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Abstract

Objective: Researchers have identified death anxiety (DA) as a crucial factor in the onset and persistence of psychopathology, affecting both
physical and mental health, and often leading to a diminished quality of life. Despite the well-established link between DA and various forms
of psychopathological conditions, therapeutic interventions targeting DA, particularly in clinical samples, are limited. DA is observed across
diverse populations, including university students, physicians, and mothers over the age of 18, and is not limited to aging or physiological
illness. While it peaks in young to middle adulthood and declines in older age, it remains a critical concern in clinical settings, underscoring
the importance of addressing DA beyond its traditional association with aging or disease. Despite the growing interest in the topic, the
existing literature on DA remains limited, particularly in clinical samples. Given the link between DA and psychopathology, identifying
effective psychological interventions for reducing DA in clinical samples is crucial. Yet, most studies in these populations remain descriptive,
with limited interventional research. Systematic reviews can bridge this gap by synthesizing evidence to inform more effective therapies.
None of the studies reviewed psychological protocol guidelines or interventions for DA within clinical populations. To address this gap, the
present study aims to systematically review psychological protocols and interventions designed to alleviate DA in clinical settings conducted
between January 2000 and January 2023.

Methods: Following PRISMA guidelines, a search was conducted across PsycArticles, PubMed, Web of Science, ScienceDirect, and Scopus,
utilizing the keywords “death, " “death anxiety, " “death phobia, " “fear of death, " “thanatophobia, " “intervention, " “treatment, "and
“therapy."

Results: Out of 3918 studies, 890 duplicates were excluded using Rayyan. Then, two independent examiners reviewed the full text of the
remaining studies, and disagreements were resolved by consensus. Eight studies were identified through consensus.

Conclusion: Intervention studies in clinical settings are notably scarce and often hindered by several limitations. Key limitations include
insufficient sample sizes, lack of follow-up assessments, and limited reporting on intervention effects for pre-existing psychopathology.
Additionally, there is a scarcity of specifically developed DA-focused interventions, challenges in balancing online applications with therapeutic
alliance, and inadequate consideration of cultural beliefs, such as afterlife perspectives. Advancing the field requires the development of
innovative protocols that incorporate concepts related to the afterlife into interventions aimed at reducing DA. Future research could
prioritize exploring the complex interplay between religious beliefs, particularly those concerning the afterlife, coping strategies, and
psychological outcomes among individuals facing significant stressors.
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INTRODUCTION

Death is a universal certainty that gives life profound
meaning and value. This unavoidable fate adds
seriousness to our existence and provokes existential
fear. Unpredictable yet inevitable, the end of human
life often appears in daily life, serving as a constant
reminder of our mortality and that of our loved ones
(1). This awareness may generate anxiety (2). Cultural
anthropologist Ernest Becker argued that humans are
dualistic beings, composed of a physical body and a
symbolic mind. While the symbolic mind enables us to

think about the universe in endless ways, it is limited
by the physical struggles of the real world, creating an
existential paradox (3). Terror Management Theory
(TMT) expands on these ideas, suggesting that humans,
like animals, have a biological system for survival. The
amygdala is the most critical part of this system. Over
time, humans have developed additional skills that
aid survival beyond fear: the ability to use symbols for
thinking and communication, imagination, and self-
awareness. However, these abilities have also made us
aware that, despite our fear system, death is unavoidable
(2). This heightened awareness can trigger dysfunctional
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coping responses, which in turn may lead to mental
health problems (4). Therefore, understanding its impact
on mental health and developing effective treatments
for death anxiety (DA) is crucial.

DA is defined as a persistent and irrational fear of death,
along with related thoughts, fears, and emotions about
the end of life (5). It covers various concerns, including
anxiety about one's death, the death of others, the dying
process, and the unknown (6). Recent studies during
the COVID-19 pandemic show that DA scores collected
in 2020 and 2021 were 51% and 62%, respectively (7).
This prevalence was reported as 48.3% among university
students (8), 73.6% in the general population (9), and
62.7% in mothers over 18 (10). Surprisingly, DA is not
limited to aging or physical illness, peaking in midlife,
declining in old age, and remaining significant in both
adolescents and young adults (11, 12, 13). However,
previous research on DA has mainly focused on the
elderly, patients, or healthcare professionals caring for
the terminally ill (14, 15, 16). Despite growing interest
in this area, literature on DA remains limited, especially
concerning clinical samples.

