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 This book is dedicated to the countless 

 individuals diagnosed with cancer, whose 

 strength, resilience, and determination 

 inspire us daily. To the patients who bravely 

 face the uncertainty and complexity of this 

 disease, and to their families and loved ones 

 who provide unwavering support through the 

 most difficult of times, this book is a 

 testament to your courage. 

 We also dedicate this work to the dedicated 

 healthcare professionals—oncologists, 

 psychooncologists, therapists, nurses, and 

 caregivers—who relentlessly pursue better 

 outcomes for those under their care. Your 

 compassion, skill, and dedication to the 

 wellbeing of cancer patients form the 

 backbone of comprehensive cancer care. 

 Finally, this book is a tribute to those who 

 have lost their lives to cancer. Their memory 

 motivates our continued efforts to improve 

 both the physical and psychological care 

 provided to those impacted by this illness. 

Foreword

Cancer is one of the leading causes of mortality worldwide, with an ever-increasing impact not just on the physical body but also on the psychological and emotional wellbeing of patients. Over the past few decades, significant strides have been made in understanding the psychological burden associated with cancer, leading to the establishment of psychooncology as a vital area of care. The integration of psychological therapies in cancer care is now recognized as essential to improving patient outcomes, enhancing their quality of life, and fostering emotional resilience throughout the cancer journey. 

This book,  Psychotherapy Approaches in Cancer, seeks to provide a comprehensive guide for healthcare professionals, patients, caregivers, and researchers on the most effective psychotherapeutic interventions for cancer patients. These interventions address the emotional, cognitive, and behavioral challenges cancer patients face. From Cognitive Behavioral Therapy, Eye Movement Desensitization and 

Reprocessing, Schema Therapy, Emotion-Focused Therapy, Existential Therapy, Art Therapy, Positive Psychotherapy, Mindfulness-Based Stress Reduction, and Acceptance and Commitment Therapy to Brain-Based Psychotherapy, this book 

offers a detailed exploration of approaches that have demonstrated significant success in both clinical practice and research. 

With contributions from leading psychooncologists, this volume integrates the latest findings in psychological interventions for cancer care, ensuring that it provides readers with the most up-to-date strategies for improving patient outcomes. 

We hope that this book serves as a critical resource for those looking to enhance cancer care through the inclusion of psychological therapies, recognizing that addressing the mental health of patients is not just beneficial but essential for comprehensive cancer treatment. 

Istanbul Faculty of Medicine, Department of Psychiatry, 

Sedat Özkan

Division of Consultation- Liaison Psychiatry, 

Istanbul University, 

Istanbul, Turkey
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Preface

Cancer presents a formidable challenge not only to the physical health of those diagnosed but also to their emotional, psychological, and social wellbeing. The diagnosis often triggers a cascade of emotional responses—fear, anxiety, depression, and uncertainty—that require more than just medical intervention to help patients and their families cope. Over the past few decades, psychooncology has emerged as a critical discipline, integrating psychological therapies into cancer care to address these complex psychosocial challenges. 

This book,  Psychotherapy Approaches in Cancer, provides a comprehensive and evidence-based exploration of psychotherapeutic interventions that have proven effective in supporting cancer patients. It covers a broad range of therapeutic approaches, including:

Cognitive Behavioral Therapy (CBT): Strategies for challenging negative thought patterns. 

Acceptance and Commitment Therapy (ACT): Emphasizing acceptance and 

mindfulness. 

Eye Movement Desensitization and Reprocessing (EMDR): Addressing trauma and anxiety related to cancer. 

Schema Therapy: Focusing on changing deep-rooted maladaptive schemas. 

Mindfulness-Based Interventions: Enhancing present moment awareness to 

reduce stress. 

Emotion-Focused Therapy (EFT): Processing and integrating emotions. 

Existential Therapy: Exploring deeper existential concerns like meaning and mortality. 

Art Therapy: Using creative expression to process emotions. 

Positive Psychotherapy: Highlighting the role of positive emotions and strengths. 

Brain-Based Psychotherapy: Incorporating neurobiological perspectives to enhance therapy. 

Additionally, this volume explores psychosocial approaches tailored to children and elderly cancer patients, unique perspectives on the oncological approach to ix

x

Preface

terminal patients, building resilience through psychodrama, and the dynamics of couples and family support during cancer. Each chapter has been contributed by experts in the field, combining cutting-edge research with practical clinical insights. 

The aim is to serve healthcare professionals, therapists, researchers, and patients and families, offering strategies to integrate psychotherapeutic care into cancer treatment. 

This book has been a deeply collaborative effort, and I am grateful to all the contributors who have shared their expertise. Special thanks go to the patients and families who have trusted us with their stories of vulnerability and strength, allowing us to learn from their experiences. 

I also extend my appreciation to healthcare professionals and researchers whose dedication continues to advance psychooncology. Your commitment to holistic cancer care has been instrumental in shaping this book. 

Lastly, I would like to thank the editorial team at Springer for their guidance and support throughout this project. It is my hope that  Psychotherapy Approaches in Cancer serves as both a guide and a source of inspiration, highlighting the necessity of psychological support in comprehensive cancer care. 

Istanbul, Turkey 

Esra Savaş    
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Cancer is a complex and multifaceted disease affecting millions of individuals worldwide. Beyond its physical toll, cancer profoundly impacts patients’ emotional, psychological, and social wellbeing. A diagnosis often triggers distress, manifesting as anxiety, depression, fear of death, and existential challenges, significantly reducing the quality of life. Recognizing the psychological dimensions of cancer care has led to the emergence of psychooncology, a vital discipline that integrates psychological therapies into oncological treatment. This introduction provides an overview of the critical role that psychotherapy plays in addressing the psychological burden of cancer and highlights the most effective therapeutic approaches for supporting patients through their journey. 

Every year, millions of people are affected by cancer, one of the leading causes of mortality worldwide. While medical science and technology have made significant strides in cancer treatment, patients and their families continue to face E. Savaş (*) 
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enormous emotional and psychological challenges. The psychological impact of receiving a cancer diagnosis and undergoing treatment can include anxiety, depression, posttraumatic stress disorder (PTSD), and various other emotional difficulties. 

Such challenges can significantly influence a patient’s overall prognosis, adherence to therapy, and quality of life, making it essential to incorporate psychological support within the oncological treatment plan. 

 Emergence  of Psychooncology

Psychooncology, also known as psychotherapy in oncology, addresses the emo-

tional, cognitive, and behavioral challenges accompanying a cancer diagnosis. The field emerged in the 1970s, pioneered by Dr. Jimmie Holland, who emphasized the importance of mental health support for cancer patients (Holland & Rowland, 

1989). Since then, the discipline has evolved to include a wide range of psychotherapeutic approaches that aim to improve emotional and psychological wellbeing during treatment and beyond. 

Research has consistently demonstrated the interconnectedness of psychological health and physical outcomes, revealing that patients’ mental states can influence not only their quality of life but also treatment adherence, therapy response, and overall prognosis (Spiegel & GieseDavis, 2003). The integration of psychotherapeutic interventions is now regarded as a cornerstone of comprehensive cancer care, particularly for addressing the emotional challenges faced by cancer patients. 

 The Psychological Impact of Cancer

The diagnosis of cancer often elicits an immediate emotional response, including shock, fear, denial, and uncertainty about the future (Mitchell et al., 2011). Patients face not only the physical aspects of their disease but also the psychological ramifi-cations, with up to 40% experiencing clinically significant levels of distress, such as depression, anxiety, and adjustment disorders (Mitchell et al., 2011). These psychological difficulties can lead to poorer health outcomes, including reduced treatment adherence and lower survival rates. 

Cancer patients frequently experience emotional exhaustion, feelings of isolation, and concerns about their future and their families’ wellbeing. According to Holland and Rowland (1989), psychooncology emerged to provide holistic care, acknowledging the need for psychological support as an integral part of treatment. 
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 Psychotherapeutic Approaches in Cancer Care

Several therapeutic approaches have proven effective in alleviating the psychological burden of cancer. This book explores a variety of evidence-based interventions, including:

Cognitive Behavioral Therapy (CBT): CBT is one of the most widely used and 

effective psychotherapeutic approaches in cancer care. It focuses on helping patients identify and challenge negative thought patterns that contribute to their emotional distress. Studies have demonstrated its effectiveness in reducing anxiety, depression, and fear of recurrence while enhancing coping skills and overall mental health (Moorey & Greer, 2011). 

Acceptance and Commitment Therapy (ACT): ACT encourages patients to 

accept difficult emotions rather than trying to eliminate them. By helping patients focus on living in accordance with their values, ACT has been particularly effective in addressing existential concerns, such as fear of death, and improving emotional resilience (Hayes et al., 2011). 

Mindfulness-Based Stress Reduction (MBSR): MBSR teaches patients to focus 

on the present moment without judgment, reducing stress, anxiety, and depression. 

It is particularly useful for cancer patients dealing with uncertainty and fear associ-

ated with their illness (Carlson & Speca, 2010). 

Emotion-Focused Therapy (EFT): EFT is designed to help patients process and understand their emotions, providing a framework for expressing difficult feelings such as fear, anger, and sadness. It supports emotional regulation and has been shown to improve psychological wellbeing in cancer patients (Greenberg, 2011). 

Existential Therapy: This approach focuses on addressing deeper existential concerns such as fear of death and loss of meaning. It helps patients find purpose and meaning in their experiences, even in the face of their illness (Frankl, 1959). 

Eye Movement Desensitization and Reprocessing (EMDR): EMDR is primarily 

used for trauma and anxiety, which are prevalent in cancer patients. By guiding patients through eye movements and cognitive restructuring, EMDR helps process distressing memories, reducing their emotional impact and improving mental health (Shapiro, 2001). 

Schema Therapy: Schema therapy extends traditional CBT by addressing deep- 

rooted cognitive and emotional patterns, or schemas. For cancer patients, this approach identifies and modifies negative beliefs and behaviors that may be ingrained from past experiences, fostering better emotional coping (Young, 1999). 

Art Therapy: Art therapy uses creative expression to help patients process their cancer experience. It provides a nonverbal outlet for feelings that may be difficult to articulate and has been shown to reduce stress and improve overall wellbeing (Malchiodi, 2012). 

Positive Psychotherapy: This approach emphasizes identifying and enhancing 

strengths, positive emotions, and personal growth. By fostering gratitude, hope, and positive thinking, patients can find emotional support and resilience, improving 

their wellbeing (Seligman, 2002). 
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Brain-Based Psychotherapy: Integrating neuroscience into therapy, brain-based psychotherapy focuses on how neurobiological processes influence emotional regulation and behavior. Understanding neurobiological responses to stress allows therapists to tailor interventions that support cognitive and emotional resilience in cancer patients (Cozolino, 2010). 

Additionally, this book covers psychosocial interventions tailored to various populations, including children and elderly cancer patients, and offers perspectives on the oncological approach to terminal care and the dynamics of couples and family support in cancer care. Resilience-building methods, such as psychodrama, are also discussed as tools to enhance coping and promote growth. 

 The Role of Family and Social Support

The psychological impact of cancer extends beyond the individual to their family and social circles. Family members, often taking on caregiving roles, face their own emotional strain. Research indicates that involving families in therapy can improve emotional outcomes for both the patient and their loved ones (Manne & Badr, 2008). 

Family therapy and couples counseling create a space for navigating caregiving’s emotional complexities, enhancing communication and emotional resilience. 

Support groups play a crucial role in providing community for cancer patients and their families. Sharing experiences with others facing similar challenges reduces feelings of isolation and offers coping strategies. Peer support has been shown to reduce distress and improve wellbeing (Helgeson & Cohen, 1996). 

 Posttraumatic Growth (PTG)

Despite the psychological challenges, many cancer patients experience personal growth through their illness, a phenomenon known as posttraumatic growth (PTG). 

PTG includes finding new meaning, greater emotional resilience, and forming deeper relationships in response to trauma (Tedeschi & Calhoun, 2004). Therapies 

such as CBT and ACT can facilitate PTG by helping patients reframe their cancer experience, fostering empowerment and growth (Thornton & Perez, 2006). 

 Advancements  in Psychooncology

Advancements in psychooncology have expanded access to care through digital platforms. Teletherapy and mobile health applications have made psychological support more accessible, especially to underserved populations (Mohr et al., 2021). 

These platforms provide continuous engagement and emotional support, even 

1 Introduction

5

outside of in-person therapy. Furthermore, the integration of Artificial Intelligence (AI) in psychooncology offers new possibilities for patient care, with AI-driven tools analyzing emotional states through speech, facial expressions, and behavior to provide personalized care (Daedalus, 2021). 

 Conclusion

The integration of psychotherapy into cancer care is not just beneficial but essential in addressing the emotional and psychological challenges faced by patients and their families. As cancer treatment continues to evolve, so does our understanding of the vital role that mental health plays in improving patient outcomes, quality of life, and fostering personal growth. By exploring evidence-based therapeutic approaches and considering the social and technological advances in psychooncology, this book aims to provide healthcare professionals with the knowledge and strategies to holistically support cancer patients throughout their journey. Each chapter offers insights into how to best incorporate these psychotherapeutic interventions, ensuring that the psychological needs of patients are addressed alongside their physical care.Conflicts of InterestThe authors have no conflicts of interest to declare that are relevant to the content of this chapter. 
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 Introduction  to Psychooncology

Psychooncology, which emerged in the post-1950s era, addresses the increasing demand for comprehensive cancer care that considers not only the physical but also the psychological, emotional, and social needs of patients and their families. Early pioneers, such as Dr. Jimmie Holland, played a pivotal role in establishing this field, demonstrating that psychosocial support improves the overall quality of life for cancer patients (Holland & Rowland, 1989). Modern psychooncology continues to 
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evolve by integrating therapeutic approaches like cognitive therapy and its third wave therapeutic approaches and techniques such as mindfulness-based stress 

reduction (MBSR) (KabatZinn, 1990). 

Recent advancements in teletherapy and digital mental health tools (DMHTs) 

have greatly expanded access to psychooncological care. These digital platforms, including mobile health applications and virtual support groups, are particularly effective in managing anxiety and depression among cancer patients, especially in underserved populations (Mohr et al., 2021). These tools enable continuous patient engagement, foster emotional resilience, and provide personalized mental health interventions, offering a new level of accessibility and precision in care (BMJ, 2021; 

Daedalus, 2021). More recent studies (20232024) have begun to explore how digital tools and AI can enhance psychooncological support, particularly in improving access to care for underserved populations. For example, studies on mobile health applications have shown promising results in managing anxiety and depression in cancer patients. Additionally, new research is emerging on the impact of virtual support groups in fostering a sense of community among patients undergoing treatment (Savas et al., 2024). Including such up-to-date findings can provide a richer understanding of the current landscape of psychooncology. 

The domain scrutinizes the psychological reactions of individuals with cancer and their families across all stages of the disease process. Additionally, this research investigates psychological, social, and behavioral factors influencing cancer risk and survival (Holland & Rowland, 1989). 

The significance of psychooncology was underscored by the biological connection between the body and the brain. Protein mutations and cell proliferation regulation play pivotal roles in cancer development. However, recent research has indicated that stress can influence the cancer development process is noteworthy. 

 Stress and Its Impact on Cancer Progression

Stress profoundly affects cancer progression by weakening the immune system and disrupting the neuroendocrine response, leading to increased tumor growth and reduced patient resilience. Chronic stress can impair the body’s ability to repair DNA damage, contributing to the advancement of certain cancers, including ovarian and prostate cancer (Thaker et al., 2007). Chronic stress has profound effects on the immune system, particularly on natural killer (NK) cells and cell division. While acute stress may temporarily enhance NK cell activity, prolonged exposure to stress results in elevated cortisol levels, which suppress NK cell function, reducing the immune system’s ability to eliminate infected or cancerous cells (Segerstrom & Miller, 2004). Chronic stress also slows down cell division, impairing the body’s ability to repair tissues and replenish immune cells, thereby weakening the overall immune response. This leaves the body more vulnerable to infections and delays recovery from illness or injury (Dhabhar, 2014). 
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Psychooncologists play a critical role in addressing these challenges through techniques such as cognitive behavioral therapy (CBT), mindfulness-based stress reduction (MBSR), and emotional regulation strategies. By managing psychological stress, psychooncologists help improve treatment adherence, reduce recurrence risk, and enhance overall survival rates (Lutgendorf & Sood, 2011). 

 Advancements in AI and Digital Tools in Psychooncology

Recent advancements in AI-driven analysis provide psychooncologists with valuable insights by enabling precise detection of emotional distress through speech, facial expressions, and movement patterns (Daedalus, 2021). The rise of teletherapy and mobile health platforms has also expanded access to psychooncological care, particularly for underserved populations, ensuring continuous engagement and emotional support from the comfort of patients’ homes (Mohr et al., 2021). These 

digital tools allow psychooncologists to offer more personalized, data-driven interventions, significantly enhancing patient care by addressing both psychological and biological aspects of cancer treatment. 

 The Role of Psychooncologists in Integrating Traditional 

and Digital Interventions

Psychooncologists employ an evidence-based eclectic approach, integrating various therapeutic techniques tailored to individual needs. While psychotherapists typically adhere to a single theoretical framework, psychooncologists use a combination of approaches to address the complex emotional and social challenges cancer patients face, such as anxiety and depression. By offering individualized psychosocial care, they improve patients’ quality of life throughout the treatment process. 

The integration of AI and digital health platforms with traditional therapeutic techniques like CBT and MBSR enhances psychooncologists’ ability to meet the multifaceted needs of cancer patients. This holistic approach ensures that psychooncological care remains at the forefront of modern cancer treatment, improving patient outcomes and overall quality of life. 

 The Critical Role of Psychooncologists in Cancer Care

Psychooncologists play an indispensable role in the comprehensive treatment of cancer patients. By addressing psychological, social, and emotional challenges, they help patients manage stress, anxiety, and depression, which are common throughout the cancer journey. Research shows that psychological wellbeing 
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significantly influences a patient’s ability to adhere to treatment regimens, ultimately impacting overall survival rates. Family support, which psychooncologists also address, plays a crucial role in helping patients cope with the disease. Managing chronic stress has been shown to bolster the immune system, supporting the body’s fight against cancer and reducing the likelihood of recurrence. 

Psychooncologists provide holistic care, integrating techniques such as mindfulness, cognitive behavioral therapy (CBT), and emotional regulation strategies into cancer care, enhancing the quality of life for patients. Culturally sensitive interventions are also gaining prominence, with psychooncologists tailoring treatments to patients’ cultural backgrounds, values, and family dynamics. This approach results in better therapeutic outcomes (Bronner et al., 2018). Furthermore, there is a growing focus on fostering posttraumatic growth (PTG) in cancer patients through mindfulness- based therapies and CBT, enhancing resilience and psychological wellbeing, which improves the quality of life during and after treatment (Marziliano et al., 2020). These advancements reflect the evolving and integrative role of psychooncologists in holistic cancer care. 

In addition, psychooncologists must master the language specific to oncology. 

Proficiency in oncology-related knowledge, including diagnosis, treatment methods, side effects, and support systems, is crucial. Understanding the intricacies of oncological treatment and maintaining open communication with oncologists 

ensures coordinated care. For example, if a 62-year-old patient who has undergone brain tumor surgery exhibits sudden changes in personality or increased anger, the psychooncologist must recognize that this could be medically or neurologically induced, such as by delirium. In such cases, the therapist should collaborate with the patient’s doctor and neurologist rather than simply increase psychotherapy sessions. 

It is also vital to inform the patient’s family of these developments. 

Psychooncology is an ever-evolving field that demands a holistic and integrative approach to cancer care. By embracing empathy, clear communication, cultural sensitivity, and evidence-based therapeutic techniques, psychooncologists can significantly impact the emotional and psychological wellbeing of cancer patients. Future research should continue exploring innovative approaches such as digital mental health tools and the integration of mindfulness into standard care. These advancements, alongside a focus on patient empowerment, will ensure that psychooncological care remains at the forefront of holistic cancer treatment. 

 Understanding Psychosocial Needs During the Cancer Process

Psychosocial needs in cancer care are shaped by factors such as cultural background, personal values, family dynamics, and individual coping styles. For example, a patient from a collectivist society may rely more heavily on family and community support, while a patient from an individualist culture might prioritize personal autonomy in decision-making. Tailoring interventions to address these 
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cultural nuances is crucial for psychooncologists, as culturally sensitive care can significantly improve patient outcomes. Incorporating cultural sensitivity into treatment planning ensures that psychological support aligns more closely with the patient’s lived experience, resulting in better engagement and emotional wellbeing. 

The use of digital mental health tools (DMHTs), particularly those guided by clinicians, has also proven effective in managing psychosocial needs across diverse cultural contexts. Guided DMHTs have been successful in treating depression, anxiety, and posttraumatic stress disorder (PTSD) among various patient populations, offering a scalable solution for psychooncological care (Psychology Today, 2023). 

In 2024, Dr. Savaş and Dr. Özmen developed a model to address the psychoso-

cial challenges faced by cancer patients in the Turkish population. They identified ten key themes related to emotional and social difficulties, noting that patients often experience intense fear and lack adequate support from both their communities and medical professionals. Furthermore, insufficient information is provided regarding the psychological and physical challenges associated with the disease. 

The study highlighted the need for collaboration between psychologists and 

dietitians in medical treatment, emphasizing that psychosocial issues stem from four main sources: the individual, healthcare personnel, the disease itself, and the surrounding environment. These issues often extend beyond the patient, affecting their families, social circles, and work lives. Psychosocial challenges can be grouped into three categories: personal emotional struggles, disruptions in family and social dynamics, and professional or work-related stress. A visual representation, such as a flowchart, can help clinicians better understand the interactions between these factors. For example, a diagram illustrating how stress impacts emotional wellbeing, family relationships, and work productivity could offer practical insights for healthcare providers. 

The study identified seven key groups critical to addressing psychosocial issues: individuals, coworkers, family, medical staff, relatives, other cancer patients, and friends. Despite differing individual characteristics, the themes identified were consistent across participants, highlighting the universal need for social support during the cancer process. These findings underscore the importance of integrating psychological and dietary support into the medical treatment of cancer patients (Fig. 2.1). 

 Psychooncological  Support

If every cancer patient requires psychological support or that every reaction to diagnosis is normal, is inaccurate. The need for psychooncological support varies based on how significantly the biopsychosocial aspects of an individual are affected. 

Patients who express a need for such support can initiate the process according to their preferences. In crisis or high-risk situations, psychiatric consultation is essential, and a collaborative approach between psychooncologists and psychiatrists is crucial. 
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Fig. 2.1  Model for managing psychosocial problems in cancer patients (Savas & Ozmen, 2024)

Statistics indicate that nearly every second cancer patient receives a psychiatric diagnosis, such as adjustment disorders, mood disorders, anxiety disorders, organic brain syndrome, personality disorders, delusional disorders, or insomnia (Anuk et al., 2019). Psychological issues that existed prior to the cancer diagnosis may worsen, or psychiatric deterioration may occur due to treatment side effects. Some individuals may also need guidance to adjust to the significant changes in their lives postdiagnosis. 

After assessing the individual’s needs, interventions such as psychoeducation, counseling, psychotherapy, or art therapy can be implemented, either in an individual or group setting. Careful planning ensures that these interventions are tailored to the specific needs of the patient. The primary goal of psychooncological support is to enhance psychological wellbeing, improve quality of life, manage stress and anxiety, reduce the risk of depression and other psychiatric disorders, and address family dynamics to strengthen functional family relationships. 
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 Psychological Wellness in Cancer Care: Navigating Challenges 

and Fostering Empowerment

The prolonged nature of the cancer diagnosis and treatment process, the uncertainty of when treatment will be completed, and the emergence of new challenges while daily life struggles persist, can make it difficult for individuals to adapt to both the treatment and the medical team. Patients may experience intense anxiety, stress, obsessive thoughts, tension, unhappiness, reluctance, and problems with sleep, appetite, and sexuality (Ferrandina et al., 2012; Sekse et al., 2015). Meta-analytic studies have identified depression, anxiety, and adjustment disorders as the most common psychiatric issues among cancer patients (Solmi et al., 2020; Mitchell et al., 2011). The incidence of these psychological effects is twice as high in cancer patients compared to those without cancer (Linden et al., 2012; Singer, 2018). Additionally, systematic reviews show that preexisting major depression and anxiety disorders increase cancer incidence and mortality (Löwe et al., 2008; Wang et al., 2020). Although psychological stress does not directly cause cancer, it negatively influences cancer progression and increases the risk of mortality (Wang et al., 2020), potentially due to its short- and long-term effects on the immune system (Seiler et al., 2020; Zhang et al., 2020). 

Perception of illness and treatment plays a critical role in determining an individual’s psychological wellbeing and their response to therapy (Valentine et  al., 

2022; Ma et  al., 2024; Dehghan et  al., 2024). A negative perception of illness increases the likelihood of developing psychiatric disorders and weakens the immune system (Kus et  al., 2017; Ośmiałowska et al., 2022; Seiler et al., 2020; Zhang et al., 2020). Conversely, a positive perception of illness facilitates adaptation to the treatment process and has beneficial effects on the immune system. 

Chronic stress is a significant risk factor for the onset and progression of cancer (Zhang et al., 2020). Managing stress effectively supports both physical and psychological health, making it crucial to focus on psychological wellness in addition to medical care. Psychological wellness is not only defined by the absence of distress and psychiatric disorders but also by the presence of positive psychological responses, high psychological wellbeing, healthy lifestyle behaviors, and growth through trauma, known as posttraumatic growth (Cordova & Andrykowski, 2003). 

Individuals with high psychological wellbeing during the cancer process tend to exhibit greater posttraumatic growth and empowerment (Andrykowski et al., 2008). 

These strengths include improved emotional regulation, higher self-esteem, a deeper appreciation for life, increased spirituality, and enhanced cognitive flexibility. 

 Empowerment and Psychological Responses 

in the Cancer Process

The variability in how cancer affects individuals can be both empowering and challenging, influenced by many factors. Nearly all patients experience psychological distress at some point after diagnosis, and their psychological balance often 

[image: Image 3]

14

E. Savaş

Fig. 2.2  Assumed life route

deteriorates as they face uncertainty and daily stressors. However, psychological equilibrium is frequently regained once treatment begins and the process becomes clearer (Fig. 2.2). 

Some individuals do not regain psychological stability after diagnosis and treatment due to physical, psychological, or social changes caused by the disease. Many people fall between these extremes, finding ways to continue with their lives. 

Cancer, for many, is an experience that can strengthen and reshape the meaning and 

direction of life (Fig. 2.3). 

For some, the psychological impact of cancer lingers even after the medical aspects have been addressed. Others emerge from the process stronger and more resilient. The psychological response to cancer is often rooted in the individual’s preexisting psychological wellbeing, perception of the disease, healthy lifestyle habits, and sense of purpose in life. Tedeschi and Calhoun (2004) found that approximately 30% of individuals who experienced psychological struggles following potentially traumatic events experienced positive changes and greater life satisfaction. These individuals were able to reduce the impact of the traumatic event by finding meaning in it. Posttraumatic growth (PTG) is a cognitive process through which individuals who have faced trauma reframe their experiences positively and derive new meaning from them (Tedeschi & Calhoun, 2004). 

[image: Image 4]
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Fig. 2.3  Factors between the development of psychiatric disorders and cancer empowerment. 

Source: AI-generated image using OpenAI’s DALL⋅E tool, created in collaboration with the author Recent advancements in digital interventions, such as mindfulness and cognitive behavioral therapy (CBT) platforms, have shown promise in enhancing PTG in cancer patients. These tools help patients develop healthier coping strategies and emotional resilience, both of which are key components of PTG (Daedalus, 2021). PTG 

can manifest in various ways, including a newfound appreciation for life, deeper interpersonal relationships, stronger emotional experiences, redefined life priorities, and enriched spiritual beliefs (Cormio et al., 2014). Studies have demonstrated a positive relationship between PTG and functional coping in cancer patients (Liu et  al., 2020), while a negative relationship has been observed between PTG and posttraumatic stress disorder (PTSD) (Marziliano et al., 2020). 

Strategies to increase PTG and maintain psychological wellness through cancer empowerment involve both the individual and their connection with others. Access to information and psychological resources varies depending on a country’s healthcare system and social services (Andrykowski et al., 2008). Regardless of external circumstances, maintaining high psychological wellness by managing personal and interpersonal factors can improve the cancer experience. Patients enhance their stress management skills by employing intrapersonal and interpersonal coping mechanisms, adopting healthy lifestyle behaviors, and maintaining positive thinking styles. This holistic approach contributes to greater psychological wellness throughout the cancer journey. 

 The Comprehensive Model for Psychological Wellness 

and Empowerment in Cancer Care

The Comprehensive Model for Psychological Wellness and Empowerment addresses the diverse needs of cancer patients by promoting intrapersonal skills, psychological wellbeing, adaptive coping, cognitive flexibility, and healthy lifestyle behaviors. 
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Integrating these components fosters resilience, enhances quality of life, and empowers patients to navigate the challenges of cancer with strength and psychological wellness. 

  Intrapersonal  Skills

Intrapersonal skills refer to strategies individuals use to regulate their emotions and enhance their interactions with others (Gross, 2015). Studies show that patients with low intrapersonal skills tend to experience lower quality of life and greater difficulty adjusting to treatment and interactions with healthcare teams (Giulietti et al., 2019; Carver et al., 2005a, b; Manne et al., 2006; Schmidt, 2004; Krupski et al., 2006). 

Developing intrapersonal skills can help reduce negative emotions and promote the use of effective emotional regulation strategies (LevyGigi & ShamayTsoory, 2017; 

Marroquín et al., 2017). 

  Psychological  Wellbeing

Psychological wellbeing involves emotional, cognitive, social, and sometimes spiritual dimensions of health (Stoll & Pollastri, 2023). Achieving high psychological wellbeing requires a balance of hedonic (pleasure-based) and eudaimonic (meaning-based) happiness, alongside resilience, which includes coping, emotion regulation, and problem-solving (MoralesRodríguez et al., 2020). Integrating spiritual counseling into cognitive behavioral therapy (CBT) has proven effective, as it addresses the patient’s beliefs and explores spiritual matters to enhance coping and overall health (Anwar et  al., 2022; Khezri et  al., 2021; Yosep et  al., 2023). Techniques often include meditation, emotional expression, journaling, prayer, and studying 

scriptures. 

  Emotional  Self-Awareness

Emotional self-awareness refers to recognizing and understanding one’s emotions to cope with daily challenges. Emotional change is facilitated by self-acceptance, understanding, and empathy, though these are not always required for emotional growth. Recognizing one’s emotional state helps in developing healthier responses to stressors. 
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  Adaptive Coping Strategies

When confronted with traumatic events like a cancer diagnosis, individuals employ various coping strategies to manage emotional stress. Early psychological intervention to address maladaptive coping can prevent depressive symptoms (Ghanem 

et  al., 2020). Resilience, the ability to adapt to changing conditions, is strongly 

linked to the use of adaptive coping strategies (Macia et al., 2021). Higher resilience levels are associated with lower psychological distress and improved quality of life in cancer survivors (Harms et al., 2019). Lazarus and Folkman define coping strategies as either problem-focused (addressing the source of distress) or emotion-focused (managing emotional responses). Problem-focused coping is useful when the problem is changeable, while emotion-focused coping (e.g., relaxation, mindfulness) is more effective for chronic or unchangeable situations (Hyang Hwang & Bunt, 2022). A study of breast cancer patients found that those who used problem-focused or mixed coping strategies had a better quality of life than those who relied solely on emotion-focused strategies (Maleknia & Kahrazei, 2015). 

  Cognitive  Flexibility

Cognitive flexibility is the ability to shift perspectives, adapt to new demands, and approach situations creatively. Cancer patients with high cognitive flexibility are better equipped to adjust to physical and mental changes associated with the disease. Cognitive flexibility has been shown to reduce fear of cancer recurrence in 

breast cancer patients (Landrani, 2023). Those with low cognitive flexibility may struggle with rumination and stress, leading to ineffective coping (Shapiro et al., 

2006). Intolerance of uncertainty is a barrier to cognitive flexibility, making it crucial for cancer patients to develop a high tolerance for uncertainty (Dugas et al., 

1997; Esnaashari et al., 2017). 

  Healthy Lifestyle Behaviors

Psychological wellness is supported by healthy lifestyle behaviors, such as regular physical activity, balanced nutrition, reduced sedentary behavior, avoiding tobacco and alcohol, and maintaining good sleep hygiene. Physical activity during cancer treatment enhances functioning, promotes feelings of wellness, and improves social connections (Husebø et al., 2015; Taylor et al., 2022). Exercising in a social setting is particularly beneficial, as it helps patients maintain active lifestyles and engage with others (Rogers et  al., 2011; Taylor et  al., 2022). A balanced diet includes cancer- preventative foods, and good sleep hygiene involves limiting time spent in bed to actual sleeping hours. Nature-based interventions, such as outdoor activities 
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and forest therapy, also improve psychological wellbeing and immune function (Li et  al., 2005; Tesler et  al., 2021; Genter et  al., 2015; Cipriani et  al., 2017; Wen 

et al., 2019). 

  Healthy  Mindset

A healthy mindset involves functional thinking habits, awareness, and mindfulness, along with the ability to identify and challenge distorted thoughts and behaviors. 

While psychological therapies cannot prevent cancer, cognitive behavioral therapy (CBT) has shown promise for improving immune function, natural killer cell activity, psychological wellbeing, and quality of life (Newell et al., 2002; Aksan, 2021; Buhle et al., 2014; Zhang et al., 2019). CBT techniques, such as reframing negative thoughts, reality testing, and Socratic questioning, help replace unhealthy mental habits with more adaptive ones (Miller, 2020; Moorey & Greer, 2011; Ryba, 2017). 

Behavioral techniques, including activity planning, progressive task work, and roleplaying, support psychological wellness and improve coping skills (Miller, 2020; Hopko et al., 2008). 

 Summary

This chapter explores the multidisciplinary field of psychooncology, focusing on the physical, psychological, social, and behavioral aspects of cancer care. It highlights the crucial role of psychooncologists in addressing the emotional and psychosocial needs of cancer patients, emphasizing the integration of various therapeutic techniques, including cognitive behavioral therapy (CBT) and mindfulness-based stress reduction (MBSR) (Bronner et  al., 2018; Lutgendorf & Sood, 2011). The 

chapter introduces the Cancer Empowerment Model, which aims to enhance psy-

chological wellbeing by fostering resilience, adaptive coping strategies, and posttraumatic growth (PTG) (Tedeschi & Calhoun, 2004; Andrykowski et al., 2008). 

Additionally, the chapter delves into the growing use of digital tools, such as AI and teletherapy, which have expanded access to psychooncological care, especially for underserved populations (Daedalus, 2021; Mohr et al., 2021). The importance of culturally sensitive care is also underscored, as interventions must be tailored to patients’ personal values, cultural backgrounds, and family dynamics (Bronner 

et al., 2018). 

The Model for Managing Psychosocial Problems in Cancer Patients by Savas 

and Ozmen (2024) is also highlighted, specifically addressing the psychosocial 

needs of Turkish cancer patients. This model emphasizes the critical role of emotional and social support for patients who often experience intense fear and lack adequate support from both their community and healthcare professionals. The model identifies four main sources of psychosocial challenges—individuals, 
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healthcare personnel, the disease itself, and the surrounding environment—illustrating the complexity of cancer care in Turkey. The importance of providing comprehensive support from psychologists and dietitians is also stressed, with the aim of improving the overall wellbeing and treatment outcomes for cancer patients in Turkey (Savas and Ozmen 2024). 

Overall, the chapter offers a comprehensive view of current practices in psychooncology, the challenges patients face during cancer treatment, and future directions for research, particularly in the integration of digital health tools to improve patient outcomes. 
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 Introduction

Cancer is one of today’s important social health problems (Frick et  al., 2023). 

Despite recent developments in diagnosis and treatment methods, it still ranks second after cardiovascular diseases in terms of incidence and cause of death (Siegel 

et al., 2024). 

The word “cancer” still perceived as a “bad disease” that evokes death in most societies (Tanriverdi et al., 2015; Yilmaz et al., 2019; Robb et al., 2014; Curtin et al., Ö. Tanrıverdi (*) 
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2021). For this reason, the disease has important psychological and social consequences from the moment it is diagnosed (Tanriverdi et al., 2015; MehnertTheuerkauf et al., 2023; Fernando et al., 2023). Many mood disorders may develop in the majority of patients, starting from the moment of cancer diagnosis until the end of life (MehnertTheuerkauf et al., 2023; Fernando et al., 2023; Grassi et al., 2023). Anxiety and depression are the most common (Grassi et al., 2023). It has been reported that 

these psychological and social problems are more common in individuals who have never been diagnosed with cancer than in individuals who have never been diagnosed with cancer (Tanriverdi et  al., 2015; MehnertTheuerkauf et  al., 2023; Fernando et al., 2023; Grassi et al., 2023). 

As social awareness of cancer increases, it is expected that the number of early stage cancers is expected to increase (Kaushal et al., 2020). As a result, among cancers diagnosed at an early stage within the scope of the national cancer screening policy, the chance of patients recovering from cancer significantly increases (Kaushal et al., 2020; Loud & Murphy, 2017). An individual who learns that he/she has cancer through the information given when he/she is diagnosed inevitably has to change his/her current life, future dreams, and his/her perspective on life (Krieger et al., 2023; Seifart et al., 2014; AlJohani et al., 2022). Because he/she may feel that 

his/her life, which he/she thought was healthy and that everything was going well, has suddenly turned upside down (Krieger et al., 2023). Like every event in any area of life that makes one feel this emotion, learning that one has been diagnosed with cancer is an act of receiving bad news (Seifart et al., 2014). A patient who learns that he/she has been diagnosed with cancer must understand the treatment options offered to him/her, evaluate the best one, and make the right decision to get rid of cancer completely and recover after this bad news (Seifart et al., 2014). During and after treatment, exposure to the side effects of these treatment options, curiosity about whether the treatment works or not, as well as the anxiety that the cancer will recur, become an important cause of psychological stress (Krieger et  al., 2023; Seifart et al., 2014). The fear of recurrence of this cancer during follow-up begins at certain periods after treatment completion and can be a significant source of stress for the patient at each examination and control examination (Alkan et al., 2020). A 

patient diagnosed with early stage cancer may experience psychological stress due to the feeling or anxiety of being labeled/stigmatized by society, even if he or she does not experience any medical problems during treatment and subsequent follow-up examinations (Tanriverdi et al., 2015; Krieger et al., 2023; Seifart et al., 2014). 

On the other hand, at the time of diagnosis, the fear of death caused by the short-ening of life expectancy due to the ineffectiveness of treatment in patients with advanced and especially metastasized cancer may outweigh (Soleimani et al., 2020). 

For patients diagnosed with metastatic disease or whose cancer relapses after a certain period of time despite being diagnosed at an early stage, the treatment process will continue in certain sequences, often without interruption. The stress burden increases even more until the reports of the imaging examinations, which evaluate the response to the treatment, which are often performed every 3 months to determine whether the treatment has stopped the cancer or made it better. It is very difficult to receive the news that the treatment was not successful and to experience the 
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same process as that of the next treatment option (Guo et  al., 2023). Moreover, learning that there is no other effective treatment option that will prolong one’s life and stop the progression of one’s cancer and perceiving that one will face death after a while is a much more difficult psychological process (Iskandar & Rochmawati, 

2021). In fact, with all these treatment steps currently in place, it seems more possible to turn cancer into a chronic disease. In metastatic cancer that turns into a chronic disease with the treatment process and the management of the side effects of these treatments, it is extremely important for the patient to experience “living with cancer” (Lewandowska et al., 2021). 

The first reaction of a patient who learns that he/she has cancer when diagnosed is the feeling of “shock” he/she will experience when he/she hears this news (Krieger et al., 2023). It has been reported that patients diagnosed with cancer may experience a four-stage process of shock, reaction (disbelief), resistance, and adaptation after learning their diagnosis (Antoni et  al., 2023). These stages also cover the denial, anger, bargaining, depression, and acceptance stages of the mourning period, as defined by Kübler Ross (Hamilton, 2016). The stages in both models reflect the processes experienced by individuals who receive bad news. These stages may cover different periods of time and may overlap with each other. The ways individuals cope with the stress they experience at these stages are also quite variable, and this may affect their adaptation process to the “new” concept that arises with cancer diagnosis, either positively or negatively (Antoni et al., 2023; Hamilton, 2016). 

 Psychological Support and Its Positive Aspects

Eliminating the psychosocial problems that patients with cancer may experience throughout the process yields many positive results (Weis, 2015). These can be listed as reducing patients’ psychological anxiety and pain, confronting fatal diseases, ensuring compliance with treatment, increasing quality of life, facilitating the expression of emotions, fighting the disease, and increasing survival (Onyeka et al., 

2023; Tack et al., 2022; Van Roij et al., 2019). With all these positive aspects, psychosocial support helps patients diagnosed with cancer cope in a healthy way with the multifaceted crisis that may arise due to cancer. On the other hand, when sufficient psychosocial support is not received, the physical and psychological problems experienced may negatively affect the quality of life and physical functions and reduce the patient’s adaptation (Weis, 2015; Onyeka et al., 2023; Tack et al., 2022). 

Additionally, the ability to cope with the side effects of treatments is negatively affected. Another consequence of these is an increase in the likelihood of experiencing social problems at the individual, family, professional, and social levels (Onyeka 

et al., 2023). 

Considering all these reasons, it is very important not only to treat cancer but also to support patients psychologically and socially (Weis, 2015; Onyeka et al., 2023; Van Roij et al., 2019; Tack et al., 2022). Both psychological and social support serve as buffers against stress, which has a damaging effect on the body and soul, by 
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preventing individuals from being fully physically and spiritually well due to the negative conditions that occur in life (Onyeka et al., 2023; Van Roij et al., 2019). As a matter of fact, the psychosocial support received not only by professionals on these issues but also from the patient’s family, friends, neighbors, and institutions; it can positively affect the emergence, course, and duration of the disease (Onyeka et al., 2023). Thanks to this support, the basic social needs of individuals such as love, commitment, self-esteem, and belonging to a group can be met (Onyeka et al., 

2023; Van Roij et al., 2019; Tack et al., 2022). As a result, the patient’s adaptation to the disease that causes stress will increase, and his/her perception of coping with stress will improve when he/she experiences living with his/her disease (Onyeka 

et al., 2023; Weis, 2015; Van Roij et al., 2019; Cagirtekin & Tanriverdi, 2023). 

