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Abstract

A person who faces the diagnosis of cancer is subjected to changes within his
body, but also with regard to his view of himself and his social relationships.
Cancer-related psychological distress occurs frequently and has been reported
to have different prevalence according to cancer type and stage of disease.
Psychological disorders are known to be underdiagnosed and thus undertreated
in the oncology setting, since clinicians might miss the symptoms of
psychological distress, misinterpret them, or lack the time and resources to
respond adequately. The main psychiatric disturbances observed in patients
with cancer are adjustment disorders and affective disorders (anxiety and
depression), which in the majority of patients are due to stressors related to the
disease and pre-existing psychological vulnerabilities; however, they might also
be a direct consequence of biological causes either resulting from treatment side
effects or from modifications induced by the cancer. This chapter aims to
provide theoretical and practical information concerning psycho-oncological
approaches, complemented by some reflexions on their clinical and scientific
evidence, focussing essentially on verbal psychological interventions and
especially on psychotherapy in patients with cancer.
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1 Introduction

A person who faces the diagnosis of cancer is subjected to changes within his
body, but also with regard to his view of himself and his social relationships. Since
each individual reacts differently when facing such a life-threatening event, the
psychological responses should not be considered as «adequate» or «inadequate»
but rather as whether the response is adaptive or an expression of psychological
disturbances. Cancer-related psychological distress occurs frequently: for example,
prevalence of major depression is estimated to occur in 10–25 %, of depressive
symptoms in 21–58 % (Massie 2004; Mitchell et al. 2011; Pirl 2004), and of
pathological demoralization in 14 % (Kissane et al. 2004a, b) of patients with
cancer. Furthermore, anxiety disorders were reported in 15–28 % of cancer
patients (Kerrihard et al. 1999), and a recent meta-analysis showed that 38.2 % of
them suffered from any type of emotional disorders (Mitchel et al. 2011), a finding
which is confirmed by a large prevalence study which identified 35.1 % to suffer
from distress at a clinical level (Zabora et al. 2001). Psychological distress has
been reported to have different prevalence according to cancer site: it was found to
be highest in pancreatic (56.7 %), lung (43.4 %), and brain cancer (42.7 %), and
lower in gynecological (29.6 %), prostate (30.5 %), and colon cancer (31.6 %)
(Zabora et al. 2001). Also patients with advanced stages may be more vulnerable
to psychological distress, especially when taking into account acute confusional
states (Massie 2004; Razavi and Stiefel 1994); however, some research, for
example in breast cancer, suggests that stage of cancer does not influence preva-
lence of psychological distress (Kissane et al. 2004a, b).

Psychological disorders are known to be underdiagnosed and thus undertreated
in the oncology setting (Razavi and Stiefel 1994), since clinicians might miss the
symptoms of psychological distress, misinterpret them or lack the time and
resources to respond adequately.
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This chapter aims to provide theoretical and practical information concerning
psycho-oncological approaches, complemented by some reflections on their clin-
ical and scientific evidence, focusing essentially on verbal psychological inter-
ventions, and especially on psychotherapy in patients with cancer.

2 Psychological Challenges for Patients Facing Cancer
and Its Treatment

The main psychiatric disturbances observed in patients with cancer are adjustment
disorders and affective disorders (anxiety and depression), which in the majority of
patients are due to stressors related to the disease and pre-existing psychological
vulnerabilities; however, they might also be a direct consequence of biological
causes either resulting from treatment side effects or from modifications induced
by the cancer (e.g., treatment with interferon or radiation therapy, brain metasta-
ses, hypercalcemia, paraneoplastic syndroms, hypothyreosis) (Razavi and Stiefel
1994).

Therefore, treatment of psychological distress calls for a careful evaluation in
order to determine the most appropriate intervention, which might be to focus on
biological, psychological, psychopharmacological or combined causal factors. In
the following, we will only focus on distress for which psychological interventions
are appropriate and beneficial.