It has been discovered that there is a connection
between DA and different types of psychopathologies:
obsessive-compulsive disorder, social anxiety disorder,
generalized anxiety disorder, somatic symptoms,
postpartum depression, and eating disorders (10, 17,
18, 19, 20). There is also a correlation between DA and
other aspects of psychopathology, including the total
number of diagnoses received, medication use, and
previous hospitalizations (20). Furthermore, DA can
impact several areas of life, particularly physical and
mental health, and lead to a reduction in quality of
life (4, 21, 22). The findings highlight the importance
of addressing DA when treating psychiatric disorders.
Considering the relationship of DA to psychopathology
and its negative consequences, it is important to
examine which psychological approach or technique is
effective in reducing DA in a clinical sample.

Intervention studies help refine treatments by
identifying which approaches are most effective, and
systematic reviews are essential for synthesizing this
evidence. A recent meta-analysis identified 15 studies
on DA, but none were conducted in clinical samples,
including college students, nursing students, and
terminal cancer patients (23). To date, no systematic
review has specifically examined psychological
interventions for reducing DA in clinical populations,
despite existing reviews and meta-analyses on the
topic (23, 24). This gap may hinder the development

of effective long-term treatments and increase the
risk of relapse. Moreover, the vast amount of available
information makes it difficult for clinicians to identify
the most relevant research, and unsystematic selection
risks introducing bias. Systematic reviews address this
challenge by applying rigorous methods to transparently
summarize all relevant studies, thereby providing a
comprehensive understanding of the evidence base
(25). Such reviews lay the groundwork for evidence-
based interventions, highlight gaps and inconsistencies,
and offer valuable insights into both the effectiveness
and limitations of existing approaches. This study aims
to systematically identify psychological interventions
and protocols carried out between 2000 and 2023 to
reduce DA in clinical samples. The current systematic
review is the first to examine psychological protocols and
interventions for DA in a clinical sample. To fill this gap,
the following research question guides the investigation:
What psychological interventions and protocols have
been developed and tested between 2000 and 2023 to
reduce death anxiety (DA) in clinical populations, and
what are their strengths and limitations?

METHODS

Protocol

This systematic review was conducted and reported
using the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA-2020) checklist
(26).

Search Strategy

Theliteraturereview, covering studies published between
January 2000 and January 2023, was conducted using
the following databases: PsycArticles, PubMed, Web
of Science, ScienceDirect, and Scopus. Eight keywords
were used in the search: “death”, “death anxiety”,
“death phobia”, “fear of death”, “thanatophobia”,
“intervention”, “treatment”, and “therapy”. The search
query used was: (“death anxiety” OR “death phobia” OR
“fear of death” OR “thanatophobia”) AND (“intervention”

OR “treatment” OR “therapy”).

Inclusion and Exclusion Criteria

The inclusion criteria were (1) psychological protocol
guidelines and interventions on death anxiety, (2) a
sample diagnosed with a psychiatric diagnosis, and (3)
studies published in English. The exclusion criteria were
(1) review studies, case presentations, and descriptive
studies; (2) studies conducted with children oradolescent
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groups; and (3) samples with elderly, physiological
patients, or health professionals who care for terminally
ill patients. As the number of randomized controlled
studies on reducing DA is limited, the exclusion criteria
did not include non-randomized controlled studies. In
addition, as there are few intervention studies to reduce
DA in clinical samples, protocol guidelines were also
included in the review.

Selection of Studies and Selection Process

Rayyan (27) was used to synthesize search results and
remove duplicate entries. The search yielded a total
of 3918 studies from PsycArticles (49), PubMed (524),
Web of Science (563), ScienceDirect (2010), and Scopus
(772), with 890 duplicates eliminated. After removing
duplicates, Researcher 1 and Researcher 2 reviewed
each study to determine its eligibility for inclusion. A

total of 2,810 articles were excluded based on title and
abstract screening, as they were not considered protocol
or intervention studies aimed at reducing DA.

Following this, two independent examiners (Researcher
1 and Researcher 2) reviewed the full texts of the
remaining studies to evaluate their suitability for
inclusion more thoroughly. Any disagreements were
resolved through discussion. A total of 218 articles were
excluded because they did not include clinical samples;
instead, their samples consisted of individuals with
physical illnesses, particularly cancer (88), students (26),
the elderly (13), adolescents (5), healthcare workers
(28), and other non-clinical groups (12). Following the
inclusion and exclusion criteria, eight studies were
identified (Figure 1).