 Communication Between the Patient and Oncologist: 

Basic Principles

The most important obstacles that a patient diagnosed with cancer will face include uncertainty about the future, the search for meaning in life, fear of loss, including the feeling of control, increased need for openness, need for emotional support, and the decision to receive medical support (Hahne et al., 2022; Tanriverdi, 2013). It has 

been reported that the most important step in coping with all these obstacles is the presence of an oncologist who can communicate empathetically with the patient (Hahne et  al., 2022; Tanriverdi, 2013). It has been stated that the relationship between the oncologist and patient can meet four broad dimensions that are accepted and shared by all psychotherapy approaches (McFarland & Hlubocky, 2019). In one of these dimensions, it is very important for the patient to develop a harmonious relationship with the oncologist from whom he/she receives therapy, whom he/she sees as competent and interested in his/her own wellbeing. In this relationship, communication and empathy skills should come to the fore (McFarland & Hlubocky, 

2019; Sanders et al., 2021). Defining a real environment where this relationship is established, that is, an environment where treatment or control is conducted as a place of healing, is another of these important dimensions. Two other dimensions that are important to complement these two dimensions are the rationale for mental pain, which explains the patient’s pain and how it will be handled, and the treatment tool that both parties believe is beneficial (McFarland & Hlubocky, 2019). In fact, it is thought that a patient-physician relationship can be established successfully and effectively during the treatment and follow-up process, with the influence of the empathic approach, as a coping method that will meet all the criteria of psychotherapy (McFarland & Hlubocky, 2019; Locher et  al., 2019). At this point, an approach that chooses to trust the oncologist and the oncology team that cares about the patient during the treatment process can be an important step in overcoming the obstacles that a patient diagnosed with cancer must face (Lazzara et al., 2016). This 

approach may provide temporary relief in patients who are resistant to referral to mental health professionals (Lazzara et al., 2016; Guan et al., 2016). 
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Just because oncologists are experienced in how and when to think about the patient’s condition at the level of a psychological approach does not mean that they will be their psychotherapists (McFarland & Hlubocky, 2019). It is obvious that oncologists, who guide their patients through these difficult journeys through many medical and social processes, from the moment of diagnosis to the last moment of life, also have the opportunity to observe the emotional changes of the patients (Hahne et al., 2022; McFarland & Hlubocky, 2019). It has been stated that improved empathetic, yet professional patient-physician communication can help patients alleviate the emotional pain they experience and improve their resilience and coping skills (Ioannidou, 2008). 

 Role of Medical Oncologists in Referral to Psychotherapy

Patients have been exposed to different interventional procedures since the diagnosis process; the fact that they struggle with the side effects of treatments as well as the symptoms of cancer during treatment with surgery, radiation, or systemic drugs suggests that they experience many psychological and physical problems that are intertwined (Tanriverdi et  al., 2015; MehnertTheuerkauf et  al., 2023; Fernando 

et al., 2023). It is believed that physicians who can address physical problems affect the mental health of patients by increasing their ability to cope with such problems (McFarland & Hlubocky, 2019). Therefore, their role as problem solvers seems to coincide with the accepted universal principles of psychotherapy (McFarland & Hlubocky, 2019; Locher et al., 2019). Recognizing physical or mental problems in advance, determining the underlying cause, thinking about them, providing advice, and being with the patient throughout this process reflect the common struggle with the patient to achieve the same goal (McFarland & Hlubocky, 2019; Fekete & Fekete, 2012). This reflection can minimize destructive behaviors that occur due to the patient’s failure to manage his/her emotional and physical problems while coping with the negative experiences he/she experiences (Faller et al., 2013). With the right advice and timely referrals to a psychotherapist, one can get to the root of destructive behaviors and raise awareness that emotions can be affected by behaviors that can improve the sense of wellbeing and normality during the process (McFarland & Hlubocky, 2019; Fekete & Fekete, 2012). The patient-physician relationship achieved through good communication actually creates a treatment alliance and makes it easier for patients to cope with their mental problems (McFarland & Hlubocky, 2019; Fekete & Fekete, 2012; Faller et al., 2013). The most important balance element for an oncologist whose guidance is followed almost indifferently in this treatment alliance is his/her awareness that the need to trust his/her oncologist, which arises from the patient’s feeling of helplessness rather than his/her natural communication skills and clinical success, manifests at the highest level (Flock et al., 2023). As a matter of fact, if this balance is somehow disrupted, patients are inevitable to return from a secure attachment to an insecure anxious-avoidant or insecure anxious-obsessive attachment level with their oncologist, whom they 
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accept as a guide (McFarland & Hlubocky, 2019; Fekete & Fekete, 2012; Faller et al., 2013; Flock et al., 2023). As a result, a patient who has developed a certain coping ability to search for a new oncologist will actually mean rewinding his/her experiences in order to cope with all the obstacles he/she has to face. This will result in patients bearing an increasing burden of psychological and social problems (McFarland & Hlubocky, 2019). 

Understanding that patients diagnosed with cancer have been struggling with a life-threatening disease or the end of life since the moment of diagnosis, and establishing a patient-physician relationship in which their communication skills play a guiding role at this point can be achieved by understanding how the patient sees or perceives life and the world (Çınkır & Elboğa, 2020). It should not be forgotten that during the treatment process that leads to a negative situation, communication with a patient or patient’s relatives who are life-threatening or dealing with the end of life may become tense, and the success achieved with the therapeutic alliance achieved up to that point may be destroyed (McFarland & Hlubocky, 2019; Fekete & Fekete, 

2012; Faller et al., 2013; Flock et al., 2023; Çınkır & Elboğa, 2020). 

 Communication Between Patients and Medical Oncologists: 

Interpersonal Psychotherapy

According to the theory of interpersonal psychotherapy, successful communication between a patient diagnosed with cancer and the oncologist who treats him/her is highly likely to result in a therapeutic benefit within the patient-physician relationship (McFarland & Hlubocky, 2019; Bol et al., 2022). Interactions not only with the physician but also with the oncology team that contribute to treatment and follow-up can become important interpersonal psychotherapy when communication with the family and close circle is included (Onyeka et al., 2023; McFarland & Hlubocky, 

2019). As a matter of fact, the theory of focusing on the nature of the patient’s relationships, which is the basis of interpersonal psychotherapy, seems to include the patient-physician, patient-health care professionals, and patient-close circle relationships in patients diagnosed with cancer (McFarland & Hlubocky, 2019; Bol 

et al., 2022; Weissman, 2020). This communication, which is expected to develop naturally between the patient, the physician, and their close circle, is problematic, as a lack of harmony eventually leads to relationship difficulties (Bol et al., 2022). 

This may explain the deficiencies in the patient’s self-development during the treatment and care process in a patient with relationship difficulties (McFarland & Hlubocky, 2019). However, at this point, the primary goals and responsibilities of oncologists are not to understand or focus on the personal development of patients, nor to support their self-development (McFarland & Hlubocky, 2019; Guan et al., 

2016; Bol et al., 2022; Weissman, 2020). On the other hand, even being aware of the relationship disorder can be a very important approach, meeting the patient at that moment, making it easier to solve this problem in the medical environment in the 
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easiest way, and directing him/her to a psychotherapist to ensure the adaptation of his/her self-development to the treatment process (McFarland & Hlubocky, 2019; Bol et al., 2022; Weissman, 2020). 

For a patient who learns that he is approaching the end of life despite all his/her struggles against cancer, being cared for by an empathetic and reliable oncologist who values the life he/she lives, the current time he/she experiences, and his values may be the first steps toward psychotherapy (McFarland & Hlubocky, 2019; Bol et al., 2022; Weissman, 2020). Even though most of the physical and psychological problems experienced by patients diagnosed with cancer toward the last moment of life cannot be resolved, a patient who can establish an empathetic trust relationship with his/her oncologist can gain a correct perspective on life and the end of life. 

Also this can alleviate the difficulty of the process by giving meaning to his/her struggles. It may even reduce it. With this approach, which can be defined as meaning- centered therapy, it may be possible to reduce the hopelessness, fear of death, and loss of morale of patients experiencing their last moments of life (McFarland & Hlubocky, 2019; Bol et al., 2022; Weissman, 2020). 

Good death is an acceptable process and one of the most important principles of palliative care (Xiao et  al., 2022). Since patients diagnosed with cancer, like all people, struggle with how to live until the last moment of life, and even more so until death, when the last moment of life comes due to the uncertainty brought by cancer, negative emotions may intensify, with hopelessness and fear at the forefront (Soleimani et al., 2020; McFarland & Hlubocky, 2019; Xiao et al., 2022; DeCamp 

& Prager, 2023). Therefore, long before this process, good death can be added to the list of problems of patients within therapeutic alliances with role models whose previous experiences are conceptualized by oncologists (McFarland & Hlubocky, 

2019). As a matter of fact, if an environment is provided where patients can talk freely and even make their voices heard about how they will die, the oncologist will assume the role of a kind of psychotherapist for the patient (McFarland & Hlubocky, 

2019; Xiao et al., 2022). With this approach, the therapeutic alliance can be transformed into a stronger bond by predicting the timing of receiving psychological support and directing the patient to a psychotherapist (McFarland & Hlubocky, 

2019; Flock et al., 2023; Xiao et al., 2022). 

 Communication Between the Patient and Medical Oncologist: 

Empathic Attunement and Supportive Therapy

When a cancer patient realizes that his/her oncologist is there for them regardless of their needs while supporting them physically and spiritually, this may strengthen the trust and harmony in the patient-physician relationship (McFarland & Hlubocky, 

2019; Flock et al., 2023). However, it should not be forgotten that when establishing a therapeutic alliance, not every oncologist must strive to become, even partially, a therapist for their patient (McFarland & Hlubocky, 2019). As a result, for an 
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oncologist who follows his/her patient for a long time from the moment of diagnosis, this alliance is not actually a role that will replace the psychotherapist, but rather the result of a natural process in which he/she will improve his/her empathy (McFarland & Hlubocky, 2019; Sanders et al., 2021; Flock et al., 2023). This necessitates considering the demands expressed by the patient in determining his or her needs while maintaining the patient-physician relationship (McFarland & Hlubocky, 

2019; Wu et al., 2023). Being able to distinguish well the demands that cannot be met in this supportive therapy-like approach may facilitate the smooth progress of the patient- physician relationship in the subsequent process (Wu et  al., 2023; Goksoy, 2023). Moreover, for an oncologist who can do this approach with a natural empathic ability, taking on the role of a psychotherapist may lead to emotional and even emotional discord in the patient. This may result in physicians’ burnout (McFarland & Hlubocky, 2019). 

 Collaboration Between Medical Oncologist 

and Psychotherapists

Starting from the moment of diagnosis, directing the patient to a psychotherapist to reduce emotional disharmony, strengthening the patient’s adaptive thought patterns and behaviors, and providing supportive therapy at the appropriate time to achieve harmony will yield positive results (McFarland & Hlubocky, 2019; Guan et  al., 

2016). Among many scientifically accepted psychotherapy techniques, it helps the patient maintain adaptive thought patterns and behaviors to solve their problems, including emotional disharmony (McFarland & Hlubocky, 2019; Guan et al., 2016). 

The most positive result of this is that when the patient encounters a new obstacle that he/she has to deal with, he/she feels that his/her ability and courage to face it have improved (McFarland & Hlubocky, 2019; Guan et al., 2016; Fekete & Fekete, 

2012; Carlson & Bultz, 2003). In fact, sometimes this situation may cause patients to reconsider their previous successes or behaviors and thoughts about success or failure despite the difficulties they have experienced in the past. This can provide continuity in the fight against difficulties (McFarland & Hlubocky, 2019). In this approach, appropriately reminding patients of their past experiences by an oncologist or oncology team can provide the patient with the motivation to successfully face a seemingly impossible challenge in line with their goals (McFarland & Hlubocky, 2019; Carlson & Bultz, 2003). 

 The Importance of the Initial Communication Between 

the Patient and the Medical Oncologist

It is believed that when a cancer diagnosis is first made, psychological education before presentation of the treatment option to the patient can reduce fears about cancer treatments, reduce stigma concerns, and enable the patient to be identified in 
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advance who may require psychological support (Üzüm & Nehir, 2019). In addition to these positive results, there is the idea that the first meeting with the oncologist can be more effective and easier (Üzüm & Nehir, 2019; Atri & Sharma, 2007). 

For some individuals, receiving psychological support may create anxiety about being stigmatized, both in their own mind and in their environment, as if they have a possible mental health problem (Ahad et al., 2023). Moreover, seeing a psychiatrist and prescribing antidepressants or anxiolytic medication may further increase this perception (Ahad et  al., 2023). Therefore, starting from the first meeting between the patient and the oncologist, understanding the patient’s perception of the disease and life and taking the patient’s demands into consideration during the process of giving bad news can alleviate or completely eliminate this perception and anxiety when it is desired to receive the support of a psychooncologist in the near or distant future stages (McFarland & Hlubocky, 2019; Ioannidou, 2008; Fekete & Fekete, 2012). As a result, this first step is taken by the oncologist in whom a patient begins to adapt to the therapeutic alliance, whom he/she trusts in the patient-physician relationship (Flock et al., 2023). However, as an oncologist, one must be careful about whom patients should be evaluated urgently for mental health 

(McFarland & Hlubocky, 2019). In fact, careful communication is crucial for individuals with long-known psychiatric diseases. Diagnosing a previously unknown psychiatric disease by an oncologist is not an expected medical process. However, it is important that the patient’s behavior and words used during communication are examined by an oncologist who has basic medical training (McFarland & Hlubocky, 

2019). Questions about safety or harm, the perception of death in the form of pas-

sive thoughts or established active plans (suicidal ideation), reactions, and expressions that differ from what is expected require an oncologist to refer the patient to a psychotherapist or mental health professional, even if the patient most likely refuses (McFarland & Hlubocky, 2019; Grobman et al., 2023). In harmonious communication with the oncologist, the patient’s idea that his/her oncologist cares about his/her mental health may come to the fore, and his/her sensitivity, anxiety, or negative behavior regarding being referred to the psychotherapist may decrease or disappear completely (McFarland & Hlubocky, 2019; Ioannidou, 2008; Fekete & Fekete, 

2012). The fear of stigmatization, which exists in most patients who do not agree to be referred to mental health therapies, can be reduced by the empathetic examples established by the oncologist, and the fact that sometimes other patients or directly themselves also receive this support (Tanriverdi et al., 2015; McFarland & Hlubocky, 

2019). Using an example, it not only validates the patient’s emotional pain by describing it and demonstrates empathy and avoids the concern of stigmatization by normalizing the emotional symptoms experienced by other patients with the fact that they have similar experiences (Tanriverdi et al., 2015; McFarland & Hlubocky, 

2019; Flock et al., 2023). Because therapy for mental health increases patient compliance with cancer treatment, their quality of life and emotional symptoms improve 
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(Faller et al., 2013). If the patient is receiving mental health care during the ongoing process of cancer treatment, the oncologist can maintain a communication model that will show that the patient is interested in the current situation by asking questions about how the therapy is going and how the patient feels. In fact, a collaboration between a psychotherapist who has the same perspective on cancer, a patient diagnosed with cancer, and cancer treatments as the oncologist, and an oncologist who has a similar perspective on the protection of mental health, therapy methods, and open communication with the psychologist will ensure harmony in the biological, physical, spiritual, and social care of the patient. It can bring positive results (Faller et al., 2013; Flock et al., 2023). 

A communication that uses clear expressions in the first interview and also addresses the patient’s mental health and social expectations can help patients develop their individual strengths and coping methods in line with their abilities (Vicente et al., 2023). 

The first meeting with a medical oncologist occurs after the diagnostic phase, which the patient perceives as taking a long time, is completed (Vicente et al., 2023). 

Either stage 4 cancer based on biopsy of the metastatic mass, locally advanced cancer in the area where the main surgical treatment will be performed after previous drug treatments (or radiotherapy), or early stage disease that receives direct surgical treatment immediately after diagnosis, regardless of whether the risk of recurrence is low or high. After the information is conveyed to the patient by the treating physician or the decision of a multidisciplinary tumor council, the first meeting is held with the medical oncologist (Vicente et al., 2023). Therefore, it is important for a medical oncologist to be aware that the mental state of a patient who openly states that he/she has cancer, has accepted the cancer, and seems to be ready for anything may not be different from that of a patient who hides his/her cancer diagnosis (Vicente et  al., 2023). The notion that a cancer patient who has experienced the initial shock after hearing the cancer diagnosis may want to hear from a medical oncologist may be more positive and hopeful than when he or she first heard the diagnosis (Vicente et al., 2023; Jakobsson et al., 2005). Establishing a realistic and 

clear but accepting, empowering, and coping skills-improving communication that does not deceive the patient but can also prevent the patient from becoming more worried and afraid of the situation he/she is in can actually be considered the first therapy for most patients (McFarland & Hlubocky, 2019; Vicente et al., 2023). The 

contribution of patient self-defense to treatment is as important as the care provided by a medical oncologist or psychotherapist (Jakobsson et al., 2005). 

The first meeting with the oncologist and active participation of family members in this communication, if the patient requests it in the subsequent process, makes it much easier for the patient to receive family support during the treatment and follow- up process (Zeilani et  al., 2022). For this reason, it is easier for physicians, patients, and families to move on a common line in patient-centered communication that aims to identify patients’ needs and meet them (McFarland & Hlubocky, 2019; 
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Bol et al., 2022; Zeilani et al., 2022). It has been reported that communication provided under appropriate conditions helps patients regulate their emotions in line with their perceptions and expectations, determine their selves and identities, and make information more understandable (Vicente et al., 2023). 

The time between the patient’s appointments at the hospital, completion of the relevant tests and interventional procedures, and presentation of the pathology reports creates uncertainty. Later, when the cancer diagnosis is definitively announced to him, the rush and stress he experiences turn into a surprise that he cannot fully perceive, a devastating fear, and also despair (McFarland & Hlubocky, 

2019; Vicente et  al., 2023). For this reason, it is recommended that the medical oncologist start talking to the patient for the first communication in a way that determines what he/she knows about his/her diagnosis and the level of information he/

she wants to receive (Hahne et al., 2022; Tanriverdi, 2013). During this communication, it is important to determine the mental health care needs of patients who are not ready to accept all the facts (McFarland & Hlubocky, 2019; Fekete & Fekete, 

2012). Patient-specific communication cannot be established by the physician; it can also increase the patient’s anxiety, fear, and hopelessness. Moreover, bringing up the bad news received at the time of diagnosis with the medical oncologist may create the perception that the patient may experience the same cycle in his/her cancer journey, regardless of the stage (Hahne et  al., 2022; Vicente et  al., 2023). 

Therefore, conducting patient-physician communication in a way specific to each patient is a communication skill (Ioannidou, 2008). In this regard, health care professionals should develop the communication skills that they develop over time through experience beyond basic training for medical oncologists (Hahne et  al., 

2022). Within this communication, providing the patient with psychological support at the earliest and most appropriate time may depend on the medical oncologist’s ability to understand the patient (Vicente et al., 2023). 

In the stages after diagnosis, especially in the process of deciding on treatment options, not only the patient’s perception of his disease but also his struggle with the side effects of treatment and his anxiety about the possibility of the disease progressing negatively contribute negatively to his psychosocial process (Faller 

et al., 2013). 

 First Meeting with a Medical Oncologist 

and Psychological Training

A patient who attends his/her first appointment with a medical oncologist after being diagnosed with cancer may behave more uncertainly during a certain period of the interview, even if the cancer diagnosis has been clearly explained to him. 

Different descriptions may have been used for him/her, such as “fine,” “have a wound,” or “have an inflamed mass.” Or he/she may be hiding out about real information. He/she may even make statements such as “many examinations were done, 

36

Ö. Tanrıverdi

but no one told me what I was” (Vicente et al., 2023). In fact, this meeting with the medical oncologist provides communication in which the cancer-related diagnosis and its aftermath are discussed and approved, whether or not the patient directly expresses the cancer diagnosis (Vicente et  al., 2023). It is important to establish good communication for the first meeting, which can naturally be described as a stressful environment (Hahne et al., 2022; Tanriverdi, 2013; Vicente et al., 2023). 

This first interview will be a process in which the patient asks questions and searches for answers that will satisfy him/her in order to obtain the information he/she is curious about the next phase of his/her life, beyond providing information about the cancer diagnosis (Vicente et al., 2023). To communicate with a patient who focuses on questions about the stage of his/her cancer, his/her chances of recovery, treatment options, the negative effects of these treatments on him in the near or long term, negative situations that may arise. Also his/her life expectancy both the environment in which the interview takes place must have appropriate physical conditions. The oncologist must demonstrate adequate communication skills in line with the patient’s demands (Hahne et al., 2022; Vicente et al., 2023). After learning the diagnosis, the patient needs more information to relieve the anxiety and distress he/

she feels along with the negativities he/she feels. A correct communication approach may be to quickly evaluate the patient in terms of his or her perception and expectations by the oncologist and to balance the current information in a way that does not cause the patient more anxiety and distress but provides honest information (Vicente et  al., 2023). As a matter of fact, patients’ age, gender, education level, cultural background, and family support background are other important characteristics that determine their communication preferences, truth-telling practices, and ability to interpret what is told. The first interview, which is conducted with all these features, can also determine the patient’s preferences regarding communication with the patient in the following periods and his/her needs in terms of psychosocial care (Vicente et al., 2023). 

It has been reported that most patients find the physician’s knowledge, honesty, clarity, and empathy important during their meeting with the oncologist (Vicente et al., 2023; Josfeld et al., 2021). A comprehensive oncology interview includes a more detailed and informative explanation of patients’ diagnoses, which up until that point consisted of only the word “cancer.” Up to this point, it can be thought that most patients and their relatives either researched to obtain information related or unrelated to their disease from different sources that they could access or waited for the first interview without making any research effort. Therefore, in both cases, the first meeting with a medical oncologist is important (Hahne et  al., 2022; Tanriverdi, 2013; Vicente et al., 2023; Josfeld et al., 2021). 

The first step in communication is to determine the patient’s perception and knowledge of his current situation (Jakobsson et al., 2005). The next stage is for the oncologist to appropriately ask the patient what they want to know (Hahne et al., 

2022; Vicente et al., 2023). Another important communication step is the understanding of how and to what extent the patient understands the information conveyed by the oncologist (Hahne et al., 2022; Tanriverdi, 2013; Vicente et al., 2023). 

It is clear that most patients want to access information that gives them a feeling of 
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empowerment and clarifies issues they are curious about (Vicente et al., 2023). For this reason, in addition to considering the patient’s expectations, it is very important that communication be established in a clear and simple manner that the patient can understand without using excessive, medical terminology (Hahne et  al., 2022; Ioannidou, 2008; Vicente et al., 2023). In this way, the patient’s fear of receiving bad news and of not understanding the information given adequately and accurately will be reduced. As a result, the patient is given the opportunity to comprehend information in his/her current emotional state (Vicente et al., 2023). 

Establishing patient-physician trust from the beginning of communication makes it easier for the patient to be referred to a psychotherapist when the need for psychological care is identified during the communication process (Vicente et al., 2023). 

An important issue in this communication is the physician’s ability to have appropriate empathy (Hahne et al., 2022; Ioannidou, 2008). It is essential for physicians to pay attention to the patient’s emotions and listen carefully to the patient’s expressions regarding these emotions (Ioannidou, 2008). 

In general, it has been reported that in patients who have a relatively longer time between the moment they learn their diagnosis and their first meeting with a medical oncologist, this meeting can take place with a more accepting approach and requires less support. The reasons for this include the fact that patients provide a support network consisting of other health care professionals, their close circle, and patient groups in the period leading up to the meeting with the medical oncologist and that they assimilate, adapt, and emotionally regulate the information they obtain during this process (Vicente et al., 2023). However, this support may not change the patient’s communication preference during the first meeting with the medical oncologist (Vicente et al., 2023). For this reason, the physician must be clear enough to address the issues that the patient wants to be informed about with an approach that will help determine whether the patient will require mental health care (McFarland 

& Hlubocky, 2019; Fekete & Fekete, 2012; Vicente et al., 2023). 

Patients’ communication preferences and perceptions are very important not 

only in the first meeting but also in other patient-physician communication conditions during the process for oncologists to develop a process-facilitating and empathetic approach that is more sensitive to the needs of the patient during a sensitive period of their lives (Vicente et al., 2023; Jakobsson et al., 2005; Mackillop et al., 

1988). The most beneficial aspect of this approach is that it facilitates the patient to gain a more open mood for mental health support during the process and helps him/

her to avoid negative thoughts regarding this subject. Because patients are not just numbers such as progression-free survival (PFS), overall survival (OS), and treatment response rates (Vicente et al., 2023). While explaining information about the most appropriate treatment options and results for the patient within the scope of basic medical information principles, statistical data regarding disease stage and benefits should be included. However, presenting the data in a way that does not prevent the patient from comprehending the subsequent information may be important for the continuation of communication. The coping method that patients acquire during their first meeting with the oncologist as well as in subsequent meetings may be a feature that may affect the patient’s perception and view of the process (Vicente 
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et al., 2023; Mackillop et al., 1988). As a matter of fact, some patients may develop a process of coping with “hope, “in which case it may be important to maintain balance whenever possible while informing the patient by the oncologist (Dev et al., 

2021; Luo et al., 2022). It may be necessary to avoid a form of communication that will give the patient false hope or, on the contrary, completely destroy their hopes (Vicente et al., 2023; Dev et al., 2021). Sometimes, the patient’s concerns or expectations about his/her loved ones, rather than himself/herself, may be at the forefront (Vicente et al., 2023). In such cases, carefully examining the patient’s expectations from life is an important step in meeting the patient’s needs (Brundage et al., 2023). 

Cancer treatment, which continues with a continuous change, will also affect patients’ quality of life. It is known that quality of life can be improved by the patient’s coping methods and the familial, medical, social, and psychological support that he/she receives (Dev et al., 2021). A patient who prioritizes quality of life may take an approach such as giving up on treatment and going with the flow. In such cases, it is important to continue conversations with the patient even if he/she refuses treatment, and mental health care support may be required to ensure correct decision-making processes at each meeting (Vicente et al., 2023; Dev et al., 2021). 

The most important determining feature of communication in patients with early stage disease at the time of diagnosis is the fear of disease recurrence (Alkan et al., 

2020). This process is both individual and medical (Vicente et al., 2023). On the 

other hand, in patients with relapse, their negative experiences with previous treatment processes may lead them to worry that they will experience the process they are familiar with again (Alkan et al., 2020; Soleimani et al., 2020). In such patients, it may be important for the physician to remember the previous communication process with the patient or to determine whether there has been a change in the patient’s communication preferences (Vicente et al., 2023). In this way, a path is opened for the patient to receive psychotherapeutic support at the right time (McFarland & Hlubocky, 2019; Fekete & Fekete, 2012). Discussions regarding prognosis are very difficult in patients who are metastatic at the time of diagnosis or who have relapsed for a long time (Soleimani et al., 2020). Most patients in this process want to discuss survival time, but their preferences regarding when and how this information will be provided may vary (Vicente et al., 2023). Although it is not clear what the best approach is unclear, patients are quite normal to want information about how long they will live (Vicente et al., 2023). It has been reported that most patients who wish to discuss life expectancy wait for their oncologist to raise this issue. On the other hand, the percentage of oncologists who believe that it is better to talk about this issue, especially for patients who have no treatment options, is high (Vicente et al., 2023; Step & Ray, 2011). Since there is no consensus tool 

that can allow a clear determination of life expectancy, it is a very emotionally distressing communication process for oncologists to provide information to patients about their expected life expectancy. For this reason, oncologists may prefer to manage this process, which may have different scenarios for each patient, with a general approach without reducing it to specifics (Vicente et al., 2023; Step & Ray, 2011). 

Because patients’ preferences in voicing this issue vary, there may be hesitation 
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regarding the time to inform the oncologist (Vicente et al., 2023). There is not yet a clear strategy or approach presented by scientific studies on when and how prognosis and life expectancy should be discussed, which is a difficult communication process for oncologists (Step & Ray, 2011; Stone et al., 2023). Similarly, in a relaps-ing disease or a disease that has progressed unresponsive to treatment, the communication approach remains unclear (Vicente et  al., 2023). In these processes in which giving bad news is interactive communication, trust between the patient and the doctor and the patient’s perception are very important (Seifart et  al., 2014; Hahne et al., 2022; Vicente et al., 2023). As a matter of fact, in the case of recurrent disease or when the prognosis worsens, it can be predicted that there may be negativities in patient-physician communication due to changes in oncologists’ communication regarding providing bad news (Seifart et  al., 2014; Hahne et  al., 2022; Vicente et al., 2023). As a treatment option focused on the recovery of a patient diagnosed at an early stage evolves into an option that can extend the lifespan of a patient with a relapse or progressive disease, the patient’s stress and fears may be more evident, and possible barriers to communication may even occur (Vicente et  al., 2023). There are no data regarding at what point the psychotherapist and mental health care intervene in this process (Vicente et  al., 2023; Kredentser & Chochinov, 2020). 

 Conclusion

It is very important for patients diagnosed with cancer to be supported by their medical oncologist in terms of psychological support and social care, from the moment of diagnosis to the last moment of life, regardless of their stage and treatment processes. Therefore, in addition to establishing trust-based and good patient-physician communication, it will also be beneficial for the medical oncologist to refer a patient who may require psychotherapy to a psychologist at the appropriate time.Conflicts of InterestThe authors have no conflicts of interest to declare that are relevant to the content of this chapter. 
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 Introduction

Cancer, a prevalent public health problem, is still considered one of the most important causes of death despite current developments in the field of medicine (WHO, 

2024). Cancer has been highlighted as a condition that causes intense stress in 

patients. Almost 50% of patients with cancer experience emotional difficulties (Ülger et al., 2014). The way the disease is perceived, the meanings attributed to it, and its association with uncertainty, death, pain, and suffering determine the response to cancer, arousing emotions such as fear, hopelessness, helplessness, and 

loneliness (Bag, 2022; Ülger et al., 2014; Güleç & Büyükkınacı, 2011; Ateşci et al., 

2003). Decisions that need to be made during the treatment phase, adaptation to the 

treatment process, and coping are among the challenges faced by patients (Kırpınar 

& Kırpınar, 2021). Primary disease-related factors such as the type, stage, and duration of cancer, treatments applied, the patient’s personality characteristics, coping skills, and past illnesses play a role in the response that occurs during this process (Kırpınar & Kırpınar, 2021; Bag, 2012). The changes caused by cancer in the patient’s daily life, and its effects on individual and social roles, as well as on Ü. Ö. Ağırbaş (*) 
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relationships in family and other social areas, are also important in this sense (Kırpınar & Kırpınar, 2021; Güleç & Büyükkınacı, 2011). Ateşci et al. (2003) stated that stress factors that may have an impact in the emergence of psychiatric disorders in patients with cancer include psychosocial problems, lack of social support, and economic and professional problems. The presence of previous psychiatric disorders increases the predisposition to psychiatric disorders observed during the cancer 

process (Atesci et al., 2004). 

The reactions of patients diagnosed with cancer have been extensively discussed 

in the literature. Sertöz and Mete (2006) stated that the first reaction to a cancer diagnosis is usually denial. Psychological symptoms observed during cancer treatment may be beneficial for adaptation, but they may also make adaptation more difficult at times. Adaptive reactions generally include emotional reactions such as anxiety, anger, and depression, depending on the stage of the cancer. There is a return to a life restructured according to the disease and the treatment process in line with healthy coping methods, or, as the disease progresses and death approaches, existential concerns, mourning, and acceptance emerge (Teksin, 2022; Ülger et al., 

2014). Symptoms that make adaptation difficult are examined under the following categories: before diagnosis, during the diagnosis phase, during the treatment phase, after treatment, during the course and progression of the disease, and during the terminal period. Prediagnostic reactions include creating symptoms of the disease before diagnosis, denial of the possibility of the disease, and delay in seeking treatment. During the diagnostic phase, reactions of inability to accept the disease and treatment or refusal of treatment with the idea that death will be inevitable can be observed. During the treatment phase after surgery, along with physical changes, severe, prolonged sadness or depressive symptoms may occur. In the posttreatment period, confusion, partial or complete disbelief in the current situation, anxiety, anger, and depressed mood may emerge. As the disease progresses, major depression may occur, and in the terminal period, depression and delirium may also be observed (Özkan, 1993). 

Psychiatric symptoms and disorders are often comorbid with cancer. Either exacerbation of psychiatric disorders that existed before cancer may occur (Miovic & Block, 2007) or psychiatric disorders may emerge during the diagnosis and treatment of cancer (Güleç & Büyükkınacı, 2011). It is emphasized that 90% of the psychiatric disorders occur after the diagnosis of cancer disease and during the treatment process (Bag, 2022). 

Psychiatric symptoms and disorders associated with cancer have been a subject of research for many years. Anuk et al. (2019) identified difficulty in sleep, sadness, 

crying, irritability, and pain as the most common reasons for admission to psychiatry of patients with cancer. In the study by Derogatis et al. (1983), one of the pioneering studies in this field, the prevalence of psychiatric disorders in patients receiving outpatient or inpatient treatment for cancer was determined to be 47%. 

The most frequently observed psychiatric disorders in this study were adjustment disorders and depression, along with anxiety disorders, organic mental disorders, and personality disorders. In a multidisciplinary study, a psychiatric disorder was found in 28.7% of patients with cancer (Ateşci et al., 2003). Among all psychiatric 
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disorders in this group, the most common psychiatric disorder was adjustment disorder with depressed mood (48.8%), followed by major depression (39.5%), adjustment disorder with anxiety (7%), and generalized anxiety disorder (2.3%) (Ateşci et al., 2003). In another study, the most frequent psychiatric disorder in patients with cancer was adjustment disorder (65%), followed by mood (18%) and anxiety disorders (9.7%). The other psychiatric diagnoses were organic brain syndrome (1.4%) and personality disorders (1.4%), followed by delusional disorder (1.2%), and sleep disorder (0.9%) (Anuk et al., 2019). In studies on patients having advanced-stage cancer, the prevalence of psychiatric disorders can reach up to 50% (Miovic & 

Block, 2007; Minagawa et al., 1996). In a study by Kissane et al. (2004) that com-

pared female patients with early-stage and advanced-stage breast cancer, the prevalence of psychiatric disorders was 45% and 42%, respectively, and the difference was not significant between the two groups. More than one psychiatric disorder can be seen simultaneously in cancer patients; the rate of having two or more comorbidities in patients with psychiatric disorders in advanced-stage cancer can reach 35% (KadanLottick et al., 2005). Depression and anxiety disorders are among the 

most frequent comorbid diagnoses (Anuk et al., 2019). Recurrent, advanced-stage, or metastatic lung, breast, head, and neck cancers are the most common types in psychiatric admissions (Akechi et al., 2001). 

Psychological problems in patients with cancer can be considered a normal 

response to a serious and fatal disease, which is a misconception (Block, 2000). It is 

underlined that access to mental health services for patients with cancer is less than expected. The inability of patients with cancer to access mental health services may be due to the fact that mental health problems are not given priority by the treatment team in this group. Patients’ hesitation about applying to psychiatry or receiving a psychiatric diagnosis and fear of stigmatization may also be effective in this regard (KadanLottick et al., 2005; Block, 2000). In the study by KadanLottick et al. (2005), 

it was found that the treatment team had difficulty detecting the psychiatric problems of the patients, and 55% of the patients with major psychiatric disorders did not reach mental health services. In this study, the rate of patients who had the opportunity to evaluate their mental health problems with a mental health professional after being diagnosed with cancer was only 17% (KadanLottick et al., 2005). 

It has been reported that psychiatric disorders observed in patients with cancer benefit from psychiatric treatments, in terms of both pharmacotherapy and psychotherapy (Patrick et al., 2003). Psychiatric treatment was associated with better compliance with cancer treatment and improved quality of life (Pirl, 2004). One of the main factors to be considered when planning psychopharmacological treatment in patients with cancer is the effectiveness of the recommended drug for different clinical symptoms. Its pharmacokinetic and pharmacodynamic properties, its interaction with drugs currently used or planned to be used in cancer treatment and the stage, as well as the type of cancer are among other factors (Gümüş Şanlı, 2022). 

The most frequently prescribed psychotropic drugs to patients with cancer are benzodiazepines, antidepressants, and antipsychotics. A comprehensive study by Ng et al. (2013) reported that these drugs were prescribed to 28.5%, 10.9%, and 4.7% 

of patients with cancer, respectively. 
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Adjustment disorder is the most common psychiatric diagnosis in hospitalized patients and the most frequently observed psychiatric disorder in patients with cancer (Miovic & Block, 2007; Özgüven & Tuncer, 1997). Cancer is a life event that causes intense stress; thus, it can lead to different emotional and behavioral reactions in patients (Özgüven & Tuncer, 1997). Adjustment disorder refers to emotional and behavioral symptoms that occur after stressful life events and which are excessive and more severe than expected. Although symptoms are expected to 

appear within three months after the beginning of a stressful life event and disappear within six months after the end of the stressful life event, in a chronic challenging situation, such as cancer, symptoms may continue for much longer. In addition to the severity of symptoms, the fact that they affect the patient’s functionality is an important criterion (APA, 2014a). Although symptoms are often observed in the form of situational anxiety or depressed mood, they also include emotional changes, irritability, restlessness, crying, difficulty in concentration, hopelessness, insomnia, and physical symptoms such as palpitations, sweating, tremors, and shortness of breath (Miovic & Block, 2007). The nature of the challenging event or situation, its meaning for the individual, and the individual’s vulnerability or predisposition are effective in the emergence of adjustment disorder. Social support systems also stand out as a protective factor in terms of the development of adjustment disorder (Özgüven & Tuncer, 1997). 

The prevalence of adjustment disorder in patients with cancer receiving outpatient or inpatient treatment was found to be 32%, and it constitutes 68% of all psychiatric diagnoses in this group (Derogatis et al., 1983). Adjustment disorder is also the most common diagnosis in psychiatric consultations (Akechi et al., 2001). The prevalence of adjustment disorder was determined to be 14–34.7% in advanced-stage cancer patients and 10.6–16.3% in the terminal period (Miovic & Block, 

2007). Among adjustment disorders, adjustment disorder involving depressed mood was the most common (Derogatis et al., 1983). In a multidisciplinary study, adjustment disorder with depressed mood was detected in 14% of patients with cancer receiving treatment in inpatient and outpatient settings, and it was the most common psychiatric disorder in this group (Ateşci et al., 2003). 

In cancer disease, adjustment disorder is observed particularly frequently when a new diagnosis is made, a treatment process with possible difficulties is initiated, a major surgical operation is expected, the course of the disease or the treatment process changed, and the disease progresses to the terminal stage (Özgüven & Tuncer, 

1997). In patients with cancer, dealing with uncertainty, anxiety about the future, concerns about the course of the disease and whether treatment will be effective, difficulty related to physical symptoms such as pain or limitation of movements, work-related and economic problems, relationships with family and partners, sexual functionality, and thoughts and feelings about coming to the end of life in the terminal period are also factors that trigger adjustment disorder (Miovic & Block, 2007; Özgüven & Tuncer, 1997). 

Effective communication between the patient and treatment team, supportive and problem-focused approaches, counseling, support groups, and psychotherapeutic approaches are mentioned in the management of adjustment disorders in cancer 

4  Psychiatric Disorders and Use of Psychotropic Medications for Cancer 49

(Miovic & Block, 2007). Pharmacological approaches are sometimes needed for symptoms that require treatment in adjustment disorders. 

Depression is among the most frequent psychiatric disorders in cancer. 

Depression is characterized by at least five symptoms persisting for at least two weeks. While at least one of these symptoms must be depressed mood or anhedonia, additional symptoms include sleep disturbance, appetite change, psychomotor retardation or agitation, fatigue and lack of energy, feelings of worthlessness and guilt, difficulty in concentration or indecisiveness, and recurrent thoughts of death or suicide (APA, 2014b). The prevalence of depression in patients with cancer has been found to vary between 1.5% and 50% (average 24%) (McDaniel et al., 1995), 

and a review of research in this field reported the prevalence of depressive symptoms and major depression to be between 10% and 25% (Pirl, 2004). In a study 

conducted on female patients with breast cancer, the rates of major and minor depression in the early stage of the disease were 9.6% and 27.1%, respectively, and in the metastatic disease group, these rates were 6.5% and 24.5%, respectively (Kissane et  al., 2004). In a review of adolescents with cancer, the prevalence of depression was 13% (Kosir et al., 2019). 

One of the key factors predicting depression in patients with cancer is a history of depression; the risk of developing depression is particularly high in patients with a history of two or more depressive episodes (Chochinov, 2001). The type and severity of cancer and the treatments applied can also be risk factors for developing depression. It has been pointed out that cancers of the pancreas, oropharynx, and breast, chemotherapy drugs, and interventions such as mastectomy are associated with depression (Raison & Miller, 2003). Other factors found to be related with depression in patients with cancer include fatigue, hopelessness, helplessness, and 

pain (Kissane et al., 2004; Atesci et al., 2004). 

The presence of depressive symptoms and diagnosis of major depression in 

patients with cancer have been found to be related with a decrease in quality of life and physical activities, difficulty in interpersonal relationships, and sleep disturbance, and it has also been suggested to be associated with a faster progression of cancer symptoms, increased pain severity, and mortality (Hopko et al., 2008; Spiegel 

& GieseDavis, 2003). Depression is correlated with more frequent hospital admissions, prolonged length of stay, and decreased treatment compliance in this group (Valente & Saunders, 1997). 