From the moment of the diagnosis, the patient is confronted with a new situ-
ation that he will need to understand, shape, and accept and which will modify his
perception of himself, his interpersonal relationships, and his sense of belonging to
a group: he might reflect on his past and will definitely have to adjust to the present
and adapt his plans for the future. Pre-existing self-image, quality of interpersonal
relationships, and sense of belonging are therefore factors that can either con-
tribute to the protection of the individual against stress and emotional difficulties
or they might be a source of increased vulnerability.

Adjustment to cancer is associated with six distinct hurdles, as defined by
Faulkner and Maguire (1994): (1) managing uncertainty about the future, (2)
searching for meaning, (3) dealing with loss of control, (4) having a need for
openness, (5) emotional, and (6) medical support. Failing to deal with these hur-
dles might lead to psychosocial difficulties. Psychological interventions are often
initiated in order to help the patient with these issues so as to help him to cope and
adjust to the disease, and have been demonstrated to have a positive effect on
distress, anxiety, and depression (Devine and Westlake 1995; Meyer and Mark
1995; Sheard and Maguire 1999).

While the spectrum of psycho-oncological interventions is large, from psy-
chopharmacological treatments, relaxation and music-therapy to psychotherapy,
we will concentrate on the verbal psychological interventions and focus on psy-
chotherapy for patients with cancer.
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3 Psychological Interventions

3.1 Psychoeducation

Psychoeducation refers to the education offered by a professional to a patient about
a mental or physical condition that causes psychological stress. By learning about
his condition the patient is thought to feel more in control, which might help to
reduce psychological distress.

3.2 Psychological Support

Psychological support knows many definitions and covers approaches from indi-
vidual psychological support interventions (Hellbom et al. 1998), single tech-
niques derived from psychotherapies, such as relaxation or structured problem-
solving, to community or peer support services, and range from one to several
sessions. The aims of supportive interventions might be to contribute to alleviate
worries of the patient, to increase his perception of mastering the situation, to help
him to regulate stress, or to facilitate his participation in the treatment. Psycho-
logical support might be presented by health personal or other persons, since its
use is generally not regulated or controlled by training institutes or licensing
bodies.

3.3 Psychotherapy

Psychotherapy has been defined by Frank (1988) as the relief of distress or dis-
ability in one person by another, using an approach based on a particular theory or
paradigm, with the requirement that the agent performing the therapy has had
training. Franck and Frank (1991) identified four broad dimensions shared by all
therapeutic approaches: (i) a relationship in which the patient considers that the
therapist is competent and cares about his state; (ii) a setting which is defined as a
place of healing; (iii) a rationale which explains the patient’s suffering and how it
can be overcome; (iv) a set of procedures requiring active participation of the
patient and the therapist and of which both believe to be means of restoring the
patient’s health.

These general dimensions allow the inclusion of all psychotherapeutic inter-
ventions, but they lack the specificity to identify an included approach as a psy-
chotherapeutic intervention. Wampold (2001) and Lambert and Ogles (2004) also
underline the necessity that psychotherapy is a professional activity or service that
implies a certain level of skills, which have to be formally recognized by training
institutes and licensing bodies, and anchored in a psychological theory; in addition
psychotherapeutic treatment should be supported by scientific evidence and pro-
vided by mental health specialists, who undergo training and who benefit from
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regular supervision and continuous postgraduate education. In many countries,
psychotherapeutic treatments can therefore only be provided by certified psychi-
atrists and psychologists.

In the following, we will present and discuss the three most widely used psy-
chotherapeutic approaches: psychodynamic, systemic, and cognitive behavioral
psychotherapy. These approaches have a long history of theoretical and conceptual
development and are widely utilized in psychiatric and somatic settings, including
oncology. Some of them have gained an important body of evidence confirming
their effectiveness and all provide specialized and certified training programs and
allow a large clinical application. Finally, the important movement of psycho-
therapy integration will also be discussed.