[ Identification of studies via databases and registers ]

Records identified from:

PsycArticles (n = 49)
Pubmed (n = 524)

Web of Science (n = 563}
Science Direct (n = 2010)
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Duplicate records removed

Y

(n =890)

— 4
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Intervention with those with physical

Intervention studies included in the
review (n = 5)
Protocol guidelines of the included
studies (n = 3)
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Intervention with adolescent (n = 5)
Intervention with health care worker (n
=28)

Other non-clinical sample (n = 12)

Not death anxiety intervention (n = 38)

Figure 1. PRISMA diagram of selection of studies

Assessing Quality

Due to the limited number of intervention studies
focused on DA in clinical samples, no studies were

excluded during the quality assessment. All relevant
studies identified through screening were included in
the review.
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RESULTS

A total of eight studies met the inclusion criteria and
did not meet the exclusion criteria. This review included
five intervention studies and three treatment protocol
guidelines. The following sections summarize the
intervention studies: (1) participants, inclusion and
exclusion criteria, (2) assessment tools and points, (3)
intervention strategies, (4) control methods, and (5)
key findings (see Table 1). The next sections cover the
protocol guidelines: (1) recommended samples, (2)
assessment suggestions, (3) protocol guidelines, (4) case
examples, and (5) results (see Table 2).

General Characteristics of Intervention Studies

The review included intervention studies published
between 2020 and 2023. The sample sizes ranged from
4 to 30 participants. Participants included individuals
with obsessive-compulsive disorder (OCD), generalized
anxiety disorder (GAD), high anxiety levels, and various
mental health diagnoses. Most participants were
women. The interventions involved psychotherapies
such as Overcome Death Anxiety, CBT-based
interventions (ODA) (28,29), ACT-based therapy (30),
Religious Spiritual Integrated Therapy (RSIT) (31), and
Neurolinguistic Programming (NLP) (32). Only one study
included a control group (31).

Measurement Tools in Intervention Studies

At least two assessments were conducted, including pre-
tests and post-tests, with some studies performing up to
six measurements. None conducted follow-up tests. For
diagnostic purposes, three studies employed structured
interviews, including the Anxiety and Related Disorders
Interview Schedule — Lifetime Edition (ADIS-5L) and
the Structured Clinical Interview for DSM-5 Disorders:
Clinician Version (SCID-5-CV), both of which were used to
confirm OCD diagnoses. One study diagnosed GAD using
a semi-structured interview. Various tools measured
DA, such as the Multidimensional Fear of Death Scale
(MFODS), Collett-Lester Fear of Death Scale-Revised
(CLFD-R), Templar Death Anxiety Scale (DAS), Death
Thoughts Questionnaire (DTQ), and Death Behavior
Questionnaire (DBQ). Depression and anxiety symptoms
were assessed with the Patient Health Questionnaire-9
(PHQ-9) and the Depression, Anxiety, and Stress Scale-21
(DASS-21), respectively.

Content of Intervention Studies

A detailed review of the interventions used in the

studies revealed the following: two studies employed
a CBT-based intervention (ODA), one used an ACT-
based approach, one incorporated a religious-spiritual
integrated therapy, and one applied Neurolinguistic
Programming (NLP). The interventions included in the
studies are described in detail.

Overcome Death Anxiety (ODA) is an online CBT-
based program (28,29). The ODA begins with cognitive
challenges and then progresses to behavioral strategies.
The modules are designed to address unhelpful beliefs
and behaviors (33). It consists of seven modules:
Introduction, Thinking Exercises, Challenging Your
Thinking, Creating Your Model, Exposure, Living Life
to the Fullest, and Relapse Prevention. Module 1 is
Introduction, with a visual introduction by the therapist
emphasizing the importance of confronting fears
of death. Module 2 focuses on cognitive models of
emotion and introduces cognitive errors. To proceed,
users must pass a quiz matching death-related thoughts
with cognitive distortions. Module 3 guides participants
in challenging negative thoughts about death through
cognitive restructuring exercises. Module 4 involves
creating individualized formulations of anxiety based
on avoided situations, causal thoughts, behaviors, and
physical symptoms. Module 5 introduces exposure
therapy, where participants complete exposure tasks
and reflect on their experiences. Module 6 helps identify
personal values and set goals. Module 7 covers relapse
prevention strategies, encouraging realistic thinking
and planning during stressful periods. In addition to the
seven core DA modules, ODA includes two new tasks:
reflection exercises and expansion activities. Reflection
tasks encourage users to engage with death-related
themes through quotes, videos, and music, offering
different perspectives and brief relief from cognitive
exercises. Expansion tasks are optional activities that
allow participants to explore materials such as movies
and books, which they may skip if they wish.