Depression is furthermore an important risk factor for suicidal thoughts and attempts in cancer (Akechi et  al., 2000), and the risk of suicide in patients with 

cancer is twice as high as that in the general population (Chochinov, 2001). Risk factors for suicide in patients with cancer involve depression, poor prognosis of cancer, hopelessness, helplessness, family history of psychiatric illness or suicide, lack of social support, pain, and delirium (Sertöz & Mete, 2006; Chochinov, 2001). 

Depression may sometimes be difficult, for patients with cancer, to recognize by the treatment team. The reasons for this may be that some symptoms of cancer or side effects of cancer treatments overlap with depressive symptoms; these include weight loss, sleep disturbance, weakness, and fatigue, difficulty in concentration, and changes in psychomotor activity (Nelson et  al., 2010). To distinguish this 
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condition, called “sickness syndrome” or “sickness behavior” in cancer patients, from depression, Raison and Miller (2003) divided symptoms into two main groups. 

While sickness syndrome includes social isolation, anhedonia, fatigue, loss of appetite, loss of weight, sleep disorder, affected cognitive functions, decreased libido, psychomotor retardation, and hyperalgesia, on the other hand, depression includes depressed mood, anhedonia, fatigue, social isolation, loss of appetite, loss of weight, sleep disorder, affected cognitive functions, decreased libido, psychomotor retardation, feelings of guilt and worthlessness, and suicidal thoughts (Raison & Miller, 2003). 

It is emphasized that depression is a treatable psychiatric disorder in patients with cancer, even in the terminal period, and that pharmacotherapy along with psychotherapeutic approaches is effective for treating depression (Grassi et al., 2018; Miovic & Block, 2007; Akechi et al., 2001). Antidepressants are found to be effective in treating depression in cancer (Grassi et  al., 2018; Caruso et  al., 2013). 

Antidepressant drug selection is based on the principle of benefit and harm and is determined by variables such as effectiveness, possible side effects, metabolism and interaction with other drugs, past treatment history and response to treatment, and the patient’s expected lifespan. In the treatment of depression, selective serotonin reuptake inhibitors (SSRIs) are principally first-line treatment as safe, well- tolerated drugs, and they are particularly preferred in the presence of comorbid anxiety disorder (Miovic & Block, 2007). In selecting SSRI drugs, their half-lives, anticholinergic effects, and cytochrome P450 inhibitory effects in terms of interaction with other drugs should be considered. In this group, sertraline, citalopram, and escitalo-pram seem to be safer in terms of drug interactions, but caution is needed due to the possibility of QTc prolongation with SSRI drugs and the risk of bleeding, especially in patients using nonsteroidal anti-inflammatory and anticoagulants (Grassi et al., 

2018). Serotonin noradrenaline reuptake inhibitor (SNRI) drugs are among the leading treatment options and are a good treatment option, especially in the presence of pain (Miovic & Block, 2007). It is recommended to be careful with this group of drugs in terms of comorbid diseases and drug interactions and not to ignore the risk of hypertension that may occur with high-dose venlafaxine and, although rare, hepatotoxicity that may be observed with high-dose duloxetine (Grassi et al., 

2018). It has been reported that mirtazapine may be beneficial in patients with 

depression in the presence of symptoms such as loss of appetite, insomnia, anxiety, pain, and nausea. Complete blood count may need to be checked during follow-up because it may reduce the number of leukocytes, which is a rare side effect (Gümüş 

Şanlı, 2022; Grassi et al., 2018; Miovic & Block, 2007). Bupropion may be benefi-

cial in terms of fatigue and concentration difficulties in patients with cancer, but its use is not recommended in patients with weight loss and high anxiety levels, as well as in those with epilepsy and comorbid conditions that increase the predisposition to epileptic seizures, such as intracranial lesions and alcohol use disorder (Grassi 

et al., 2018). 

In addition to its antidepressant and anxiolytic properties, trazodone, which is used especially in the treatment of sleep disorders in cancer, may cause orthostatic hypotension; therefore, caution should be exercised in terms of the risk of falling, 
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especially in elderly patients (Grassi et al., 2018). Psychostimulants may be effective, especially in patients with fatigue, but it is emphasized that they should be used cautiously because they can cause anxiety and side effects (Güleç & Büyükkınacı, 

2011). The use of tricyclic antidepressants in patients with cancer is limited because of their high autonomic and cardiological side effects; in this group, amitriptyline, which may be recommended for pain symptoms, is preferred at low dosages (Gümüş 

Şanlı, 2022). Drugs from different groups, such as agomelatine and vortioxetine, can be used in patients with cancer in line with the targeted symptoms; comprehensive studies are needed on the effectiveness and safety of new antidepressants in 

patients with cancer (Grassi et al., 2018). 

As well as psychiatric disorders, antidepressant drugs are used to address symptoms such as hot flashes, pain, loss of appetite, nausea, and fatigue in patients with cancer (Gümüş Şanlı, 2022; Caruso et al., 2013). 

Anxiety may arise as a normal response to stressful events, such as cancer. 

Anxiety may increase in patients with cancer in situations such as cancer diagnosis, disease progression, recurrence, and treatment changes (Trill, 2013). In a study con-

ducted on breast cancer patients, anxiety levels were found to be high beginning from the diagnosis stage and remained high at 1 year follow-up (Yildirim et al., 

2009). Drug side effects, delirium, and physical symptoms, especially pain, that occur during the disease process may also trigger anxiety (Miovic & Block, 2007). 

Occasionally, this anxiety response is more severe than expected and can reach a level that negatively affects the individual’s daily life. It may be accompanied by difficulty in concentration, sleep disorders, loss of appetite, irritability, and intrusive thoughts. Anxiety can also lead to avoidance and delay in seeking treatment (Trill, 

2013). Diagnosis of anxiety disorder due to a general medical condition is consid-

ered when anxiety is directly associated with the physiological effects of the medical disease, as occurs in some carcinoid and endocrine tumors. For anxiety symptoms that occur due to the direct effects of some drugs used in cancer treatment, the diagnosis is made as drug-induced anxiety disorder (Güleç & Büyükkınacı, 2011). 

Anxiety disorders are among frequent psychiatric diagnoses in patients with cancer. Anxiety disorders observed in this group include generalized anxiety disorder, panic disorder, social anxiety disorder, and specific phobias. The prevalence of anxiety symptoms in patients with cancer was found to be 48%, while the prevalence of anxiety disorders was 18% (Stark et al., 2002). The prevalence of anxiety disorders observed in patients with cancer was given as 3.2–5.3% for generalized anxiety disorder, 4.4% for panic disorder, and 68.2% for other disorders (Miovic & Block, 

2007). In a study by Spencer et al. (2010), it was reported that 7.6% of patients with cancer met the diagnostic criteria for anxiety disorder, and female gender, young age, and physical limitations were found to be associated with anxiety disorders. In studies conducted on adolescents with cancer, anxiety rates were also found to be high (8%) (Kosir et al., 2019). In a study, the doctor-patient relationship was identified as a variable that affects anxiety (Spencer et al., 2010). Anxiety disorders, such as claustrophobia, blood, or needle phobia, observed in patients with cancer may delay the patient’s diagnosis and treatment processes (Güleç & Büyükkınacı, 2011). 
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For treating anxiety disorders, in addition to psychotherapeutic approaches, medical treatments selected according to the patient’s condition are considered. 

Antidepressants such as SSRIs may be recommended, as well as benzodiazepines especially needed in short-term or emergency situations such as diagnostic procedures (Güleç & Büyükkınacı, 2011; Miovic & Block, 2007). It has been pointed out that low-dose antipsychotics may also be considered as an option in patients with cancer, due to risks of benzodiazepines such as mental status changes and respiratory depression (Gümüş Şanlı, 2022b). 

In patients with cancer, difficult life events, such as diagnosis, treatment process, and complications, can exceed the patient’s coping skills and cause psychological trauma. Reactions that occur in response to psychological trauma can lead to the development of acute stress disorder (ASD) or, if they continue for more than one month, posttraumatic stress disorder (PTSD). Cancer-related intrusive thoughts, reexperiencing the moment when the diagnosis was first announced, psychological and physical reactions when faced with reminders of cancer, hyperarousal and avoidance symptoms, and sleep disturbance are among the common symptoms of 

PTSD in patients with cancer. It has been noted that PTSD in cancer patients may affect the course of the disease, the patient’s compliance with treatment, as well as the quality of life (Tokgoz et al., 2008). 

In the study of Tokgoz et al. (2008), PTSD was detected in 19% of patients with cancer, and the incidence of PTSD was 24.5% in female patients and 12.8% in male patients. In another study, it was reported that PTSD was seen in 52% of patients with cancer, and PTSD was detected at a higher rate in females, young patients, and patients diagnosed with pancreas and liver cancer, sarcoma, uterus, head and neck, and breast cancer, compared with other groups (Avcı & Doğan, 2014). In a review study including adolescents with cancer PTSD was reported in up to 34% (Kosir et al., 2019). Variables such as the patient’s personality characteristics, cancer disease course, treatment process, chemotherapy, pain and loss of function, and social support systems stand out as risk factors for PTSD (Avcı & Doğan, 2014; Tokgoz et  al., 2008). Along with psychotherapeutic approaches, antidepressants, such as SSRIs, anxiolytics, and beta-blockers, can be used for the treatment of PTSD in patients with cancer (Güleç & Büyükkınacı, 2011). 

Alcohol and psychoactive substance use disorders have been reported at a rate of 2–35% in patients with cancer, with a median value of 25.5% for alcohol and 18% 

for opioids (Yusufov et al., 2019). Alcohol or psychoactive substance withdrawal symptoms may be observed in patients with cancer during inpatient treatment (Güleç & Büyükkınacı, 2011). Most cancer patients with alcohol or psychoactive substance use disorders have comorbidity for one or more psychiatric disorders (Yusufov et  al., 2019). Therefore, in cancer patients, taking a detailed history of alcohol and psychoactive substance use, close monitoring of withdrawal symptoms, and cooperation with mental health professionals for the treatment of withdrawal symptoms and comorbid psychiatric disorders are crucial. Effective use of opioid analgesics for the management of pain in cancer and the precautions that can be taken to prevent abuse are important research topics. A holistic treatment approach and training of the treatment team on this topic are among the recommendations. 
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Psychotherapeutic and pharmacological treatments are important for quitting psychoactive substances, including tobacco, which negatively affect treatment compliance, prognosis, and quality of life in patients with cancer (Moussas & Papadopoulou, 2017). 

Sleep disorders are commonly observed in patients with cancer. Sleep disorders have also been one of the leading reasons for psychiatric consultations requested for patients with cancer (Akechi et al., 2001). Sleep problems are observed in 10–15% 

of patients with cancer, and the prevalence of sleep problems in patients with cancer who are newly diagnosed or receiving treatment has been reported as 30–50% 

(Uğurlu, 2021; Savard & Morin, 2001). It has been demonstrated that sleep disorders may become chronic in a significant proportion of patients with cancer (Savard 

& Morin, 2001). Anxiety and intrusive thoughts about cancer can negatively affect sleep. Factors primarily related to cancer, such as the location and stage of the cancer, pharmacological and surgical treatments, pain, and accompanying psychiatric disorders, play a role in sleep disorders (Uğurlu, 2021; Nzwalo et al., 2020). Among the types of cancer, breast cancer or lung cancer, and radiotherapy or chemotherapy have been found to be associated with sleep disorders. Anxiety and depression have been reported as psychiatric disorders that cause sleep disorders, and it has also been underlined that sleep disorders may be related to delirium (Trill, 2013; Palesh et al., 2010; Savard & Morin, 2001). Female gender, previous history of sleep disorders, pain, menopausal symptoms, and hospitalization are other risk factors for sleep disorders (Savard & Morin, 2001). 

Sleep disorders are basically discussed under five categories: disorders of falling and staying asleep (insomnia), breathing-related sleep disorders (sleep apnea), excessive sleepiness (hypersomnia), sleep-wake cycle disorders (circadian rhythm sleep disorders), and parasomnia, involving dysfunction related to sleep stages or a state of partial wakefulness (Trill, 2013). 

The major sleep problems in patients with cancer are insomnia and hypersomnia (Uğurlu, 2021). Insomnia is three times more prevalent in patients with cancer than in the general population (Palesh et al., 2010). Insomnia is observed in a range of 2.1–100% (median 49.5%) among palliative care patients (Nzwalo et  al., 2020). 

More than one sleep disorder may be encountered simultaneously in patients with cancer. Sleep disorders such as insomnia, sleep apnea, and restless legs syndrome may also be comorbid (Otte et al., 2015). 

The significant effects of sleep disorders on the social, emotional, cognitive, and physical functionality of patients with cancer are emphasized (Trill, 2013). It has 

been suggested that sleep disorders negatively affect recovery in patients with cancer, increase the risk of recurrence, and impair treatment compliance (Otte et al., 

2015). Insomnia, especially in patients with cancer, may cause physical symptoms such as fatigue and pain, may affect cognitive functions, may trigger mood disorders and other psychiatric disorders, and may be important for the immune system and survey (Savard & Morin, 2001). 

Although sleep disorders are common among patients with cancer, they can be difficult to express by patients or to be noticed by the treatment team. To avoid overlooking sleep disorders, it is recommended to take a detailed sleep history, 
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including predisposing situations, sleep environment, and problems that may disrupt sleep patterns, sleep habits, sleep hours, duration, and characteristics of sleep (Uğurlu, 2021). At the same time, other medical or psychiatric disorders that may underlie sleep disorders must be carefully considered. 

Treatment of sleep disorders includes psychotherapeutic interventions, such as cognitive-behavioral therapy, mindfulness-based stress reduction, sleep hygiene recommendations, relaxation exercises, and pharmacological treatment options (Trill, 2013). Pharmacological treatment of sleep disorders is recommended to be kept at the lowest therapeutic dose and for the shortest duration (usually not to exceed four weeks), taking into account the balance between benefits and harms. 

Another important point is to avoid long-acting drugs that may have residual effects as much as possible. Drug interactions between drugs used for the treatment of cancer or other comorbid diseases and those used for the treatment of sleep disorders should be considered. It is recommended to monitor closely during the day for sedation, confusion, psychomotor, and cognitive effects, and to be careful against the risk of falls and traumatic injuries, especially in elderly patients. In geriatric patients, the drug dose must be carefully adjusted because of the changes in metabolism. Short-term use of benzodiazepine and nonbenzodiazepine hypnotic drugs is common in the pharmacological approach to sleep disorders (Uğurlu, 2021; Casault 

et al., 2012). In a study which included different types of cancer patients, 40.8% of the patients were recommended medication for insomnia, and the prevalence of hypnotic drug use was reported to be 22.6%. The current study revealed that most patients receiving treatment for sleep disorders used medication regularly and for a long time (more than six months) (Casault et al., 2012). Among the drugs used to treat sleep disorders, benzodiazepines such as lorazepam and oxazepam come first, followed by nonbenzodiazepine hypnotic drugs such as zopiclone. Although benzodiazepines are useful in facilitating transition to sleep and ensuring sleep continuity, chronic use poses a risk in terms of tolerance and addiction (Casault et al., 2012). 

Nonbenzodiazepine hypnotics such as zolpidem and zopiclone seem to be preferable due to their no residual effect and low risk of side effects; however, there is not enough research on the use of this group of drugs in cancer patients (Uğurlu, 2021). 

Other drugs used for sleep disorders in cancer include antidepressants such as mirtazapine, trazodone, and amitriptyline; antipsychotics such as olanzapine and quetiapine; and antihistamines, melatonin, and melatonin receptor agonists (Uğurlu, 

2021; Trill, 2013). Although a few studies have indicated the effectiveness of mirtazapine and trazodone (Tanimukai et al., 2013; Cankurtaran et al., 2008), compre-

hensive studies are necessary to investigate the effectiveness of other drugs for sleep disorders in patients with cancer and evaluate their effects in terms of the balance between benefits and harms. 

Although delirium is prevalent among patients with cancer, it can be difficult to recognize and manage effectively by the treatment team. The definition of delirium includes impairment in attention and awareness of the environment and interference in cognitive functions such as memory, orientation, language, and perception. 

Symptoms are expected to develop and fluctuate over a short period (APA, 2014c). 

Primary symptoms include confusion, disorientation, decreased attention, 
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concentration, and other cognitive functions; perception disorders and hallucinations; changes in the sleep wakefulness cycle; psychomotor agitation or retardation; irritability; and impairment in thought processes and verbal expression. Hyperactive, hypoactive, and mixed clinical subtypes of delirium have been defined, and in hyperactive delirium, agitation, aggressiveness, and hallucinations are often prominent, whereas in hypoactive delirium, sleepiness and decreased responsiveness are at the forefront, and hypoactive delirium is more difficult to recognize and diagnose (Michaud et al., 2004). 

The frequency of delirium in patients with cancer has been reported as 7.8% and 17%, with a prevalence of 18.33% in inpatients and 42.58% in acute palliative care units (Sands et al., 2022). The frequency of delirium is reported to be much higher in older cancer patients, which can reach 57% (Sands et al., 2022; Akechi et al., 

2001). Minagawa et al. (1996) revealed that 42% of patients with advanced-stage cancer had impaired cognitive functions; delirium was reported in 28% of patients in this group, whereas dementia was reported in 10% (Minagawa et al., 1996). It has been stated that the rate of delirium in advanced-stage cancer patients in the last days of their lives can reach up to 80% (Centeno et al., 2004). Delirium is one of the 

leading reasons for requesting psychiatric consultation. Delirium was diagnosed in 17% of patients with cancer for whom psychiatric consultation was requested (Akechi et al., 2001). Regarding the underlying causes of delirium, in addition to the direct effects of cancer, central nervous system diseases, metabolic disorders, infections, drugs and drug interactions, and withdrawal syndromes involving alcohol and drugs such as benzodiazepines, are emphasized (Güleç & Büyükkınacı, 

2011; Centeno et al., 2004; Michaud et al., 2004). Variables such as advanced age, advanced disease, impaired cognitive functions, malnutrition, and physical limitations are among the risk factors of delirium (Michaud et al., 2004). The differential diagnosis of delirium includes psychiatric diagnoses, such as dementia, depression, and psychosis. 

In addition to its association with an increased risk of morbidity and mortality, delirium is a challenging situation for patients, the treatment team, and the caregivers; therefore, effective management is crucial (Gümüş Şanlı, 2022b). Although the treatment of delirium begins with interventions aiming to determine and treat the underlying causes, the symptoms observed in the patient must be handled carefully during this process. Nonpharmacological approaches include measures such as clocks and calendars to ensure patient orientation, arranging the treatment environment, eliminating deficiencies such as hearing aids and glasses, balancing stimulus exposure, eliminating physical limitations, and mobilization (Michaud et al., 2004). 

In pharmacological treatment, low-dose haloperidol is often recommended first (Güleç & Büyükkınacı, 2011; Michaud et al., 2004). Haloperidol is preferred due to its low anticholinergic and sedative properties, short half-life, lack of active metabo-lites, and low potential for cardiovascular side effects (Güleç & Büyükkınacı, 2011; Michaud et al., 2004). This is followed by atypical antipsychotics, such as olanzapine, quetiapine, and risperidone (Gümüş Şanlı, 2022b; Güleç & Büyükkınacı, 2011). 

Treatment options for patients who do not benefit from antipsychotics include increasing the dose of the same antipsychotic drug, switching to another antipsychotic drug, and combination treatments with a second antipsychotic or a drug from 
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another group, such as benzodiazepine (Gümüş  Şanlı, 2022b). Benzodiazepines 

such as lorazepam should be used cautiously, especially if they are not given for withdrawal treatment, as they can increase confusion and paradoxically cause exci-tation, especially in elderly patients (Güleç & Büyükkınacı, 2011; Michaud et al., 

2004). Comprehensive studies on the pharmacological treatment of delirium in cancer are required. 

Besides all these, psychotic disorders such as schizophrenia, or bipolar disorder and related disorders, which either existed before the cancer disease or were newly diagnosed during the cancer disease process, may also be observed, and they have been reported to have a similar prevalence in cancer patients compared with the general population (Miovic & Block, 2007). It has been reported that in these patients, lack of insight, delay in hospital admission, difficulty in decision-making, treatment noncompliance, and social and economic difficulties may negatively affect the diagnosis and treatment process of cancer, and the importance of cooperation with mental health professionals, close monitoring, and activation of social support systems is emphasized (Miovic & Block, 2007). Such psychiatric symptoms may be triggered by certain drugs used for cancer treatment (Miovic & Block, 

2007). When choosing psychiatric treatment for patients with cancer, general condition of the patient, comorbidities, and drug interactions should be considered. The selection of antipsychotic drugs for the treatment of psychotic disorders depends on the basic principles mentioned above. While lithium is used in the treatment of bipolar disorder with caution due to possible drug interactions and toxicity risks, anticonvulsant drugs are considered safer. In the treatment of carbamazepine and valproic acid, drug interactions should be considered due to their effects on the cytochrome P450 enzyme, and they should be closely monitored for possible side effects, such as bone marrow suppression, ataxia, and hepatotoxicity (Caruso et al., 

2013). Psychotropic drugs frequently used in patients with cancer are summarized 

in Table 4.1. 

Table 4.1  Psychotropic drugs used in patients with cancer (adapted from Gümüş Şanlı, 2022a, b; 

Miovic & Block, 2007)

Drug

Advantages

Warnings

SSRI

Rarely hyponatremia, bleeding risk, 

gastrointestinal side effects, and sexual 

dysfunction

Fluoxetine

No withdrawal symptoms due  Risk of drug interaction, particularly with 

to long half-life

tamoxifen

Paroxetine

Risk of drug interactions, particularly with 

tamoxifen; withdrawal symptoms due to 

short half-life; risk of weight gain

Sertraline

Low risk of drug interactions

Citalopram

Low risk of drug interactions

Potential for QTc prolongation and mild, 

sedation

(continued)
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Table 4.1  (cotinued)

Drug

Advantages

Warnings

Escitalopram

Low risk of side effects

SNRI

May help with neuropathic 

pain, may help with hot flashes

Venlafaxine

Less drug interaction with 

Tachycardia, hypertension risk in high-dose 

tamoxifen

treatment, urinary hesitancy or retention, 

severe withdrawal symptoms

Duloxetine

Risk of hepatotoxicity

TCA

Pain management and 

Anticholinergic side effects, sedation, risk 

improved sleep

of weight gain

Amitriptyline

NaSSa

Mirtazapine

Antiemetic effect, improved 

Sedation, rarely agranulocytosis, and risk of 

sleep, increased appetite, 

weight gain

minimal sexual dysfunction, 

and helps hot flashes

NDRI

Bupropion

Minimal sexual dysfunction 

Anxiety and risk of epileptic seizures

and reduced fatigue

SARI

Trazodone

Improved sleep

Rarely priapism

Stimulants

Methylphenidate Rapid onset of action and 

Anxiety or irritability, decreased sleep and 

reduced fatigue

appetite, palpitations or arrhythmia, cardiac 

decompensation in older adults, confusion 

in cognitive impairment

Benzodiazepines

Sedation, confusion, risk of abuse

Lorazepam

Antiemetic effect

Alprazolam

Reduced sedation effect

Withdrawal symptoms due to short half-life

Antipsychotics

Haloperidol

Low sedation

Risk of EPS and possibility of QTc 

prolongation

Olanzapine

Increased appetite

High-dose sedation, risk of weight gain, 

metabolic syndrome

Quetiapine

Less EPS

Sedation

In conclusion, emotional difficulties are observed in patients with cancer, and psychiatric disorders can often accompany the disease process. Ensuring psychosocial wellbeing in patients with cancer, and detecting and effectively treating psychiatric disorders are crucial in improving the general wellbeing and quality of life of patients. At this point, a holistic perspective and multidisciplinary approach that includes surgical, medical, psychiatric, and psychosocial interventions are 
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undoubtedly most beneficial to patients with cancer. Psycho-oncology aims to recognize, prevent, and treat psychiatric symptoms and disorders in patients with cancer as well as to support patients’ caregivers and healthcare professionals in this field. 
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 Biopsychosociocultural Dimensions of Cancer: A Foundation 

for Cognitive Behavioral Therapy

When working with cancer, evaluating the disease from biopsychosociocultural perspective and using Cognitive Behavioral Therapy (CBT) is crucial for improving both the physical and psychological wellbeing of patients. Current literature emphasizes that cancer patients must cope not only with biological symptoms but also E. Savaş (*) 
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with psychological, social, and cultural factors. This comprehensive approach helps optimize treatment responses and enhance quality of life. 

The biological factors in cancer are the primary challenges faced by patients. 

Genetic predispositions, tumor progression, and treatment processes often result in side effects such as fatigue, pain, and sleep disturbances. These symptoms reduce the patient’s capacity to function in daily life and can trigger psychological issues such as depression and anxiety (Bleyer, 2012; Adam et al., 2023a, b). CBT provides structured interventions to help patients manage these biological symptoms by assisting them to develop more realistic thoughts and identify cognitive distortions. 

From a psychological perspective, cancer often leads to anxiety, depression, stress, and even posttraumatic stress disorder (PTSD) (Serfaty et  al., 2020a, b). 

After a cancer diagnosis, patients frequently develop cognitive distortions, such as catastrophizing about the future. Current research has shown that CBT is effective in correcting these distortions and helps patients replace negative thoughts with more functional and positive ones (Beck, 1979). Additionally, techniques like behavioral activation help patients engage in meaningful activities to counter depression and improve their overall quality of life (Jacobsen et al., 2014). 

The social dimension also has a significant impact on cancer patients. A diagnosis often causes shifts in social roles and relationships. Many patients may socially withdraw or conceal their illness due to fear of stigma (Oğuz & Aksu, 2017). The lack of social support can exacerbate psychological difficulties and hinder treatment adherence. CBT techniques, such as social skills training and behavioral experiments designed to reduce social withdrawal, can help patients navigate these social challenges. Research has shown that CBT successfully strengthens social interactions and improves patients’ ability to communicate effectively in their relationships (Cohen & Wills, 1985). 

Cultural factors play a crucial role in how patients cope with cancer. In some cultures, cancer is seen as fate or a divine test, and these beliefs shape patients’ 

approaches to treatment (Yildiz & Ayhan, 2020). In Turkish culture, cancer is often stigmatized, and patients may feel pressure to hide their illness from others (Oğuz 

& Aksu, 2017). By incorporating cultural sensitivity into CBT, therapists can respect patients’ religious and cultural beliefs while addressing cognitive distortions, leading to a more effective therapeutic process. Current literature highlights that culturally responsive CBT interventions help patients develop more positive coping strategies (Sue et al., 2019). 

In conclusion, using a biopsychosociocultural approach with CBT is vital when working with cancer patients. It addresses a wide range of challenges, from biological symptoms to social and cultural difficulties, providing patients with comprehensive support. Current literature shows that this holistic approach improves quality of life and strengthens adherence to treatment. 
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 Biological Dimension of Cancer: The Impact and Role of CBT

The biological aspect of cancer, including genetic predispositions, tumor progression, and the physiological impacts of treatment, plays a central role in the disease’s manifestation (Bleyer, 2012). Cancer treatments often lead to physical side effects such as fatigue, pain, and sleep disturbances, all of which exacerbate patients’ psychological and psychiatric challenges (Adam et al., 2023a, b). The location of cancer in the body often determines the type of biological changes it causes, which in turn lead to a variety of psychological effects. The affected organ’s function, the changes caused by treatment, and the loss of biological functions all contribute to the emotional and mental responses experienced by patients. These effects are a direct result of biological changes and can significantly impact psychological wellbeing. 

Disruptions to organ function often initiate this cascade of effects. Cancer can significantly disrupt organ function, leading to both physical and psychological consequences that diminish a patient’s quality of life. For example, patients with lung cancer may suffer from shortness of breath and oxygen deprivation, which are strongly linked to heightened fear of death and anxiety, as they feel they are constantly fighting for survival, thereby increasing stress levels (Savard et al., 2020). 

Similarly, cancers affecting organs with important aesthetic and sexual functions, such as breast cancer in women or prostate cancer in men, can profoundly impact a person’s body image, self-esteem, and sexuality. For men with prostate cancer, treatment often leads to sexual dysfunction, affecting their sense of masculinity and resulting in increased depression and anxiety (Brown & Miller, 2018). Women who undergo mastectomies frequently experience challenges related to their gender identity and femininity, which heightens their vulnerability to depression and anxiety (Jones et al., 2019). 

Additionally, hormonal changes play a critical role in affecting mood and psychological health. For example, prostate cancer often results in a decrease in testosterone levels, which is linked to symptoms such as depression, low libido, and reduced self-confidence (Brown & Miller, 2018). Breast cancer treatments like chemotherapy and hormone therapy also result in hormonal changes that increase the likelihood of depression, anxiety, and cognitive disturbances in women (Chlebowski et  al., 2020). Similarly, thyroid cancer, which affects hormone production in the thyroid gland, can lead to mood swings, fatigue, and irritability (Smith et al., 2021). 

These hormonal changes further compound the emotional distress caused by cancer. 

In addition to hormonal disruptions, cancers that affect the nervous system, such as brain tumors, can lead to significant cognitive and emotional disturbances. These disturbances often manifest as memory loss, personality changes, mood swings, and difficulty with cognitive functions, which severely affect the patient’s self- perception and identity (Kim & Roberts, 2017). These cognitive impairments can result in social withdrawal, depression, and a breakdown of personal relationships as patients struggle with communication and emotional regulation (Smith et  al., 2020). 

Neurological complications can also arise from cancers that metastasize to the brain, such as lung or breast cancer (Johnston et  al., 2021). Moreover, 
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chemotherapy- related neurotoxicity, known as “chemo brain,” further impairs cognitive functioning, compounding emotional challenges (Wefel et al., 2019). 

Furthermore, the pain and fatigue experienced by cancer patients are intimately tied to their psychological health. Chronic pain and fatigue are common challenges for cancer patients, contributing significantly to their psychological distress. 

Persistent pain often hinders daily functioning, leading to heightened stress, depression, and a sense of helplessness as patients struggle to manage both physical and emotional suffering (Doe & Smith, 2015). Cancer-related fatigue (CRF) not only impairs physical ability but is also associated with anxiety, depression, and cognitive dysfunction, further exacerbating the patient’s overall mental health (Bower, 

2019). Addressing these physical symptoms is crucial to improving psychological outcomes and enhancing overall quality of life. 

Cancer treatments such as chemotherapy and radiation therapy also induce significant biological changes that have profound psychological consequences. These treatments often lead to visible physical alterations, such as hair loss, skin changes, and weight fluctuations, which can contribute to body image issues and low self-esteem. Patients may experience heightened sensitivity to these physical changes, evoking feelings of shame, embarrassment, and social withdrawal (Green & Smith, 

2016). The psychological impact of these visible changes extends beyond body image, affecting identity and self-worth, particularly in women undergoing breast cancer treatments (McGarvey et al., 2020). 

Social isolation, often a result of weakened immune systems during treatment, compounds the biological and psychological toll of cancer. The compromised 

immune system increases the risk of infection, causing patients to withdraw from social activities, which intensifies feelings of loneliness and depression (Adams et  al., 2021). The fear of infection during treatments like chemotherapy further exacerbates anxiety, as patients feel vulnerable to even minor illnesses (Greenberg et al., 2020). This withdrawal from social life can severely impact a patient’s mental wellbeing, underscoring the need for supportive networks and interventions. 

Cognitive Behavioral Therapy (CBT) has proven effective in managing the psychological effects of these changes through techniques specifically designed to address emotional distress. Cognitive restructuring, a core CBT technique, helps patients challenge negative thought patterns related to their body image, self-worth, and fear of death or recurrence, which often arise from visible changes like hair loss or surgical scars (Andrykowski et al., 2015; Chen et al., 2024). By reframing these thoughts, patients can develop healthier perspectives, reducing emotional distress. For instance, a cancer patient might struggle with social withdrawal due to body image concerns after chemotherapy. In a CBT session, the therapist could help the patient challenge automatic negative thoughts, such as ‘Everyone will judge me for how I look,’ by reframing them with more balanced perspectives like, ‘Most people will focus on our conversation, not my appearance.’ This approach, combined with gradual exposure to social situations, helps reduce isolation and improve social functioning. 

In addition, behavioral activation encourages cancer patients to engage in meaningful activities despite symptoms like fatigue and pain. Research shows that this method helps reduce depressive symptoms and improve mood by promoting positive engagement in daily life (Hopko & Lejuez, 2007; Johnson et  al., 2016). 
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Mindfulness-based CBT (MBCT) also plays a crucial role in helping patients manage anxiety related to cancer progression. By fostering present-moment awareness, MBCT helps reduce the fear of recurrence and has been shown to alleviate emotional distress and cognitive dysfunction caused by cancer treatments (Carlson & Speca, 2010; Hoffman et  al., 2012; Johannsen et  al., 2016). For example, after working on thought ‘Everyone will judge me for how I look’ and reframe it with 

‘Most people will focus on our conversation, not my appearance’, therapist and client would work on to behavioral activation test this new cognition on the real life. 

The patient might start by taking a small step, such as meeting a close friend for coffee or attending a family gathering for a short time. To further support this process, the therapist could also incorporate a mindfulness-based technique by teaching the patient to focus on the present moment without judgment. For instance, before entering the social situation, the patient could practice a mindfulness breathing exercise, focusing on their breath to calm anxiety and stay grounded in the present. By learning to observe their thoughts and emotions without reacting to them, the patient can reduce the intensity of their fear and face the situation with greater acceptance. This combination of cognitive restructuring, behavioral activation, and mindfulness helps the patient rebuild confidence, reengage with their social environment, and manage anxious feelings more effectively. 

To address physical symptoms such as pain and stress, relaxation techniques like breathing exercises and progressive muscle relaxation are widely used to alleviate anxiety and improve overall comfort during cancer treatment (Diaz et al., 2021). 

Additionally, Problem-Solving Therapy (PST) empowers patients to manage both the logistical and emotional challenges of their condition, fostering a greater sense of control over their circumstances (Vartolomei et al., 2018; Nezu et al., 2003). 

A practical application of cognitive restructuring in a CBT session with a breast cancer patient could involve addressing her anxiety related to postsurgical body image. The patient expresses persistent negative thoughts about feeling “less of a woman” after a mastectomy. The therapist would help the patient identify these negative, automatic thoughts and challenge their validity by asking questions such as “What evidence do you have that supports or contradicts this belief?” Through cognitive restructuring, the therapist could guide the patient to replace these distorted beliefs with more balanced ones, such as “I am still the same person, and my worth is not defined by my appearance.” This reappraisal helps reduce emotional distress and fosters a healthier self-perception, improving the patient’s overall psychological wellbeing. 

 Psychological Dimension of Cancer: The Impact 

and Role of CBT

Cancer triggers a range of psychological responses, including fear, anxiety, depression, insomnia, adjustment disorders, and PTSD (Adam et al., 2023a, b; Holland 

et al., 2015). Depression is particularly common, affecting an estimated 2040% of cancer patients (Pitman et al., 2018). This not only reduces quality of life but also 
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impairs treatment adherence, significantly impacting overall health outcomes (Walker et al., 2014). Untreated depression can stem from the emotional stress of a cancer diagnosis, changes in body image, and fears about an uncertain future (Williams & Dale, 2006a, b). Cognitive Behavioral Therapy (CBT) has been shown to effectively alleviate depressive symptoms by helping patients restructure negative thoughts related to their illness and reframe feelings of hopelessness or worthlessness (Serfaty et  al., 2020a, b). In addition to cognitive restructuring, behavioral activation, a core technique of CBT, encourages patients to engage in meaningful activities, counteracting feelings of isolation and helplessness (Jacobsen et al., 2014). 

Anxiety, which affects up to 40% of cancer patients, often arises from fears about recurrence, family dynamics, and physical changes (Mitchell et al., 2011; Dinkel & 

Herschbach, 2018a, b). Anxiety can lead to physical symptoms such as tachycardia and shortness of breath, exacerbating emotional distress. CBT helps manage these fears by fostering adaptive coping mechanisms, promoting psychological wellbeing, and using techniques like cognitive restructuring and exposure therapy to confront automatic thoughts driving anxiety. By addressing these fears and reducing their emotional impact, CBT improves patients’ ability to cope with uncertainty related to their illness (Mitchell et al., 2011). AI is further enhancing CBT‘s effectiveness by offering predictive tools to identify patients at higher risk of anxiety related to cancer recurrence, allowing for early, targeted intervention (Dinkel & 

Herschbach, 2018a, b). 

Insomnia is another prevalent issue, with cancer patients being two to three times more likely to experience sleep disturbances compared to the general population (Irwin, 2013a, b). Insomnia not only impairs physical recovery but also worsens psychological symptoms like depression and anxiety, creating a vicious cycle. CBT 

for Insomnia (CBTI), specifically designed for cancer patients, employs techniques such as stimulus control, sleep restriction, and cognitive restructuring to improve sleep quality and overall wellbeing (Theobald, 2004; Espie, 2022). Recent AI-driven CBTI platforms provide personalized sleep interventions, enhancing scalability and accessibility (Zhou et al., 2021). 

Adjustment disorders are also common, particularly in the early stages of diagnosis and treatment, as patients struggle to adapt to changes in their health and routines (Kryzhanovskaya & Canterbury, 2001a, b). Patients may face significant emotional or behavioral responses as they adjust to changes in physical ability, family roles, and lifestyle. Early intervention with CBT has been shown to help patients cope more effectively, improving their ability to manage the demands of cancer (Quero, 2023). CBT‘s focus on emotional regulation, problem-solving, and goal-setting fosters cognitive flexibility and resilience, helping patients concentrate on what they can control. 

For some cancer patients, the psychological toll can result in PTSD, particularly following invasive treatments or life-threatening complications. Symptoms such as hyper-arousal, avoidance, and intrusive memories can persist long after treatment, making it difficult for patients to move forward. Trauma-focused CBT has been shown to be effective in treating PTSD by helping patients process traumatic memories and reduce their emotional intensity through exposure therapy and cognitive 
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restructuring (O’Connor et  al., 2021). Group-based trauma-focused CBT offers additional benefits, as patients share experiences in a supportive environment, reducing feelings of isolation and helping them process the psychological impact of cancer (Kangas et al., 2019). 

The integration of AI is transforming how CBT is delivered to cancer patients. 

AI-powered platforms analyze patient-reported outcomes, psychological assessments, and behavioral data to personalize CBT interventions in real time. AI-based virtual therapists and chatbots utilize CBT techniques like cognitive restructuring and behavioral activation to provide continuous support outside of traditional therapy sessions (Fitzpatrick et  al., 2017). These tools are particularly valuable for addressing issues such as fear of recurrence, sleep disturbances, and anxiety, offering immediate, data-driven responses that help patients manage their emotional states (Miner et al., 2016a, b). AI is also improving group-based CBT by optimizing group dynamics and matching patients with peers who share similar psychological profiles, fostering a sense of community and improving psychological outcomes (Greer et al., 2019a, b). However, it remains crucial to integrate AI alongside human-led interventions to ensure that the deep empathy required for effective emotional care is maintained. 

A practical example of CBT in cancer care could involve addressing a common issue such as fear of cancer recurrence. For instance, a breast cancer survivor might express anxiety by stating, “I just know it will come back, and I won’t be able to handle it.” In this situation, the therapist would apply cognitive restructuring to help the patient challenge this automatic negative thought by asking, “What evidence supports this belief?” and guiding the patient to replace it with a more balanced perspective, such as “There is no certainty that my cancer will return, and if it does, I have the resources to handle it.” Additionally, the therapist may introduce behavioral activation by encouraging the patient to reengage in meaningful activities that have been avoided due to anxiety. By setting small, manageable goals, such as attending a family gathering, the patient can gradually rebuild confidence and reduce feelings of isolation. Through this combination of cognitive restructuring and behavioral activation, the patient can better manage anxiety and regain a sense of control, improving overall emotional wellbeing and quality of life. 

 Social Dimension of Cancer: The Impact and Role of CBT

Cancer often disrupts an individual’s social roles and identity, impacting relationships with family, friends, and colleagues (Holland et al., 2015). Social isolation, 

compounded by the physical and emotional toll of the disease, can exacerbate psychological distress (Adam et al., 2023a, b). Studies highlight that strong social sup-

port systems are associated with better emotional outcomes and even improved survival rates (Pinquart & Duberstein, 2010). CBT interventions, such as assertiveness training and techniques to reduce social withdrawal, empower patients to maintain and rebuild their social networks (Cohen & Wills, 1985; Quincey et al., 

2022a, b). By addressing interpersonal issues and enhancing communication skills, 
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CBT helps patients navigate role changes and foster supportive environments (Butler et al., 2006a, b). 

Cancer patients often struggle with body image disturbances, particularly those undergoing disfiguring surgeries or chemotherapy-induced hair loss (Fingeret et al., 

2015a, b,  c). These physical changes can lead to social avoidance, impacting patients’ self-esteem and interpersonal relationships. CBT, combined with support groups and body image therapy, helps patients rebuild confidence and reintegrate into social settings (Teo et al., 2016a, b). 

In addition to addressing social withdrawal and body image concerns, CBT can also play a crucial role in helping cancer patients cope with changes in their caregiving roles and family dynamics. Cancer often shifts the family structure, as patients may transition from being caregivers or breadwinners to needing care themselves. 

This role reversal can lead to feelings of guilt, helplessness, or frustration, further straining familial relationships (Northouse et  al., 2012). CBT helps patients and their families navigate these transitions by encouraging open communication, setting realistic expectations, and promoting problem-solving strategies (Leblanc et al., 2018). These interventions empower both patients and caregivers to maintain healthier, more supportive relationships during the cancer journey. 

Moreover, group CBT interventions provide cancer patients with an opportunity to connect with others facing similar challenges. Group settings foster a sense of shared experience and mutual support, which can alleviate feelings of isolation. 

Research suggests that cancer patients who participate in group therapy often experience enhanced emotional wellbeing and improved social functioning (Classen et al., 2001). Group CBT sessions not only allow patients to practice communication and assertiveness skills in a safe environment but also offer them the chance to learn from their peers, reinforcing adaptive coping strategies. 