3.3.1 Psychodynamic Psychotherapy
Psychodynamic psychotherapies are derived from Freud’s work, object relation
theory elaborated by Klein and Winnicott and self-psychology based on Sullivan’s
interpersonal psychotherapy (Lewin 2005). Psychodynamic techniques are inten-
ded to develop self-understanding and insight into recurrent problems. In the
therapeutic process, symptoms and interpersonal difficulties are identified, ana-
lyzed, and interpreted based on the assumption that the subsequent insight and the
experiences in the therapeutic relationship can be transferred to «the world outside
the therapeutic setting» (Kaplan and Sadock 1998).

Psychodynamic psychotherapies rely on key theoretical concepts, such as (i) the
existence of an unconscious, which influences our thoughts, emotions, and
behaviors; (ii) the impact of early development on later stages of life; (iii) the
organization of the psyche by the ego, which has the capacity to reason and to
anticipate, the id, which is a source of sexual and aggressive drives, and the
superego, which contains theses drives by a «guilty conscience»; (iv) the protec-
tion of the individuals’ equilibrium by (unconscious) defense mechanisms, such as
rationalization, projection, or denial, which are triggered by threatening emotions
or thoughts; and (v) the observation, that unresolved issues of the patient are re-
enacted in the therapeutic setting, where they can be identified, discussed, inter-
preted, and modified.

The different types of psychodynamic psychotherapy reach from insight-ori-
ented psychotherapy, which uncovers repressed, unconscious thoughts and feel-
ings, and aims to enhance patient’s autonomy, to supportive psychotherapy, which
aims to suppress anxiety-provoking material and to foster ego functions and
adaptive defenses (Lewin 2005). Supportive psychotherapy is more often indicated
for patients in a palliative phase of their illness, as for most of these patients, the
objective is to enhance adaptation, to diminish dysfunctional coping, to decrease
psychological distress, and to restore psychological well-being (Guex et al. 2000;
Rodin and Gillies 2000; Stiefel et al. 1998). Insight-oriented therapy is suitable for
less vulnerable patients with intact ego functions, who are motivated to explore
their thoughts and feelings in order to enhance reflection, and have the capacity to
analyze adverse events (Rodin and Gillies 2000). A special form of
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psychodynamic psychotherapy is the Psychodynamic Life Narrative (PLN), which
can be understood as a way to conceptualize maladaptive responses to physical
illness. PLN aims to help the patient to understand their current psychological
reactions to illness by linking it to important elements of their life trajectory
(Viederman 1983; Viederman and Perry 1980). This type of therapy provides the
patient with an opportunity to enhance a sense of control and coherence when
facing illness (Viederman 2000).

With regard to the content of therapeutic interventions, the occurrence of cancer
is not conceived as being the sole focus of the encounter with the patient, but other
questions, such as how the specific reaction of the patient toward disease can be
understood or why his relationships have been modified by the disease, are
addressed (Krenz et al. 2013, submitted). A given psychological symptom is not
just a target to suppress, since psychodynamic therapies aim to understand its
underlying meaning: for example, it would be important for a psychodynamic-
oriented therapist to understand whether the depressed mood of a women with
breast cancer is due to the fact that she feels pressured by an increasing difficulty to
fulfill her duties (loss of pre-existing capacities), to a modification of her self-
image (loss of her breast), or to an alteration of her relationship with her husband
(loss of commitment to the relationship). Depending on the source of the
depressive symptoms, the therapeutic approach would be different, focusing on
diminishing superego pressure, (pre-existing) difficulties with self-esteem or
construction, and meaning of relationships.

While there are only few clinical trials evaluating the effectiveness of psy-
chodynamic therapies in the physically ill (Ando et al. 2007, Ludwig et al. 2013,
submitted), several single cases studies have been published over the past few
years (Lacy and Higgings 2005; Redding 2005; Tepper et al. 2006).