ACT-based intervention is an online ACT program (30).
It consists of eight weekly sessions. The first session
explores obsessions and compulsions, introduces the
treatment, and establishes the therapeutic alliance.
In the second session, the therapist and participants
review the futility of attempting to control internal
experiences, such as obsessions, illustrated by the "man
in the hole" metaphor, emphasizing the pointlessness of
digging deeper to regulate them. Sessions 3 and 4 focus
on how attempts to control obsessions can worsen OCD
and reduce quality of life. Defusion exercises, present-
moment awareness techniques, and self-as-context work
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are used in sessions five and six. In the last two sessions,
participants identified their values and increased their
commitment to living more in accordance with these
values.

Religious-Spiritual Integrated Therapy (RSIT) is an
innovative approach to religion-based psychotherapy
(31). It combines traditional cognitive-behavioral therapy
with positive coping strategies derived from religion and
spirituality. The experimental group received RSIT in eight
weekly individual sessions. The treatment guidelines by
Khoshnoud et al. (2014) served as the foundation for
RSIT (34). These guidelines are designed to enhance the
quality of life and adjustment of couples experiencing
infertility. Techniques used include relaxation training,
cognitive restructuring, thought stopping, forgiveness,
and behavioral activation.

Table 1. General characteristics of the intervention studies

Neurolinguistic Programming (NLP) is an approach that
examines the connection between internal processes
and external experiences (32). Its core principle is
conditioning and programming the inner world to
produce desired external outcomes. It focuses on
personal communication and development, addressing
how individuals manage their thoughts, emotions,
and language. NLP asserts that language profoundly
influences the neurological processes behind human
behavior. It helps patients improve their understanding
and cognitive patterns, especially in reframing
perspectives on mental health. It offers strategies to
control and reduce thanatophobia experienced by
patients.

Participants, Inclusion and Exclusion Point of Intervention : Control o
Study . Instruments Duration . Relevant Findings
Criteria Assessments Program Strategies
Participants: 20 participants, 60%
women, aged 18+, with diverse Of 20 participants, 10
mental health diagnoses completed the program.
The inclusion criteria were: (1) 218 Six showed significant
years of age; (2) a current mental DA reduction, and nine
health diagnosis; (3) regular access improved on at least one
to the internet or email; (4) English DA subscale. All six found
fluency; and (5) a high DA (21SD ADIS-5L; the program effective but
Menzies et al. below .thve community mean on the CLFD-R; Pre-test and Overcome Seven No control needed further Fregtment.
2023 ’ Multidimensional Fear of Death MFODS; post-test were | Death Anxiety modules group 60% showed significant
Scale; MFODS). PHQ-9; DASS-{ conducted (ODA) improvement in at least one
Exclusion criteria were: (1) having 21 DASS-21 subscale, with 40%
received CBT in the past six months; reducing stress, 30% anxiety,
(2) having a current psychotic illness; and 10% depression. Of the
and (3) having severe symptoms six completing the PHQ-9
of depression [i.e., scores >19 on post-intervention, two (33%)
the Patient Health Questionnaire-9 improved significantly, while
(PHQ-9) and >1 on the suicidality four showed no change.
item].
Participants: Eight adult participants Due to the exclusion criteria,
with OCD, ranging in age from 28 to three participants did not
45, are all female. complete the treatment
The inclusion criteria included phase. Results demonstrate
the following: An OCD diagnosis, Baseline tests that there is a significant
Davazdahemami bgtyveen 18 and 50 years oId; the' SCID-5-CV; 1-2-3 ar_ld tests Accepta_nce and| Eight No control decrease in. DA by 60—8(_)%
etal. 2020 ability to spe:?k.and cqmmunlcate, DAS: YBOCS at sessions 4, Commitment wegkly e and obsessive-compulsive
¢ and a minimum literacy. ! 6, and 8 were Therapy sessions symptoms by 51-60%. ACT
The exclusion criteria were: Death conducted. sessions reduced both OCD
awareness therapy experience in the symptoms and DA. The
recent six months, absences for more| largest reductions occurred
than two sessions, and failure to between sessions six and
perform tasks between sessions. eight.
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Participants: Twelve participants
Inclusion criteria were: Individuals
who had not had CBT in the
past six months, who had no
symptoms of psychosis or severe While the clinical trial is
symptoms of depression, and who ADIS-5L; still ongoing, of those who
had significantly higher DA than CLFD-R; Pre-test and Overcome have started the program,
Menzies et al., | community norms, as indicated by MFODS; . Seven No control [33% have completed it, 50%
post-tests were | Death Anxiety
2021 a score of more than one standard DBQ; conducted (0DA) modules group have stopped, and 17% are
deviation below the mean on the |DTQ; PHQ-9; : still participating. There was
Multidimensional Fear of Death DASS-21 no statistical analysis or
Scale, who had a current mental reporting of the results.
health diagnosis, as determined by
the ADIS-5L interview
The exclusion criteria were not
specified.
Participants: 30 outpatients (56.7
9 ith lized anxiet
£ DTIE) Wwith generaized anxiety There was no significant
disorder (GAD) . R
. . o change in DA scores in the
Inclusion criteria were: unspecified
Th lusi iteri i control group before and
|ne exciusion criteria were: . after the intervention (p =
Individuals with a chronic physical A semi- . .
; . . . Religious Eight The control .898).
iliness, a primary diagnosis of structured | Pre-test and o Lo
Dadfar et al., ! A ; X Spiritual individual group
depression, a psychotic disorder, interview; [post-tests were R .
2023 . Integrated weekly | receives no The experimental group
or a substance use disorder were DAS; DOS; conducted. : ) . L S
Therapy (RSIT) | sessions |intervention exhibited a significantly
excluded from the study. To control DDS
. - . lower level of DA than the
for potential confounding variables,
X - ; control group at the post-test
patients were not provided with (p=.02)
any form of training or individual or P=.Sa):
lgroup psychological treatment during|
the study.
The baseline phase (A1)
remained stable at a median
The levels of : .
. of 8, decreasing to 5 during
thanatophobia ! .
the intervention phase (B1),
are assessed
. X and further dropped to 3
three times in . ) ;
- . . I in the final baseline (A2).
Participants: 4 respondents with the baseline | Neurolinguistic R )
. . . DASS; . This indicates that increased
high and very high levels of anxiety . phase Programming . . R
N - i Observation There is intervention reduces the
. Inclusion criteria were: unspecified (A1), three (NLP) Not X X
Ifdil et al., 2020 N L sheet N : - no control | target behavior, suggesting
The exclusion criteria were: times in the specified o0
- . . group. the thanatophobic client
unspecified intervention )
requires more care. The
phase (B1), and .
. . difference between Al
three times in
(8) and B1 (5) was 2,
the subsequent ’ R
. showing a reduction in the
baseline phase b . . -
(A2) ehavior, with the positive
’ value indicating treatment
effectiveness.