In the workplace, cancer survivors often encounter difficulties reintegrating into their professional roles due to lingering physical or emotional side effects from treatment. CBT can assist in this transition by addressing anxieties related to job performance, workplace stigma, or the fear of being perceived as “less capable” 

(Steiner et al., 2008). Techniques such as cognitive restructuring help patients challenge negative assumptions about their abilities, while behavioral strategies encourage gradual reengagement in work-related tasks. These interventions are particularly valuable in helping patients regain confidence and adjust to new professional identities, thereby supporting a smoother return to work. 

Additionally, CBT’s focus on enhancing social skills and improving interpersonal communication is particularly relevant for patients experiencing changes in their romantic relationships. Cancer and its treatments can affect intimacy and sexual health, which in turn may strain partnerships (Manne & Badr, 2008). By addressing cognitive distortions and fostering open dialogue about emotional and physical needs, CBT helps couples strengthen their relationships and navigate these sensitive issues. Some CBT approaches also incorporate mindfulness techniques, which 

assist patients and their partners in managing stress and improving emotional connection (Carlson et al., 2013). 
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Finally, the integration of artificial intelligence (AI) into CBT interventions offers potential for expanding the social support available to cancer patients. 

AI-driven platforms can help patients connect with support networks through online communities, facilitate real-time social skills training, and offer tailored feedback on social challenges (Greer et al., 2019a, b). These AI tools enhance traditional CBT 

by providing continuous, accessible support, helping patients maintain social connections and develop resilience throughout their treatment. 

A case example would be about body image issues after chemotherapy might 

avoid social interactions due to fear of judgment. In a CBT session, the therapist would help the patient identify and challenge the thought, “Everyone will think I look strange,” by encouraging a balanced perspective like, “Most people won’t notice, and I can still enjoy myself.” Through behavioral activation, the patient could then take gradual steps to reengage socially, such as meeting a friend for coffee, helping them rebuild confidence and reduce isolation. 

 Cultural Dimension of Cancer: The Impact and Role of CBT

Cultural beliefs, values, and norms shape how individuals interpret their illness, engage with healthcare services, and seek social support, affecting coping mechanisms, adherence to treatment, and interactions with healthcare providers 

(KagawaSinger et al., 2010). In certain cultures, cancer may be viewed as a punish-ment, fate, or curse, leading to feelings of stigma or shame, which can delay seeking medical treatment and increase psychological distress. Cognitive Behavioral Therapy (CBT) can be particularly effective in reframing these fatalistic beliefs, helping patients adopt more adaptive perspectives while respecting their cultural 

backgrounds (Sue et al., 2019). 

Cultural barriers—such as language differences, distrust of healthcare systems, or lack of culturally competent care—can also impact access to diagnosis and treatment, particularly for immigrant and minority populations. Patients from cultures where hierarchical relationships with healthcare providers are the norm may hesi-tate to ask questions or express concerns (Zanchetta & Poureslami, 2006). In these cases, CBT can improve communication skills and empower patients to engage 

confidently with healthcare professionals. Additionally, AI-driven CBT platforms, which offer therapeutic support in a patient’s native language, are emerging as valuable tools to overcome linguistic and cultural barriers to care (Fitzpatrick et  al., 

2017; Miner et al., 2016a, b). 

In many cultures, traditional medicine and alternative healing practices such as Chinese medicine, Ayurveda, or herbal remedies are deeply embedded in cancer care. In Turkish culture, herbal treatments, cupping and acupuncture, are often used to complement modern medical treatments (Kaptanoğlu et al., 2019). While these practices may complement conventional treatments, they can sometimes conflict with evidence-based medical care. CBT can help patients find a balance between their cultural practices and modern treatment, ensuring adherence to 
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necessary medical regimens while maintaining emotional and cultural wellbeing (WongKim et al., 2003; Battaglini et al., 2020). 

Cultural norms also influence family structures and social support systems. In some communities, extended families play a key role in providing care and emotional support, while in more individualistic cultures, patients may feel isolated. 

CBT can navigate complex family dynamics, promoting open communication and 

addressing feelings of guilt or burden in patients with strong familial support. 

Conversely, for those lacking social support, CBT helps develop coping strategies to reduce isolation and build new sources of connection, often supported by AI-enhanced platforms that provide peer support and foster resilience (Greer et al., 

2019a, b). 

Body image concerns are another area where cultural factors intersect with cancer treatment. Disfiguring surgeries or chemotherapy-induced hair loss can significantly alter a patient’s appearance, conflicting with cultural standards of beauty and identity (Fingeret et  al., 2015a, b, c). These physical changes can lead to social withdrawal and diminished self-worth. CBT, combined with body image therapy and support groups, helps patients reframe negative thoughts about their appearance, fostering a positive self-image and rebuilding confidence. Support groups further offer a safe space for patients to share their experiences and receive validation from peers (Teo et al., 2016a, b). 

In Turkish culture, cancer often carries a significant stigma, leading some patients to hide their diagnosis out of fear of judgment or pity from their community. This stigma can lead to emotional isolation, as patients withdraw from social interactions to avoid embarrassment or rejection. CBT is especially useful in addressing these fears by helping patients test their assumptions through behavioral experiments. For instance, a patient may gradually disclose their diagnosis to trusted individuals and observe their actual reactions, which often do not align with their fears. This method allows patients to challenge their assumptions, reduce social isolation, and rebuild their confidence in interacting with their community (Sue et al., 2020). 

For example, Mehmet, a 50-year-old Turkish man diagnosed with lung cancer, 

believes his coworkers or neighbors will avoid him or treat him with pity if they discover his illness. To avoid this, Mehmet isolates himself, even from close friends. 

His therapist suggests a behavioral experiment where Mehmet discloses his diagnosis to a trusted coworker to test his assumptions. Afterward, Mehmet and his therapist discuss the actual outcome. If the response is positive, Mehmet begins to challenge his belief that “everyone will reject me,” realizing that support is more likely than rejection. Even in the case of a negative reaction, the therapist helps Mehmet process this outcome, reinforcing that one reaction does not represent everyone’s views. Over time, this technique helps Mehmet reduce his social isolation and rebuild confidence, enabling him to reengage with his social circle. 


As healthcare evolves, the integration of AI into culturally sensitive CBT interventions is creating new opportunities for cancer patients. AI-driven platforms can tailor therapy to align with a patient’s cultural context, ensuring that interventions are not only personalized but also culturally relevant. These tools provide real-time support and guidance, bridging gaps in access to culturally competent care and extending the reach of CBT to diverse populations (Miner et al., 2016a, b). 
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 Cognitive Behavioral Therapy for Cancer

Cognitive Behavioral Therapy (CBT) has emerged as one of the most effective interventions for addressing both the psychological and physical side effects of cancer. CBT helps patients manage pain, improve health perceptions, and enhance self-efficacy, which leads to better adaptation to changes in their condition. It also improves communication with healthcare teams, supports informed decision-making, and promotes the development of healthier coping mechanisms (Thorn, 

2017; Miller, 2020; Moorey & Greer, 2011; Ryba, 2017). By transforming unhealthy mental habits and coping strategies, CBT significantly improves patients’ quality of life and psychological wellbeing (Hopko et al., 2008). 

During cancer treatment, therapists need to acquire additional competencies, such as remaining vigilant to physical abnormalities or other risky medical conditions. Recognizing that mental health issues can sometimes signal underlying medical problems is essential. As a result, risk assessments and mental health examinations are conducted at the start of sessions. In cases of significant changes, communication with family members and healthcare teams becomes crucial (Bronner et al., 

2018). In the absence of emergencies, CBT continues to focus on promoting faster recovery by helping patients replace unhealthy habits with healthier and functional ones. 

In cancer care, CBT plays a critical role by addressing maladaptive thoughts, cognitive distortions, and negative automatic thoughts that contribute to emotional distress. For example, cancer patients often experience catastrophic thinking, such as viewing their diagnosis as a death sentence or feeling powerless in their prognosis. These distorted cognitions exacerbate emotional distress, undermine treatment adherence, and lower overall quality of life (Beck, 1995). By transforming these cognitive and emotional patterns, CBT has been proven to reduce stress, alleviate negative emotions, and even positively impact the immune system by influencing natural killer cell activity (Buhle et al., 2014; Zhang et al., 2019). CBT’s Socratic questioning technique plays a significant role in this transformation, helping patients evaluate the accuracy of their beliefs and understand the short- and long-term effects of their coping strategies. Avoidance, one of the most common coping strategies in cancer patients, can be particularly harmful both medically and psychosocially 

(Oancea et al., 2018). 

 Cognitive Restructuring and Behavioral Activation

One of the key techniques used in CBT for cancer is cognitive restructuring, which helps patients challenge their automatic negative thoughts and reframe their understanding of stressful or ambiguous situations. Cancer patients frequently experience catastrophic thoughts and ruminations, such as interpreting minor physical symptoms (e.g., a headache) as signs of cancer recurrence. This negative thought pattern creates a three-dimensional cycle—combining thoughts, emotions, and physiological responses—leading to heightened anxiety, fear, and physical sensations such as 
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panic attacks (Bartlett, 1932). For instance, a patient might hold the belief that 

“Radiation causes cancer, so I must avoid all radiation or I am doomed,” which can lead to isolation and hopelessness. Through CBT, this belief can be reframed to a more balanced perspective, such as “I can protect myself by using technology wisely without completely avoiding it.” 

The Socratic questioning method is often used in CBT to challenge these automatic thoughts. By encouraging patients to explore the accuracy of their beliefs, they can identify underlying thoughts that fuel their distress and shift their focus to more balanced, evidence-based interpretations of their symptoms and situations (O’Donohue et al., 2004). Psychoeducation is also vital during CBT, as providing patients with accurate health information can reduce anxiety, support better adaptation, and improve overall wellbeing (Bronner et  al., 2018). In this context, CBT 

helps patients develop skills to manage both psychological and physical symptoms, including pain relief, reducing treatment side effects, and maintaining motivation to follow medical recommendations (Thorn, 2017). 

The final step in CBT is to help patients move from dysfunctional coping strategies, such as avoidance, to healthier strategies. By increasing self-awareness and emotional intelligence, patients are better equipped to manage emotions like fear, anxiety, and depression while also adopting healthier coping mechanisms. This process prevents patients from feeling helpless and improves their overall quality of life. 

 Human Mind, Cognitions, and Cognitive Triad

Understanding how the human mind processes thoughts, emotions, and behaviors is essential to the therapeutic process in Cognitive Behavioral Therapy (CBT). The human mind is constantly interpreting life events, and these interpretations—

referred to as cognitions—are central to emotional responses and subsequent behaviors. Cognitions include perceptions, beliefs, and assumptions about oneself, others, and the world. It is estimated that individuals experience around 4000 cognitions daily, with approximately 13% of these being automatic thoughts—spontaneous and uncontrolled reactions triggered by external or internal stimuli (Türkçapar, 2007). 

Among these automatic thoughts, negative or distorted interpretations are often at the core of emotional distress, particularly for individuals dealing with significant challenges like cancer (Beck, 1967). In CBT, Beck’s Cognitive Triad is a key model that explains how negative thinking patterns contribute to emotional difficulties, such as depression and anxiety. The Cognitive Triad comprises three key forms of negative thinking that are frequently observed in individuals suffering from psychological disorders:

1.  Negative View of the Self: Individuals perceive themselves as inadequate, worthless, or incompetent (e.g., “I am weak or inadequate”). 

2. Negative View of the World: The world is viewed as harsh, threatening, or untrustworthy (e.g., “The world is a frightening place”). 
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3.  Negative View of the Future: The future is seen as bleak, hopeless, and unchangeable (e.g., “Nothing will get better for me”). 

These three elements interact and form a self-perpetuating cycle of negative thinking. For example, a cancer patient might believe they are inadequate due to their illness (negative self-view), perceive the world as unsupportive (negative worldview), and feel that their future is without hope (negative futureview). This cognitive cycle can lead to feelings of despair, withdrawal, and hopelessness, thereby exacerbating their psychological distress (Stanton et al., 2017; Ryba, 2017). 

Beck’s Cognitive Triad plays a significant role in the development of psychopathologies such as depression and anxiety. According to this model, distorted evaluations of oneself, the world, and the future reinforce dysfunctional thinking patterns, which in turn contribute to emotional distress and maladaptive behaviors (Beck, 1979; Beck & Clark, 1997). For instance, cancer patients who view their future as hopeless or who believe they are powerless in their fight against cancer are more likely to experience prolonged depression and anxiety (Savard & Ivers, 

2020a, b). 

Recent research continues to highlight the impact of the Cognitive Triad on psychological distress in cancer patients. Savard and Ivers (2020a, b) found that persis-

tent negative views about one’s prognosis or future health outcomes are strongly associated with higher rates of depression and anxiety in cancer patients. 

Furthermore, Rosenberg et  al. (2021)-demonstrated that interventions aimed at addressing negative future-oriented thoughts significantly improved psychological flexibility in cancer survivors, reducing the impact of negative automatic thoughts on emotional wellbeing. 

The Cognitive Triad’s influence on psychopathologies such as depression and anxiety is further emphasized in studies on rumination and negative automatic 

thoughts. Joormann and Quinn (2014) suggested that individuals who constantly revisit negative self-assessments are more likely to engage in maladaptive rumination, which reinforces feelings of worthlessness and hopelessness. This is particularly important in the context of cancer, where catastrophic thinking about illness outcomes can dominate patients’ mental processes. 

Through Cognitive Behavioral Therapy (CBT), cancer patients can learn to identify and challenge their automatic negative thoughts that arise unconsciously. 

Cognitive restructuring, a core CBT technique, enables patients to reframe their interpretations of cancer-related events and reduce the emotional burden associated with the Cognitive Triad (Moorey & Greer, 2011). For instance, Rosenberg et al. 

(2021) emphasized the effectiveness of CBT interventions that focus on future-oriented negative thinking, which enhances patients’ psychological flexibility and enables them to better cope with the uncertainties of cancer. 

By reshaping distorted beliefs, CBT allows cancer patients to break the self-reinforcing cycle of negative cognitions and improve their mental health outcomes. 

This therapeutic approach, particularly when addressing Beck’s Cognitive Triad, has been shown to be highly effective in reducing symptoms of depression and anxiety, ultimately enhancing the quality of life for individuals undergoing cancer treatment (Savard & Ivers, 2020a, b; Stanton, 2017). 
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 The Cognitive Framework of Cancer: Perceptions, Reactions, 

and Adaptation

Cancer, in its simplest form, is an abnormal mass of tissue resulting from faulty cell division that does not conform to the body’s normal structure. Although this definition applies universally, the psychological meaning of cancer varies widely among individuals. The word “cancer” is shaped by accumulated meanings individuals have heard, seen, read, experienced, narrated, and assumed about cancer throughout their lives. These accumulated meanings become more pronounced when a cancer diagnosis is made, as individuals begin to integrate the emotional weight of the diagnosis with their prior knowledge and experiences. Factors such as the location of the cancer, its treatments, side effects, permanent organ loss, and the duration of the process all shape these perceptions. Various treatment methods, along with the chemical or hormonal side effects of these treatments, can lead individuals to develop  negative thoughts and perceptions about the disease and the treatment process (Lange et al., 2019; Országhová et al., 2021). These negative cognitions, combined with habitual cognitive distortions, influence individuals’ reactions, decisions, adaptation levels, and relationships when they hear the word “cancer.” 

Psychological factors related to cancer are thus influenced by multifactorial beliefs and how individuals frame their situation (Savard & Ivers, 2022). 

According to Dr. Aaron Beck’s Cognitive Model, it is not the events themselves but rather how individuals perceive these events that determines their reactions or 

emotions (Beck, 1995). Based on this theory, individuals’ responses to cancer diagnoses, the treatment process, and the changes they undergo are largely shaped by their perception of the illness, rather than by the physical disease itself. For instance, 
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one patient may view cancer as a challenge to be overcome, while another may see it as an insurmountable threat. These cognitive interpretations have a direct impact on the emotional and physiological responses individuals experience. Because the body, brain, and mind function as an interconnected system, changes in emotions can lead to physiological reactions, including alterations in brain function, stress hormone levels, and activation of the autonomic system. This interconnectedness underscores how vital cognitive perceptions are to both mental and physical health in the context of cancer. 

 Cognitive Processing and Thought Patterns

One of the most important psychological tools for managing cancer diagnosis and treatment is the ability to build tolerance to uncertainty by adapting to the unknown. 

According to Lazarus and Folkman’s stress model (Lazarus & Folkman, 1984), 

individuals’ responses to stressors are determined by their interpretations of those stressors. In the case of cancer, the uncontrollability of cell division within the body, which is unseen, untouchable, and uncontrollable, can increase perceptions of threat and danger. These heightened threat perceptions activate physiological responses that can increase avoidance behaviors similar to fight or flight responses (Beck & Greenberg, 1988). 

Such avoidance behaviors—while offering short-term relief from intense emo-

tions—reinforce the reward of reducing physiological discomfort, thus perpetuating these maladaptive behaviors. Over time, these behaviors can become habitual, solidifying a pattern in which individuals stay within perceived “safe zones” to avoid confronting their fears. As the safe zone expands, individuals experience more frequent anxiety, and avoidance behaviors are triggered more quickly and automatically. This maladaptive pattern of coping not only reinforces the vicious cycle of anxiety but can also hinder adaptation to the cancer process, affecting quality of life and treatment outcomes. Dysfunctional coping strategies, like avoidance, often lead to further psychological impairments, especially as the cognitions developed during this process become entrenched (Clark & Beck, 2011). 

Even after cancer treatment is complete, these negative cognitive  schemas—

formed by ongoing fears, anxiety, and body image concerns—can persist and continue to shape patients’ psychological wellbeing. For instance, Beck’s Cognitive Triad, which includes a negative view of the self, the world, and the future, may persist even in remission. Cancer survivors may continue to struggle with feelings of anxiety, fear of recurrence, and concerns about their ability to manage daily life post treatment. The ongoing need for psychological support is critical in helping individuals restructure these entrenched cognitions and develop healthier ways of thinking. 
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Negative cognitive schemas also significantly affect treatment adherence and overall psychological wellbeing. For example, during cancer treatment, patients may develop distorted perceptions about bodily changes, leading to an altered self-concept and a diminished sense of control. These changes in self-concept, as well as outlooks on the future and the world, directly impact psychological wellbeing. The individual’s ability to adapt to cancer and its treatments is largely determined by how they process these experiences through their cognitive framework (Moorey & Greer, 2011). 

The cognitive framework of cancer illustrates how individuals’ perceptions and thought patterns shape their emotional responses and behavioral reactions to the disease. Cancer patients often experience distressing automatic thoughts, cognitive distortions, and heightened anxiety, which affect their overall wellbeing and ability to adapt to the illness. These psychological processes not only exacerbate emotional suffering but also hinder treatment adherence and recovery. Recognizing the profound influence of cognition on psychological and physiological health, Cognitive Behavioral Therapy (CBT) has emerged as one of the most effective therapeutic interventions for addressing these issues in cancer patients. By targeting negative thought patterns and dysfunctional beliefs, CBT helps individuals develop healthier coping mechanisms, manage emotional distress, and improve their overall quality of life. 

THOUGHTS     

 

Examining the relationship between thoughts, emotions, and behaviors, considering the third dimension of cognitive therapy, clarifies the thoughts and feelings that arise in cancer-related situations and influence decisions and attitudes. For instance, despite cancer remission, a person waking up with a headache might enter-tain thoughts such as “Could it be recurring?” Maybe it has spread to my brain this time.” These thoughts, accompanied by anxiety, fear, and worry, can lead to physiological sensations like panic attacks and tachycardia. This scenario illustrates the three-dimensional cycle associated with the perception of cancer triggered by a headache. 
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 Clinical Assessment of CBT for Cancer

Cognitive Behavioral Therapy (CBT) is a widely used and effective therapeutic approach for addressing psychological distress in cancer patients. The clinical assessment of cancer patients within the CBT framework requires particular attention to the intersection of physical illness and psychological wellbeing. 

During the clinical assessment of a cancer patient, therapist focus on physical health and psychosocial changes. CBT therapists begin with understanding how the patient’s physical condition, including symptoms like pain, fatigue, and nausea, interacts with their psychological state. Physical symptoms associated with cancer and its treatment can significantly impact a patient’s cognitive and emotional wellbeing (Osborn et  al., 2006). Questions targeting how these symptoms affect the patient’s thought patterns are central to the assessment. For example, asking, “How do you cope mentally with the physical fatigue you experience?” helps in understanding the patient’s cognitive response to illness. 

The second focus is to identify illness-related thoughts such as fears and uncertainties about their diagnosis, treatment, and prognosis (Spiegel, 1996). During the 

assessment, patients are encouraged to explore their beliefs and anxieties regarding their illness, such as “What concerns you the most about your future?” or “How do you view your illness in terms of control or outcome?” 

Third is understanding the loss of control and limitations after changed daily life functioning, such as “How has your illness affected your ability to manage daily tasks?” and “How do you feel about the limitations your illness has imposed?” The loss of trust, health, physical abilities, and independence might be the other losses, 

emotional loads that must be considered (Breitbart et al., 2000). 

The feelings of grief that cancer patients experience may differ from typical grief processes, as they often involve anticipatory grief (KublerRoss, 1969). The assessment focuses on understanding how patients process their grief. For example, questions like “What do you feel you’ve lost since your diagnosis?” help elucidate the patient’s emotional landscape. 

The other thing is that using assessment tools, scales, or inventories to see the level of feelings, especially anxiety, depression, quality of life, trauma and stress reactions. To measure anxiety levels, one of the commonly used scales in cancer patients is the  Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983), 

coupled with open-ended questions such as “What are your biggest fears about your treatment or illness?” The Generalized Anxiety Disorder7 (GAD7) is another widely used tool, designed to quickly assess anxiety symptoms over the past 2 

weeks (Spitzer et  al., 2006). Additionally, the Spielberger State Trait Anxiety Inventory (STAI) distinguishes between situational (state) anxiety and general (trait) anxiety, evaluating both immediate and ongoing anxiety levels (Spielberger et al., 1983). Finally, the Fear of Cancer Recurrence Inventory (FCRI) focuses on the specific fear of cancer recurrence, a common source of anxiety in posttreatment patients (Simard & Savard, 2009). Each of these scales is critical in measuring the unique aspects of anxiety experienced by cancer patients. 
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To measure depression levels, the Beck Depression Inventory (Beck et al., 1996), 

the Hospital Anxiety and Depression Scale (Stark & House, 2000), the Patient Health Questionnaire9 (PHQ9) offers a brief yet effective method for diagnosing depression and measuring its severity, assessing symptoms over the previous 2 

weeks (Kroenke et al., 2001). Additionally, the Center for Epidemiologic Studies Depression Scale (CESD) is often used to evaluate depressive symptoms, including mood disturbances and sleep issues, in cancer patients (Radloff, 1977). For older cancer patients, the Geriatric Depression Scale (GDS) is particularly valuable as it focuses on emotional and cognitive symptoms, minimizing the influence of physical health changes (Yesavage et al., 1983). 

Quality of life in cancer patients is assessed using several validated tools that capture the physical, emotional, and social impacts of the disease. One of the most widely used instruments is the European Organization for Research and 

Treatment of Cancer Quality of Life Questionnaire (EORTC QLQC30), which evaluates physical functioning, emotional wellbeing, and social aspects of health, tailored specifically for cancer patients (Aaronson et al., 1993). Another commonly used scale is the Functional Assessment of Cancer Therapy—General (FACTG), which measures physical, social, emotional, and functional wellbeing, offering a comprehensive view of a patient’s quality of life during cancer treatment (Cella et  al., 1993). The Functional Living Index—Cancer (FLIC) is also widely applied, focusing on daily functioning and the impact of cancer on the patient’s quality of life (Schipper et al., 1984). Additionally, the Short Form Health Survey (SF36) provides a general assessment of health-related quality of life, including physical and social functioning, and is adaptable for cancer patients (Ware & 

Sherbourne, 1992). Finally, the World Health Organization Quality of LifeBREF 

(WHOQOLBREF) assesses broader aspects of wellbeing, including environmental factors, which are crucial for understanding the holistic experience of cancer patients (The WHOQOL Group, 1998). 

To assess trauma and stress reactions in cancer patients, several validated tools can be utilized. The Impact of Event Scale Revised (IESR) is commonly used to measure symptoms of posttraumatic stress, including intrusion, avoidance, and hyper-arousal, making it suitable for evaluating the psychological impact of cancer as a traumatic experience (Weiss & Marmar, 1997). While it does not measure the physical aspects of cancer, it is particularly valuable in assessing how a cancer diagnosis or treatment can trigger PTSD-like symptoms. The Post-Traumatic Stress Disorder Checklist Civilian Version (PCLC) also measures PTSD symptoms and is effective for assessing trauma responses in cancer patients. Additionally, the Distress Thermometer (DT) is a quick screening tool that assesses overall distress, including emotional and physical reactions related to traumatic stress. Finally, the PostTraumatic Growth Inventory (PTGI) evaluates positive psychological changes following trauma, which can be relevant for cancer patients experiencing growth through their illness (Tedeschi & Calhoun, 1996). 

Social support is an essential factor in the psychological wellbeing of cancer patients. Assessment of family relationships and social networks is critical to understanding the patient’s emotional state and their capacity to cope with their illness 
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(Kissane et al., 2003). Assessment involves understanding these dynamics, often by asking, “How has your relationship with your family changed since your diagnosis?” or “How does your support system help or hinder your emotional wellbeing?” 

also therapists could prefer to use scales. The Multidimensional Scale of Perceived Social Support  (MSPSS) measures perceived support from family, friends, and significant others, making it well suited for evaluating cancer patients’ social networks (Zimet et al., 1988). The Social Support Questionnaire (SSQ) assesses both the quantity of social support and the individual’s satisfaction with that support, providing insight into the quality of the patient’s social connections (Sarason et al., 

1983). The Medical Outcomes Study Social Support Survey (MOSSSS) evaluates emotional, tangible, informational, and positive social interaction support, offering a comprehensive view of the various types of support patients may receive during treatment (Sherbourne & Stewart, 1991). Additionally, the Norbeck Social Support Questionnaire (NSSQ) and the DukeUNC Functional Social Support Questionnaire (FSSQ) focus on the functional aspects of social support, assessing both emotional and practical support provided by a patient’s social network (Norbeck et al., 1981; Broadhead et al., 1988). These tools are critical for understanding the role of social support in the psychological and emotional wellbeing of cancer patients and can inform interventions aimed at enhancing support networks during treatment. 

Case Formulation: Mr. Mehmet

 Confidentiality Note: The following case is presented using a pseudonym. 

Client Information:

Name: Mr. Mehmet (Pseudonym)

Age: 50 years old

Diagnosis: Lung Cancer

Case Overview: Mr. Mehmet, a 50-year-old Turkish man, was diagnosed with lung cancer. Despite no personal or family history of psychiatric conditions, he identifies himself as naturally anxious and perfectionistic. His cancer diagnosis has triggered physical, psychological, social, and cultural challenges. He experiences intense fatigue, pain, and significant anxiety about his future. Mehmet believes that if others discover his diagnosis, they will either pity or avoid him, which has led him to withdraw socially. In his cultural context, cancer is often stigmatized, intensify-ing his fear of judgment. These beliefs contribute to feelings of depression and reduced self-worth, affecting his overall quality of life. 

Clinical Assessment: Regarding Mr. Mehmet’s biopsychosociocultural condition and needs, various tools such as the Hospital Anxiety and Depression Scale (HADS), Multidimensional Scale of Perceived Social Support (MSPSS), and the Body Image Scale (BIS) are used to assess Mehmet’s mental health, social connections, and body image concerns, revealing moderate to severe anxiety and depression (HADS), initially low perceived social support (MSPSS) that improved through therapy, and significant body image concerns (BIS) that moderately decreased over time. 
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Cognitive Formulation

Past 

Mehmet likely grew up in a culture where illnesses such as cancer are 

Childhood 

stigmatized, contributing to his current beliefs about how others perceive him Data

when he is ill. His perfectionistic tendencies may also have roots in early childhood experiences where high standards were set for him. 

Core 

“I am weak,” “I am vulnerable,” “I am unworthy of support,” “Others will judge me Beliefs

if they know I am sick.” 

Conditional 

“If people find out about my cancer, they will pity me or avoid me.” “I 

Assumptions/Attitudes/

must appear strong to avoid rejection.” “If I am seen as weak, I will 

Rules

be isolated and pitied.” 

Coping 

Social withdrawal and avoidance to prevent being judged or pitied; perfectionism Strategies

to maintain control and avoid feeling vulnerable; excessive worrying about future events like cancer recurrence. 

Key Situations, Automatic Thoughts, and Reactions

Situation 1

Being diagnosed with lung cancer and receiving treatment. 

Automatic 

“People will pity me if they know I have cancer.” “I will be seen as 

Thoughts 1

weak.” 

Meaning of Automatic 

“If people pity me, I am worthless and will be 

Thoughts 1

isolated.” 

Feelings 1

Anxiety, fear of social judgment, shame, and depression. 

Behavior/

Social withdrawal, avoiding disclosing his illness to others, isolating himself Reaction 1

from social support. 

Situation 2 Experiencing physical symptoms like headaches or fatigue, leading to fears of cancer recurrence. 
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Automatic 

“What if the cancer has come back?” “This headache means the cancer 

Thoughts 2

has spread.” 

Meaning of Automatic 

“I am powerless against this illness; it will take over my life 

Thoughts 2

again.” 

Feelings 2

Panic, anxiety, fear, and hopelessness. 

Behavior/

Hypervigilance about bodily symptoms, frequent checking, seeking 

Reaction 2

reassurance from doctors, and excessive worry. 

Situation 3

Thinking about future social interactions or events

Automatic 

“Everyone will treat me differently because of my illness.” “I will be 

Thoughts 3

pitied or avoided.” 

Meaning of Automatic 

“I don’t belong anymore in social settings; my illness defines 

Thoughts 3

me.” 

Feelings 3

Anxiety, dread, loneliness. 

Behavior/

Avoiding social events, withdrawing from relationships, increasing 

Reaction 3

isolation. 

Intermediate Beliefs Studied by Cognitive Reframe for Mr. Mehmet

Intermediate Belief

Cognitive Reframe Strategy

New Functional Thought

 If people know I have   Socratic questioning: “Have you 

“Some people have been 

 cancer, they will pity   experienced this reaction from 

supportive, so others may react 

 or avoid me. 

others you’ve already told?” 

the same way and offer help.” 

Behavioral experiments: Testing this 

belief by sharing with a trusted 

person like a cousin. 
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 I must appear strong   Reality testing: Exploring 

“Being open about my struggles 

 at all times to avoid   instances where vulnerability 

doesn’t make me weak. Vulnerability 

 rejection. 

led to closer relationships. 

can strengthen relationships.” 

Identifying and challenging 

perfectionism and 

self-expectations. 

 If I am seen as 

Cognitive restructuring: Questioning 

“People who truly care will stay 

 weak, people will 

the belief that others are only attracted  by my side, even if I show my 

 leave me. 

to strength. 

vulnerable side.” 

Finding evidence of support from 

close family and friends when being 

open. 

 If cancer comes back,  Thought tracking: Identifying 

“There are many possible 

 it will take over my 

moments of catastrophic thinking. explanations for symptoms other 

 life again. 

Pie chart exercise: Listing all 

than cancer recurrence.” 

possible causes for physical 

symptoms like headaches. 

 I am powerless 

Challenging absolutes: Exploring  “I can control certain aspects of my 

 against this 

ways Mehmet has taken control of  health and wellbeing, even if I can’t 

 illness. 

his health. 

control everything.” 

Mindfulness: Focusing on the 

present and managing what is 

controllable. 

 If I feel anxiety, it 

Reattribution: Separating 

“Feeling anxious doesn’t mean I’m 

 means I’m not coping   emotions from self-worth. 

failing; it’s a normal reaction that I can 

 well. 

Learning about the normalcy  manage.” 

of anxiety during illness. 

 My illness defines   Cognitive diffusion: Separating 

“I am more than my illness. There are 

 who I am now. 

identity from the illness. 

still many things that define me beyond 

Exploring other aspects of 

cancer.” 

Mehmet’s life that bring meaning 

and value. 

Therapy Plan: Mr. Mehmet’s therapy plan focused on changing negative beliefs, social withdrawal, anxiety, and body image concerns. Using cognitive restructuring, behavioral activation, and mindfulness techniques, the plan aims to improve his emotional wellbeing and social support. Progress is tracked using tools like HADS, MSPSS, and BIS, ensuring a tailored approach. 
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Strategies/

Expected 

Therapy focus Goals

Techniques

outcomes

Monitoring tools

Cognitive 

Challenge and  Socratic 

Reduce 

N/A

Restructuring reframe 

questioning

anxiety about 

automatic 

Cognitive 

social 

negative 

reframing

interactions 

thoughts. 

and increase 

Identifying and  realistic 

challenging 

thinking. 

distorted beliefs

Behavioral 

Counter social  Gradually 

Reengage in 

MSPSS(Multidimensional 

Activation

withdrawal and  increase social  social 

Scale of Perceived Social 

avoidance 

engagement 

settings, 

Support)

behaviors. 

(e.g., 

reduce 

conversations 

isolation, and 

with friends)

improve 

Behavioral 

social 

experiments

support. 

Social activity 

homework

Mindfulness 

Manage anxiety  Mindfulness- 

Reduced 

N/A

and 

and stress 

Based Stress 

anxiety and 

Relaxation

related to social  Reduction 

improved 

interactions and  (MBSR)

stress 

judgment. 

Breathing 

management 

exercises

in social 

situations. 

Progressive 

muscle 

relaxation

Body Image 

Address body 

Cognitive 

Reduce body  BIS (Body Image Scale)

Concerns

image issues 

restructuring of  image 

and improve 

negative body 

concerns and 

self-worth. 

image beliefs

increase 

Body image 

self-esteem. 

journal

Body image 

therapy

Family and 

Strengthen 

Family-focused  Improved 

MSPSS

Social 

family 

CBT

family 

Support

dynamics and 

Disclosure to 

relationships 

improve 

trusted family 

and perceived 

perceived social  members

social 

support. 

support. 

Improve 

communication 

in relationships
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Strategies/

Expected 

Therapy focus Goals

Techniques

outcomes

Monitoring tools

Cultural 

Address 

Culturally 

Reduce fears  N/A

Sensitivity

cultural stigma  sensitive CBT

of cultural 

and fear of 

Behavioral 

judgment and 

judgment. 

experiments to  increase 

test assumptions  social 

about stigma

confidence. 

Gradual social 

exposure

Progress 

Continuously 

Read minister 

Track 

HADS, MSPSS, BIS

Monitoring

assess 

HADS every 

progress and 

psychological,  46 weeks

adjust the 

social, and 

Track perceived  treatment plan 

emotional 

social support 

as necessary. 

progress. 

(MSPSS)

Monitor body 

image concerns 

(BIS)

Let’s see how the therapist and Mr. Mehmet work on his thoughts ‘People will pity on me or avoid me.’ By using Socratic questioning and end session with a behavioral experiment to test in real life and increase believing the new functional reframed thought:

Therapist: Mehmet, you mentioned that since your diagnosis, you’ve been avoiding social interactions because you feel that people will pity you or avoid you. Can you tell me more about that? 

Mehmet: Yes, I feel like if they know I have cancer, they’ll look at me differently, maybe even treat me like I’m weak or helpless. I don’t want their pity . 

Therapist: I see. It sounds like you believe everyone will react negatively. Have you ever had an experience where someone reacted this way when you told them about your diagnosis? 

Mehmet: Not really. I’ve only told a few people, and they seemed supportive, but I still feel like others would judge me . 

Therapist: So, the people you’ve shared this with have been supportive, yet you still feel others will pity or avoid you. What makes you think that others will react differently from those you've already told? 

Mehmet: I guess it’s because I’ve seen how people react to illness in our community. 

Cancer is something people fear, and I don’t want to be treated as if I’m already gone . 

Therapist: That’s understandable, Mehmet. It’s common to worry about being seen differently when facing an illness. But if the people you’ve trusted so far have been supportive, could it be possible that others might react similarly? 

Mehmet: Maybe. But I still don’t want to take the risk of being judged or pitied . 

Therapist: I hear you. Let’s think about this: what would happen if you tested this belief with someone else close to you? Maybe someone who you feel would respond similarly to those you’ve already trusted? 

Mehmet: I guess I could try talking to my cousin. We’ve always been close . 

Therapist: That sounds like a good plan. How do you think your cousin might react if you shared your diagnosis with him? 
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Mehmet: He might be concerned but probably wouldn’t pity me. He’s a practical person, so I think he’d try to be helpful . 

Therapist: It sounds like you expect a more balanced reaction from him. What if we use this as a behavioral experiment? You could talk to him and then come back and share with me how the conversation went. We can see if his reaction matches your fears or if it’s more supportive, like those you’ve already spoken to. How does that sound? 

Mehmet: I think I can do that. It will be interesting to see how he reacts . 

Therapist: Great. This will give us a chance to test your belief and see if the assumptions you’ve been carrying are accurate. Remember, this is just a step in understanding how your thoughts might be influencing your feelings and behaviors. We’ll review it together in our next session . 

One of the other negative and unfunctional thought of Mr. Mehmet was about the fear of cancer recurrence. In the following dialogue, let’s see how they work on another thought “What if cancer comes again”:

Therapist: “How does this thought affect you?” 

 Mr. Mehmet: “At that moment, I started to believe it even more. It felt like the cancer was in my brain.” 

Therapist: “What made you believe this thought more? If you were to gather evidence at that moment, what could you show me as proof?” 

Mr. Mehmet: “I don’t know, my head was hurting, and I was in a panic. I kept checking my body, and when I called the doctor, he told me to come right away.” 

 Therapist: “So, your thoughts, feelings, checking behavior, and the doctor’s urgency led you to conclude that the cancer had spread to your brain. Am I understanding this correctly?” 

Mr. Mehmet: “Yes.” 

Therapist: “Mr. Mehmet, let’s write this down together for evaluation. Please also write it down in your therapy notebook.” 

Mr. Mehmet: “Okay.” 

 Therapist: “You said that when you woke up in the morning, your head was hurting. 

 Then, you experienced intense anxiety and fear with thoughts like ‘What if it has recurred? 

 What if it has spread to my brain?’ and you went to the doctor with the evidence you had. 

 As we write this in the 3D cycle, please list your evidence as well. What happened next?” 

Mr. Mehmet: “The doctor conducted all the tests and found no signs of cancer at all. He said my body looked like someone who had never had cancer.” 

Therapist: “That’s wonderful news! On the other hand, you had substantial evidence suggesting something serious. What happened to that evidence?” 

Mr. Mehmet: “It just disappeared suddenly.” 

Therapist: “Until…” 

Mr. Mehmet: “Until I experienced another headache.” 

 Therapist: “So, could there be another explanation for your headache besides cancer spreading to your brain?” 

Mr. Mehmet: “Yes. The doctor mentioned it could be due to dehydration, poor sleep hygiene, fatigue, smoking, low oxygen levels, and stress.” 

Therapist: “Mr. Mehmet, let’s draw a pie chart together to evaluate what might have caused your headache that day, considering these factors. What do you think?” 

Mr. Mehmet: “Sure, what do I have to do?” 

Therapist: “Draw a circle in your notebook. We’ll divide it into slices. Great. Write down the strongest belief you have about what caused the headache. When you evaluate each explanation, how confident are you in each one? Rate them in percentages and add those too . 
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i'm having stressful 

I drank little water

days, I've strayed 

too far from my 

normal routine

I look at social 

I was deprived of 

media a lot on the 

sleep

phone, eye strain

I don't go outdoors, 

I eat little, 

I always spend 

carbohydrates in 

passive time 

what I eat

indoors

 

Mr. Mehmet: “When I reflected on what the doctor said, I realized that each possible cause seemed equally likely. I had been staying home a lot because guests were coming over, the weather was cold, and I hadn’t gone outside much. I felt constant pressure to eat, and I kept forgetting to drink water. There was a strange smell in the house, and I had stopped drinking water altogether. So, as you can see, there were many things I could have done differently before jumping to the conclusion that it was cancer. But in that moment, I didn’t think about any of those things, and they didn’t seem to scare me as much.” 

Therapist: “So, what was the factor that made the cancer thought feel so convincing and scary at that moment? How functional was that reaction?” 

 Mr. Mehmet: “Not functional at all, because it’s just one of many emotions. The only difference is that it triggers my autonomic nervous system  and pushes me into panic mode. 

 We’ve talked about this before.” 

Therapist: “Exactly. So, what could you do to make your response more functional in that moment, considering everything we've discussed in today’s session?” 

Mr. Mehmet: “If I had drawn the pie chart right then and evaluated what else could be causing the headache… maybe that would have helped?” 

 Therapist: “Would you like to try that now? Let’s imagine going back to that day. You wake up with a headache, and immediately a scary, uncertain thought pops into your mind: 

 ‘What if it has spread to my brain?’ Now, as today’s Mehmet, what would you say to the Mehmet of that moment about this thought?” 

Mr. Mehmet: “Hold on, I think you’re exaggerating. If every headache meant cancer, then everyone with a headache would have cancer. There could be many reasons for a headache. Lately, I’ve been forgetting to drink water, and I’ve been to several parties where people were smoking. I shouldn’t ignore those factors. I should take a walk in fresh air, drink plenty of water, meditate, and write down my thoughts. If the headache doesn’t go away, I’ll still go to the doctor, but I won’t jump to conclusions about cancer—I’ll consider other possibilities too.” 

Therapist: “How do you feel when you say these thoughts?” 

Mr. Mehmet: “I still feel a little scared, but I’m calmer now. It’s reassuring.” 
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Therapist: “Good. How about practicing what we did in this session until I see you again?” 

Mr. Mehmet: “I have nothing to lose; I might even gain a lot.” 

Therapist: “Agreed. So, until our next session, whenever you notice thoughts about cancer related to any changes in your body, use the pie chart to evaluate the situation as soon as possible. I’m looking forward to discussing your progress from your therapy notebook in our next session.” 