3.3.2 Systemic Psychotherapy
Systemic psychotherapy is based on general systems theory, which conceives a
system, such as the family, as organized and tries to understand the functions of its
different elements, and their interrelations. Therefore, systemic psychotherapy
views social coexistence of people as a complex and integrated whole, which is
greater than the sum of its parts (Minuchin 1988; Sameroff 1983). Family thera-
pists utilize special techniques and focus on variables, such as cohesion and
hierarchy of the family, as well as attributed roles and implicit and explicit rules
(Bressoud et al. 2007). Family members are considered to be helpful resources to
by the patient, who can assist him in decision making and provide emotional and
practical support (Xiaolian et al. 2002), but who may at times also be the source of
conflict and suffering (Lyons et al. 1995).

In a report on the evidence of systemic family therapy, Stratton (2005) indicates
that systemic therapy started with a common basis, but has over the past 50 years
grown in various directions, with the most significant specific interventions
belonging to the work of Bateson and the Palo Alto team (Jackson 1968a, b), the
family structural therapy by Minuchin (1974), the strategic family therapy
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developed by Haley (1976) and Madanes (1981), and the approaches of Selvini
Palazzoli and the Milan team (1978, 1991).

Being a systemic therapist does not imply that clinical care is restricted to social
systems; systemic therapists also treat individual patients, but they are probably
more sensitive to achieve an integrated systemic perspective in the analysis of the
patient’s problem and address more systematically intergenerational and intrafa-
milial problems and resources. Family response to illness is an important feature of
systemic therapy with the physically ill: for example family myths—beliefs about
a family member, such as «he has always been quickly irritated and prone to give
up»—and family paradigms, such as «we function best by denying disagreements
and avoiding difficulties», play an important role in systemic therapies.

Examples of scientifically evaluated systemic therapies in the medical and
oncology setting are the Medical Family Therapy (Doherty et al. 1994) and the
Family-Focused-Grief Therapy (FFGT), a preventive intervention for high-risk
families (Kissane et al. 2006). FFGT is based on the assumption that the family is
the primary provider of care for the terminally ill patient and that the type of
functioning of the family is essential for the patient (Kissane et al. 1996a, b). Its
aim is to optimize family functioning and to facilitate common grief. FFGT is a
time-limited intervention (four to eight sessions of 90 min each), over a
9–18 month period, based on a manual with specific guidelines and clinical
illustrations; its efficacy has been demonstrated in a randomized controlled trial
(Kissane et al. 2006).

An other systemic approach, which has been examined in mostly qualitative
research, is narrative therapy developed by Michael White and David Epston
(White and Epston 1990). Narrative therapy is based on the concept that our
identity is shaped by narratives and stories that we tell ourselves and others.
Reality is thus a co-construction between different individuals, and the relational
consensus produces the judgment that a perception is acceptable or not. Thus, not
only the mind creates impressions based on observations, but confirmations of
these impressions are sought with members of the society, the family or other
systems, leading to interpersonal exchange which finally colors the way we per-
ceive life. Therefore, the way a patient perceives his cancer, and the way he talks
about it to his family or to medical professionals, will influence the perception and
meaning he attributes to the disease and thus the psychological impact the situation
will have. Narrative therapy implies that the patient is motivated to explicitly
verbalize his thoughts and feelings with regard to the current situation, to com-
municate how he relates them to his life history and to evaluate the meaning he
attributes to his disease in light of his trajectory.

In addition, systemic psychotherapy plays an important role in the treatment of
childhood cancer, childhood cancer survivors, and their families. For example,
Kazak (1989) found that multifamily group intervention reduced the posttraumatic
stress symptoms and anxiety in childhood cancer survivors and their families.
Furthermore Martire et al. (2004) demonstrated that systemic interventions for
people with chronic illness (including cancer) were more effective than standard
care.

Psycho-Oncological Interventions and Psychotherapy in the Oncology Setting 127



3.3.3 Cognitive Behavioral Psychotherapy
Cognitive behavioral therapy (CBT) is a general term for several forms of ther-
apies with similar characteristics, such as cognitive therapy, behavior therapy,
rational emotive therapy, schema focused therapy, dialectical behavior therapy,
mindfulness, motivational therapy, or cognitive–behavioral stress management.
These interventions intend to reduce psychological distress and enhance adaptive
coping by modifying maladaptive thoughts and behaviors, by raising awareness of
emotional states and their connection with thoughts and behaviors, and by pro-
viding new skills (Hollon and Beck 2004).