*ADIS-5L: The Anxiety and Related Disorders Interview Schedule — Lifetime Edition (Brown & Barlow, 2014); CLFD-R: The Collett-Lester Fear of Death Scale-
Revised (Lester, 1990); DAS: Death Anxiety Scale (Templer, 1970); DASS: Depression Anxiety Stress Scale (Brown et al., 1997); DASS-21: The Depression Anxiety
Stress Scales-21 (Lovibond & Lovibond, 1995); DBQ: Death Behavior Questionnaire (Menzies et al., 2021); DDS: Death Depression Scale (Templer, 1990); DOS:
Death Obsession Scale (Abdel-Khalek, 1998); DTQ: Death Thoughts Questionnaire (Menzies et al., 2021); MFODS: The Multidimensional Fear of Death Scale
(Hoelter, 1979); PHQ-9: The Patient Health Questionnaire-9 (Kroenke et al., 2001); SCID-5-CV: Structured Clinical Interview for DSM-5 Disorders: Clinician
Version (First & Williams, 2016); YBOCS: Yale-Brown Obsessive Compulsive Scale (Goodman et al., 1989).

General Characteristics of Protocol Guidelines

Suggestions for Assessment

The review included protocol guidelines published
between 2004 and 2008. The participants were patients
with symptoms or diagnoses of health anxiety, other
anxiety disorders, and medically unexplained symptoms
(MUS). The protocol guidelines encompass various
therapeutic approaches, including a CBT-based method
(33), a combination of cognitive, psychodynamic, and
philosophical principles (35), and practices centered on
meaning and attachment (36). Notably, a single case
report (33) provides empirical evidence supporting

these guidelines.

Two of the studies used a clinical interview for diagnostic
assessment. Only one of the studies recommended
self-report measures. This study recommended the
Health Anxiety Questionnaire (HAQ) for health anxiety.
The study suggested two instruments to assess death
anxiety, namely the thanatophobia subscales of the
lliness Attitude Scale (IAS) and the Death Anxiety
Scale (DAS). The Beck Depression Inventory (BDI),
Beck Anxiety Inventory (BAIl), and Symptom Checklist-
90-Revised (SCL-90-R) have been proposed to assess
depressive and anxiety symptoms, respectively. Table
2 provides a detailed description of the protocol
guidelines used in the studies.
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Table 2. General characteristics of the protocol guidelines