Conclusion for the Case and His Formulation

In cognitive therapy, case formulation serves as a personalized mental map, guiding treatment by identifying the core beliefs and coping strategies that sustain a client’s issues. For Mr. Mehmet, this formulation reveals how cultural stigma and perfectionism contribute to his fear of being pitied or isolated due to his cancer diagnosis. His coping mechanisms, such as social withdrawal and excessive worry, perpetuate anxiety and depression. This case formulation is continuously updated as therapy progresses, adapting to new information and ensuring the treatment plan remains tailored to Mr. Mehmet’s evolving needs. By addressing the root causes of his psychological distress, therapy can effectively challenge his negative beliefs and promote healthier, more adaptive coping strategies (Kuyken et al., 2011). 

 Conclusion

CBT plays a crucial role in the treatment of cancer patients by addressing both psychological and physiological challenges. Cancer patients often experience a variety of cognitive distortions, including catastrophic thinking and the development of negative schemas regarding their self-image, future, and the world around them. 

CBT’s focus on cognitive restructuring and behavioral activation has been shown to effectively manage these distorted thoughts, reduce emotional distress, and promote healthier coping mechanisms. By targeting the biopsychosociocultural dimensions of cancer, CBT addresses not only the biological effects of the disease but also the psychological, social, and cultural factors that impact patient wellbeing. Cognitive restructuring helps patients challenge automatic negative thoughts, while techniques like mindfulness and behavioral experiments enable patients to manage anxiety, increase social engagement, and improve body image concerns. As demonstrated, the continuous adaptation of the case formulation is vital in providing tailored care that evolves with the patient’s needs. Overall, CBT fosters resilience and psychological flexibility, leading to improved quality of life for cancer patients. 
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 Introduction

Cancer is a life-changing chronic disease that affects sociocultural and individual contexts. This can lead to the manifestation of mortality, changes in social/professional identities and roles and the questioning of significant existential issues such as value priorities. The psychological burden of a cancer diagnosis also brings about a deterioration of quality of life. Studies aimed at early diagnosis and the development of treatment methods over time have eliminated the equivalence of cancer and death. 

With the increase in survival rates, quality of life has become even more important, and interest in psychological problems and their treatment methods has increased. 

The extent and severity of psychological distress experienced after a cancer diagnosis varies from patient to patient. Shock, denial, sadness, fear, anxiety, guilt, K. F. Yavuz
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shame, and anger are common reactions observed after the diagnosis. Frequent medical checkups, unpleasant medical procedures, physical symptoms arising from the disease or treatment side effects, uncertainty regarding treatment outcomes and disease progression, loss of social/professional roles during the illness, and financial burden increase patients’ psychological distress over time and lead to various problems. Depression can occur in up to 30% of patients with cancer, and its prevalence is more than twice that of the general population. Anxiety disorders are reported in patients with cancer at rates ranging from 5.1% to 42%. Considering subthreshold symptoms that do not meet diagnostic criteria, these rates are expected to be even higher. Posttraumatic stress disorder, adjustment issues, sleep problems, suicidal thoughts, pain, and fatigue are other psychological problems frequently seen in cancer patients. Cancer-related psychological problems can arise following diagnosis and treatment and may persist for months or even years. Although issues that may be experienced during specific periods seem predictable, the nature and frequency of psychological problems vary according to individual characteristics and cancer type and stage. 

When left untreated, these psychological problems can become chronic, affecting productivity and resulting in a lower quality of life. Additionally, they can lead to poorer medical outcomes related to treatment adherence, recurrence, and survival rates, and increased health care costs. Considering the negative impacts of co-occurring psychological problems on the lives of patients with cancer, psychotherapy aimed at managing these issues is vital. 

The most commonly applied psychotherapies for patients with cancer include 

cognitive behavioral therapy (CBT), problem-solving therapy, and supportive-expressive group therapy. Supportive-expressive group therapies originate from the psychoanalytic tradition and increase the perception of social support. Although they allow clients to express their emotions and thoughts, their effectiveness is limited. In this regard, CBT is seen as more advantageous and provides evidence-based support. It has a positive impact on depression, anxiety, and quality of life in patients with cancer, with large effect sizes (Hulbert‐Williams et al., 2015). However, the findings of inconsistent research results have led to criticism. These include that the effects of therapy are limited to short-term improvement; it is more effective in individuals with higher initial symptom severity; it has limited effects in the more common group with subthreshold symptoms; and it may be inadequate in addressing the multiple problems that arise in patients with cancer across various areas. 

Additionally, the lack of sufficient definition and justification of specific intervention components is a general criticism of the psychotherapy currently applied to patients with cancer. 

For a psychotherapy method to be widely applicable to patients with cancer, it is important that interventions are based on a strong empirical foundation and demonstrate proven cost-effectiveness and service efficiency. Additionally, the psychotherapy approach should (1) be comprehensive, addressing not only psychological issues but also physical symptoms that may arise during the cancer process, such as pain, fatigue, and nausea; (2) allow for individualized treatment because problems can vary in different phases of the disease and from person to person; (3) be a 
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transdiagnostic approach that does not require separate protocols for each issue due to the diversity of psychological problems and high comorbidity rates; (4) be adaptable to any stage of the process, as psychological problems can persist during diagnosis and treatment and even after treatment completion, providing long-term effective solutions; and (5) above all, have a holistic perspective that does not view the patient solely in terms of symptoms or cancer but aims to enhance quality of life by touching upon all areas of life. 

In addressing cancer-related issues, Acceptance and Commitment Therapy 

(ACT) offers a holistic alternative approach that largely meets these criteria. This section discusses cancer-related issues from a functional contextual perspective and highlights the fundamental principles of the ACT approach for treating cancer. 

 What Is Acceptance and Commitment Therapy (ACT)? 

Acceptance and Commitment Therapy (ACT) is a psychotherapeutic approach 

developed on the basis of functional contextualism and Relational Frame Theory (RFT). It is rooted in behavioral traditions and is supported by a substantial body of empirical data (Hayes et al., 1999). ACT focuses on increasing psychological and behavioral flexibility while eliminating dysfunctional human language and 

cognition. 

Functional contextualism (FC) refers to “functionality” as a truth criterion when describing psychological phenomena. The primary goal of FC is to predict and influence behaviors. FC asserts that behaviors cannot be analyzed separately from the context in which they occur (Hayes, 2004). To predict and influence behaviors, contextual variables must be clarified. A behavior has a specific function within the context in which it occurs, and the focus is on the function within that context rather than labeling the behavior as “positive” or “negative” or “right” or “wrong.” For example, walking can vary depending on the context. A planned, brisk walk every morning for half an hour may function to improve fitness, whereas a walk at the same pace to avoid anxiety-provoking thoughts may function as a distraction. 

According to the ACT, psychological pain is normal, but it turns into suffering because of the relationship we have with that pain. The ACT posits that attempts to control or escape from internal experiences such as painful emotions, thoughts, and bodily sensations become obstacles to achieving long-term life goals that one values. Unlike diagnostic approaches that focus on symptom reduction as the primary goal, ACT focuses on the individual’s relationship with symptoms. For example, while a diagnostic approach might aim to reduce an individual’s anxiety to a reasonable level, ACT focuses on the individual’s relationship with that anxiety, examining behaviors that arise in response to it and its impact. Instead of directly reducing the frequency of anxiety, ACT helps individuals change their relationship with anxiety and live a meaningful life according to their values. 

Unlike approaches that target specific symptoms or disorders with the goal of symptom reduction, ACT adopts a transdiagnostic approach that addresses common 
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processes (psychological inflexibility) involved in the development of psychopathology. Through interventions that target common processes of psychological flexibility toward unwanted internal experiences (such as emotions, thoughts, impulses, physical sensations), ACT helps clients develop the psychological skills they need to live a meaningful life. Therefore, ACT offers a transdiagnostic approach that goes beyond specific mental or physical health conditions. 

Through this transdiagnostic approach, ACT has a wide range of applications, including psychological challenges such as psychosis, depression, posttraumatic stress disorder (PTSD), and anxiety; subthreshold psychological symptoms; physical symptoms like pain, medical conditions such as diabetes and epilepsy; health behavior changes related to the improvement of medical conditions; and issues like stigma. 

 Cancer  and ACT

Although studies on ACT interventions for cancer are limited, evidence supporting them is increasing daily. Kangas et al. (2015) demonstrated that ACT interventions were effective against anxiety and depression in four patients treated for brain tumors. In their group ACT study, Arch and Mitchell (2016) targeted the fear of cancer recurrence in 40 patients 1  year after completing cancer treatment and observed a reduction in cancer-related anxiety levels following the ACT intervention. In a 3-month follow-up study with 45 patients with cancer, Feros et al. (2013) claimed that ACT interventions improved quality of life in individuals with cancer, and the effect size was comparable to that obtained from studies examining the efficacy of CBT. 

In their systematic review, Bas and Dirik (2019) examined 15 studies involving ACT interventions in the field of cancer and concluded that there were significant increases in psychological flexibility, posttraumatic growth, and quality of life in patients with cancer compared with the pretreatment and control groups after the intervention. Reductions in the fear of cancer recurrence, pain, fatigue, sleep problems, depression, and anxiety levels, as well as attempts to suppress thoughts, were also among the results of the studies. Additionally, in their meta-analysis of 16 

RCTs involving various types of cancer, such as breast, lung, ovarian, and gastrointestinal cancers, Jiang et  al. (2024) demonstrated that ACT was associated with improvements in anxiety, depression, and psychological flexibility in patients with cancer. 

The increasing evidence supports the promise of ACT as an easily applicable and effective treatment alternative for individuals diagnosed with cancer, both during the diagnosis and treatment processes and during post-treatment adaptation. 
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 Psychological Inflexibility Model

ACT explains clinical challenges through the model of “psychological inflexibility.” 

Psychological inflexibility comprises six interrelated dimensions: disruption of values and rule governance, experiential avoidance, cognitive fusion, loss of contact with the present moment and inflexible attention, attachment to the conceptualized self, and inaction or impulsivity. High levels of psychological inflexibility are associated with a narrowing of the behavioral repertoire and mental health problems 

(Fig. 6.1). 

  Disruption of Values and Rule Governance

In individuals with high psychological inflexibility, behaviors are shaped not by personal values but by the agenda of controlling unwanted internal experiences or by rules developed to gain social approval or avoid criticism (Ciarrochi et al., 2011). 

This leads to a detachment from a meaningful life. Cancer is a chronic clinical condition wherein the meaning of life is most challenged. After the treatment process, individuals may experience uncertainty about the meaning and purpose of their lives, which is often accompanied by feelings of anxiety, hopelessness, and similar emotions. Thoughts such as “I don’t know how much time I have left, maybe a few months … What’s the point of taking action if everything might end abruptly?” 

“I’ve dedicated myself for so many years, and now it feels like everything is over in Loss of Contact with the 

Present Moment, Inflexible 

Attention

Cognitive 
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Fig. 6.1  Psychological inflexibility model (Hayes et al., 2012)

102

F. Yavuz and S. Ulusoy

an instant. What difference does it make if I have goals or not?” “I’ve always tried to be a good person, and yet this happened to me. Everything feels pointless …” can lead individuals to withdraw from life, resulting in neglect of self-care and abandonment of treatment. A patient who has lost a breast because of breast cancer may avoid forming close relationships under the belief that she is “no longer beautiful and attractive.” Similarly, patients who have to live with a urostomy bag after bladder cancer surgery might stop seeing friends to avoid overwhelming feelings of shame. 

Cultural impositions and societal expectations such as “You must fight cancer,” 

“You must take care of your health,” “You must eat well,” and “You must stay positive” can easily become dominant rules for individuals. Patients may follow these rules to gain the social approval and support they need to cope with or avoid the guilt and shame associated with being a burden on their families. Being healthy can cease to be a personal life goal; instead, it can become a dysfunctional dominant rule. Following the rule “I must take care of my health, I shouldn’t spend time outside,” a person might refuse to meet friends. The rule “I must eat well, I must follow healthy diets” could lead to excessively restrictive eating habits, thereby harming individuals’ health. The rule “I must be positive; my anxiety about the illness should not be obvious” might result in seeing family less often. Similarly, the rule “I must not get tired” could cause students to give up their hobbies and interests. 

  Experiential  Avoidance

Experiential avoidance is one of the dimensions most strongly associated with clinical issues and is responsible for the development and maintenance of various psychopathologies, such as anxiety, depression, and posttraumatic stress disorder. In patients with cancer, high levels of experiential avoidance are associated with high stress levels and lower quality of life (Rost et al., 2012). 

Experiential avoidance is defined as the unwillingness to experience difficult internal experiences (such as thoughts, feelings, bodily sensations, cravings, images, etc.) and attempts to change the frequency, intensity, or form of these experiences despite their dysfunctional outcomes (Hayes, 2004). Experiential avoidance can manifest in many forms, including thought suppression, distraction, eating, alcohol, and substance use, sleeping, and physically leaving a situation. Although avoidance efforts may help reduce pain in the short term, when used consistently in the long term, they can paradoxically increase the frequency of unwanted experiences. The more effort a person puts into avoiding the unavoidable, the less time and effort they spend on life areas that are valuable to them. 

A cancer patient undergoing treatment might choose thought suppression to 

remove thoughts like “My hair will fall out, I will look ugly, and my spouse will not find me attractive.” While thought suppression provides momentary relief, it increases the frequency of such thoughts in the long term, leading individuals to expend more effort to suppress such thoughts. Although the participants valued 
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their relationship with their spouse, focusing on all their attention on suppressing these thoughts may reduce the quality of the time spent with their spouse. A person experiencing anxiety due to the uncertainty of cancer treatment response and progression may spend all their time sleeping or playing computer games to escape this anxiety. Patients with a colostomy after cancer surgery may avoid social situations containing thoughts of “I am disgusting” and feelings of shame. A person who has experienced cancer may stop attending medical checkups if their memories of the treatment come to mind. 

Patients with cancer, especially during intensive treatment periods, may experience unpleasant physical symptoms and side effects, such as fatigue, nausea, and pain. Unwillingness to experience these physical symptoms can lead to situations such as stopping or delaying treatment. Depending on the stage of cancer, response to treatment, and duration of treatment, cancer patients may experience various losses (e.g., health, appearance, role losses). A person whose physical condition has changed due to treatment and who can no longer continue working (loss of professional role) may long for the future of their workplace and their former self. The effort to avoid this longing may lead them to avoid having anything in their life that they value, ultimately impoverishing their life. 

  Cognitive  Fusion

Cognitive fusion refers to a process in which verbal content, such as thoughts, images, and rules, dominates behavior regulation (Hayes, 2004). In a state of cognitive fusion, thoughts are considered absolute truths or rules that must be followed. 

When a person shapes their behavior solely based on the content of their thoughts, without considering other stimuli in their current context, their behavioral repertoire narrows, preventing them from acting in line with their chosen goals and principles. 

Individuals with high cognitive fusion are also unwilling to experience unwanted thoughts; thus, they often employ experiential avoidance methods to avoid such thoughts. Behaviors aimed at suppressing or eliminating thoughts not only increase the frequency and intensity of thoughts but also prevent individuals from dedicating sufficient attention and energy to their values and important areas of life. 

For example, a person with a family history of cancer who experiences stomach pain may, in a state of cognitive fusion with the thought “I definitely have cancer, and this cancer will kill me,” allow this thought to dominate their behavior, leading them to avoid doctor appointments out of a desire to control the situation. A smoker might become consumed with the thought “Cancer is my fault; it’s because of me” 

and spend all their time dwelling on their past unhealthy choices instead of focusing on things that are important to them. Fusion with illness-related thoughts such as 

“Even if I undergo this treatment, the outcome won’t change” or “These tests are too much, I can’t handle them” can lead to avoidance behaviors that impede treatment adherence, such as not taking prescribed medications or missing doctor appointments. Fusion with thoughts like “My surgical scars are shameful,” “No one should see me like this,” “I must hide my cancer,” or “People will think I’m troubled” can 
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prevent a person from being open and sharing in their relationships. The lack of value-driven actions can lead to the perception that life has no purpose or meaning, resulting in further experiential avoidance and distancing the individual from the life they desire. 

Cognitive fusion, which plays a significant role in the development and maintenance of psychological disorders, is associated with anxiety, depression, physical health deterioration, and poorer quality of life in patients with cancer (Gillanders 

et al., 2015). 

  Loss of Contact with the Present Moment 

 and Inflexible Attention

Another process closely related to cognitive fusion is loss of contact with this moment. Along with cognitive fusion, individuals may detach from this moment and engage in mental behaviors dominated by the past or future. These mental behaviors often manifest as rumination, worry, and self-criticism, which reduce individuals’ awareness of their current surroundings or internal experiences. 

Behavior is shaped by the past and future rather than by stimuli in this context, leading to a loss of behavioral flexibility. 

Among people who have experienced cancer, one situation resulting in the loss of contact with this moment is the “fear of cancer recurrence (Yuyan et al., 2025). ” 

Fear is defined as the anxiety and worry that cancer will return or progress after treatment. Given that recurrence is a very real possibility, the fear of cancer recurrence can be understood. However, spending hours worrying about “what if it recurs” can become a process that disrupts daily functioning and lowers quality of life. Thoughts like “What if it recurs, what if I find a new lump during a scan, what if it’s more malignant this time, what if it doesn’t respond to treatment, what if I become dependent and my children are left without care, what if my spouse is with someone else while I’m in treatment.” reduce the individual’s awareness of stimuli in their current environment and prevent appropriate responses. A mother worrying while playing with her children, for example, cannot fully engage with or respond to her children’s reactions at that moment. Her interaction with them decreases, and she cannot engage meaningfully and emotionally with her children. 

Rumination about previous treatment decisions and past experiences that may have caused cancer (“Where did I go wrong?” Was my life too stressful? If I had paid more attention to my diet, maybe this wouldn’t have happened to me,” “Did I delay treatment?” If I had endured the side effects and not taken breaks, I might have recovered faster. Was this the right treatment? Did I research enough …”) and 

“self-criticism“ related to cancer and its treatment side effects (“If I hadn’t smoked, this wouldn’t have happened to me, it’s all my fault. The harmful effects of smoking are being written and discussed everywhere. But I never listened …,” “I can’t even continue treatment. How weak I am. We had to take a break after only two sessions 
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because of side effects. I should have taken better care of myself. I’m so incompetent that I can’t even take care of my health …”) are other mental behaviors that can be encountered in patients with cancer. 

In addition to the dominance of the past and future, excessively focusing attention on this moment can also lead to a loss of contact with the present. Behaviors such as constantly monitoring bodily symptoms like fatigue and exhaustion or constantly checking for dark spots on the body can lead to dysfunctional outcomes and decreased quality of life. 

  Attachment to the Conceptualized Self

Numerous experimental and clinical studies have demonstrated that self-perception repertoires have significant effects on human behavior. In the ACT literature, three self-perceptions are defined: the conceptualized self, the self as a process, and the self as a context (Hayes et al., 2012). Excessive attachment to the conceptualized self leads individuals to rule dominance, resulting in significant rigidity in their behavioral repertoire. 

The conceptualized self is related to who we believe we are. It consists of a friend, therapist, son or daughter, mother or father, and spouse. Additionally, the conceptualized self includes descriptive and interpretive labels/stories individuals have about themselves and their past (“I am smart,” “I am stupid,” “I am inadequate,” “I am strong,” “I am incompetent”). Inflexible attachment to these identities/

labels/stories, in other words, the inability to separate oneself from cognitive and emotional experiences, is referred to as “attachment to the conceptualized self.” 

When a person directs their behaviors according to these labels, their behavioral repertoire narrows, making it very difficult for them to act in accordance with their values. 

A cancer diagnosis brings a multitude of physical, emotional, and cognitive experiences, and individuals may struggle to differentiate between experiencing the illness (feeling like a patient) and being the illness (I am a patient) (Stephens & Thorne, 2022). Self-concepts related to cancer, such as “I am cancer,” “I am sick,” 

or “I am a victim” frequently emerge. Attachment to these labels can negatively impact the treatment process and prevent patients from readjusting to life after successful treatment. 

A significant portion of the literature on the relationship between self and cancer is related to the concept of stigma (Phelan et al., 2013). In some societies, there are views that cancer can be caused by bad luck or behaviors deemed bad by the individual. Additionally, stigmatizing evaluations by society, such as “Only weak people get cancer,” “Cancer is contagious,” or “Even if treated, a person with cancer is weak” can be internalized by patients. Concepts about the self, such as “I am weak,” 

“I am fragile,” “I am inferior,” “I am different,” or “I am a failure” are formed. When a person defines themselves through these concepts and shapes their behavior accordingly, it narrows their behavioral repertoire and distances them from a 
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meaningful life. For instance, a person who attaches to the label “I am weak” might stop treatment because they believe they cannot handle the side effects. Similarly, attachment to the label “I am fragile” might prevent adventurous individuals from participating in new activities. 

A patient who has lost his/her hair due to chemotherapy may attach to labels such as “I am ugly” or “I am disgusting,” leading them to avoid social settings, reduce their activities to only essential needs, avoid spending time with their spouse, and distance themselves from sexual relationships. Not only seemingly negative labels but also positive labels can influence behavior. For example, attachment to the label 

“I am strong” reinforced by social influence, can hinder help-seeking behavior. 

When facing the uncertainty of a cancer diagnosis and experiencing anxiety, patients might believe that expressing their feelings is a sign of weakness. 

“I am so anxious that cancer found me because of it. If I worry about everything, what else can happen? I can’t change the past; now, I have cancer. I mustn’t worry about anything; I must watch what I eat and drink, and my whole day must be planned. My working hours and my rest hours all must be scheduled. I’ve been trying to organize these since the treatment started. But I can’t manage it. They asked for art supplies at my daughter’s school, and I couldn’t find them at the first book-store I went to. It got dark and started to get cold. Being anxious, I went home immediately, fearing that I might catch a cold. I sent my daughter to school without her supplies the next day, and she was disturbed. Yesterday, my colleagues gathered at a friend’s house, but I declined because I was afraid of coming home late and losing sleep. I am anxious, and even if I went, I would spend the entire time worrying and disturbing others. I can’t live like everyone else anymore; I have cancer. But at this rate, I’ll be a lonely and poor mother. Can you help me figure out how to organize my life?” 

In the example above, it is evident that the patient has rigidly attached to the labels “I am anxious” and “I am cancer,” and these labels have increasingly influenced their behavior. The “I am anxious” label has also led to self-blame related to the cancer diagnosis. Additionally, following the “I am anxious” and “I am cancer” 

labels has resulted in excessive adjustments and inflexible behavioral patterns, leading to undesired outcomes in daily life. Behaviors such as declining friends’ invita-tions and returning home early, based on these labels, will, in the long run, distance the patient from their values related to motherhood and friendship. 

  Inaction or Impulsivity

In individuals with high levels of psychological inflexibility, behaviors aimed at avoiding and avoiding unwanted internal experiences become dominant. Behaviors deviate from values guidance, and a control agenda shapes individual actions. The effort to control unpleasant thoughts (“What if the illness recurs?” “What if it has a poor prognosis?”) feelings (anxiety, sadness), and bodily sensations such as fatigue leads to avoidance behaviors. These behaviors include excessive sleeping, staying 
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in bed while ruminating about the future, playing games on the phone, daydreaming, refusing to meet friends, impulsive alcohol and substance use, and negative reactions toward oneself and others. The behavioral repertoire becomes restricted, steps taken in line with values decrease, and individuals move further away from a rich and fulfilling life. 

 Psychological Flexibility Model

The primary goal of ACT is to help individuals develop a broad behavioral repertoire that they can flexibly implement throughout their lives. ACT therapists aim to achieve this goal by teaching their clients a set of six psychological skills known as 

“psychological flexibility.” Psychological flexibility is defined as “the ability to be consciously open and willing to experience all thoughts and feelings that arise in the present moment while moving in a valued direction.” The psychological flexibility model consists of six interrelated dimensions: acceptance, defusion, flexible attention to this moment, self as context, values, and committed action. As psychological flexibility skills in these dimensions develop during the ACT therapy process, the individual’s behavioral repertoire in line with their values expands, leading to a 

more meaningful and fulfilling life (Fig. 6.2). 
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Fig. 6.2  Psychological flexibility model (Hayes et al., 2012)
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  Values

By leading a rule-governed lifestyle, individuals ultimately take fewer actions in areas of life that are valuable to them, such as social relationships, family, health, and hobbies, and move away from living rich and meaningful lives in accordance with their values. ACT helps individuals recognize the consequences of efforts to control challenging internal experiences and the rules that guide these efforts while aiming to increase willingness to experience these challenging experiences as they are, without trying to change them. The primary source of this willingness is values. 

Reflecting on what they value in their lives allows people who have experienced cancer to integrate their cancer experiences into their personal biographies as part of their lives. Commitment to living according to values increases one’s willingness to face unwanted internal experiences, thereby facilitating acceptance. 

Values are ongoing long-term life goals that are freely chosen, individually defined, and verbally constructed by individuals. They play a crucial role in shaping behavior and serve as a strong source of motivation, especially during challenging times. Conceptualized as qualities of ideal behavior, values help individuals find directions for rich and meaningful lives and guide their actions as they move in that direction (Hayes, 2004). Values relate to what we want to live for and the kind of person we want to be. Values are the characteristics we prefer to exhibit in valuable areas of life such as family, friendship, intimate relationships, work/career, education/personal development, leisure, spirituality, community, and health/physical care. Loyal, sincere, innovative, helpful, sharing, instructive, tolerant, innovative, etc. can be given as examples of values. ACT aims to help clients clarify their values and live a meaningful life that is consistent with these values through interventions involving acceptance, defusion, contact with the present moment, and self as context. 

Numerous exercises and metaphors are used in ACT to define and clarify values. 

Methods such as Socratic questioning (“What is valuable to you about undergoing treatment and entering this difficult process?”), using values cards or lists, connecting emotions to values (“What does this pain tell you about what is truly important to you, what you really care about?”), and the birthday metaphor help clarify values. 

The following are examples of metaphors that can be used to clarify values: the Magic Wand (Harris, 2019) and Sweet Spot metaphors. “Let’s say I have a magic wand, and when I touch you with it, none of the challenging experiences you’re currently facing—such as guilt, fatigue, or the thought of “what if my illness returns”—

will affect you, and you can act exactly as you wish. What would you be doing differently right now?” 

This metaphor helps individuals set aside their control agendas and recognize what they truly value. The client responses will provide insights into their values and areas of value. For example, if the response is, “If guilt didn’t affect me, I would spend more time with my friends,” it indicates that the area of friendship/social relationships is important to the client. By learning how the client wants to be and behave in their relationships with friends (e.g., loyal, cheerful, tolerant, fun), we can identify their values. Similarly, a response like, “If fatigue weren’t a barrier, I would 
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spend more time with my children and be a supportive mother,” indicates that the value of being a supportive mother is related to parenting. 

Another metaphor that can help clarify a client’s values is the “Sweet Spot” 

metaphor (Wilson & Sandoz, 2008). “Think of a moment when you felt very alive, full of life, and happy. It could be a time when you were not struggling but were just enjoying yourself. For example, a moment that involved love, compassion, success, and togetherness. Imagine this memory in your mind. During this process, you may experience some sadness; allow the sadness to remain without intervening. Return to the memory and notice the details. Who are you with? What are you doing? What do you see and hear? Recognize what this imagined moment indicates about your importance. What does this memory reveal about what is important to you? Which personal qualities are prominent at this moment? How were you treating yourself, others, and the world around you? What does this indicate about how you want to behave or what you want to move forward?” 

  Acceptance

ACT initially aimed to demonstrate that the use of escape and avoidance methods while providing momentary relief is not beneficial for the person’s life in the long term and distances them from a meaningful life. This stage is known as creative hopelessness. Following this, ACT introduces “acceptance” as an alternative to experiential avoidance. Acceptance involves a flexible attitude of allowing unwanted internal experiences to exist as they exist, with awareness and openness, without trying to reduce or change them (Hayes et al., 2012). Internal experiences become observations rather than struggles, and individuals find opportunities to shape their behaviors according to their values. 

Acceptance is not a passive process, and it does not entail doing nothing. 

Although it does not directly advocate problem-solving, it encourages taking action. 

For example, a woman diagnosed with familial breast cancer might be overwhelmed by the thought “What if I get ovarian cancer too and never have children?” and experience helplessness, fear, and anxiety, leading her to spend all day watching TV 

or worrying to escape these feelings. Through acceptance interventions, the aim is for the person to make space for these challenging thoughts and emotions and to take steps aligned with their values without struggling against them. Instead of watching TV, the patient is encouraged to take these thoughts and feelings with them and seek information about fertility, research preventive measures, and implement them. 

To develop acceptance, exercises such as emotion-value connection (identifying which important person or value the unwanted emotion or feeling indicates) and dephysicalization (giving feelings a color and shape, describing their physical characteristics) can be used. The goal of developing acceptance skills is to help individuals live a life aligned with their values. The aim here is not necessarily to prolong life but to increase the opportunity to live according to one’s values (e.g., being sincere, helpful, fun, adventurous). 

110

F. Yavuz and S. Ulusoy

  Defusion

ACT uses cognitive defusion interventions to reduce the dysfunctional dominance of thoughts over behavior. Cognitive defusion interventions change the way a person relates to their thoughts without altering their frequency or content. By gaining distance from thoughts and noticing their presence with a nonjudgmental attitude, individuals can flexibly consider other contextual stimuli and shape their behavior in their chosen direction. The goal was not to change the content of the thought 

“People will think I’m troubled” but to help the person gain distance from this thought and continue interacting with their friends through this thought. 

Using the mind as a helper or advisor, physicalizing a thought by giving it color and shape, recognizing the function of the mind, and naming the repetitive mind (“the catastrophizing mind”), noticing, and labeling the thought (“I have a thought that people will think I’m troubled”), writing the thought in colorful letters or different fonts (I’m TroUbLEd), and saying the thought slooooowly or quickly are some cognitive defusion techniques that can be used. 

  Flexible Attention to the Present Moment

Flexible attention to this moment refers to an attitude of noticing both external and internal stimuli in the present moment without judgment or attempts to change them (Hayes et al., 2012). ACT mindfulness interventions help individuals organize their behavior according to their values by considering contextual stimuli. They encourage an open stance toward internal experiences such as emotions, thoughts, and bodily sensations. Contact with the present moment (Mindfulness) exercises include focusing on the five senses to return to the present during moments of being caught up in thoughts and feelings, mindful breathing exercises, mindful walking, mindful eating (noticing the color, shape, presentation, smell, and different tastes of the food), and body scan exercises. 

While the “fight with cancer” approach may seem motivating, it is crucial to address all internal experiences, whether pleasant or unpleasant, and allow patients to express and experience these feelings. This helps prevent dysfunctional behaviors such as rumination, worry, reason-giving, and self-criticism. 

  Self as Process and Self as Context

From the ACT perspective, the “self” is the result of our ability to relate to the world. The concept of the self is shaped by personal (I-YOU), spatial (HERE-THERE), and temporal (NOW-THEN) frames and is directly related to the ability to perform perspective-taking. In simpler terms, we gain a sense of self by consistently relating our experiences to a stable reference point over time. 
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ACT teaches individuals the skill of continuously being aware of their thoughts, emotions, and other internal experiences (self as process) and distinguishing these experiences from the observation of the self (self as context). The self as a context is the self from which internal experiences can be observed from the perspective of I/here/now. The stable and continuous part of us is aware of internal experiences but is not defined by them. Developing a sense of self as context weakens attachment to the conceptualized self and helps individuals observe their experiences without becoming entangled in the content. 

ACT weakens attachment to the conceptualized self while fostering the development of the sense of self as the context. Experiential exercises and metaphors help individuals experience a stable and unchanging sense of self. For example, individuals are asked to write their unpleasant thoughts, feelings, sensations, and memories on small pieces of paper and place them in a glass that they will hold. The goal is for the person holding the glass to realize that they are separate from and larger than their internal experiences. The person can observe pieces of paper containing internal experiences from any perspective. Papers can be added or removed from the glass, but the observer remains the same (Bennett & Kjelgaard, 2019). Another example involves mindfulness exercises in which the client is asked to notice their thoughts, feelings, bodily sensations, and objects in an external context. By providing instructions such as “Notice the one who is aware of all these observations,” 

“Recognize the one who is observing,” we can help develop the sense of self as a context. 

  Committed  Action

The ultimate goal in clarifying values is to identify value-driven behaviors. Value-driven behaviors are actions that are consciously designed to embody specific values. Through psychological flexibility interventions, the aim is to shape the client’s behaviors according to their values, thereby achieving therapy goals that are consistent with these values (Hayes et al., 2012). 

ACT equips clients with the skills to maintain commitment to behaviors guided by their values, even in the face of challenging internal experiences that they may be unwilling to face. Interventions targeting the other five processes facilitate behavioral change and contribute to expanding the behavioral repertoire. Value-driven behaviors identified and reinforced in each session are concrete goals that should be as clear, understandable, and actionable as possible. These behaviors are planned to make a meaningful difference in the client’s life, no matter how small. This approach ensures reinforcement, increases client motivation for the next step, and makes continuity in value-driven behaviors possible. 

“Cancer recurred for the second time. I was so careful, avoiding chemicals, and eating healthy foods. I don’t know where I went wrong. It all feels like my fault, and I feel guilty. Then, I start thinking about everything with my husband. He never supported me. I needed to stay away from stress; maybe I wouldn’t have faced cancer 
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again if he hadn’t acted the way he did. Reviewing recent events and thinking that he also played a part in getting sick again brings some relief. But then I treat him poorly. I don’t want to spend time with him, and I use treatment as an excuse to go to bed early in the evening. We do not even exchange two words. If this continues, my marriage will end because of me ….” 

Upon examining the example text, it is evident that after feeling guilty, the client reviews their experiences with their spouse. This review behavior reduces feelings of guilt in the short term. While this short-term relief reinforces review behavior, it also leads to behaviors such as avoiding spending time with or talking to a spouse, which distances the client from living a life aligned with their values. For this client, spending time with her spouse every evening can be a goal. However, for someone who currently does not even exchange two words with their spouse, this goal might be challenging and vague regarding how to spend that time. Instead, a more concrete value-driven behavior is to spend 10 min with her spouse during a mutually agreed-upon time and ask about his day. In subsequent sessions, this time can be gradually increased, and activities such as sharing personal experiences or planning to watch a movie together can be incorporated as value-driven behaviors. 

 ACT for Caregivers of Patients with Cancer

Cancer affects not only patients but also their loved ones and caregivers. Relatives of patients with cancer may experience similar emotions and thoughts as the patients themselves, such as guilt, sadness, anger, and anxiety related to losing a loved one, thoughts like “I didn’t take good enough care of them, it’s my fault” and labels such as “I’m a bad mother” or “I’m a useless spouse.” They may also experience fatigue related to caregiving and, like patients, may be unwilling to face these internal experiences, leading to experiential avoidance. This avoidance can result in spending less time with their loved ones, despite valuing them greatly, to avoid unpleasant experiences. For example, they may worry for hours, thinking “What if the illness takes a turn for the worse?” and imagine scenarios of how life would continue without their loved one, reducing the quality of time spent with the patient and causing them to fall behind in their daily activities. 

When avoidance behaviors become widespread and persistent, the behavioral 

repertoire narrows, impoverishing the caregiver’s life and making burnout inevitable. Similar to patients, caregivers may follow rigid rules (“I must keep them happy; they mustn’t be upset,” “I mustn’t show my sadness,” “They must eat well and take care of themselves”). Rule-following decreases flexibility in caregiver behaviors, affects their attitudes toward patients, and can further reinforce patients’ own rules. 

Psychological flexibility interventions can be easily applied to caregivers of patients with cancer. Various studies have shown that ACT is an effective therapy method for reducing stress and burnout and improving quality of life among the loved ones of patients with cancer (Baratian et al., 2017; Mosher et al., 2019). The goal of psychological flexibility interventions for caregivers is to help them clarify 
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their values related to both their patients and other valued areas of their lives. This involves making space for unpleasant internal experiences without causing difficulties and taking actions consistent with these values. 

 Conclusion

With advancements in early diagnosis and treatment for patients with cancer, survival rates have increased, making psychological problems and quality of life even more critical. Anxiety, depression, PTSD, adjustment disorders, sleep problems, suicidal thoughts, pain, and fatigue are psychological issues that can occur in patients with cancer. These problems are associated with poor quality of life, poor treatment adherence, and worse medical outcomes in terms of recurrence and survival rates, as well as increased health care costs. Considering the negative impact of co-occurring psychological and physical problems on the lives of patients with cancer and their treatment, the role of psychotherapy in treatment becomes increasingly important. 

ACT is a comprehensive approach for patients with cancer due to its transdiagnostic nature, addressing not only psychological but also physical symptoms. The ability to provide individualized treatment, maintain long-term effects, and enhance quality of life by considering the patient as a whole increases the applicability of ACT in cancer care. Increasing evidence shows that ACT can be an effective treatment option for individuals diagnosed with cancer at all stages of disease. 

ACT is an evidence-based behavioral psychotherapy approach developed on the basis of functional contextualism and relational frame theory. The goal of this program is to increase “psychological flexibility” and help individuals live a meaningful life. For patients with cancer who often question the meaning of life, ACT helps them find direction and take steps toward their chosen life without being overwhelmed by unwanted thoughts, feelings, and sensations. In summary, ACT shifts the focus from “cancer” defining the entire identity of a person, to integrating it as a part of their life, thereby helping them to live rich and meaningful lives alongside cancer. 

 Summary

Long-term conditions like cancer can significantly impact one’s wellbeing and quality of life. Following a cancer diagnosis, individuals often experience a myriad of physical and psychological symptoms, including fear, guilt, shame, anger, anxiety, pain, fatigue, insomnia, depression, loss of meaning in life, and fear of cancer recurrence. Acceptance and Commitment Therapy (ACT) is an evidence-based transdiagnostic psychotherapy approach suitable for various conditions, including cancer. 

Grounded in contextual behavioral science, ACT enhances psychological flexibility 
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by fostering processes such as valued living, acceptance, and mindfulness. By cultivating psychological flexibility, ACT empowers individuals to engage in meaningful activities despite the challenges of living with cancer, such as stressful thoughts and emotions, physical symptoms, and disruptions to daily life caused by treatment and recovery. This chapter will outline the theoretical basis of ACT and describe its use in patients with cancer. 
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 Introduction

A class of illnesses known as cancer can affect almost every organ or tissue in the body. It often starts when abnormal cells proliferate uncontrollably, infiltrating adja-cent body parts and potentially spreading to other organs (World Health Organization, 

2022). Cancer arises when normal cells transform into tumor cells, typically via a 

multistage process that evolves from a precancerous lesion to a malignant tumor. 

This transformation is driven by the interplay between an individual’s genetic makeup and external influences. Stressors that are existential, psychological, social, and physical are associated with cancer diagnosis and treatment. Cancer patients frequently experience a range of psychological reactions as a result of ongoing, chronic stresses, including severe depression, despair, anxiety, fear, worry, frustration, and panic (Andrykowski et al., 2008). 
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Clinical practice observations and research on this subject have multiplied since Francine Shapiro introduced Eye Movement Desensitization (EMD) in 1987, which paved the way for the development of Eye Movement Desensitization and 

Reprocessing (EMDR) therapy. As a result of these advancements, new EMDR 

techniques and methods have been shaped and expedited by theoretical and conceptual paradigms. The potent therapeutic elements of EMDR may be applied in many ways to address a range of issues. Individual or group protocols that meet the criteria for EMDR therapy and are intended to treat certain conditions, symptoms, and clinical circumstances are known as EMDR treatment protocols. The objective is to process memories, in part or in full, that are linked to the issues the client has presented. Protocols can be applied as an independent strategy or as a component of a more thorough treatment. Only the EMDR cancer protocol is covered in this section. 

  Mourning  Cancer

Cancer is a disease characterized by challenging coping experiences because of its life-threatening nature, difficulty in treatment, and frequent occurrence. According to World Health Organization data, nearly 12 million new cancer cases are diagnosed annually. Although the number of deaths due to cancer was approximately 7 

million in 2013, approximately 25 million people who contracted cancer survived (Bag, 2013). Therefore, a significant proportion of infected individuals are cured. 

Although regular checkups are important for early cancer diagnosis, many people undergo these checkups only after experiencing serious health problems. In particular, people with a family history of cancer should be more sensitive to routine checks (Baykara, 2016). It can be said that we have made significant progress in our fight against cancer with timely and appropriate intervention. 

Numerous variables affect individual coping with cancer diagnosis. These 

include genetic structure, nervous system function, developmental experiences, general health status, gender, age, culture, self-image, and psychological functions; environmental variables such as family, work, and school; and stressful life events such as death, divorce, job change, and moving. These variables determine the reactions to cancer diagnosis (Elbi, 1991). Being diagnosed with cancer has serious 

psychological consequences because of the presence of problems related to existence. Although reactions after a cancer diagnosis vary from person to person, Elizabeth Kübler Ross developed a model of how people with terminal illnesses face the reality of their own death and defined this process in five stages (Kübler 

Ross, 1970). These stages are denial, anger, bargaining, depression, and acceptance (Gemalmaz & Avşar, 2015). 

In fact, the main concern and existential pain of all of us, regardless of having cancer—even if we forget this from time to time in a healthy state of denial—is to mourn our mortality and the fact that we are not as perfect as we think (Yaşar, 2023). 

Let us now examine Kübler Ross’s five stages of classical grief. These stages do not necessarily go in order, and it is normal to experience reactions from different stages from time to time (Yaşar, 2023). 
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  Phase 1: Denial

This phase is experienced at the moment of shock when the diagnosis is first heard and is expected to pass slowly. Denial acts as a buffer that allows the patient to recover from shocking, unexpected news and activates fewer defense mechanisms over time (Güleç & Büyükkınacı, 2011). In the following periods, occasional recurrence of denial is considered normal. The individual has difficulty accepting the loss and may have thoughts such as “This cannot be real.” For example, when a person receives news of the sudden death of a close relative, they may have difficulty accepting this situation and may deny it by saying, “This must be a mistake.” 