CBT assumes that thoughts, behaviors, and emotions are at the base of human
well-being and of the etiology and persistence of psychological disorders. For
example, individual responses to illness are influenced by cognitive factors such as
symptom perception (Lacroix et al. 1991), and variability in emotional reactions
and self-care behaviors can be partly explained by disease-specific illness repre-
sentations (Petrie et al. 1996; Prohaska et al. 1987). Or, the same situation
encountered when feeling sad or happy will be followed by very different thoughts
and behaviors (Segal et al. 2002). While it becomes more and more current in
western healthcare to promote active self-management in patients (Tattersall
2002), CBT, which focuses on analysis of the function of the symptoms, skills
acquisition, and increasing the autonomy of the patient, has been proposed as
beneficial for patients with comorbid physical and psychological difficulties.

CBT offers several models for the somatic setting and patients with chronic
medical problems. For example Acceptance and Commitment Therapy (ACT), an
approach developed by Steven Hayes and colleagues (Hayes et al. 1999), is based
on the concept that (i) instead of «controlling» our thoughts and feelings, we could
choose to observe and accept them as they are and (ii) instead of putting our
energy in avoiding our problems, we could act in the direction of personal values.
For example, a patient with cancer might consider that if he is not cured, his life is
meaningless, and he might avoid to be active due to fears of suffering from certain
symptoms due to his cancer or its treatment: in ACT he would be invited to
observe his emotions and thoughts inducing avoidance, and to reflect on the
question whether «avoiding» is a strategy that really helps him in the long run. By
investigating his values he might find reasons and motivation to confront life
again, for example by connecting to other people, sharing his thoughts and
emotions, or discovering new aspects of life.

CBT can be used as individual or group treatment and therapists feel free to
follow a model, or to integrate different techniques (e.g., relaxation, exposure,
meaning seeking) depending on the needs of the patient. As in other therapeutic
approaches, the therapeutic relationship is an important part of CBT which is
utilized by the therapist, for example by working on what happens in the thera-
peutic relationship and how this can be understood in light of the patient’s
difficulties.

CBT strives to be evidence based and much effort has been put in scientific
research, including large randomized controlled studies. In patients suffering from
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cancer, CBT has been demonstrated to improve anxiety and depressive symptoms,
self-esteem, immune functions, quality of life, optimism, self-efficacy, compli-
ance, coping effectiveness and satisfaction, and to decrease cancer-related fatigue,
cortisol levels, pain, and distress (Andersen et al. 2007; Daniels and Kissane 2008;
Greer et al. 1992; Hopko et al. 2005; Lee et al. 2006; Manne et al. 2007; Mefford
et al. 2007; Moorey et al. 1998; Osborn et al. 2006; Penedo et al. 2007; Tatrow
2006; Witek-Janusek et al. 2008; Wojtyna et al. 2007).

3.3.4 Psychotherapy Integration
The first official comment on the need to integrate different psychotherapeutic
approaches to best serve patients could be attributed to Freud when he stated that
psychoanalytic technique alone seems insufficient for certain patients: «these
patients cannot bring out the material necessary for resolving their phobia so long
as they feel protected by obeying the condition which it lays down», only after
they learned to no longer need the protection of their phobia, «does the material
become accessible, which, when it has been mastered, leads to a solution of the
phobia» (Freud 1910/1975, p 145). This comment can be understood as showing
that Freud realized that, for some patients, psychoanalytic interpretation alone
might not be enough and that an alternative approach might be necessary before
interpretation (Trijsburg et al. 2005). Nowadays, neither monism (psychothera-
peutic modalities have unique qualities differentiating them) or specificity (one
intervention has one intended result), nor eclecticism (interventions are effective
irrespective of the particular theory from which they derive) or universality
(common factors among psychotherapeutic treatments) can adequately reflect
clinical reality in its totality, instead it is considered that specific interventions
reinforce common factors, and common factors reinforce the effects of specific
interventions (Strupp and Hadley 1979).