Applicable Samples

Suggestions for Assessment

S Recommended Sessions
Protocol Guidelines

and Duration

Furer & Individuals diagnosed with - e .
Walker, health anxiety and other CI'B:;I Lnéfr;flwégt_sé;ﬁq’ CBT-based approach Not specified
2008 anxiety disorders ¢ i
. L . . Combined Cognitive,
Stazrgg;nc, Indlvﬁ;;(l)scﬁgafgr?:;(sj with Not used PtI:’.sychodynami_c, qnd Not specified.
ilosophical Principles
Establishing a secure
therapeutic relationship is
essential before therapy begins.
- . . This starts during the initial
g/launder Indmdua!s with medically assessment, which may last up Meaning and Attachment- Approximately 12-15
unter, unexplained symptoms to two h in MUS. allowi based h .
2004 (MUS) 0 two hours in , allowing ased approac sessions
the therapist to fully listen to
the patient’s story and assess
psychological, psychiatric, and
developmental history.

*BAI: Beck Anxiety Inventory (Beck, Epstein, Brown, & Steer, 1988); BDI: Beck Depression Inventory (Beck, 1996); DAS: Death Anxiety Scale (Templer, 1970);
HAQ: Health Anxiety Questionnaire (Lucock & Morley, 1996); IAS: The Thanatophobia subscales of the Iliness Attitude Scale (IAS) (Kellner, 1987); SCL-90-R:

Symptom Checklist-90—Revised (Derogatis, 1992).

Content of Protocol Guidelines

The CBT-based approach involved incorporating the
restructuring of negative cognitions about death and
exposure to death-related avoidance into the classical
cognitive behavioral therapy (CBT) treatment protocol
(33). The first part begins with the treatment rationale,
which emphasizes the importance of addressing the
fear of death directly. The second part of the study
focused on reducing excessive checking, reassurance
seeking, and safety behaviors. Such behaviors may
include monitoring vital signs, researching symptoms, or
engaging in superstitious rituals. The third component
of the treatment is exposure, including in vivo, imaginal,
and interceptive. Examples of exposure activities include
writing a will, visiting a cemetery, or reading about death-
related topics. The fourth component of treatment
is cognitive reappraisal, which involves challenging
common, unrealistic beliefs about death and fostering
more balanced perspectives. Exposure exercises,
including education on death experiences, can help shift
catastrophic thoughts toward a more realistic appraisal
of death. Then, treatment continues with an increasing
focus on life goals, life enjoyment, and developing a
healthy lifestyle. The last part is relapse prevention.
Therapy sessions and homework assignments integrate
interventions, requiring daily completion of treatment
goals. The treatment is described, but its session number
and duration are unspecified.

The goal of Combined Cognitive, Psychodynamic, and
Philosophical Principles is to 1) foster a non-threatening

perception of one’s body, 2) modify attitudes and
beliefs related to health, illness, and death, which
may contribute to a heightened fear of death, and 3)
significantly reduce or eliminate pathological DA (35).
This treatment approach combines principles from
cognitive theory and techniques with contributions from
the psychodynamic school and philosophy. The first stage
of treatment is to address the body’s fears. The primary
objective is to facilitate the normalization of patients'
specific appraisals of physical symptoms, beliefs about
the dangerousness of the body, and attitudes toward
health and disease. The second treatment component
entails addressing patients' attitudes and beliefs about
death. It is significant to gain an understanding of the
specific notions and attitudes towards death held by the
patients, as this helps to elucidate the root of their fear.
It is not uncommon for patients to find it challenging
to articulate their thoughts and feelings about death.
Therefore, it is important to approach these obstacles by
respecting the boundaries and timing for discussing such
sensitive topics as death. The final stage of the process
is to address the pathological fear of death. Therapists
can show that fear is not the only way to approach
death, and that excessive fear is detrimental to one's
quality of life. By engaging patients in philosophical
discourse about death, it becomes evident that their
fear has deprived them of the capacity for joy and
pleasure. By demonstrating that the overwhelming fear
of death is more detrimental than death itself, therapists
can encourage patients to adopt a different attitude
toward death. This approach is often effective due to
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its persuasive logic, which ultimately helps patients
to alleviate their DA. The treatment components are
described, but the number of sessions and the treatment
duration are not specified.