Denial is a basic mechanism that allows us to cope with stressful themes. When practiced during the initial stage of coping after diagnosis, denial can have a positive effect because it reduces anxiety. This also applies to later stages of the disease. The detrimental consequences of denial include treatment disruption (missed appointments, delayed healing, noncompliance), impaired assimilation of the traumatic experience, strained interpersonal bonds, and cumulative stress that even compromises immune competence. The frequency of denial varies according to 

the severity of the condition, personality, family, and cultural background (Sklar & 

Anisman, 1981). 

Denial is a coping strategy employed by healthy people to deal with upsetting and dangerous issues, but it’s also a tactic used by those who are physically unwell to deal with chronic conditions involving sustained stress. Cancer patients frequently experience denial at various phases of dealing with the illness and its difficulties, from the initial unidentified clinical symptoms to the final stage. The most common response of an individual to a cancer diagnosis is “No, it’s not me, it can’t be true.” Denial is used by the patient not only in the early stages of the disease but occasionally afterward. Denial acts as a buffer against unexpected shocking news, giving individuals time to recover and activate less radical defense mechanisms over time. Therefore, it is often a temporary defense strategy, which is replaced by partial 

acceptance (Kanat & Özpolat, 2016). 

  Phase  2:  Anger

This phase is the most difficult part of the coping process. The patient’s anger may start by asking the question “Why did this happen to me?” This anger may spill over to them and to their environment. During this process, the patient’s relatives should take care not to react in anger. Empathizing and acting in a controlled manner is one of the most important tasks, especially for the immediate family. As the reality of loss is accepted, anger may emerge in the individual. This anger may be directed at themselves, doctors, or God. A cancer patient may experience anger despite the progression of their disease, saying “Why me?” 
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Anger is the most common emotion experienced by patients with cancer. 

Recognizing and expressing this anger appropriately will contribute to effective disease management. While individuals diagnosed with cancer face lifestyle changes, body image, role performance, and social interactions, they also experience anxiety, anger, guilt, hopelessness, helplessness, uncertainty, loneliness, and fear. 

  Phase 3: Bargaining

This is a critical phase that is usually not stressed. There may be bargaining with both the past and the future. If the usual realities have not been fully faced in the first stage and there is anger at people and God in the second stage, perhaps some kind of bargain can be made to postpone the inevitable: “If God has decided to take us out of this world and is not responding to angry pleas, maybe if I do more good in my life, he will be more favorable.” During this period, patients cooperate. 

Compliance with treatment was defined as the period of effort and the degree to which patients followed the instructions given for the prescribed treatments (Güleç 

& Büyükkınacı, 2011). At this stage, individuals begin to make various bargains recover the loss. A parent may bargain about their child’s illness by saying, “God, if you cure my child, I will pray every day.” 

  Phase 4: Depression

It is observed during disease progression when treatments or symptoms intensify and the patients’ energy decreases. It is the stage when anger turns into sadness. 

During this process, patients should express their feelings and be listened to by others. The economic burden of treatment also plays an active role in triggering depression. This state is called reactive depression (Güleç & Büyükkınacı, 2011). With the realization that loss is permanent, individuals may experience a deep sense of sadness and helplessness. Following the loss of a parent due to terminal illness, individuals may experience depression, loneliness, and hopelessness. 

  Phase  5:  Acceptance

This stage is independent of happiness or unhappiness; it involves accepting the event as it is and moving on to what can be done now. This stage is devoid of emotion (Zengin et al., 2012). If a patient has had enough time and has been helped to 

overcome the previous stages, they will enter a stage where they do not feel depressed or angry about their fate and mourn what is left of their hands for the moment (Zengin et al., 2012). In the final stage, the individual accepts the loss in a 
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realistic manner and begins to take steps to move on. Accepting that we are incomplete and imperfect and focusing on the best we can do with what we have today allows us to move toward a healthy process. 

  A Closer Look at Cancer

Life inevitably involves stress. Human health may be at risk from long-term stress brought on by boredom, sadness, worry, loneliness, and social isolation. According to recent studies, persistent stress can promote the growth of tumors and hasten the course of cancer (Dai et al., 2020). The impact of psychological factors on cancer largely depends on the type of tumor involved (Dai et al., 2020). Nevertheless, these factors should not lead to stigmatization and self-blame in patients with cancer, as not everyone with stress develops cancer, nor are there hundreds of reasons that facilitate or trigger cancer formation. A stress-free life is nothing but a utopian suggestion. However, cancer is a disease with the highest stress levels. Stress affects neurochemical, hormonal, and immunological functions, leading to cancer-triggering consequences. This process suggests a relationship between these three mechanisms and stress-induced changes in tumor growth (Dai et al., 2020). 

The central nervous and immune systems communicate via chemical messengers 

produced by nerve, endocrine, and immune cells. Psychological stressors can interfere with these communication pathways. The inflammatory response is the natural response of the immune system to any irritant. Chronic stress can foster an inflammatory tumor microenvironment by triggering an inflammatory response and facilitating interactions between inflammatory and cancer cells, thereby advancing all stages of tumor development. This prolonged stress can alter the body’s immune function because a sustained inflammatory response and a decrease in immune sur-veillance contribute to tumorigenesis (Dai et al., 2020). Therefore, managing stress is crucial for healthy individuals and cancer patients. The potential of drugs that inhibit signaling pathways downstream of the HPA axis or the SNS to suppress chronic stress-induced cancer or extend patient survival is still under investigation (Dai et al., 2020). 

In advanced patients, there are three conditions: pain, loneliness, and isolation. 

Terminal illnesses cause different psychological reactions in each patient. The most common psychological reactions are denial, anger, anxiety, depression, aggressive resistance, reflection, mourning, pathological dependence, regression, and guilt (Şahin et al., 2020). Kübler Ross (1975) stated that hope enables patients with cancer to endure the advanced stages (Bahar, 2007). 

Cancer is an important disease that can cause the emergence of psychiatric disorders characterized by emotional, cognitive, and behavioral reactions (Şahin et al., 

2020). Studies have reported that psychiatric disorders are common among patients with cancer (Güleç & Büyükkınacı, 2011). During the prediagnostic, diagnosis, 

treatment, post-therapy, illness progression, and terminal/palliative stages, cancer patients experience emotional, psychological, and behavioral reactions (Şahin et al., 
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2020).Before diagnosis, patients may worry about having cancer and may develop various symptoms. In this case, denying the possibility of the disease may lead to late initiation of treatment. At diagnosis, the patient may show reactions such as shock, disbelief, partial denial, anger, rebellion, resentment, sadness, fear, anxiety, blaming emotions, and depressive temperament. 

Problems with social, work, and sexual activities during treatment can increase the risk of depression. After treatment, patients may experience physical complaints such as sleep problems, fatigue, weakness, nausea and vomiting, sexual problems, and body changes. Two of the most prevalent symptoms in people with advanced cancer are pain and sleep disruption, both of which can significantly lower quality of life. Sleep can be impacted by physical discomfort. But it’s still up for dispute whether pain makes bad sleep worse or the other way around (Stepanski & Burgess, 

2007). According to research, noise or unpleasant stimuli during sleep might cause pain or even reduce one’s pain threshold. Sleep and pain interact in complex ways and are influenced by various biological and psychological factors. Sleep disturbance is often associated with psychological sequelae, including depression and fatigue, in patients with breast cancer. A previous study showed that general sleep disturbance is also common among patients receiving chemotherapy (Chen & Yu, 

2018). While general sleep disturbances are often seen as part of a symptom cluster that includes fatigue and depression, insomnia is seldom examined in isolation. 

Investigating the degree of sleep length problems in the general population and their links to several health outcomes, including diabetes, cancer, metabolic syndrome, and all-cause mortality, is of increasing interest. Prior studies have demonstrated a progressive rise in the occurrence of short sleep duration (<7 h) during the last ten years, whereas the frequency of long sleep length (≥9 h) has decreased (Chen & Yu, 2018). 

It is possible that there are several contributing causes to insomnia, such as physical (such as pain, toxicities from chemotherapy), behavioral (such as less exercise, more time spent in bed), or psychological (such as anxiety, depression) issues (Stepanski & Burgess, 2007). Traditional viewpoints on sleeplessness in people with cancer have seen it as “secondary” to features of the illness itself. However, there has been a paradigm change, and current guidelines advise that insomnia accompanying medical or mental illnesses should be better understood as a comorbid syndrome (Stepanski & Burgess, 2007). More than 20% to 30% of breast cancer 

patients report that their depression gets worse as their disease progresses. The combination of cancer and depression synergistically interferes with sleep (Palesh et al., 

2013). For example, a previous study showed that deteriorating depression predicted progressive sleep problems. From a psychological perspective, difficulties such as anxiety, depression, hopelessness, anger, attention deficits, role reversal, alienation, and fear of relapse can be observed (Kim et  al., 2012; Simard et  al., 

2013). These challenges could have a detrimental impact on people’s ability to cope, make plans for the future, and adjust to life before the illness. In the advanced stage of the disease, patients may experience thoughts and consultations about the possibility of the disease (Yıldırım & Gürkan, 2010) or major depression, a common psychopathology (Şahin et al., 2020). 
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Depression is one of the most common diseases in society. In largescale studies conducted in European countries and the United States over the last decade, the prevalence rate of depression ranged from 6.7% to 87% (Bag, 2014). After cancer diagnosis, the likelihood of any depressive disorder in these individuals is estimated to be as high as 40%. Half of this rate is severe depressive disorders, and the other half is mild depressive disorders. While patients develop severe anxiety and feelings of helplessness during cancer diagnosis and treatment, depression develops in patients who experience more difficulty than the average in coping with cancer. 

Psychological and cognitive symptoms such as dysphoric mood, negative body 

image, helplessness, hopelessness, guilt, distraction, decreased or lost ability to enjoy pleasure, and thoughts of death or suicide are observed in depressed cancer patients (Avuçan et  al., 2006). Factors that make cancer patients more likely to experience depression include a history of depressive disorder or alcoholism, advanced-stage cancer, lack of social support, lack of pain control, use of medications for treatment, and other comorbidities. 

In addition to depression, anxiety disorders are frequently encountered in cancer patients (Şahin et al., 2020). It has been reported that the rate of anxiety in patients with cancer is >50%, and 30% of them have chronic anxiety (Şahin et al., 

2020). Patients with cancer may fear losing their dignity, freedom, and control and may fear suffering. Apart from this, specific anxiety symptoms can include waiting for treatment and test results, uncertainty before a new treatment, change of treatment, emergence of new symptoms, relapse, and changes that evoke illness. These symptoms may also occur during acute crisis periods and disrupt the patient’s functionality (Altuğ et al., 2003; Cimilli, 1998; ÖnenSertöz, 2006; Özkan, 1993; Yıldırım, 2010). 

Clinical manifestations of anxiety can vary from person to person. In some 

patients, it can be seen as muscle tension, stiffness or spasm, stiff neck, headache, and tinnitus; inability to concentrate, blurred vision, rapid fatigue, and inability to focus on a subject (Şahin et al., 2020). Psychiatric disorders such as depression and anxiety are particularly common in patients with cancer. If these disorders are left untreated, they may result in impaired treatment compliance, increased length of hospitalization, and reduced quality of life (Ateşçi et al., 2003). When treating these individuals’ anxiety problems, a comprehensive approach should be used. The use of antipsychotic drugs should be considered in cases of cognitive confusion or early delirium. The initial dose of antianxiety drugs (anxiolytics) should be determined according to the severity of anxiety, the patient’s medical condition, and other medications used (Güleç & Büyükkınacı, 2011). 

In studies conducted with patients with cancer, interventions using different approaches, such as psychotherapy, psychoeducation, music therapy, art therapy, and support groups, have been reported to provide emotional support to patients, increase patient compliance and coping levels, and reduce depression and anxiety levels (Bottomley, 1997; Meyer & Mark, 1995; Yıldırım & Gürkan, 2010). 

Psychosocial therapies have been proven to be successful in improving quality of life, hope, depression, anxiety, and quality of life in adult cancer patients, according to research on their efficacy (Yıldırım, 2010). 
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Posttraumatic stress disorder (PTSD) is another psychiatric disorder other than depression and anxiety, but it should be emphasized because it may indirectly cause or accompany such disorders in relation to stress. According to the definition of DSM5, a person may have experienced or witnessed an event. Again, the event may have happened to a close friend or relative who had heard about it from someone else. In such cases, the possibility of death, violence, or injury should be a condition (Çolak et  al., 2010). Amir and Ramati (2002) defined cancer as a chronic, life-threatening condition in which the individual feels helpless and fearful. Therefore, the authors interpreted cancer as a traumatic event. According to Tokgöz et  al.’s (2008) study, 19% of cancer patients had PTSD. In addition, PTSD was observed at a higher rate in patients who received chemotherapy than in those who did not (Tokgöz et al., 2008; Erdoğan, 2015). In cancer patients, PTSD affects between 0% 

and 55% of the population. It has been stated that the prevalence of PTSD is related to factors such as the organ of origin, prognosis, treatment, diagnostic methods, social support, and coping styles of individuals. Studies have reported that psychiatric morbidity is higher and psychosocial adaptation is more difficult in patients with cancer who have inadequate social support systems and coping skills. An effective and supportive approach to people who have experienced a traumatic event can prevent the development of PTSD by helping the treatment to be realized as a result of the trauma having a positive outcome (Avcı et al., 2014). Acute stress disorder (ASD) refers to a state of intense stress and anxiety experienced after a traumatic event. It usually begins immediately after the event and lasts for less than a month. The symptoms include reliving the event, avoidance behaviors, insomnia, and difficulty in concentrating. ASD is considered an early form of posttraumatic stress disorder (PTSD) and can be improved with timely intervention (American Psychiatric Association, 2013). 

The World Health Organization (WHO) defines the psychosocial approach for 

cancer disease as “a series of interventions aimed at eliminating problems arising from cancer or treatment methods and improving the quality of life of the patient and his/her relatives” (Şahin et  al., 2020). Psychological treatment interventions consist of systematic efforts to improve coping behavior through counseling, education, or psychotherapy (Bahar, 2007). In order to improve quality of life, psychological and social adaptation must be ensured. Additionally, relationships between the patient, family, and social interaction areas must be strengthened. These efforts include encouraging the free expression of feelings and reactions, such as guilt and anger, as well as thoughts about the disease (Bahar, 2007). It has been reported that psychiatric disorders are common in patients with cancer, and personality or anxiety disorders may also occur before cancer. Mental symptoms that develop after diagnosis may affect the course and severity of the disease, quality of life, response to treatment, and compliance. 

In cancer, psychosocial support and interventions are important for patients and their relatives to cope with the process (Şahin et al., 2020). Individuals diagnosed with cancer have a range of emotional, psychological, and behavioral responses during their diagnosis, treatment, palliative phases, and recurrence. This is why medical, psychological, and social aspects should all be a part of cancer patients’ 
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holistic care. Enhancing patients’ and their families’ coping mechanisms and helping them become more adapted to the illness are the main goals of psychosocial therapy and care (Yıldırım & Gürkan, 2010). 

Some factors should be considered in the proper psychosocial evaluation of 

patients with cancer. These factors can be summarized as follows:

1.  Characteristics of the disease: affected organ, loss of function, complications of treatment. 

2.  Characteristics of the patient as an individual: general perception of the disease, personality, age, life stage, coping methods, reaction to past illnesses, and history of cancer in a relative. 

3.  Psychosocial environment: the patient’s relationship with family, the interaction between the patient, family, and treatment team, as well as teamwork, as well as how the family and society see the illness (Ülger et al., 2014). 

Social support plays an important role in ensuring patients with cancer receive the best benefits from medical treatment and minimizing the psychosocial and economic problems experienced during the disease process. Determining the issues that cancer patients require social support will provide important clues for social workers, psychologists, nurses, and physicians who conduct studies in this field (Işıkhan, 2007). Considering the wide range of emotions displayed by patients, certain steps should be taken according to the psychological suitability of the patient. 

First, the preparation of the patient, the provision of emotional and social support elements, and the attitudes and approaches of the healthcare team members are effective in the patient’s adaptation process to the diagnosis of cancer (Şahin 

et al., 2020). 

Social measures theory addresses social support from a multidimensional perspective by explaining six social components or predictions. The subdimensions of this support, which are also important for patients with cancer, can be summarized as follows (Dragset & Lindstrom, 2003):

1.  Attachment: A person who can provide emotional connection and a sense of security fulfills this need. The absence of such a relationship can result in loneliness and emotional isolation. For example, a mother with a child with cancer can increase emotional closeness and strengthen bonds by listening to her child’s emotional problems with compassion and understanding. Similarly, a spouse 

who provides constant support and emotional connection to their partner undergoing cancer treatment can boost the patient’s morale and contribute positively to the healing process. 

2.  Social Integration: This refers to the feeling of being part of a group or community. Lack of this feeling can result in loneliness and social isolation. Being a member of a group helps an individual feel included and socially supported. 

Individuals with cancer can increase social cohesion by joining support groups or participating in social activities. This allows the individual to feel part of the community and alleviates feelings of isolation. For example, joining support groups for those battling cancer allows them to share similar experiences and support each other. 
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3.  Reassurance of Worth: This is achieved through relationships formed by the recognition and acceptance of the individual’s skills and abilities. A lack of assurance can lead to low self-esteem (Dragset & Lindstrom, 2003). Patients with cancer can improve their ability to manage their worries and fears through psychological counseling or therapy. Such support can increase patients’ belief in themselves and strengthen their self-esteem. For example, regular sessions with a psychologist can help patients with cancer express their worries and find ways to cope with them. 

4.  Reliable Alliance: This characteristic arises from relationships where individuals can obtain help in any situation. Strong bonds of trust with family, friends, and the social environment reinforce the feeling of being supported. Patients with cancer should establish a trusting collaboration with their physicians and health care team during treatment. This supports patient trust and active participation in the treatment plan. For example, a patient’s open communication with their doctor and being informed about treatment options can increase their confidence in the treatment process. 

5.  Guidance: This characteristic results from relationships with trusted individuals who can provide expert reports and advice. Social workers usually provide this guidance. The manner in which support is given and received by a patient with cancer is considered a complete mystery. For example, support is not related to the frequency of medical intervention. Research in the field of psychosocial support and counseling has revealed that to obtain the greatest benefit from a therapeutic relationship, the counselor should convey the warmth and sincerity of an empathic personality to the other party (Işıkhan, 2007). Patients with cancer can receive guidance on treatment options and health-related decisions. This guidance is usually provided by physicians, nurses, or social workers. For example, informing cancer patients about sources of financial assistance can help them cope with economic difficulties. 

6.  Opportunity for nurturance: This refers to having close relationships in which individuals feel a sense of responsibility for the care and wellbeing of others. 

The absence of this opportunity may lead to a reduced sense of purpose or emotional disconnection. In the context of cancer, patients may regain a sense of meaning by being involved in caring roles—such as offering emotional support to fellow patients, helping family members emotionally adjust, or even taking care of a pet. These acts allow patients to feel needed and strengthen their sense of identity beyond the illness. 

The primary focus of social work interventions related to the psychosocial 

aspects of cancer care is “the patient and family members coping with the disease and the problems arising as a result of the disease” (Işıkhan, 2007). To manage their emotional states more effectively, it is necessary to help patients cope with the problems experienced by the patient’s family simultaneously. Health care professionals work with patients and their families to increase the ego skills of people who face crisis situations and restore disturbed balance (Işıkhan, 2007). Because cancer affects both the patient and the patient’s relatives, the patient’s family should also be 
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treated psychosocially during oncologic rehabilitation. In this process, it is important to understand the patient and interpret his/her coping methods and reactions correctly. Addressing physical, cognitive, and psychosocial approaches holistically will increase the success of treatment (Bahar, 2007). 

  EMDR  as a Psychotherapy  Approach

EMDR psychotherapy offers a holistic approach that encompasses the entire individual, covering personal, relational, and behavioral dimensions to address the full clinical spectrum. This therapy seeks to enhance the ability of individuals to handle life challenges resulting from developmental trauma, bolster psychological resilience, and encourage personal growth. It views the therapeutic relationship as a central element of the treatment process (Kubilay, 2025). EMDR addresses a range 

of issues, including symptoms, low self-esteem, attachment difficulties, developmental shortcomings, and other personal attributes considered across various diagnostic categories. This collaborative and evidence-based method is built on the Adaptive Information Processing (AIP) model. The therapy integrates EMDR treatment protocols and techniques into a comprehensive plan, focusing on past, present, and future aspects, and is organized into eight phases. 

EMDR is a comprehensive psychotherapeutic method that integrates elements 

from various schools of psychotherapy (Shapiro, 2001). This approach is guided by the Adaptive Information Processing (AIP) model, which highlights the importance of the mind’s information processing system in health and pathology. According to the AIP model, improperly processed memories of traumatic or painful experiences are the major etiology of psychopathology, excluding instances with a biological origin. Proper processing of these memories is believed to resolve issues by reintegrating them into broader networks of adaptive memories. EMDR therapy consists of eight steps that involve integrating memories related to current problems, situations, and triggers, helping clients achieve psychological wellbeing and positive functional behavior for the future (Shapiro & Maxfield, 2002). 

The adaptive information processing (AIP) concept serves as the foundation for the therapeutic technique known as Eye Movement Desensitization and Reprocessing 

(EMDR) (Shapiro & Maxfield, 2002). This integrated psychotherapy method acknowledges that the underlying cause of clinical disease is improperly stored memories. Transformation and restabilization of these memories are made possible by their processing and integration within larger adaptive networks. Enough research has been done in the last 25 years for EMDR treatment to be accepted as a standard practice for treating trauma. There are many views on the mechanism of bidirectional stimulation used in EMDR therapy (Shapiro & Maxfield, 2002). 

The clinical application of EMDR is grounded in the theoretical foundation of adaptive information processing (AIP) models (Shapiro, 1996, 2001). This model posits that stored memory networks form the core of human health and pathology. 

New experiences are continuously processed by the mind’s information processing 
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system, integrating both conscious and unconscious fragments of information into these memory networks. These networks retain physical, cognitive, emotional, and sensory data that serves as a foundation for later adaptive reactions. 

Certain distressing events can overwhelm an information processing system, 

hindering adaptive processing of such experiences (Shapiro, 2001). Such events are stored in memory along with troubling emotions, physical sensations, and current viewpoints. Although these situations can involve major traumas, they are often negative everyday occurrences in families, relationships, schools, workplaces, and other environments. For example, there may be small traumas, which we would call small “t” traumas, such as humiliations, rejections, and failures. The big “T” traumas, such as physical assault, sexual violence, and severe injuries, which also form the basis of PTSD, leave significant impacts. When such situations occur, information about the negative event is stored in isolation and cannot be connected to adaptive memory networks. Current situations can trigger earlier memories and cause a person to experience some or all of the sensory, cognitive, emotional, and somatic aspects that lead to dysfunctional or symptomatic behaviors. 

According to Shapiro (2001), the AIP model suggests that maladaptive memories are the source of negative beliefs, actions, and personality characteristics. This perspective holds that unpleasant emotions (like anxiety in the presence of an authority person), negative bodily reactions (like a stomachache before a test), and negative self-beliefs (like “I am inadequate”) are symptoms rather than the underlying causes of present problems. Reactivation of memories of prior experiences that were not correctly processed in the past is thought to be the root cause. This perspective forms the foundation of EMDR therapy, guiding clinicians toward understanding their clients, developing treatment plans, and implementing therapeutic interventions. 

In an EMDR session, brief applications of bidirectional stimulation (such as eye movement, tactile stimulation, or auditory stimulation) are used to access memories relevant to the client’s presenting issues, following standardized procedures and protocols (Shapiro, 2001). A key feature of EMDR is the use of bidirectional stimulation, including eye movements from left to right, alternating hand taps, and auditory tones, all within the framework of established procedures and protocols to address every aspect of the target memory network. Research indicates that eye movements increase parasympathetic nervous system activity and reduce psychophysiological arousal. Similar physiological changes, such as decreased heart rate and skin conductance, were observed after a single EMDR session (AubertKhalfa et al., 2008). With every new set of bidirectional stimuli, emotions, insights, sensations, and memories arise and change, and processing usually entails a fast evolution of internal connections. The client can progress through stages of appropriate emotional response and insight, such as (1) appropriate and logical levels of responsibility for the situation, (2) current feelings of safety, and (3) the availability of future options, by using this process, which connects targeted memory with adaptive information, according to the AIP model. 

One of the two theories supported by research involves the initiation of a directive response, in which bidirectional stimulation is believed to link to processes 
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found during REM sleep (Stickgold, 2002, 2008). In EMDR therapy, the concept of the “referral response” can be associated with helping the therapist distract the patient from processing traumatic memories with specific prompts. Supporting this theory, randomized studies have demonstrated that eye movements enhance the recall of episodic memories (Christman et al., 2003), improve attentional flexibility (Kuiken et al., 2010), and enhance the recognition of accurate information (Parker et al., 2009). The orienting response hypothesis has also been evaluated in studies showing reduced arousal (Schubert et al., 2011). 

Another hypothesis is that eye movements and other dual attentional stimuli (e.g., medical cues and auditory tones) cause working memory to bounce. Working memory can be defined as a mental space in which information is held and processed on a short-term basis. In EMDR therapy, the function of working memory is to help process traumatic memories. During EMDR, the therapist directs the patient to perform certain distracting tasks, such as eye movements. These tasks take up some space in the patient’s working memory. This causes the details and emotional intensity of the traumatic memory to take up less space in the working memory. As a result, emotional intensity decreases as memory is processed, and memory 

becomes less disturbing. This process allows the patient to recall traumatic memories in a less disturbing way and to construct new, healthier meanings from these memories. The use of working memory is one of the core mechanisms of EMDR 

therapy and plays an important role in the reprocessing and emotional desensitization of traumatic memories. Eye movements lessen the vividness and/or emotionality of visualizing memories and predicted concerns, according to randomized experiments investigating this concept (Engelhard et al., 2010). Regarding vividness and emotionality, it is still unknown if these changes happen concurrently or as distinct phenomena, and if they happen before or after the decline in physiological 

arousal (Sack et al., 2008). 

Through the EMDR process, new connections are made that support learning 

and enable memories to be stored in a more flexible way (Shapiro, 2001). The client is able to see the upsetting incident from a new, logical angle as a consequence. The unpleasant ideas, feelings, and physical experiences that constituted the core of their previous dysfunctional perception are excluded from this new perspective. 

Thus, the detrimental influence of the incident on the client’s sense of themselves and the environment and their emotional and bodily sensations disappears. 

Processing that facilitates new learning is fundamental to the EMDR model and therapy. The three-pronged protocol employed in EMDR therapy addresses current situations that trigger discomfort, past experiences that activate current symptoms, and future positive experiences that are needed to overcome gaps in knowledge or skills. 

EMDR comprises eight stages (see Table 7.1). In the first phase, the therapist will assess the client’s medical history and create a treatment plan. In the second stage, the client is taught stress-coping skills. In the third stage, the target traumatic memory is identified. In the fourth stage, the client’s negative beliefs, emotions, and bodily reactions to the traumatic memory are assessed. In the fifth stage, the therapist directs the client to perform distracting tasks, such as eye movements, while the 
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Table 7.1  Eight stages of EMDR (Shapiro, 2001)

Phase

Description

Phase 1 Client history: The clinician gathers information about current difficulties and strengths, past events associated with current problems, current situations that have triggered problems and positive future goals. 

Phase 2 Preparation: In addition to offering psychoeducation, establishing a therapeutic alliance, explaining the EMDR procedure, and teaching relaxation methods, the therapist also gets the client ready for the memory processing process. 

Phase 3 Assessment: The therapist assists the patient in describing the specific details of the target moment, including feelings, thoughts—Both positive and negative—Body sensations, and imagery. 

Phase 4 Desensitization: The client’s processing of the disturbing memory, which entails modifications to affective, cognitive, emotional, and imaginative information, is observed and guided by the clinician. 

Phase 5 Installation: The therapist works with the patient to identify and reinforce their positive memory-related thoughts. 

Phase 6 Body scan: The therapist helps the patient recognize and make sense of any persisting somatic feelings. 

Phase 7 Closure: The clinician provides feedback about the session, asks the client to record their psychological reactions between sessions, and applies relaxation techniques, if necessary. 

Phase 8 Reassessment: The clinician evaluates the treatment effects and what happened between sessions, reassesses the goals previously covered, and determines the next steps of the treatment process. 

client processes the traumatic memory. In the sixth stage, the client’s positive beliefs are reinforced. In the seventh stage, the client’s bodily reactions are reviewed. In the eighth and final stages, the effectiveness of the therapeutic process is evaluated, and additional treatment is planned if necessary. This eight-stage process helps clients reprocess and emotionally desensitize traumatic memories (Table 7.1). 

 EMDR  and Cancer

According to World Health Organization (WHO) data, cancer, a common health 

problem worldwide, caused the death of approximately 10 million people in 2020, which corresponds to almost one in six deaths (World Health Organization, 2022). 

Despite the availability of early diagnosis and treatment options, the cancer process can result in stress and anxiety. During cancer diagnosis and treatment, individuals experience various negative symptoms, such as tumor detection, learning the severity of the disease, painful treatment processes, side effects of medications, and physical and social dysfunction (Abdi et al., 2021). Therefore, the risk of PTSD and acute stress disorder is high, especially in patients who have experienced this process intensely. People who have struggled with cancer face numerous challenges during this process and feel overwhelmed. Initially, the process begins with 
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diagnosis, causing symptoms such as fear, anxiety, hopelessness, and isolation, as well as side effects such as nausea, insomnia, fatigue, and pain. In the event of recurrence, the prospect of chronic illness can be physically and emotionally stressful for patients. The main aim of the recently emerging field of “PsychoOncology“is to intervene in such negative situations and assess the traumatic scars of the disease (Faretta & Civilotti, 2016). A review of 16 studies on psychosocial support emphasized the importance of providing this support to individuals fighting cancer (Hoeck et al., 2015). There are overlaps between the needs of patients and caregivers, but there are also unique characteristics of the needs of both groups. As needs change throughout the cancer journey, support should be offered on an ongoing basis. 

It appears that include family members in a patient’s treatment benefits both the patient and the relatives. EMDR has been shown to have therapeutic benefits on PTSD that are equivalent to those of thoroughly researched cognitive behavioral therapy techniques, according to a number of meta-analyses and practice recommendations (Bisson & Andrew, 2007). The effectiveness of EMDR therapy for treating PTSD has been proven by nearly 20 controlled studies. Several other psychopathologies, including phobias, panic disorder, generalized anxiety disorder, self-esteem issues, body dysmorphic disorder, complex grief disorder, and problems with self-esteem, have also been shown to benefit from EMDR therapy, as have numerous studies and case reports (de Jongh et al., 1999; Fernandez & Faretta, 

2007; Gauvreau & Bouchard, 2008; Soberman et  al., 2002; Solomon & Rando, 

2007; Brown et al., 1997). 

In a study conducted by Ho and Lee (2012) on the effectiveness of EMDR in the treatment of depression, a significant consequence of cancer and PTSD, it was emphasized that EMDR was more effective in reducing depressive symptoms than cognitive behavioral therapy. These results are supported by several case studies. 

For example, Rosas Uribe et al. (2010) found that EMDR treatment had positive effects on the conceptual organization of long-term memory and emotional processes in depressed patients. Grey (2011) treated panic disorder with severe major depressive disorder and agoraphobia with EMDR and observed significant reductions in depression levels. 

The concept of early intervention involves the application of appropriate psychotherapeutic interventions immediately after a recent traumatic event. Many studies have provided evidence of a reduction in traumatic event-related symptoms through EMDR early intervention protocols (Acarturk et al., 2015; Jarero et al., 2018; Saltini 

et al., 2017; Yurtsever et al., 2018). 

Another important challenge for patients with cancer is pain management. 

Methods for pain relief can be categorized under two headings: pharmacologic methods and psychotherapeutic methods. The potential shortcomings of pharmacological methods include the fact that some populations do not have access to medications, and some medications have both physical and adverse psychological 

consequences. Drowsiness nausea, and vomiting are some of the side effects. One of the nonpharmacological methods, psychotherapy approaches (Trauma-Focused Cognitive Behavioral Therapy or EMDR), allows clients to change their thoughts and beliefs about painful sensations and memories. When treating patients with 
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cancer, EMDR therapy primarily focuses on processing painful memories resulting from negative experiences, desensitizing aspects of the memory system that intensify the sensation of pain (Belon & Vigoda, 2014; PheasantKelly, 2011). According to the EMDR protocol, it is important to first identify the client’s fears and anxieties about cancer. Generally, relief is observed in the first four sessions, and as the treatment process progresses, there is a decrease in mental distress (Çoban, 2019). 

Numerous research have looked at how well EMDR therapy works for cancer 

patients. Capezzani et al. (2013) treated cancer patients with PTSD using EMDR 

therapy and noted improvements in their symptoms. Both the cancer’s active treatment phase and the follow-up phase saw success with EMDR therapy. The results of the study showed that after eight treatment sessions, most patients who received EMDR therapy during the cancer follow-up period were able to overcome their diagnosis of PTSD. In contrast, almost all patients at the same disease stage who were treated with CBT were still diagnosed with PTSD 1 month after the psychotherapeutic treatment had ended. Several measures of traumatic stress, depression, and anxiety showed significant improvement after treatment in participants undergoing EMDR. Both groups showed improvement in anxiety, depression, and psy-

chophysiological reactions, suggesting that both types of psychotherapy are effective for alleviating these symptoms in a limited number of sessions. 

Jarero et  al. (2015) conducted a pilot study to assess the effectiveness of EMDRIGTP in alleviating cancer-induced PTSD in adult women. Finding out how successfully EMDRIGTP may lessen PTSD symptoms related to adult women’s 

cancer diagnosis and treatment was the main goal of the study. EMDRIGTP was administered to 24 adult participants twice a day for a total of three days in this study, in which EMDR treatment was applied in a group format, demonstrating the effectiveness of the group format. Additionally, a study investigating the effect of laughter and humor in a group format on the quality of life of patients struggling with cancer observed significant reductions in symptoms such as depression, anxiety, and pain (Roberts, 2018). 

In another study, Faretta and Civilotti (2016) conducted a nonrandomized study of 57 patients with cancer to compare the effectiveness of EMDR therapy with nontrauma-focused cognitive behavioral therapy. Participants who received EMDR 

therapy exhibited marked improvements in various measures of traumatic stress, depression, and anxiety. The researchers concluded that the notable short-term improvements observed in the EMDR group compared with the CBT group were 

due to the proven effectiveness of the EMDR method in treating PTSD and alleviating symptoms associated with traumatic origins. This perspective is consistent with the idea that cancer is a very particular kind of trauma. Compared to patients receiving CBT, EMDR patients showed more improvement in their coping strategies on the Positive Attitude measure and the Avoidance Strategies scale (with considerably lower values). Furthermore, a wealth of research indicates that EMDR and trauma-focused CBT can be quite successful in treating avoidant coping mechanisms 

(Leiner et al., 2012). 

These results highlight the significance of examining psychological symptoms associated with cancer from the perspective of PTSD or acute stress disorder rather 
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than adjustment disorder. The theoretical change makes sense given the painful nature of the event (the cancer diagnosis), which carries a high risk of death or severe bodily harm. This approach is supported by the DSM5 (American Psychiatric 

Association, 2013), which recognizes “exposure to a traumatic or stressful event” as a common diagnostic criteria by combining adjustment disorder with PTSD and acute stress disorder into one section. Addressing the consequences of this “exposure” can be key to successful intervention for patients with cancer. 

  EMDR Cancer Protocol

Cancer-related psychological distress necessitates a specialized diagnosis and treatment approach (Peters et al., 2002). Similarities can be drawn to other traumatic events, as they evoke a threat to one’s life and undermine psychological integrity. 

However, cancer has distinct characteristics (Mercadante et al., 2004). Traumatic experiences typically begin with a cancer diagnosis, which severely threatens personal safety (Mager & Andrykowski, 2002). Patients often feel fragmented, and their thoughts shift to potential medical treatments because of the fear of uncontrollable outcomes. The future is suddenly becoming uncertain. Additionally, throughout the illness, multiple traumatic reactivations can occur, with feelings of vulnerability, loss of control, and hopelessness being common emotions that can diminish a patient’s quality of life (Black & White, 2005). 

Addressing cancer-related issues involves focusing on the past, present, and future. In psychotherapy, which considers the historical dimension of illness, EMDR 

therapy requires attention to five clusters of clinical factors (Shapiro, 2001): traumatic memories, illness-related memories, current problems, triggers, and future planning. The goals of EMDR in this context can vary significantly depending on the stage of the illness and the patient’s personal history. 

Memories of standard trauma or trauma-related events connected to the patient’s past are considered “traumatic memories” (e.g., bad childhood experiences and traumatic occurrences in adulthood). These memories may be entangled with inhibitory beliefs and occasionally link to “illness-related memories”—current, emotionally upsetting memories of unpleasant features of the cancer experience or its 

aftermath (Shapiro, 2001). When addressing “current issues” (goals associated with the current stages of the disease and the patient’s experience of it), EMDR psychotherapy also targets triggers related to fear and/or anxiety in the present situation (Shapiro, 2014). 

Faretta (2014) developed a specialized EMDR protocol for patients diagnosed with cancer. This protocol is designed to help patients regain personal control over aspects of their lives that seem unmanageable following their diagnosis. EMDR 

interventions in PsychoOncology focus on addressing difficulties that arise at various stages of the disease (Murray, 2010). Each stage’s level of distress necessitates targeted reprocessing to enhance coping skills and bolster the resilience needed to face the illness. 
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1.  Phase 1: The client’s history is evaluated following standard procedures, with a particular focus on emotional coping mechanisms and self-regulation abilities, susceptibility to traumatic or distressing experiences, triggers that may cause the re-experiencing of cancer-related events or past episodes, and significant relational factors. Given that patients are likely to encounter hyper-arousal and distress during treatment, it is crucial for therapists to identify and enhance the patient’s emotional coping skills and self-regulation capacity. Establishing a safe space is a valuable therapeutic strategy to achieve this. 

2.  Phase 2: Planning is conducted according to standardized procedures, with a focus on fostering hope, ensuring safety, and establishing supportive social networks. Enhancing self-care, building resilience, and bolstering coping skills are essential for ensuring therapy adherence and maintaining overall wellbeing. 

Patients should be able to regain a sense of self-efficacy, manage their emotions competently, and feel more in control of their life. To facilitate these skills, the therapist should first explain the link between cancer-related trauma and the patient’s current distress. Clear communication helps patients feel more controlled in their situations. During this phase, therapeutic work primarily involves psychoeducational interventions to clarify cancer and its psychological impacts. 

Patients should also be educated about the fundamentals of EMDR therapy (the AIP model) and its mechanisms (such as bidirectional stimulation). Additionally, it is important for patients to understand whether their pain is connected to past memories, which often intersect with their current emotional state. The primary goal of this phase is to stabilize three key aspects in patients with cancer: hope, safety, and support. Enhancing self-care, building resilience, and reinforcing coping skills are critical for ensuring therapeutic compliance and maintaining wellbeing. 

3.  Phase 3: Goal selection deviates from the standard procedure because it prioritizes objectives from the present and/or recent past that are associated with disease experiences (Capezzani et al., 2013). In a hospital setting, interventions are directly linked to disease progression. Although traumatic memories from before cancer onset are considered, the intervention is customized to address the 

patient’s current situation. Events and experiences connected to cancer, handling current problems, and the influence on the patient’s attachment styles and relational environment should all receive particular attention. The therapist has to think about the following subjects in order to emphasize the main themes: events and experiences connected to cancer, how to handle present issues, and how illness affects the patient’s social environment; furthermore, the patient’s attachment styles and traumatic experiences prior to the disease’s inception. The therapist invites the patient to consider the chosen incident and develop negative thoughts (NC) about oneself after selecting the target memories associated with these major themes. Typically, in patients suffering from cancer, the NC is related to safety (e.g., “My body is no longer safe,” “My body no longer belongs to me,” “I cannot trust my body,” “I can’t trust myself,” “I’m about to die,” “I can’t run away,” “I’m alone,” “My body is damaged”), with control (e.g., “I am not in control,” “I’m weak,” “There’s nothing I can do,” “I can’t handle this situ-
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ation,” “I have no control over my pity/emotions”) and responsibility (e.g., “I am the cause of my cancer,” “It’s my fault,” “I should have done better,” “I’m the loser,” “I don’t deserve to get better,” “I’m a bad person,” “I’m not lovable,” “I’m not good enough,” “I can’t trust my judgment,” “I am imperfect,” “I deserve to suffer”). At this stage, the therapist instructs the patient to concentrate on the traumatic memories associated with their oncological state and identify the most distressing image that represents their current circumstances. It is crucial that this image captures the most emotional aspects of the event. The patient is then encouraged to focus on the image and describe their emotional, physical, and cognitive reactions. After pinpointing a negative cognition (NC) to address, the patient is guided to identify a positive cognition (PC) about themselves—a positive statement that resonates as true for them. 

4.  Phase 4: Standard protocols are followed for desensitization and reprocessing, with special attention to the therapeutic alliance: seeing the therapist as a “safe base” allows the patient to face the strong feelings that the therapy elicits. During the desensitization phase, patients address the most distressing aspects of their experiences using bidirectional stimulation. In order for the therapeutic relationship to be effective during this phase, the therapist must provide the patient with a secure foundation on which to process difficult feelings. Reactivation of traumatic memories can cause the patient to relive prior experiences, which can cause powerful, unsettling emotions, and in rare cases, dissociation. In such cases, the therapist must remain steadfast and reliable, allowing the patient to re-experience these frightening feelings in a secure environment. Occasionally, after bidirectional stimulation, the patient may experience no improvement or even feel worse, indicating blockage. Therapists can help overcome this blockage through targeted questions and cognitive interventions that promote adaptive processes. 

5. Phase 5: Integrating positive cognition (PC) follows the standard procedure. 

After confirming the perceived Validity of Cognition (VoC) identified by the patient during the assessment, the therapist begins to reinforce it. This step is performed only if the patient is free from any discomfort related to the processing of the traumatic memory. This phase continues until the material is fully adapted to the patient’s condition. It is linked to desensitized memory and is reinforced through multiple sets. Strengthening this link improves the emotional tone of the target memory; when recalled, it stimulates favorable feelings and clear reasoning. This stage aids in the cognitive meaning of the event’s reprocessing as well. The experience can be successfully assimilated once desensitized. 

