervention description and
replication (TIDieR) checklist and guide. BMJ. 2014;348:g1687.

31. Webster JD, Bohlmeijer ET, Westerhof GJ. Mapping the future of reminiscence: a
conceptual guide for research and practice. Res Aging. 2010;32(4):527–64.

32. Bohlmeijer E, Roemer M, Cuijpers P, Smit F. The effects of reminiscence on
psychological well-being in older adults: a meta-analysis. Aging Ment
Health. 2007;11(3):291–300.

33. Guo Q, Jacelon CS. An integrative review of dignity in end-of-life care. Palliat Med.
2014;28(7):931–40 PubMed PMID: 24685648. Epub 2014/04/02. eng.

34. Hall S, Goddard C, Opio D, Speck PW, Martin P, Higginson IJ. A novel approach to
enhancing hope in patients with advanced cancer: a randomised phase II trial of
dignity therapy. BMJ Support Palliat Care. 2011;1(3):315–21.

35. Elliott R, Timulak L. Descriptive and interpretive approaches to qualitative
research. A handbook of research methods for clinical and health
psychology 2005;1(7):147–159.

36. Mayring P, editor Qualitative Inhaltsanalyse [28 Absätze]. Forum Qualitative
Sozialforschung/Forum Qual Soc Res; 2000.

37. Flick U. Qualitative Sozialforschung. Hamburg: Rowohlt; 2010.
38. Chochinov HM. Dignity therapy: final words for final days. Oxford: OUP; 2012.
39. Mount B. Whole person care: beyond psychosocial and physical needs. Am

J Hosp Palliat Med. 1993;10(1):28–37.
40. Sulmasy DP. A biopsychosocial-spiritual model for the care of patients at

the end of life. The Gerontologist. 2002;42(suppl_3):24–33.
41. Puchalski CM, Lunsford B, Harris MH, Miller RT. Interdisciplinary spiritual care for

seriously ill and dying patients: a collaborative model. Cancer J. 2006;12(5):398–416.
42. Hanson LC, Dobbs D, Usher BM, Williams S, Rawlings J, Daaleman TP. Providers

and types of spiritual care during serious illness. J Palliat Med. 2008;11(6):907–14.
43. Keall RM, Butow PN, Steinhauser KE, Clayton JM. Nurse-facilitated

preparation and life completion interventions are acceptable and feasible in
the Australian palliative care setting: results from a phase 2 trial. Cancer
Nurs. 2013;36(3):E39–46.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Hesse et al. BMC Palliative Care           (2019) 18:79 Page 8 of 8

https://www.dhpv.de/tl_files/public/Service/Gesetze%20und%20Verordnungen/2017_Rahmenvereinbarung_nach_%C2%A7_39a_Abs_1_Satz_4_stationaere_Hospize.pdf
https://www.dhpv.de/tl_files/public/Service/Gesetze%20und%20Verordnungen/2017_Rahmenvereinbarung_nach_%C2%A7_39a_Abs_1_Satz_4_stationaere_Hospize.pdf
https://www.dhpv.de/tl_files/public/Service/Gesetze%20und%20Verordnungen/2017_Rahmenvereinbarung_nach_%C2%A7_39a_Abs_1_Satz_4_stationaere_Hospize.pdf
https://www.ncbi.nlm.nih.gov/pubmed/24685648

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Aim
	Design
	Setting
	Participants
	Intervention
	Materials
	Procedures
	Phase 1 (training)
	Phase 2 (intervention)
	Phase 3 (evaluation)
	Who provided

	Results
	Resources
	Outcome
	Risks

	Discussion
	Resources
	Outcome
	Risks
	Volunteers
	Limitations

	Conclusions
	Supplementary information
	Abbreviations
	Acknowledgements
	Authors` contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