Meaning and Attachment-Based Intervention (MABI) is
defined as the persistent occurrence of multiple physical
symptoms that remain unresolved despite appropriate
medical investigation, resulting in the need for medical
attention, treatment, or functional limitations (36).
Attachment-existential therapy was developed by
revising the Brief Attachment-based Intervention
(BABI) protocol. In the BABI, the treatment is brief (ten
sessions), attachment-focused, and employs homework
assighments to engage participants actively. The initial
sessions are designed to achieve three primary goals.
These are to decrease the level of anxiety, to change
from focusing on symptoms to relationships and
emotions, and to establish a secure base. Providing a
simple symptom record as a homework assignment
in the early sessions, before introducing attachment
and meaning-based assignments, may be helpful for
patients who are particularly rigid in their focus on
somatic concerns. After the introduction of relaxation
training, the early sessions provide the template for the
format of subsequent sessions. The structure of sessions
includes an unstructured period, homework review,
and discussion of attachment-existential themes. The
middle sessions of therapy represent a pivotal point in
the therapeutic process. The primary objective during
the middle sessions is the development of a sense of
security within therapy. The exploration of existential
issues typically occurs at later sessions, depending on
the establishment of a secure therapeutic foundation
and the capacity for reflective functioning. Homework
assignments explore themes such as meaning (ex., What
things do you believe in that give meaning to your life?),
interpersonal engagement (ex., Is there a person or
group of people whom you love or who is/are important
to you?), DA (ex., What are your fantasies about your
death?), responsibility (ex., What do you feel responsible
for?), and coping with control and uncertainty (ex.,
What is your attitude when you face challenges that are
realistically beyond your control?). Termination in MUS
treatment is often challenging due to personal suffering,
dependency, and mistrust. Addressing terminationissues
early is crucial, as symptoms may resurface and manifest
as distress or physical complaints. Anticipating relapses
and fostering coping strategies can ease the process, and
successful termination should enable patients to engage
with internal and external experiences more openly.

Case Example and Results

Only one study mentioned a case example and its results
(33). Jane is a 43-year-old social worker in a general
hospital and the mother of four children aged 6 to 14.
Her anxiety focused less on illness or imminent death
than on the process of dying, its meaning, and the effect
it might have on her children. She avoided reminders
of time and rituals such as birthdays or funerals, which
amplified the disruption in her daily life. In therapy,
she worked with writing tasks and gradual exposure
to death-related material, including photo albums
and obituaries. Cognitive techniques supported her in
managing uncertainty, while renewed attention to self-
care and leisure helped her reconnect with the present.
Through these experiences, she was able to reduce
avoidance, regain a sense of peace, and approach life
with greater meaning.

DISCUSSION

This systematic review aimed to identify effective
interventions and protocol guidelines for reducing DA
in clinical samples. The review summarized findings
from eight studies, covering five interventions and three
protocol guidelines. Although DA is associated with
various mental disorders, intervention studies in clinical
populations are limited and have several limitations.
Accurate diagnosis is a critical point for an intervention
study and requires clinical interviews and appropriate
measurement tools to evaluate treatment effectiveness.
Only three studies used structured interviews, including
the ADIS-5L and SCID-5-CV (30, 28, 29). The two studies
by Menzies et al. (2021, 2023) had notable strengths
and limitations. One advantage is the online delivery
of the intervention, which increases accessibility (28,
29). Given the high cost of individual therapy, an online
platform provides therapy to more people who might
otherwise lack access. Strengths of these studies include
clinical interview assessments, self-reports of death
anxiety, and measurement of the intervention's effect
on anxiety and depression symptoms using the PHQ and
DASS. However, in the 2021 study, only six out of twelve
participants remained, while the other six dropped
out. In 2023, Menzies et al. reported that 10 out of
20 participants completed the treatment (29). These
high drop rates raise important questions. A strong
therapeutic alliance is essential for treatment success,
continuity, and outcomes (37). Forming this bond can be
challengingin online settings, and the absence of a strong
therapeutic connection may contribute to dropouts.
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Additionally, assessing how well participants understand
the intervention in an online setting is difficult. The lack
of a control group in these studies is another limitation.
Reevaluating the effectiveness of ODA is necessary, given
the small sample sizes and absence of control groups.

Out of five studies, only two focused on a specific
psychopathology group (31, 30), and only one used a
measurement tool specific to psychopathology. The
ACT-based intervention reduced both DA and OCD
symptoms, as measured by the Yale-Brown Obsessive
Compulsive Scale (YBOCS). However, this study has
some limitations. The components of the applied
intervention are a classical OCD treatment, not based
on DA. Further investigation is required to ascertain
the impact of ACT-based interventions targeting DA
on existing psychopathology symptoms. Secondly, the
study commenced with eight participants, and three
did not complete the treatment program. A sample size
of five is insufficient for evaluating the effectiveness of
an intervention, and statistical analysis is also limited.
The lack of a control group and follow-up are major
limitations (30). The lack of follow-up assessments
highlights the necessity of establishing the long-term
efficacy of these interventions.