6.  Phase 6: Body scanning is performed according to standard procedures. At this point, the therapist validates the process by guiding the patient through a body scan: the patient recalls the event, focuses on positive cognition (PC), and mentally scans their body from head to toe, noting any residual signs of distress. 

Body scans are crucial for reinforcing and stabilizing the process and assessing the changes brought about by the EMDR intervention. If residual stress is 

detected, the therapist will administer additional bilateral stimulation (BLS). 
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When the patient feels completely released from somatic tension and/or feels good, the body scan is finished and can be repeated. 

7.  Phase 7: That stage is all about the “safe place.” At the end of each session, the therapist reviews the experience received by the patient. At the end of the session, the client should feel emotionally stable. To further calm the situation, it is good to focus on a safe environment (without BLS, utilizing guided imagery of health services) and establish a positive program for the remainder of the day. 

The patient’s therapist will go over the significance of keeping an eye on, documenting in a journal, and discussing any thoughts, emotions, dreams, and memories that surface in the days that follow. Equitable significance lies in equipping the patient with resources to cultivate a lifestyle that prioritizes their wellbeing. A word on concluding an unfinished session: recognize the client’s progress and lower the arousal level if the client’s material remains unresolved and the time runs out. If the session isn’t finished, don’t position your PC or scan your body; instead, find a secure place to go or try some relaxing techniques (like guided imagery). 

8.  Phase 8: Reevaluation is performed according to standard procedures. The next goal is chosen based on the criteria described in Phase 3. The therapist reviews the objectives from the previous session to determine if any unresolved discomfort remains before moving on to the next session. This assessment is verified using the Subjective Units of Distress Scale (SUDS) and the Validity of Cognition (VoC). If the outcomes fall short of expectations, the therapist should continue with the incomplete session. During the evaluation phase, the therapist can assess the goals—particularly the most relevant ones—and identify new areas for development. The next target is selected using the same criteria as in Phase 3. 

  Future  Template

Future scenario visualization is a crucial PsychoOncology activity because it fortifies models that are adaptable to the difficulties presented by cancer. Adaptive responses, which include talents, attitudes, and actions, are preemptively used to help patients feel themselves as competent and effective by predicting and recognizing potentially upsetting future events. Only once the desensitization and reprocessing of all assessed targets have been accomplished may the therapist and patient reflect on what will happen, seeking for triggers connected to upcoming crucial events. 

For example, the therapist may ask her client to visualize useful images associated with her PC. All images were reinforced until the client’s VoC score was 7 out of 7. This helped her client to regain her confidence and stability (e.g., not being anxious when dealing with medical checkups). 

Therefore, psychological support in the fight against cancer significantly affects not only physical recovery but also mental health. Therapeutic methods like EMDR 
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therapy facilitate patients’ processing of traumatic experiences and alleviate their emotional burdens. This process helps patients feel stronger and improves their quality of life. The fight against cancer is not only a medical battle but also a mental and emotional journey. Therefore, access to psychological support for patients and their relatives is vital. 
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 Introduction

Cancer is a general term used to describe a group of diseases that cannot be controlled. Cancer was characterized by uncontrolled growth of body cells and local tissue invasion and systemic metastasis (Wu et  al., 2021). The imbalance and F. Bal 
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disharmony caused by cancer leads to mental and physical instability in patients. 

This can lead to feelings of hopelessness and severe stress (Sevi et  al., 2020). 

Considering the important role of social adaptation and psychological adjustment, cancer is assumed to be associated with stress and negative emotions. Psychological treatments are an effective way to prevent stress and improve psychological wellbeing in patients with cancer. One such treatment is schema therapy. However, detailed studies examining the relationship between schema therapy and other variables are lacking. It is predicted that schema therapy will improve psychosocial wellbeing in the management of cancer-related illnesses and associated stress, social adjustment, and psychological adjustment. Furthermore, when used in combination with biological and medical treatments, schema therapy may increase patients’ cognitive awareness and facilitate a faster recovery process. Therefore, emotional disorders must be promptly identified and addressed, as failure to do so may result in prolonged hospital stays, reduced survival rates, and difficulties in adhering to treatment regimens. 

The objective of cancer treatment is to enhance the quality of life of patients and survivors. The relationship between psychosocial factors and biological outcomes is complex. Psychosocial factors exert influence on physical and mental wellbeing, and practical concerns such as medical expenses. The progression of a disease or the recovery process can give rise to psychological difficulties, which in turn affect patients’ emotional states, perceptions, and daily lives. The experience of coping with cancer is not the sole responsibility of the individual; caregivers and oncology medical staff also play important roles to play. It is therefore imperative that caregivers and specialists understand the psychological and social challenges faced by patients with cancer. The challenges faced by patients with cancer are complex and nuanced, both in terms of temporality and functionality. The specific problems and obligations that arise are contingent on the specific stage of the process. Cancer can cause functional and social difficulties, including somatic problems, psychological distress, and disruption of interpersonal relationships (Wang & Feng, 2022). 

Cancer is a disease characterized by uncontrolled cell growth that can result in several physical and psychological issues for patients (Al Qadire et al., 2021). The concept of psychological capital, which encompasses notions such as hope, optimism, resilience, and self-efficacy, has been demonstrated to influence the manner in which cancer patients cope with their illness (Essue et  al., 2020). A study by Kordan et  al. (2019) demonstrated a positive correlation between psychological capital and resilience in patients with cancer. Attachment theory has also been employed to investigate how individuals cope with illness. In this context, studies have indicated that individuals with attachment insecurity may experience chal-

lenges in adapting to cancer diagnosis (Nissen, 2016). Schema therapy, as outlined by Young and Behary (1998), emphasizes early childhood experiences and employs techniques such as guided daydreaming to help patients overcome maladaptive schemas (Stopa & Waters, 2005). Amiri et al. (2016) demonstrated the efficacy of schema therapy in reducing rumination and depressive symptoms in patients with cancer. A comprehensive understanding of psychological factors and the use of 
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suitable therapeutic techniques can facilitate the wellbeing and resilience of patients with cancer. 

Cancer is a prevalent, chronic, and rare disease that disrupts the regulatory processes governing cell growth and mitosis, resulting in a competitive environment between cells caused by factors such as mutation or aberrant activation of cellular genes. Cancerous cells compete with normal tissues for essential nutrients and the opportunity to multiply. Cancer is frequently the consequence of gradual deterioration of the body’s natural tissues due to inadequate nutrient intake. The concept of resilience is important in the field of health, with the potential to achieve beneficial outcomes by increasing individuals’ resilience and longevity against threats. 

Schema Therapy is an approach designed for individuals with persistent chronic problems. The objective is to assist patients in addressing their early maladaptive schemas (Young, 1994). In the context of therapeutic change, patients must establish a link between their cognitive beliefs and changes in their schemas (Young et al., 2003). This section presents the definition of schema therapy, an account of its effects on individuals with cancer and their relationships, and an overview of related studies. 

 Neurobiology  of Cancer

The field of cancer neurobiology acknowledges the substantial influence of psychosocial elements on the emergence and advancement of cancer growth (Weinberg & Weinberg, 2006). Furthermore, it recognizes the impact of the nervous system on DNA mutations and oncogene-related signaling, as well as its capacity to regulate tumor-related immune responses (Pession & Tonelli, 2005). The release of neurotransmitters by nerves that innervate tumors has been demonstrated to affect tumor growth and metastasis (Gysler & Drapkin, 2021). Moreover, alterations in the nervous system functionality have the potential to impact the incidence and progression of cancer (Mravec, 2022). Conversely, tumor tissue can also exert effects on the nervous system (Mousa & Bakhiet, 2013). The nervous system plays a pivotal role in both ontogenesis and oncology, influencing organogenesis during development, maintaining homeostasis, and promoting resilience throughout life (Rice & Barone Jr., 2000). Exciting new discoveries have revealed direct communication between neurons and cancer cells, as well as indirect interactions through neural effects on the immune system and stromal cells within the tumor microenvironment. A comprehensive understanding of the role of the nervous system in cancer pathogenesis is essential for advancing our knowledge of this complex disease (Winkler et al., 

2023). The nervous system plays a crucial role in cancer pathogenesis (TorresJuárez et al., 2022). Conversely, both cancers and cancer treatments have the potential to alter the form and function of the nervous system (Dorsey et al., 2020). Cancer is a disease characterized by uncontrolled proliferation subsequent invasion, and metastasis of cells into surrounding tissues, caused by changes in the DNA sequence (Leber & Efferth, 2009). These changes typically occur at the genetic level. The 
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cancer stage is based on factors such as tumor size and degree of metastasis (Yokota, 

2000). This information is used by medical professionals to develop optimal treatment plans and to assess the severity of the cancer and the prognosis of the patient (Weeks et al., 1998). The TNM system is often used for staging, where T indicates tumor size, N indicates lymph node involvement, and M indicates tumor spread. 

Various diagnostic tests, including X-ray and laboratory tests, are used to determine the extent of malignancy (Linet et al., 2012). 

The diagnosis stage relates to the stage of the disease and is not updated with new information over time. Once the stage has been determined, more detailed information is provided on the location and size of the tumor, as well as whether it has metastasized to the lymph nodes and other parts of the body (Karpeh et al., 2000). 

 Schema  Concept

The concept of schema plays a significant role in psychopathology research. 

Schemas function as templates for the perception, encoding, storage, and retrieval of information, thus creating vulnerability to disorders. Schemata developed during childhood undergo adaptations and evolutions in response to changing circumstances. However, maladaptive schemas can impede the formation and maintenance of healthy adult relationships. In the cognitive treatment of personality disorders, the objective is to identify and modify maladaptive schemas. Schema-focused therapy is an integrative therapeutic approach that draws upon cognitive, behavioral, and experiential resources (Young & Behary, 1998). The existence of schemas is still widely accepted in the clinical literature. Nevertheless, evidence suggests the existence of certain cognitive processes, such as negative automatic thoughts, and underlying cognitive structures, such as dysfunctional assumptions. 

Schemas are organizing principles that facilitate the comprehension of one’s life experiences, and the majority of these schemas developed during early childhood. 

Although maladaptive schemas may serve a useful function in regulating one’s self-perceptions and understanding of the external world, they can impede functioning and effectiveness when maladaptive. Early maladaptive schemas typically emerge during childhood or adolescence and undergo further elaboration throughout life. 

These schemas may be associated with a broad theme or pattern, including memories, emotions, thoughts, and bodily sensations. Maladaptive behaviors may be viewed as responses to these schemas. Maladaptive schemas may become dysfunctional in adults, contributing to the development of depression, anxiety, and personality disorders. Furthermore, they can result in impaired judgment in high-stress situations. 

Schemas are cognitive structures constructed from personal experiences (Neisser, 

1986). These schemas exert a profound influence on how individuals perceive and interpret their autobiographical representations (Young, 1999). In particular, event representations exert a considerable influence on cognitive processes such as, thoughts, actions, and behaviors (Huppert et al., 2020). Negative self-schemas, such 
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as feelings of immovability and incompetence, can interact with the present situation and contribute to the development and persistence of psychological disorders. 

The objective of cognitive behavioral therapy is to modify maladaptive schemas by introducing new learning processes (Beck, 1976). By challenging deeply held beliefs about oneself, others, and the world, therapy can result in reduced symptoms and improved emotional wellbeing. In addition, therapy helps individuals align their behaviors with their desired outcomes. In summary, alterations in maladaptive schemas are of paramount importance in the therapeutic process and can have a beneficial effect on an individual’s psychological wellbeing (Rottenberg & Kashdan, 2022). 

Schemas can be defined as individuals’ deeply held and firmly established beliefs about themselves and the surrounding world. The communication pattern in early childhood exerts a significant influence on emotional and psychological functioning during childhood. Attachment styles can either mitigate or intensify anxiety. 

Individuals with a secure attachment style tend to seek social support when experiencing stress, whereas those with an insecure attachment style may employ alternative coping mechanisms, such as isolation. It is possible that there is a significant relationship between attachment styles and death anxiety. When schemas are activated, thoughts, emotions, and perceptions are experienced. Mindfulness techniques can be employed to alter maladaptive schemas or mindsets. It is possible that life-threatening events may cause emotional responses that are shaped by cognitive schemas. Mental distress can influence patients’ decision-making processes during the treatment of cognitive schemas. A healthy adult mindset can be achieved by providing governance of cognitive schemas with awareness (Coelho et al., 2018). 

Effective schema change interventions focus on weakening the impact of negative and maladaptive schemas while strengthening positive schemas. This was achieved by making incongruent information inconsistent with congruent information and by modifying maladaptive schemas using therapeutic coding. The therapeutic process includes schema dissonance, which weakens the influence of 

maladaptive schemas, and schema congruent learning, which strengthens activated 

schemas (Cabeza & St. Jacques, 2007). These interventions stimulate the brain’s autobiographical memory system and involve interactions between the hippocampus, ventromedial prefrontal cortex, amygdala, and posterior neocortex (Rubin, 

2006). Autobiographical memory and schema formation are related to brain structures such as schema reinstatement and instantiation, episodic memory and simulation, episodic elaboration, and emotion processing. Autobiographical memory encodes and retrieves past events and imagines future events, while mental simulations govern the formation of these memories and lead to valuable life goals (Addis, 

2020). Autobiographical memory is a mental representation that includes schemas, details, and emotional evaluations. Different brain regions are involved in simulations and memory processes (Wardell et al., 2022; Waytz et al., 2015; McCormick 

et al., 2018). 

The VmPFC and hippocampus play distinct roles in mental simulations, and 

damage to these regions may affect autobiographical memory functions (Robin & Moscovitch, 2017). The VmPFC and hippocampus contribute in different ways during the stages of mental simulation. While the VmPFC recalls schemas associated 
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with events, the hippocampus converts these schemas into templates and determines the details of the event (Giuliano et al., 2021). The amygdala interacts with the ante-rior hippocampus to direct event evaluation and emotional tone (Talmi et al., 2019). 

It has been stated that the VmPFC and hippocampus in the brain are effective in mental simulation and that schemas affect behaviors and enable the discrimination of experiences (Wing et al., 2022). Note that schemas are associated with compatible or incompatible content (Bonasia et al., 2018). There is information about how schema-congruent mental simulations are created and how schema- incongruent learning occurs (van Kesteren et al., 2012). Schemata are linked by the hippocampus to create a mental simulation that is compatible with events (Addis, 2020). In cases in which the schemas are incongruent, updating mechanisms help correct the prediction errors (Bein et al., 2021). 

 Schema  Therapy

Schema therapy represents a synthesis of CBT with the assertion that schemas were shaped by developmental processes. The formation of these schemas begins in early childhood and culminates in a state of complexity and dysfunction. The activation of these schemas is contingent on the occurrence of specific events within the life process, which the individual is then required to manage. The presence of early maladaptive schemas is associated with the emergence of a range of psychological issues. Schema Therapy addresses 18 early maladaptive schemas within five schema domains. The schemas in question include those of separation and rejection, impaired autonomy and self-assertion, impaired boundaries, other orientations, and hypervigilance and suppression. These schemas perpetuate behavioral patterns that 

originate in childhood and impair functionality (Bal, 2019). 

Schema therapy was developed as an extension of Aaron Beck’s cognitive therapy and in conjunction with the attachment theory proposed by Young and Brown (1990). Schema therapy is an effective approach for addressing cognitive processes, coping strategies, and lifestyle choices (Pugh, 2015). Schemas are a general plan or distinct model of an individual’s cognitive-emotional experiences, and they may contribute to the exacerbation or maintenance of chronic psychological problems. 

Nevertheless, the modification or diminution of maladaptive schemas can potentially enhance individuals’’ quality of life through psychotherapy (Taylor et  al., 

2017). To mitigate the impact of stressful experiences, individuals must learn to regulate their emotional responses. Otherwise, they may become susceptible to psychological disorders such as depression and anxiety (Wilson et al., 2017). 

Schema therapy is a form of psychotherapy that facilitates the expansion of conceptual frameworks and therapeutic techniques by integrating the tenets and foundational principles of cognitive behavioral therapy (Young et  al., 2003). Schema 

therapy is predicated on the notion of early maladaptive schemas, which are 
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established during childhood or adolescence and endure throughout life (Levy, 

1998). These schemas are formed as a result of the interaction between the child’s emotional state and adverse experiences, leading to a state of disharmony that persists into adulthood (Lee et al., 1999). The formation of schemas is contingent on the unmet emotional needs of children. Two primary schema processes have been identified: schema maintenance and schema improvement. Schema maintenance 

involves the perpetuation of schemas that are incongruent with the actions of the individual concerned. This therapeutic approach recognizes that individuals tend to unconsciously gravitate toward certain schemas and perpetuate these schemas by influencing their life events. This situation resembles the concept of repetition. 

Schema therapy is of particular significance because individuals are often unaware of the maladaptive behaviors they engage in and lack the insight to recognize them (Bamber, 2006). Moreover, schemas impact our interpretation of events, which may result in challenges such as distorted attitudes, erroneous assumptions, and unrealistic expectations (Pascal et al., 2008). 

 Schema  Therapy  and Cancer

Cancer affects individuals across lifespan, regardless of age, gender, or socioeco-nomic status. The manner in which cancer patients cope with their diagnosis and treatment is influenced by several factors, including past experiences, personality structures, worldviews, and beliefs. Therefore, it may be necessary to develop comprehensive therapeutic models to gain a deeper understanding of the response to cancer and facilitate intervention during the disease process. Schema therapy is a representative framework. The application of schema therapy in the context of cancer treatment enables the development of coping strategies and provides patients with the necessary support to navigate the therapeutic process. The process of coping with a cancer diagnosis is influenced by several factors, including the specific type of cancer, stage of the disease, treatment recommendations and demands, treatment adverse effects, and prognosis. Furthermore, social and demographic factors, including age, stage of life, support system, access to care, and financial resources, can also impact the coping process. The approach employs schema therapy to 

understand biopsychosocial context and intervene to comprehend psychological responses to cancer and promote coping skills. 

Schema therapy assesses an individual’s coping mechanisms in the context of pain, suffering, and distress, examining the correlation between these mechanisms and past losses and experiences of pain. This model identifies the structures that facilitate individual capacity to confront illness. This model, developed by young adults, provides a framework for understanding how individuals and families respond to and cope with pain and impending loss. 
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 Schema  Therapy  and Schemas

Schema therapy focuses on early maladaptive schemas, which are destructive patterns that develop during childhood and persist throughout life (Young et al., 2003). 

These schemas involve memories, emotions, thoughts, and bodily sensations, and they affect individuals’ relationship with themselves and others. Early maladaptive schemas are dysfunctional and develop in response to unmet emotional needs during childhood. Schema therapy identifies five basic emotional needs associated with different schema domains: secure attachment to others, a sense of autonomy and identity, freedom to express needs and feelings, spontaneity and playfulness, and realistic limits and self-control. By understanding and addressing these early maladaptive schemas, schema therapy helps individuals improve their emotional wellbeing and relationships (Young et al., 2003). 

The formation of early maladaptive schemas is contingent upon the unfulfillment of fundamental emotional requirements inherent to an individual’s innate temperament and circumstances of upbringing (Young et al., 2003). Schema therapy provides individuals with the tools to identify and implement effective strategies to meet these fundamental needs. During schema therapy, the clinician guides the patient to explore their memories, emotions, thoughts, and coping styles, thereby fostering their psychological awareness. Thus, it becomes possible to handle and alter schemas. Schema therapists are aware of the processes by which schemas respond and thus ensure that the basic needs of the patient are met, thus reinforcing schemas. This type of therapy is particularly effective in emergency situations, such as those involving life-threatening illnesses. Schema therapy typically progresses from an initial assessment and educational phase to a subsequent phase focused on facilitating change. In the initial assessment phase, patients are provided with an educational overview of the schemas and are encouraged to gain insight into the mechanisms that give rise to these schemas. Upon completion of the assessment phase, schema-focused goals are established and interventions are initiated. 

Schema therapy, which was developed by Young et  al. (2003), is designed to address longstanding emotional difficulties. This therapeutic approach is based on the premise that its foundations are rooted in the experiences of childhood and early adolescence. Schema therapy has been influenced by many different psychotherapeutic approaches, including cognitive, behavioral, and Gestalt therapies; attachment and object relation theories; self-psychology; and interpersonal neurobiology. 

The objective of therapy is to modify maladaptive schemas, coping responses, and modes that emerge when individuals’ needs are not adequately met in a healthy and consistent manner, thereby promoting healthier and more adaptive behaviors. This therapeutic approach may also help patients cope with stressful circumstances, such as cancer diagnosis. Schema therapy allows clinicians to gain a deeper understanding of patients’ urgent needs and to address these needs through appropriate intervention. The schema therapy model is predicated on the assumption that early maladaptive schemas emerge during early childhood and are subsequently reinforced throughout life. These maladaptive schemas encompass overarching themes 
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of one’s relationship with others and are characterized by dysfunctionality (Young et al., 2003). In their study, Young and colleagues identified 18 early maladaptive schemas, which they subsequently categorized into five distinct “schema domains.” 

The schema domains are aligned with the fundamental emotional needs of children. 

These include the formation of a secure attachment, the development of autonomy, the freedom to express needs and feelings, the capacity for spontaneity and play, the establishment of realistic boundaries, and the cultivation of self-control. In the absence of these needs being met, children develop maladaptive coping mechanisms that ultimately impede their ability to thrive. Because these schemas emerge during early childhood, individuals tend to accept them as self-evident truths. This can result in a proclivity to distort reality in order to align with these beliefs rather, than questioning the underlying schemas. Some early maladaptive schemas may exert a profound influence on an individual’s daily life, while others may remain dormant unless triggered by a particular life experience (Table 8.1). The demands of a cancer diagnosis and subsequent treatment can result in the reactivation of previously dormant schemas. 

Schema therapy for patients with cancer acknowledges the potential impact of life-threatening illness and challenging treatment processes on the patient schema. 

It is crucial to identify maladaptive schemas at an early stage because they can influence patient responses to treatment and potentially compromise efficacy. Schema therapy employs a variety of techniques to educate patients about the development of congruent schemas and address their underlying needs. In the context of oncology, the primary objective of a schema therapist is to assist patients in coping with the demands placed upon them. 

In the context of cancer treatment, the emergence of schemas related to disconnection and rejection presents a significant challenge for patients. Patients who are in close relationships with clinicians, families, and friends during the treatment process have been found to expect their needs for safety, security, stability, care, empathy, sharing emotions, and acceptance to be met (Young et  al., 2003). However, these expectations may be impeded by the schemas that emerge in conjunction with cancer diagnosis. 

Abandonment/instability has been demonstrated to heighten individuals’ perceptions of the instability or unreliability of the people they rely on for support and connection (Young et al., 2003). Those with this schema experience difficulties in navigating the disruption caused by illness in their interpersonal relationships. In the context of both the treatment process and its aftermath, the reactions of patients may be more pronounced. The treatments provided to patients with this schema may impede their capacity to take time away from work and social interactions and, may also disrupt their ability to maintain school attendance or engage in social and family activities. It is challenging for these patients to anticipate when and how they will feel, and it is often impossible for them to make plans. Physicians can be particularly challenging for patients grappling with the assurance/instability schema. 

Such patients may exhibit an exaggerated response to any symptom, side effect, test, or procedure that could disrupt their treatment course. Transitions in levels or modalities of care may be precipitated by the abandonment/instability schema. 
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After treatment complication, patients are more likely to experience difficulties in communicating with the health care team. Decreased support and attention following a crisis of illness may result in feelings of abandonment. When the abandonment/ambivalence schema is triggered, patients may exhibit a range of behaviors, including neediness, clinginess, demandingness, and withdrawal. It is crucial to comprehend this process to provide the necessary personal reassurance. The provision of consistent treatment process information and systematic control of treatment variables can facilitate increased patient stability. 

It has been established that patients with an abandonment/instability schema tend to exhibit proclivity toward feelings of insecurity, a tendency to become victims of emotional abuse, and proclivity toward experiencing emotional deprivation (Young et al., 2003). It has been reported that patients with these characteristics may experience difficulties in adapting to the hospital environment and communicating with the health care team. In particular, patients with this schema experience difficulties when undergoing transitions, such as changes in disease-modifying treatments or care. It is important to make efforts to enhance communication between patients, healthcare teams, and family members. 

Patients with an insecure abuse schema may perceive others as potential sources of harm, abuse, or manipulation, which can impede their ability to trust health services. Patients with a mistrust and abuse schema anticipate being harmed, abused, manipulated, lied to, or mistreated, either intentionally or through extreme neglect (Young et  al., 2003). During the initial stages of cancer diagnosis, patients may experience difficulties in accepting the diagnosis or selecting a suitable physician. 

Additionally, they may encounter challenges in forming trusting relationships, particularly when they perceive themselves as vulnerable and dependent. During the active treatment phase, an increase in distrust of medical institutions, health care providers, and health care professionals may be observed, which can impede 

patients’’ ability to accept or adhere to treatment. When this schema is triggered, patients may exhibit noncompliance, abrasiveness, or blame, while the health care team may become defensive and angry, which may further provoke patients. 

However, when the healthcare team recognizes that patients have developed 

response patterns rather than perceiving the illness as “challenging” or “paranoid,” 

they can more readily tolerate mistrust and provide supplementary information and reassurance to help patients feel secure. 

It has been demonstrated that patients with an emotional deprivation schema are prone to feelings of loneliness and isolation, which may intensify in response to disruptions in disease treatment (Young et al., 2003). In such cases, patients may 

tend to withdraw or isolate themselves. It is possible that the health care team or close family and friends may opt to respect the patient’s boundaries and maintain distance. Instead of providing emotional support, patients may not receive the care they desire, even though it is available to them. Such patients may experience feelings of defectiveness or worthlessness and may even feel ashamed. 

An emotional deprivation schema occurs when individuals’ emotional support 

needs are not met (Young et al., 2003). In such cases, patients may experience profound feelings of loneliness, emptiness, isolation, and insecurity. A cancer diagnosis 
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may serve as a trigger for this schema, potentially leading to an overwhelming emotional state during treatment. Following treatment conclusion, family and friends may withdraw from the patient, resulting in a heightened sense of deprivation. 

Patients may use this schema to manage the disease process in various ways. Some individuals may avoid requesting and withdrawing from a legal order, whereas others may exhibit dependent and needy behavior. This can occasionally result in patients experiencing a sense of deprivation. 

It may lead to maladaptive behaviors and feelings of distantness. The health care team should understand patients’ needs, provide empathic’ support, set healthy boundaries and provide guidance. Schema therapists can help patients adopt 

schema-oriented behaviors and meet their needs effectively. 

Patients with cancer may have reasons to feel bad or defective (Young et  al., 

2003). These patients may show emotional symptoms such as depression, helplessness, and withdrawal. There are also patients who are overly focused on their own needs and have schemas of gratitude or submission in their relationships with others. Patients with these conditions often have difficulty trusting themselves and require the care of others (Young et al., 2003). However, the support provided by health care teams and relatives is important for patients to achieve a sense of acceptance and relief. 

The Defectiveness/Shame Schema is associated with a sense of self- defectiveness, undesirability, and immovability (Young et  al., 2003). Patients with this disease typically lack the capacity to articulate the precise nature of their perceived defectiveness. Instead, they tend to experience a pervasive sense of being defective and associated feelings of shame. A cancer diagnosis triggers a defectiveness /shame schema. Patients frequently believe that their diagnosis indicates a defect in their being and therefore delay seeking treatment due to feelings of shame. Some patients with cancer using this schema may experience heightened challenges when confronted with conditions such as incontinence or impotence, which can compound the emotional difficulties they are already grappling with. Such reactions reinforce the patient’s feelings of shame and potentially promote the development of the abandonment or emotional deficit schema. It is crucial for medical professionals to adopt a compassionate approach when interacting with patients because, it may necessitate education and cognitive reframing to alter this schema. 

The social isolation/alienation schema is characterized by the perception that one is isolated from the world, distinct from other individuals, and excluded from any social group or community (Young et al., 2003). A cancer diagnosis may exacerbate these sentiments in the patient population. Cancer patients may perceive a sense of exclusion and marginalization upon receiving a diagnosis, leading to a shift in their self-perception to align with the “them” category. Such patients may indicate that they have never identified with the majority and that their diagnosis has served to further alienate them. Patients experiencing these sentiments may seek greater isolation and privacy during cancer treatment, which can impede their ability to integrate with the demands of everyday life. Consequently, methodologies such as introductions to trained volunteers or participation in targeted support groups can be employed to provide these patients with the necessary support and understanding. 
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Furthermore, they can be encouraged to associate with groups of individuals diagnosed with different types of cancer, which may help mitigate a sense of not belonging. 

The schemas associated with the impaired autonomous domain and perfor-

mances are contingent on the individual’s self-perception and perception of their surrounding environment. These schemas are linked to circumstances that impede individuals’ perceived capability (Young et al., 2003). Individuals who are ill must accept assistance from others and acknowledge their own degree of autonomy. The Dependency/Inability Schema causes patients to believe that they are incapable and to require substantial assistance from others to fulfill their daily responsibilities adequately (Young et al., 2003). Patients with cancer may experience challenges in making their own decisions and in trusting healthcare services. Furthermore, it renders them susceptible to external influence. This can result in an increased emphasis on the necessity of providing support to facilitate individuals’ consideration of their treatment options and assistance in contemplating their choices, as opposed to imposing decisions on them. Furthermore, this finding highlights the potential for patients to be unduly influenced by unsubstantiated claims that are not supported by scientific evidence or experimental data. 

It has been established that patients with schemas in the field of disorder experience challenges in performing daily responsibilities, maintaining self-care regimens, and making treatment decisions (Young et al., 2003). These behaviors stem from an inability to make ordinary decisions or accept accountability. Furthermore, individuals susceptible to illness or harm schemas may manifest heightened fears and anxieties and may be particularly responsive to treatment (Young et al., 2003). 

It is asserted that these individuals may experience difficulty in making accurate assessments and perceive such assessments as a serious threat to their health and life. In the context of palliative care, the schema therapy framework is a potential avenue to expedite the needs of patients and their families and facilitate appropriate interventions. It is asserted that professionals working in palliative care environments should adopt an empathetic and understanding approach to provide solace, clarity and, meaning to those undergoing this challenging journey. 

The Other Directedness Domain encompasses situations in which individuals 

disregard or subdue their own needs in relation to the desires, feelings, and reactions of others (Young et al., 2003). Such scenarios frequently occur in medical settings where patients’ personal needs may be in conflict with those of others. The term 

“subjugation schema” is used to describe a state of mind in which an individual feels that others excessively exert control. Patients with this schema tend to perceive a lack of interest or consideration from others regarding their desires, ideas, and feelings, which can potentially impede the treatment process (Young et al., 2003). 

Patients with such conditions may find it relatively simple to relinquish control and adapt to the treatment regimen. However, sensitivity to their thoughts and needs may result in the concealment of potentially harmful symptoms or side effects due, to the fear of discomfort to the physician. Such patients may also experience sudden outbursts of anger that are disproportionate to their actual condition. In working with such patients, it is of the utmost importance to establish a sense of trust, to 
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actively listen to their questions and concerns, and to allow them the space to express their needs. Additionally, some patients who exhibit a subjugation schema may attempt to exert control over the treatment process. 

The term “self-sacrifice schema” is used to describe behavioral patterns that involve prioritizing the needs of others over personal needs and interests. Those who adhere to this schema act for reasons, including the avoidance of causing pain to others, the avoidance of feelings of guilt, and the maintenance of a perceived connection with others. Individuals with a self-sacrifice schema may perceive that their own needs are not adequately addressed (Young et al., 2003). Such patients may, on occasion, exaggerate their wellbeing during treatment and decline offers for assistance. Consequently, it is imperative to collaborate with the patients’ families to accurately assess these individuals. The objective of treatment is to cultivate the capacity to accept assistance, thereby facilitating mutual benefit. 

Schema therapy is a psychotherapeutic model that meets patients’ basic needs in a healthy manner by increasing their self-awareness. In this therapeutic approach, memories, thoughts, emotions, and behaviors can be reinforced or diminished by identifying and addressing underlying schemas. Schema therapy acknowledges that an individual’s response to their schemas can impede the therapeutic process. 

Schemas can be reinforced or weakened by the weakening of maladaptive coping styles, including cognitive, emotional, and behavioral, and can be improved or replaced with healthy ways of coping (Young et al., 2003). This therapeutic approach comprises an initial assessment and training phase during which the therapist and patient collaborate to develop a schema conceptualization. Patients are provided with information regarding schemas, and goals are established through the assessment process. Schema therapy provides patients with tools to cope with physical and psychosocial stresses. 

The schema therapy process incorporates cognitive, experiential, and behavioral elements during the transformation phase. During treatment, techniques such as mindfulness training and empathic confrontation are employed to assist patients in meeting their fundamental needs (Young et al., 2003). Schema therapy is a treatment approach that considers the influence of patients’’ life experiences, personality structures, and beliefs on their coping with cancer. Schema therapy synthesizes elements from a range of disciplines, including cognitive, behavioral, and Gestalt therapies; attachment and object relations theories; self-psychology; interpersonal neurobiology; and mindfulness. It alters patients’ maladaptive schemas and coping responses. The literature indicates that a single intervention is insufficient when treating patients with cancer, and a more comprehensive understanding is needed. 

The objective of schema therapy is to provide empathetic and patient-centered care, and to assist patients in coping with cancer. 
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 Cancer and Psychological Problems

Individuals diagnosed with cancer are confronted with many stressors as they navigate the challenges associated with the disease. Despite the assertion that most patients demonstrate resilience and do not develop chronic psychological disorders, studies have indicated that anxiety, mood, and posttraumatic stress disorders are more prevalent among certain patients with cancer (Dekker et al., 2013; Mitchell et al., 2013). These persistent mental health issues have a significant impact on the lives of patients and their families, making cancer management a challenging endeavor (Chida et al., 2008). Therefore, it is imperative to identify and treat patients who are at risk (Carlson et al., 2012). In some instances, low levels of distress may indicate anomalous responses that can be discerned through the screening process. 

Well-functioning collaboration, perceived support, and trust can facilitate patient coping and satisfaction (Renzi et al., 2017). Schema theory underscores the signifi-

cance of secure attachment and fundamental emotional needs (Young et al., 2003). 

The consideration of these factors can facilitate the identification and management of patients at risk (Dekker et al., 2013). 

 Problems in Childhood and Their Cognitive Effects

The experiences of childhood can influence an individual’s self-perceptions and understanding of the world. Maladaptive schemas, which are deeply ingrained beliefs, may emerge during this period and subsequently persist throughout an individual’s lifespan (Young et  al., 2003). Such schemas are frequently formed in response to unmet needs and may result in self-destructive behaviors. To illustrate this point, children, may develop a belief system characterized by feelings of rejection when their parent is afflicted with an illness. Such beliefs produce distorted perceptions that may be triggered during periods of stress or illness. Schema therapy provides clinicians with a methodology for addressing these reactions and offers individuals effective treatment and coping strategies. By identifying and challenging these maladaptive schemas, individuals can work toward the development of healthier, more adaptive beliefs and behaviors. 

Schema Therapy examines the processes through which individuals may develop maladaptive belief systems and unproductive self-perceptions and worldviews (Young et al., 2003; James et al., 2004). These early maladaptive cognitive patterns influence psychological responses throughout life, producing emotions such as fear, sadness, anger, and shame. Cognitive schemas encompass a range of themes, including abandonment, abuse, defectiveness, social isolation, dependency, vulnerability, failure, entitlement, self-control, submission, approval seeking, negativity, harsh 
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standards, and punitiveness (Bach et  al., 2018). Schema therapy classifies these beliefs into four categories: disconnection/rejection, impaired autonomy/performance, excessive responsibility/standards, and impaired boundaries (Nordahl et al., 

2005). Psychotherapy can facilitate the modification of these beliefs, thereby reducing distressing symptoms (Curran et al., 2017). However, in patients with cancer, these beliefs can contribute to long-term mental health issues that require a more comprehensive treatment plan. 

 Schema  Therapy  Process

In the change phase of treatment, clinicians employ a range of strategies, including cognitive, experiential, behavioral, and interpersonal approaches, with the aim of enhancing schemas and fostering the development of healthy and adaptive behaviors. In cognitive therapy, Socratic questioning is employed to test the validity of the schema rationally. Schema cards are a tool available for reinforcing new cognitive understanding. The use of experiential techniques, such as writing and imagery, facilitates patient engagement with schemas, enabling a more precise understanding by re-experiencing traumatic events. Behavioral pattern breaking allows patients to adopt novel and adaptive behaviors in lieu of their customary maladaptive behaviors. 

Relationships are a fundamental aspect of change, and a therapist can facilitate this process when encountering the patient’s schemas with empathy and compassion. In palliative care, the threatening nature of the illness may evoke schemas associated with pain and suffering, as well as those of trust, disconnection, and rejection. 

In schema therapy, the therapeutic alliance is of paramount importance for 

addressing the client’s unmet childhood needs and rewriting traumatic experiences (Young et al., 2003). Formation of a robust and trusting relationship between the therapist and patient is imperative for the efficacy of these techniques. The therapeutic alliance can be related to symptom changes in three ways (Hoffart et  al., 

2013). First, the evolution of symptoms can be evaluated by evaluating the alliance during the session. Second, alterations in symptoms before the session may serve as indicators of subsequent alliance assessments. Finally, repeated assessments of the therapeutic alliance can be conducted at different times for the same session and these assessments can change simultaneously with changes in the client’s symptoms. It is essential to consider factors such as depressive symptoms that influence alliance assessment. These findings underscore the significance of the therapeutic alliance in schema therapy and its potential influence on symptom improvement (Table 8.2). 
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Table 8.2  Schema therapy sessions (Young et al., 2006)

Session

Contents

The first  The course will provide an overview of schema therapy, including an explanation of and 

the instructions and group working rules. This review also presents a concise second 

definition of schema therapy. The first two sessions were cognitive. They aim to steps

elucidate the nature of emotion regulation, perceived stress, early maladaptive schemas, perception of illness and quality of life, and their evolutionary basis and mechanisms. By the conclusion of the first two sessions, the participants had developed a conceptualization of marital conflict in accordance with the tenets of schema therapy. 

Third 

The course commences with an introduction to the challenging schema, followed by and 

instructions and practical application. Cognitive techniques and schema validation fourth

are then discussed. A new definition of schema evidence will be proposed, and a dialog between the “schema side” and the “healthy side” will be conducted. Training cards will then be designed and the schema form completed. The teaching of 

cognitive techniques associated with schema therapy enabled subjects to employ such techniques in reasoning against the schema and engage in rational discourse regarding the validity of the schema. 

Fifth and  The introduction and teaching of transactional (experiential) techniques are presented sixth 

as a means of enabling subjects to explore the roots of schema transformation at an limbs

emotional level. Similarly, the introduction and practice of imaginal talk techniques, as well as the imagining of traumatic events, writing letters to parents, and mental imagery for the interruption of behavioral patterns, are presented as potential avenues for exploration. The objective of the interventions and group work conducted in these sessions was to facilitate the confrontation of schemas and expression of anger associated with childhood experiences. 

By employing experimental techniques such as mental imagery and dialog, the participants were able to disrupt the schema cycle. 

The 

The objective is to teach and practice behavioral pattern interruption, encourage seventh 

subjects to discontinue maladaptive coping styles, and practice effective coping and 

behaviors. These include behavior changes, developing motivation, reviewing the eighth

advantages and disadvantages of continuing a behavior, and practicing healthy behaviors. The goal is to prepare the subjects at the end of the sessions. 

 Stages  of Schema  Therapy

Schema therapy comprises three stages: attachment and emotional regulation, mood change, and autonomy. Additionally, it is structured around four principal components: limited repair, child mode, healthy adult mode, and limited repair. Various techniques are employed by therapists to help clients manage their modes and facilitating recovery (Behary et al., 2023) (Table 8.3). 
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Table 8.3  Twelve skills related to the stages of schema therapy (Behary et al., 2023) Schema therapy 

component

Practice skill

Bonding and emotional regulation

Limited parenting

Skill 1. The objective is to understand and attunement to the subject 

matter. 

Skill 3. The concept of schema therapy is gradually being incorporated 

into the field of education, allowing educators to begin to comprehend the 

current challenges facing students in this context. 

Skill 4. The objective is to establish a connection between unmet needs, 

schema, and presentation of the problem. 

Mode change

Mode awareness

Skill 5. The objective is to provide education about maladaptive schema 

modes. 

Skill 6. The objective is to identify and recognize shifts in maladaptive 

coping modes. 

Skill 7. The objective is to identify the presence of the demanding/

punitive inner critic mode. 

Skill 8. The objective is to identify the presence of angry and vulnerable 

child modes. 

Limited parenting 

Skill 9. Restricted use of parenting techniques with children who exhibit 

and mode healing

angry and vulnerable behaviors. 

Skill 10. The parenting process is limited in its scope to addressing the 

punitive and demanding aspects of inner critics. 

Skill 11. The objective is to provide limited parenting for maladaptive 

coping modes, specifically empathic confrontation. 

Autonomy

Mode management

Skill 2. The objective of this skill is to provide support and reinforcement to the healthy adult mode. 

Skill 12. Implementing behavioral pattern-breaking homework 

assignments. 