Integrative approaches are more and more practiced, with one-half to two-thirds
of clinicians working with a variety of concepts derived from several theoretical
schools (Lambert et al. 2004). A survey, conducted in the Netherlands with 1143
therapists from various orientations found that self-declared monotherapists of all
orientations use interventions from other theoretical approaches (Trijsburg et al.
2004).

Four ways to integrate psychotherapies have been identified: (i) technical
eclecticism, which uses the combination of different interventions without
adopting the underlying theoretical models, (ii) theoretical integration, which
synthesizes existing theories in a new structure with its own theoretical frame-
work, (iii) common factors approach, which combines core elements that are
common to all psychotherapies, and (iv) assimilative integration, grounded in one
psychotherapeutic approach, but integrating practices from other approaches
(Norcross and Goldfried 2005). Examples of common factors based on different
studies (Grencavage and Norcross 1990; Lambert et al. 1994; Trijsburg et al. 2004)
include therapist empathy, congruence, acceptance and involvement, patient
expectations, hope, quality of communication, working alliance and engagement.
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Several integrative psychotherapeutic approaches have been developed (e.g., the
Common Factor Model of Arkowitz 1992; Interpersonal Therapy by Klerman et al.
1984; Cognitive analytic therapy by Ryle and Kerr 2002; Systematic Eclectic
psychotherapy by Beutler and Consoli 1992; Multimodal therapy by Lazarus 1989,
2005; Kissane’s cognitive-existential group therapy 1997). Psycho-oncology could
benefit from this work, for which encouraging results have been found endorsing
the common factors theory in cancer care and the effectiveness of technical
eclecticism and theoretical integration (Liossi and White 2001; McLean et al.
2013; Schnur and Montgomery 2010).

4 Outcome of Psycho-Oncological Interventions

Outcome of psycho-oncological interventions are not easy to determine, since
some patients value a decrease of distressing symptoms, such as feelings of
depressed mood, while others emphasize personal growth, finding meaning in a
situation perceived as chaotic, or improved interpersonal relationships and com-
munication. Up to now, most studies evaluate outcome with traditional psycho-
metric assessments, which do not necessarily reflect the therapeutic process and
might not be relevant to all psychotherapeutic approaches, such as the psycho-
dynamic approach (Krenz et al. 2013, submitted).

While there is a real need for creativity with regard to the evaluation of indi-
vidual psycho-oncological interventions, outcomes for partners and family mem-
bers have also been neglected.

Finally psycho-oncological interventions seem to influence treatment adher-
ence, but its relevance for survival is controversial (Chow et al. 2004; Smedslund
and Ringdal 2004; Spiegel et al. 1989). A systematic Cochrane review examining
the effectiveness of psychosocial interventions in breast cancer patients on survival
outcome showed insufficient evidence for such an effect (Edwards et al. 2008).
Possible pathways for prolonging survival, taking into account adherence to
treatment, self-care, or enhanced immune system, might deserve attention. For
example, it is known that mood disturbance is associated with poorer response to
chemotherapy (Walker et al. 1999), and that feelings of helplessness or hope-
lessness are associated with poorer survival (Watson et al. 1999).

5 Conclusions

For different psycho-oncological and psychotherapeutic interventions, clinical
validity and scientific evidence have been demonstrated. Since existing psycho-
logical interventions which have been proven to be beneficial can easily be
adapted to cancer patients, it seems that instead of conceiving new interventions
for the oncology setting, and thus reinvent the wheel, it is more relevant to identify
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patients who benefit from specific psycho-oncological interventions and to develop
and implement programs that cover the spectrum of treatment modalities, which
can than be evaluated with regard to effectiveness (Ludwig et al. 2013, submitted).
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