Among the five included studies, only Dadfar et al.
(2023) is an RCT (31). In psychological intervention
trials, RCTs typically compare experimental and control
psychotherapy groups (38). However, no-treatment
controls are problematic, as they fail to account
for placebo effects (39) and preclude meaningful
comparisons. Future research should address this
limitation. Strengths of the study include the presence
of a control group, adequate sample size (15 per group),
and the use of validated instruments to assess DA.
Nonetheless, several limitations warrant consideration.
GAD was diagnosed via a semi-structured interview
without details, using structured tools such as the SCID
or GAD-7, with pre- and post-assessments would have
provided more robust data. Moreover, the effects of
DA-based interventions on comorbid psychopathology
remain unexplored. The intervention components were
insufficiently described. RSIT, adapted from Khoshnoud
et al. (2014), was originally developed to improve the
quality of life in infertile couples, and its adaptation for
DA is unclear (34). The religious and spiritual elements
were also underdefined; forgiveness appeared as
the only non-CBT component, yet its rationale and
application were not explained. Furthermore, the
religious background of participants was not reported.
Future studies should clarify these aspects and examine

how participants’ beliefs shape treatment efficacy.

DA is considered a primary and fundamental source
of anxiety, significantly influencing various other
forms of anxiety (6). Not surprisingly, participants
in intervention studies are primarily patients with
symptoms or diagnoses of OCD, GAD, and high levels
of anxiety. This situation aligns with the participants in
previous descriptive research (19, 20). Indeed, in the
context of anxiety disorders, DA has frequently been a
subject of study. However, studies have also identified a
relationship with DA in clinical samples beyond anxiety
disorders, including eating disorders (18), somatic
symptoms (17), and postpartum depression (10). Since
DA is a transdiagnostic construct that could affect the
onset of numerous mental health disorders (20), it is
essential to evaluate the potential impact of DA on the
recovery and treatment of mental health disorders in
future research.

The interplay of religious beliefs and cultural norms is
central to shaping views on mortality and, consequently,
levels of DA. Religious teachings often provide
frameworks for interpreting death that may either
alleviate or intensify anxiety, while cultural contexts
contribute rituals, narratives, and attitudes that further
influence these perceptions. Including participants
from diverse cultural and religious backgrounds would
allow research to capture both the unique and shared
aspects of DA across societies. Religion, as a pervasive
aspect of human life, plays a significant role in coping
with stressors (40). Some studies suggest that religious
beliefs can lower DA (41, 42), and positive views of the
afterlife are associated with reduced anxiety (43, 44).
Nevertheless, this review highlights a gap: no studies
have yet tested interventions explicitly integrating the
concept of life after death. Treatment protocols should
therefore consider religious commitment, practices, and
beliefs in an afterlife. Designing interventions with these
factors in mind may enhance their effectiveness, offering
therapeutic benefits through the integration of religious
and cultural perspectives. Exploring how afterlife beliefs
inform coping strategies and well-being could provide
valuable insights. Greater methodological attention
to these dimensions will strengthen the reliability and
applicability of findings on DA.

Limitations and Strengths

This review has important strengths. To our knowledge, it
is the first systematic attempt to synthesize evidence on
psychological interventions for DA in clinical populations,
covering research conducted between 2000 and 2023.



Psychiatry and Behavioral Sciences

The review process followed PRISMA guidelines, ensuring
transparency in reporting and consistency in the search
and selection strategy. By highlighting both the strengths
and weaknesses of existing studies, the review provides
a structured overview of the current evidence base and
identifies key directions for future research. Nonetheless,
certain limitations should be acknowledged. Restricting
the search to English-language publications may have
excluded relevant studies in other languages. The
small number of available studies, along with their
heterogeneity in design, interventions, outcome
measures, and populations, precluded a meta-analysis
and limited direct comparisons. Finally, a formal quality
or risk-of-bias assessment of the included studies was
not conducted. Given the limited number of intervention
studies on DA in clinical samples, all identified studies
were included regardless of methodological rigor.

CONCLUSION

This systematic review is the first to examine
psychological interventions targeting DA in clinical
populations between 2000 and 2023. The findings
reveal strengths, such as the use of validated measures
and the presence of control groups in some studies, as
well as limitations, including small sample sizes, a lack
of follow-up assessments, and insufficient description of
intervention components. Notably, none of the reviewed
studies systematically integrated cultural or religious
perspectives despite their pivotal role in shaping
attitudes towards death. Future research should address
these methodological shortcomings and incorporate
beliefs about the afterlife, religious commitment, and
cultural context into the design of interventions. This
may enhance the clinical relevance, effectiveness, and
generalizability of psychological protocols for DA.
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