 Conclusion

It is well documented that negative thinking, a common phenomenon among 

patients with cancer, can precipitate a range of psychological disorders. In accordance with cognitive approaches, the most significant psychological elements associated with medical illness are early maladaptive schemas that precipitate immune and disease alterations. Schema therapy is a potential treatment approach for disrupting maladaptive schemas, thus contributing to the treatment process. Schema therapy helps clients transform maladaptive coping mechanisms into more effective and appropriate responses. This form of therapy has been demonstrated to enhance subjective wellbeing, promote mental health, and mitigate physical ailments in individuals diagnosed with cancer (Moradhaseli & Vasel, 2020; Rahimaghaee et  al., 

2017). Accordingly, schema therapy is an effective therapeutic modality for mitigat-ing the psychological sequelae experienced by patients with cancer. 
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Cancer may be conceptualized as resistance to a challenging process inherent to human experience. It is proposed that early experience exerts a profound influence on this process. Schema therapy is an effective therapeutic modality that effectively reverses these mechanisms. If the lifelong schema therapy model is applied, including traumatic events, physical and psychological healing can be sustained over the course of a lifetime. In conclusion, schema therapy is a lifelong therapeutic approach that has demonstrated efficacy in cancer treatment. In this context, the use of this approach in conjunction with pharmacological treatment may be clinically 

efficacious. 
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 Introduction

Mindfulness-Based Therapies are primarily rooted in the meditation culture, especially in the Far East. First developed by Jon Kabat-Zinn in the 1970s for patients with chronic pain, Mindfulness-Based Therapies focus on improving the acceptance of unpleasant life circumstances and emotions on the one hand and developing metacognitive perception independently of emotions (Germer et  al., 2016; Kabat-Zinn, 2009). Mindfulness-based therapeutic practices focus on the idea that 

mindfulness is fundamental to healing. They draw directly and indirectly from Buddhist and Western psychological traditions and are based on the understanding that through mindfulness practice, each individual has the opportunity to connect more deeply with their own health, self-regulation, and inner wisdom, described as simply living in and accepting the present moment without attachment to past and future experiences. The most important feature of Mindfulness-Based Therapy (MBT) is the importance of living in the present moment (Bishop et  al., 2004). 

Cancer can cause negative psychological responses, such as melancholy and 
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exhaustion. Cancer-related fatigue is a common symptom experienced by people with cancer. The prevalence of cancer-related fatigue ranges from 59% to close to 100%, depending on the clinical stage of the cancer (Weis, 2011). This type of fatigue intensifies during chemotherapy and radiotherapy, and it may persist after the treatment period (Prue et al., 2010). In a study by Spect et al. (2004), MBSR was found to be effective in reducing fatigue in 109 patients with advanced and early-stage cancer (Çınar, 2009). Cancer-related fatigue usually leads to irritability, an inability to cope with the disease, withdrawal from social activities, and an inability to perform daily activities (Smith et al., 2011). Studies have shown that MindfulnessBased Therapies can improve the emotional wellbeing and quality of life of patients with cancer and are an integrative therapeutic psychosocial intervention for alleviating cancer-related cognitive disorders (Cullen, 2011). Various studies have demonstrated that Mindfulness-Based Therapies provide clinical benefits in patients with cancer who experience many negative psychological symptoms, such as stress, anxiety, and depression. The number of studies examining the benefits of 

Mindfulness-Based Therapies for patients with cancer is increasing. Among the effects obtained as a result of the research, improvements in stress, mood, anxiety, depressive symptoms, quality of life, fatigue, and fear of recurrence of the disease have been observed (Birnie et al., 2010). 

  Mindfulness-Based  Therapies

The therapeutic potential of mindfulness is increasingly recognized and applied in psychological therapies, particularly within cognitive behavioralists, which is currently the dominant approach to psychotherapy in the Western world. Mindfulnessbased therapies are generally an approach that focuses on understanding, accepting, and managing individual emotions, thoughts, and bodily sensations. These therapies improve individuals’ emotional and mental wellbeing by focusing on their immediate experiences (Kabat-Zinn, 2003). The most common Mindfulness-Based Therapies are Mindfulness-Based Stress Reduction (MBSR) developed by Jon 

Kabat-Zinn and Mindfulness-Based Cognitive Therapy (MBCT) developed by 

Zindel Segal, Mark Williams, and John Teasdale. These therapies include meditation, breathing exercises, bodily awareness techniques, and mental awareness exercises (Kabat-Zinn, 2003). The combination of Eastern mindfulness and Western psychology has led to the emergence of many comprehensive and effective thera-

peutic models (Seligman, 2010). In addition to Mindfulness-Based Cognitive Therapy and Mindfulness-Based Stress Reduction Program, Dialectical Behavior Therapy (DBT), Acceptance and Commitment Therapy (ACT), and Compassion-Focused Therapy are other effective therapeutic methods in the field of psychology (Linehan & Wilks, 2015; Segal et al., 2002). 

Mindfulness practices have benefits such as coping with stressful situations in a healthier way, increasing emotional balance, reducing emotional reactivity, alleviating symptoms of depression, anxiety, and other mental health problems, increasing 
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functionality and productivity by increasing attention and focus, promoting personal development by increasing self-awareness, improving overall quality of life, learning to communicate more healthily in relationships, and understanding the meaning of life more deeply. Regular exercise can help people feel better and cope with life challenges more flexibly (Shapiro et al., 1998; Segal et al., 2002; Roemer 

et al., 2008; Williams & Penman, 2015). 

Recently, the effects of Mindfulness-Based Therapies on psychological health and quality of life have been examined, especially in individuals with various physical disorders, such as cancer, as well as those with psychological disorders. In many studies, Mindfulness-Based Therapies have been found to be more effective in control groups than in experimental groups. In addition, it has been found that these interventions positively affect cancer patients’ pain, fatigue, sleep, and somatic symptom levels; reduce psychological distress such as depression, anxiety, anger, and stress; lead to positive changes similar to posttraumatic growth; and improve their quality of life (Praissman, 2008; Carlson, 2012; Yastibaş & Dirik, 2018). 

  Mindfulness-Based Stress Reduction (MBSR) Program

MBSR is a program to reduce stress through group sessions using the methods and teachings of meditation (Baer, 2003). MBSR is a group program developed by Jon Kabat-Zinn in the 1970s to treat patients struggling with life’s challenges and physical and mental illnesses (Kabat-Zinn, 2013). A structured, multifaceted, and non-specific educational or psychoeducational intervention designed to improve 

participants’ mindfulness by focusing on this moment. There is evidence of its efficacy in a variety of medical conditions, such as chronic pain, recurrent depression or persistent symptoms, stress in general, and various anxiety disorders, as well as cancer, refractory epilepsy, psoriasis, and HIV patients (Bertolín Guillén, 2015). 

Although it was originally designed to help hospitalized patients manage stress, it has been used to treat a variety of illnesses, such as depression, anxiety, chronic pain, cancer, diabetes, hypertension, and skin diseases. Since then, it has been used effectively by many people from all walks of life. Numerous scientific studies have proven the effectiveness of this program by showing a reduction in physical and psychological symptoms, more effective coping with stressful situations, increased ability to relax, increased self-confidence and acceptance, and greater enjoyment 

and vitality (Kabat-Zinn, 1990; Baer, 2003). 

In studies where a Mindfulness-Based Stress Reduction program was applied, it was found that it helped reduce anxiety, depression, focus, chronic complaints, stress, and heart-related disorders. However, several studies have investigated the effects of MBSR in patients with cancer. According to the results of the research, it was concluded that MBSR practices help cancer patients cope with stress, reduce the effects of stress, positively affect psychological wellbeing, contribute to the alleviation of symptoms such as pain, fatigue, and nausea, and improve the physical, emotional, and social dimensions of quality of life (Speca et al., 2006; Ledesma & Kumano, 2009; Zainal et al., 2013; Zhang et al., 2019). 

170

S. Eryürek

  Mindfulness-Based Stress Reduction Therapy for Patients 

 with Cancer

The Mindfulness-Based Stress Reduction program is an 8-week process conducted in 90 min per week. MBSR for patients with cancer can be customized to suit their specific needs and physical condition. For example, focused meditation can help with pain management or stress coping strategies (Kabat-Zinn, 2003; Niazi & Niazi, 

2011; Creswell, 2017; Khoury et al., 2015). 

1.  Participation in Group Sessions: Patients with cancer can participate in MBSR 

group sessions organized at a health center or the psychosocial support unit of a hospital. These sessions are usually organized weekly and can last about 

810 weeks. 

2.  Training and Guidance: At the beginning of the MBSR program, participants are informed about its purpose and principles. The trainer explains to the participants what mindfulness practice is, how it is practiced, and how it can be integrated into their daily lives. 

3.  Mindfulness Exercises: In group sessions, participants are taught various mindfulness exercises. These can include breathing awareness, body scanning, meditation, and yoga. These exercises help participants recognize and accept their moment-to-moment experiences. 

•  Breath Awareness: It involves deep and conscious breathing in and out, with focus on the breath. The primary goal of this approach is to focus on living in this moment and calm the mind by focusing on breathing. The simplest relaxation practice is breathing exercises. Practice: It is enough to be in a comfortable position with your eyes closed (or looking at a fixed point). In 3 s, you can inhale through the nose, hold for about 4 s, and then exhale slowly in 6 s. 

•  Body Scanning: This involves being aware of your body and observation of bodily sensations. For example, during a body awareness exercise, you can 

try to feel contact between the soles of your feet and the ground or observe the sensations of tension and relaxation in different parts of your body. 

Application: Place yourself on your back with legs apart and arms out-

stretched to the sides. First, focus on the rise and fall of the abdomen as you breathe in and out. Then focus on your right toes, sole of your right foot, left calf, knee, abdomen, chest, shoulder, fingers of your right hand, back and top of your head, chin, lips. Separately for 12 minutes. Imagine how your inbreath and outbreath slip through each part of your focus. 

•  Emotional Awareness: It involves paying attention to your emotions and 

objectively observing them. Emotional awareness exercises that identify, 

accept, and manage emotions and reactions. 

•  Mental Awareness: It involves focusing on mental processes. These exercises involve observing mental contents (thoughts, beliefs, worries) and trying to recognize the “observer self,” which is not related to these contents but is only a spectator. 
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•  Moving Practices, such as Walking and Yoga: Mindfulness exercises are not limited to sitting. They can also include moving exercises. For example, 

focusing on nature while hiking or being aware of one’s body and breath 

while practicing yoga can also be included in mindfulness practices. Practice: You can carefully observe the sensations in your body, which muscles are 

working, and how your right and left feet move. Then, as you walk, you can 

pay attention to the sounds coming from the environment. 

•  Home Practice: Each week, the participants were given homework to practice at home. These assignments help students integrate exercises into their daily lives. For example, practices such as deep breathing for a few minutes a day or taking a mental break can be suggested. 

•  Group Discussions and Support: In group sessions, participants can share their experiences, ask questions, and discuss challenges. Other participants and the trainer can support each other to provide support and share their 

experiences. 

4.  Progress Monitoring: In the following weeks of the program, feedback is provided to monitor the participants’ experiences and assess progress. In this process, participants are encouraged to observe their feelings and how the 

practices impact their lives. 

5.  Final Evaluation and Implementation: At the end of the program, participants can evaluate the effects of MBSR. Trainers can recommend continuing exercise and making lasting changes in their lives. 

In this way, patients with cancer can learn to cope with stress, increase their emotional wellbeing, and enhance their standard of living through the MBSR 

program. 

 Mindfulness-Based Cognitive Therapy (MBCT)

MBCT combines mindfulness practices and elements of cognitive behavioral therapy to help individuals develop greater awareness and accept their feelings, thoughts, and experiences to improve resilience and prevent the relapse of depression and anxiety. Cognitive therapy is a type of therapy called cognitive restructuring, which involves identifying dysfunctional thoughts and learning how to choose different thoughts. MBCT includes this cognitive restructuring technique, as well as mindfulness meditation and other mindfulness practices. MBCT builds on the principles of cognitive therapy and uses techniques such as mindfulness meditation to teach people to consciously pay attention to their thoughts and feelings without making any judgments (Teasdale et al., 1995; Eisendrath et al., 2008; Segal et al., 2018). The 

effectiveness of MBCT was initially tested in patients with depression. After the program achieved positive results in the field of depression, it was tested in different groups, and positive results were evident in complaints such as depression, obsessive- compulsive disorder (OCD), somatic symptoms, and anxiety (Mason & 
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Hargreaves, 2001; Hick & Chan, 2010; MacKenzie & Kocovski, 2016). MBCT uses a combination of mindfulness meditation, cognitive restructuring, and psychoeducation to help individuals recognize unhelpful thought patterns, change these thoughts, increase self-compassion, and develop an accepting mindset focused on the present moment. The program consists of sessions, usually for 8 weeks, once a week for 90 minutes, and the program is accompanied by guided meditations so that participants can reinforce the skills acquired during the course by repeating them at home. Each session is organized in such a way that after the sessions have taken place, participants are asked to make observations about that day and discuss how to adapt the practices they have learned to their daily lives (Teasdale et al., 1995; Kuyken et al., 2010). 

  Application of Mindfulness-Based Cognitive Therapy in Patients 

 with Cancer

MBCT is usually applied to patients with cancer under the guidance of a professional therapist or trainer. Here are a few steps on how MBCT can be applied to cancer patients:

1. Professional Guidance: MBCT is organized by a therapist, psychologist, or trainer who creates a program tailored to the patient’s needs and condition. 

2.  Mindfulness Exercises: One of the key components of MBCT is mindfulness exercises that allow individuals to focus on their immediate experiences. These exercises often include techniques such as breath-focused meditation, body 

awareness exercises, and emotional awareness practice. Patients with cancer can be taught such exercises, especially to help them cope with pain, stress, and anxiety. 

3.  Cognitive Work: MBCT focuses on recognizing and changing negative thoughts. 

Patients with cancer can be helped identify their negative thoughts about the disease and replace them with healthier and more positive thoughts. This process can strengthen the patient’s coping strategies and has a positive impact on their emotional wellbeing. 

4.  Group Support: MBCT for patients with cancer can take the form of individual therapy sessions or group therapy. Group therapy can encourage the sharing of experiences with others coping with cancer in a supportive environment and 

enable patients to learn from each other. 

5.  Practice and Homework: For effective MBCT, patients should practice and do certain homework tasks in between therapy sessions. This approach helps participants integrate mindfulness practice into their daily lives and strengthens the skills provided by the therapy. 

6.  Resilience: The physical and emotional needs of cancer patients can change. 

Therefore, flexibility is important for the implementation of MBCT.  The 
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therapist can adapt the program to fit the patient’s needs and limitations and provide support according to specific situations (Kingston et al., 2007; Bartley, 

2011; Batink et al., 2013; Segal et al., 2018). 

  Basic Mindfulness Skills

The key point of mindfulness therapies is not to change disturbing experiences, but to notice them fully and carefully. The logic of mindfulness practice is simple, but putting it into practice may require intensive practice and changing some attitudes (Ameli, 2016; Kabat-Zinn, 2003). In this context, Kabat-Zinn (1990) emphasized 

the importance of adopting certain attitudes to develop mindfulness skills. To integrate mindfulness into daily life from a mindfulness perspective, it is important to develop the skills of nonjudgment, focusing on the present, distancing, letting go, 

and acceptance (Kabat-Zinn, 1990; Aktepe & Tolan, 2020). 

•  Lack of Judgment: Nonjudgment is a fundamental element of Mindfulness- 

Based Therapies. Questioning and evaluating action as “Why did I do that?” 

tends to be biased and may involve judgmental perspectives. Focusing on the present can be shaped by accepting this moment as is. Mindfulness exercises reduce judgment to understand life, encouraging people to stop judging and 

accept their experiences as they are (Demir, 2017). Judging can negatively affect people’s emotional states. By developing the skill of nonjudgment, negative emotions can be reduced. This is because the root of these negative emotions is not the experiences themselves but the attachment determined by judgments 

attributed to the experiences. Mindfulness is the ability to look at oneself and one’s environment without being critical, labeled, or judged. This ability includes self-compassion (Roemer et al., 2008). Not judging does not mean not criticizing experiences or accepting them completely. What is important is to recognize one’s attitude and perception of the world, regardless of all experiences, whether positive or negative. This involves considering how past experiences and future concerns can affect present experiences. By possessing this skill, the momentary thoughts that pass through the mind can be recognized, and the capacity to cope with negative emotions can be increased (Aktepe & Tolan, 2020; Atalay, 2019). 

•  Trust: This ability enables the successful management of unexpected and sudden situations, for example, in an anger moment, by triggering a sense of confidence rather than unease. The person recognizes that even if he or she makes a mistake, the decision made by his or her own volition is more effective than the influence of others. Through mindfulness exercises, individuals develop self-listening and confidence-building traits and reflect these traits to their environment by trusting others and considering their positive qualities. In other words, individuals having a say in their decisions helps them gain more experience from their experiences, even when they are wrong (Kabat-Zinn, 1990; Raingruber, 2007; Ninivaggi, 

2019; Aktepe & Tolan, 2020). 
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•  Focusing on the Now: Past difficulties or future worries can occupy the human mind too much, preventing the present from being fully experienced. Mindfulness is constantly present in the present (Atalay, 2019). Remembering past experiences and future concerns can negatively affect mood (Soysal et  al., 2005). 

Research has shown that focusing on the present reduces the weight of the past and future and is beneficial for mental problems. For example, individuals suffering from depression may often be preoccupied with negative thoughts. An individual suffering from anxiety or panic attacks may experience a sudden feeling of uneasiness. Likewise, a person suffering from stress or phobias may be mentally preoccupied and may not be aware of this moment. These can unintentionally affect mental health negatively (Ögel, 2012). 

•  Distancing: Mindfulness practices help people approach their thoughts and feelings from an objective perspective. When people do not distance themselves 

from their thoughts, they may believe that their thoughts reflect reality. However, these thoughts were influenced by the emotional state of the person. Intense emotions such as extreme sadness, anger, and fear can lead to psychological problems. With mindfulness, one gains the capacity to notice one’s mental and emotional states without becoming caught up in them. With mindfulness, individuals become aware of the flow of their thoughts and emotions. Thanks to the ability to distance oneself, one realizes that the thoughts passing through one’s mind are just thoughts, and these thoughts are not one’s own. In this way, individuals can put distance between their thoughts, emotions, and them 

(Demir, 2014). 

•  Release: The mind can generate thoughts of fear and anxiety. These thoughts can arise suddenly and develop into concrete thoughts of fear and anxiety. Frequent repetition of these thoughts can distort the perception of reality and affect one’s mental health. Because of these repetitions, individuals may feel sad, anxious, unhappy, or angry. Mindfulness can help individuals break out of this cycle and direct one’s reactions in a healthier way. Many psychological problems, such as depression, obsessive-compulsive disorder, and anxiety, are associated with attempts to avoid or suppress disturbing thoughts and feelings. Mindfulness enhances the ability to develop a healthier response to these disturbing feelings and thoughts rather than reacting to them (Demir, 2014; Ögel, 2012). The mind can become a parade ground for many evaluations, expectations, and prejudices. 

It is important to recognize these thoughts and focus on this moment. In this way, the process of allowing can be developed (Ameli, 2016). Allowing things does not mean rejecting them or avoiding them. Instead, it is important to understand how attachment relates to past experiences or expectations of the future and focus on current experiences (Atalay, 2019). 

•  Acceptance: Acceptance is defined as saying yes to aspects of oneself that one wants to hide or destroy internally (Atalay, 2019). Acceptance developed through mindfulness practice can be characterized as a challenging but vital skill. The acceptance skill acquired through mindfulness enabled the individual to cope with thoughts and emotions more effectively. In this way, individuals confront uncomfortable feelings and thoughts and do not try to suppress or avoid them 
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(Demir, 2017). Ignoring, suppressing, or trying to eliminate an event can lead to more suffering in the long run (Kabat-Zinn, 2009). Looking at positive and negative experiences from an equal distance means accepting failures as we accept successes (Atalay, 2019). It is important to see and recognize experiences in their natural state without categorizing or interpreting them. At this point, acceptance is based on nonjudgment. We are likely to encounter difficulties throughout our lives. However, attempting to eliminate these difficulties can lead to psychological problems (Demir, 2017). Therefore, accepting thoughts, feelings, and experiences can increase functionality and help people cope with stress more effectively (Kabat-Zinn, 1990). In this context, acceptance allows us to cope with stress using a more functional strategy. 

Many psychological difficulties can be associated with thoughts and feelings that individuals find difficult to accept. External factors, such as physical ailments, financial difficulties, work-related problems, and family problems, can also be sources of stress that are difficult to accept. Acceptance is the ability to accept and be at peace with unpleasant situations, people, events, thoughts, and feelings. 

Acceptance skills can be developed through mindfulness exercises and techniques (Demir, 2014; Ögel, 2012). 

  Dialectical Behavior Therapy (DBT)

The foundation of DBT lies in the skillful combination of acceptance and change strategies. Dialectical therapy supports clients’ acceptance and change through basic skills training and individual therapy. This therapy was developed for emotional dysregulation and borderline personality disorder. It has several components, such as better managing emotions by increasing self-awareness and improving relationships between individuals and others. However, it is a term derived from the word “dialegein,” which means dialectical communication or nonmonologic conversation. In fact, if analyzed in detail, it is not just a therapy method. This method can also be characterized by individual perspective and worldview. The DBT 

approach assumes that each phenomenon affecting life is related to each other from a holistic perspective. Marsha Linehan developed this therapy method based on her experiences (Linehan et al., 2007). Self-awareness is the most fundamental skill on which this therapy is built. This implies that the individual recognizes, monitors, and accepts the emotions that are occurring or felt at that moment without judging or suppressing them (Linehan et al., 2007). Because of these features, mindfulness 

is among the most important skills and methods used in this therapy (Gülgez & Gündüz, 2015). 

This therapy consists of four parts:

•  Individual Therapy

•  Skills Training

•  Phone Calls

•  Meetings with the Consultation Team (Sargın, 2015)
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A study conducted by Verhaul and his research teams showed that DBT can alleviate women’s self-abusive and impulsive behaviors in female patients with borderline diagnoses compared with the control group. 

  Dialectical Behavioral Therapy in Patients with Cancer

The skill of Dialectical Behavioral Therapy is an empirically proven treatment modality in many patient populations. Dialectical behavioral therapy is often used to manage emotional dysregulation, stress, and mental distress in patients with cancer. For individuals diagnosed with cancer, this therapy can provide emotional and spiritual support in addition to medical treatment (Cogwell Anderson et al., 2013). 

Some important points about the application of dialectical therapy in patients with cancer include the following:

•  Emotional Balance and Acceptance: A cancer diagnosis can often disrupt an individual’s emotional balance. Dialectical Behavioral Therapy teaches individuals to accept their emotions and deal with them in a healthier manner. Therapists can help patients understand and accept the emotions they are experiencing as they cope with their cancer diagnosis. 

•  Stress and Anxiety Management: A cancer diagnosis is often associated with stress, anxiety, and fear. Dialectical Behavioral Therapy teaches stress management skills and can help individuals reduce anxiety levels. The patient is taught strategies to cope with stress and techniques to reduce anxiety. Physical exercise, healthy eating, regular sleep, and rest, communication with people, maintaining social ties, focusing on the present moment rather than the past or the future, trying to enjoy the moment, and learning to relax are some of the methods that can be used to cope with stress. 

•  Emotional Regulation: Cancer patients may experience emotional ups and downs during the treatment process. Dialectical Behavioral Therapy strengthens emotional regulation skills. It helps patients recognize their emotional reactions, express their feelings, and achieve emotional balance. 

•  Interpersonal Skills: A cancer diagnosis can also affect social relationships. 

Dialectical Behavioral Therapy develops healthy communication, boundary setting, and relationship-building skills. Therapists help patients communicate effectively with family members, friends, and health professionals. 

•  Values and the Search for Meaning: A person diagnosed with cancer may have deep thoughts about the meaning of life and values. Dialectical Behavioral 

Therapy helps patients identify and act on their values and purpose in life. 

Dialectical Behavioral Therapy for patients with cancer should be customized to address the patient’s specific needs and the therapist’s expertise. It is important to understand the patient’s emotional and spiritual needs and provide appropriate support and guidance. Therefore, it is important to determine an appropriate therapy plan in consultation with a health professional (Anderson et  al., 2013; Cogwell Anderson et al., 2013; Sargın, 2015). 
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  Acceptance and Commitment Therapy (ACT)

This is a cognitive behavioral therapy that incorporates awareness and acceptance-based approaches at the level of consciousness and is commonly referred to as the third Wave (Yavuz, 2015). The targeted outcome of this therapy is to ensure a holistic transformation of the feelings or thoughts that force a person to leave them in a difficult situation and reduce their quality of life. Exactly for this reason, the patient cannot escape from his/her thoughts and feelings during therapy. This therapy enables individuals struggling with these symptoms to reshape and change their relationship with relevant experiences and enhance their wellbeing in line with values that focus on staying in the moment. This therapy also uses the concept of psychological rigidity. This concept can be examined under six headings: cognitive merging, avoidance of experience, focus on the past or future regardless of the past or future, distancing from values, self-dependent distancing, and avoidance or impulsivity (Harris, 2009). Studies have suggested that obsessive-compulsive disorder, social image anxiety, anxiety disorders, and depressive symptoms provide negative momentum (Twohig et al., 2006; Sharp, 2012; Dursun & Akkaya, 2022). 

  Acceptance and Commitment Therapy for Patients with Cancer

This therapeutic approach encourages patients to be emotionally and mentally resilient when coping with their cancer diagnosis and treatment. This therapy helps patients identify, accept, and act toward their life values. Here are some steps to implement Acceptance and Commitment Therapy in patients with cancer:

1.  Acceptance: The first step is for the patient to accept the feelings and thoughts associated with the cancer diagnosis. Therapists help patients express their feelings, listen, and accept them without judgment. He/she supports the patient in facing negative thoughts and feelings related to the cancer diagnosis and accepting them instead of rejecting them. 

2.  Defining Values: The patient is encouraged to identify his/her life values. The therapist helps the patient explore his/her values, identify their importance, and understand how important these values are in the patient’s life. 

3.  Action: The patient is encouraged to take action in line with the identified values. 

Therapists help patients set goals and plan steps to achieve these goals to increase motivation. 

4.  Mindfulness: The ACT encourages patients to pay attention to their immediate experiences and develop an open, accepting attitude toward such experiences. 

The therapist helps the patient strengthen their mindfulness skills and becomes more aware of coping with stress and emotional regulation. 

5. Acceptance and Determination: The patient is encouraged to accept the 

inevitable difficulties of life and maintain the determination to act in accordance 
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with his/her values. Therapists help patients accept their difficult circumstances while simultaneously increasing their motivation to preserve the meaning and value of life. 

Acceptance and Commitment Therapy for patients with cancer is based on 

understanding the patient’s emotional and spiritual needs and providing appropriate support and guidance. This therapy should be customized to address the patient’s specific needs and the therapist’s expertise. Therefore, it is important to determine an appropriate therapy plan in consultation with a health professional (Yavuz, 2015; Feros et al., 2013; Arch & Mitchell, 2016). 

  Compassion-Focused  Therapy

This therapy was designed by Paul Gilbert and his research group to increase individual compassion toward themselves. The aim of this therapy is to create a sense of sincerity in individuals and to improve their emotional reactions to themselves. 

First, it was applied in the process of struggling with stress. This therapy model states that the problems experienced by individuals are primarily due to a lack of compassion for themselves (Gilbert, 2010). In some studies in the literature, the 

validity of this method has been tested in patients diagnosed with psychosis, and as a result of these studies, it was observed that depression, shame, and feelings of marginalization decreased among the participants who participated in the experiment (Braehler et al., 2013). In another study, it was reported to be a promising therapy for depression and anxiety in individuals with stress disorders (Beaumont et  al., 2012). This therapy emphasizes acceptance and values-based action. 

Accepting emotions leads to the development of issues such as flexibility and focus on momentary experiences. 

  Compassion-Focused Therapy for Patients with Cancer

Compassion-Focused Therapy improves individuals’ ability to show compassion to themselves and others. The application of this therapy in patients with cancer aims to increase their emotional health and enhance their overall wellbeing by coping with their cancer diagnosis. Here are some steps to apply Compassion-Focused Therapy to patients with cancer. 

1.  Empathy and Immunization: The therapist supports patients with cancer emotionally and tries to understand their experiences. Understanding and empathizing with the patient’s difficulties form the basis of the therapeutic relationship. 

This empathic relationship helps patients develop more compassion for 

themselves. 
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2. Compassion Exercises: The therapist will lead the patient through self- 

compassion exercises. These exercises encourage patients to develop a self- 

compassionate and compassionate attitude. They help patients see themselves in an accepting and compassionate way rather than critically. 

•  Forgive Yourself: Forgive yourself before criticizing yourself. Accept the mistakes you have made and learn from them. You can use phrases like “Everyone can make mistakes, I am human, and I am learning” to forgive yourself. 

•  Recalling Positive Memories: Recall memories that make you feel strong and successful. Thinking about past achievements and positive experiences can 

boost confidence. 

•  Recognizing and Meeting Your Own Needs: Recognizing and meeting your 

emotional, physical, and mental needs. 

•  Saying Nice Things to Yourself: The mind accepts the words that come out of our mouths as they are. Before going to bed at night, talk to yourself with love and affection, just as you would talk to a child. You can talk about how beautiful or smart you are. 

3.  Positive Self-Construction: The therapist works to strengthen the patient’s positive self-perception. It helps patients to accept themselves in a loving way and to feel valued. This is an important step in overcoming the negative feelings associated with a cancer diagnosis. 

4. Compassion in Interpersonal Relationships: The therapist helps the patient develop a compassionate attitude toward relationships with others. They encourage patients to communicate with family members, friends, and health professionals with empathy and understanding. 

Compassion-Focused Therapy offers a holistic approach to improving the emo-

tional wellbeing of patients with cancer. However, therapy should be individualized, as each individual’s needs differ. Therefore, it is important to determine an appropriate therapy plan in consultation with a health professional (Gilbert, 2010; Beaumont 

et al., 2012). 

  Case  Examples

In this randomized clinical trial investigating the efficacy of Mindfulness-Based Cognitive Therapy and Cognitive Behavioral Therapy in anxiety, depression, and fatigue in patients with cancer, 8-week treatment sessions were administered in a cohort of 60 patients. All participants completed the Beck Anxiety Inventory, Beck Depression Inventory, and Cancer-Related Fatigue Scale before and after the intervention. According to the results, there was a significant decrease in depression, anxiety, and fatigue scores in the mindfulness-based cognitive therapy groups (Sheikhzadeh et al., 2021). 
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Another systematic review investigating the effects of Mindfulness-Based 

Therapy for patients with cancer examined the evidence on the effects of 

Mindfulness-Based Stress Reduction (MBSR) and Mindfulness-Based Cognitive 

Therapy (MBCT) on quality of life, pain, fatigue, anxiety, and depression in these patients. In this meta-analysis, which included 18 randomized controlled trials, the MBSR/MBCT intervention had a significant effect on quality of life. It was concluded that the MBSR/MBCT interventions had a positive effect on anxiety in patients with early cancer, were effective in alleviating pain within 4 weeks after the end of the intervention, and were effective in alleviating fatigue in young participants. Moreover, they had short-term effects, especially in young patients and in those with early cancer stages (Lin et al., 2022). 

In this study investigating the effectiveness of Dialectical Behavior Therapy in reducing distress and increasing life expectancy in patients with breast cancer, 30 

women with breast cancer were randomly divided into experimental and control groups. The experimental group received 10 sessions of Dialectical Behavior Therapy, each lasting 90 min. Participants answered the Kessler Distress Scale and Snyder Hope Questionnaire before and after the study. The results of the analysis showed that Dialectical Behavior Therapy was effective in reducing the distress of patients with cancer and increasing their life expectancy. It has been stated that this approach can be used safely for treating disease-related stress, and the hope of recovery was increased in these patients (Faraji, 2015). 

In an analysis of 13 articles reporting on 537 cancer survivors with various types of cancer, Acceptance and Commitment Therapy, a Mindfulness-Based Therapy, 

significantly reduced anxiety, depression, and fear of cancer recurrence and improved psychological resilience and quality of life (Mathew et al., 2021). 

A study involving 771 patients with cancer from 2015 to 2021 examined the 

effectiveness of Compassion-Focused Therapy. Participants, mostly women with breast cancer, received approximately 30  minutes of constructive compassion-focused interventions in 4-to-12-week sessions. In this meta-analysis that included 10 studies, Compassion-Focused Therapy was found to have a significant effect on reducing depression and increasing self-compassion in patients with cancer (Fan 

et al., 2023). 

Mindfulness-Based Therapies can be used in addition to psychotherapy or independently for stress management, emotional balance, and overall wellbeing. 

Mindfulness-Based Therapies may be used as supportive or complementary treatments for patients with cancer. Patients diagnosed with cancer may face physical, emotional, and mental challenges during treatment. These challenges may include stress, anxiety, depression, pain, and sleep difficulties. In this process, MindfulnessBased Therapies are predicted to be very useful for patients with cancer in the following situations (Bartley, 2011; Compen et al., 2017; Foley et al., 2010):

1. Reducing Stress: Stress can affect cancer patients’ response to treatment. 

Mindfulness exercises can reduce stress and help the patient experience a better mood and a better quality of life. 

2. Pain Management: Mindfulness exercises can reduce pain and alleviate its symptoms. This treatment can help manage pain during or after cancer treatment. 

9  Mindfulness-Based Interventions in Cancer

181



3. Emotional Balance: A cancer diagnosis can be emotionally challenging. 

Mindfulness- Based Therapies exercises can improve emotional balance and help patients better cope with emotional challenges. 

4.  Supporting the Healing Process: Mindfulness-Based Therapies can support the patient’s healing process and improve their feelings. This is important for promoting a positive mental state and improving overall health. 

Mindfulness-Based Therapies are usually supervised by a specialist and can take the form of individual or group sessions. Patients undergoing cancer treatment can talk to their doctor to determine whether these therapies are appropriate for their condition. These therapies can play a supportive role during and after cancer treatment and can improve patients’ overall wellbeing. However, it is not appropriate to neglect primary therapies, given that they can complement or, in some cases, replace cancer treatment. It should be remembered that each patient is different, and the therapy plan should be customized according to individual needs. 
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Emotion has long been regarded as a cornerstone of psychology and psychotherapy and has been characterized as a complex phenomenon (Greenberg & Johnson, 

2014). Emotions constitute an important basis for human behavior. In this respect, emotion in its simplest form can be explained using the expression “tendency to action” (Lange & Pauli, 2019). Accordingly, a person experiences emotions through interactions with their environment. Emotion creates a connection between the individual and the environment through experiences related to people or objects. 

Emotions, which enable participation in social life, are also expressed as an important element for a person’s relationship-building skills (Aslan, 2020). In this regard, Greenberg and Johnson (2014) stated that emotions are also affected by social life. 
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There are two definitions of emotions: biological and social. Although emotions that develop in response to a situation are defined as “biological emotions,” emotions that are influenced by learning and culture are defined as “social emotions.” 

For example, emotions such as pride and envy are social emotions. Emotions such as sadness and anger, on the other hand, are biological emotions in response to situations such as loss and violation (Greenberg & Johnson, 2014). 

Emotions are like a guide to taking steps by telling the person what they need in every process (Aslan, 2020). Emotions are also seen as an important element of 

being an individual and adapting to society (Mesquita & Leu, 2007). In evolutionary theory, emotions have an important effect on both the adaptation of an organism to the environment and its continuation of life (Elliott & Greenberg, 2007). In this context, people can focus more on negative than positive emotions in their struggles, especially for survival. According to this view, people try to survive by using emotions such as anxiety, grief, and anger. In addition, the emotional reactions of people in the face of challenging situations in daily life can sometimes provide a solution to the problems they experience; sometimes, it can lead to an increase in problems and the development of new problems (Özen et al., 2010). 

  Emotion-Focused  Therapy

Developed by Leslie Greenberg and Sue Johnson, emotion-focused therapy (EFT) provides the acceptance of the existence and universality of emotions. According to the emotion-focused approach, emotional experiences play an extremely decisive role in the development of individual personality structures (Prochaska & Norcross, 

2018). A person has the opportunity to develop positive emotions because of the emotions that they are aware of (Aslan, 2020). 

In the emotion-focused therapy approach, the effect of the amygdala on emo-

tional problems is emphasized. The research conducted in this regard also reveals this (Greenberg, 2004). In previous studies, LeDoux (1998) stated that the emo-

tional processes of living beings are managed by the limbic area and drew attention to pathways that create emotion. The first pathway is the upper pathway. In the upper pathway, the conscious reaction of the individual is delivered to the neocortex via the analysis of stimuli by the thalamus. In the second pathway (the lower pathway), the information from the stimuli reaches the amygdala directly from the thalamus, and the information does not undergo cortical processing. As a result, the organism cannot identify the stimulus, and the response is automatic. In this way, the survival of a person is ensured (Kemer & Dost, 2020). According to EFT, emotional problems can occur when behaviors develop without conscious processing of the stimulus (Greenberg, 2002). Because of these views, EFT reorganized emotional neuroscience with modern emotion theory and introduced a nonhumanistic approach to therapy (Gülden & Karaaziz, 2023). In our age, psychotherapeutic approaches have begun to advance the concept of emotion by integrating the knowledge gained from physiological psychology and other fields (Greenberg et al., 2019). 
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Greenberg stated that when emotional transformation occurs, the relationship between emotion and cognition also changes, and these changes are intertwined. At the same time, the expression of emotional experiences is considered an important trigger for changes in thoughts (Greenberg & Paivio, 2003). In the counseling process using emotion-focused therapy, emotional intelligence is focused on by taking these views into consideration, and it is aimed at increasing individuals’ ability to solve problems by enabling them to experience their emotions. Because of this aim, even the smallest detail in a person’s verbal and nonverbal expressions in psychotherapy is considered important. Greenberg stated that the counselor can focus the client on a direction that the client cannot see. In this regard, individuals must be enabled to reveal their emotional needs (Aslan, 2019). 

  Types  of Emotions

When working with emotions in the process of developing therapeutic change, it is first necessary to categorize them. In the emotion-focused therapy approach, emotions are divided into three classes: primary, secondary, and instrumental. 

Primary emotions include the most important reactions people demonstrate in encounters. It is stated that these emotions define a person and form their main reactions (Greenberg & Goldman, 2008). In the therapeutic process, it is aimed to develop awareness of these emotions. 

Primary emotions are categorized as adaptive or maladaptive. Primary adaptive emotions are life-preserving emotions that enable survival, such as sadness despite loss or fear despite danger. In primary maladaptive emotions, the emotional state becomes destructive. These emotions weaken the person and cause discomfort 

when felt. These maladaptive emotions developed especially because of past life learning. For example, maladaptive emotions include not feeling worthy of being loved or feeling worthless are among the maladaptive emotions (Greenberg, 2004). 

It can be seen that many maladaptive emotions stem from past hurts. Emotions arising from an unfinished business, especially against people important to the person, repeat themselves in life and manifest themselves in a stereotyped structure. It is stated that these emotions develop suddenly and take away the control of the individual; it is also stated that they persist even in the absence of stimuli (Pascual-Leone et al., 2013). 

On the other hand, maladaptive emotions cause individuals to feel bad, so much so that they perceive themselves as in a dilemma and become hopeless. In this context, Greenberg considered the feeling of loneliness as an example. He stated that the real reason for this feeling was that he felt worthless or abandoned. 

In the emotion-focused therapy approach, it is argued that emotions are adaptive but can become maladaptive if they are not symbolized in the first years of life. 

Primary emotions can be adaptive and provide accurate information. These emotions may have developed in response to past trauma. They can also develop due to attachment problems (Greenberg et al., 2019). Emotions such as hopelessness and 
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worthlessness that render a person powerless are maladaptive emotions (Vrana & Greenberg, 2018). 

Psychotherapy regulates and transforms maladaptive emotions experienced by 

individuals. In order to reach the individual’s primary emotional states and related cognitive processes, secondary emotions must first be addressed and regulated. 

Most people who are currently applying for psychotherapy talk about their secondary emotions in the first place. These secondary emotions emerge as defense reactions developed against the primary emotions. Secondary emotions are emotions that people often report as distressing and want to get rid of. These emotions are actually considered reactions to their own feelings rather than reactions to an event (Greenberg & Watson, 2006). In the emergence of secondary emotions, an individual’s need for self-protection is more evident; usually these emotions function to cover primary emotions. In this respect, they have developed more defense equipment in this regard. For example, anger can be a primary response to violence, but it can also be a secondary emotion when there is hurt and fear underneath (Greenberg 

& Johnson, 2014). As is understood, evaluation occurs according to the given situation and context. In such cases, the basic primary emotion underlying a secondary emotion is considered (Yıldız & Erdem, 2020). 

Another type of emotion is instrumental emotion. These emotions are known as emotions that serve a specific purpose. They are often manipulative. These emotions are often encountered in somatic pictures (Greenberg et al., 2019). 

  Emotion  Regulation

Greenberg (2004) stated that the emotions one feels are the main determinants of 

the self and emphasized the importance of emotions in self-regulation. Emotion control is defined as individuals’ efforts to keep their emotions under control. 

Failure to reveal the emotion experienced leads to stress in the person; at the same time, this situation is also considered a variable related to health problems (Kahraman Erkuş & Çolak, 2021). 

To regulate the intense emotions that one experiences, one must first accept the existence of such emotions. In addition, it is possible to distance oneself from that emotion when needed; however, one should understand the message contained in the emotion (Greenberg, 2002). Emotional awareness is considered a determinant 

of psychological needs (Dizen et al., 2005). 

In the literature, Çelik and Aydoğdu (2018) stated that the main goal of EFT is to strengthen the self and develop new meanings by regulating emotions. In EFT, the client should be an active agent who makes sense of it, works on it, and organizes it, rather than a passive recipient of the emotion (Greenberg et al., 2019). 

The EFT uses emotional intelligence as a guide for self-regulation and emotional control in this process (Greenberg, 2004). For people’s lives to become more functional, it is important for them to be aware of their emotions, accept them, and realize emotional transformation by using their emotions (Kemer & Dost, 2020). 
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Having cognitive control over emotions, accepting emotions, and coping with issues that challenge one in life healthily. By developing healthy cognitive control over one’s emotions, a person reaches a state of emotional acceptance, thus giving up the behavior of hanging on to negative experiences (Öksüz, 2012). 

At this point, three important stages are passed through. The first stage, in which the counseling process proceeds along three basic lines, is the first stage of attachment and awareness. The second process is the process of recollection and discovery. The third stage is the transformation and alternative creation stage, which involves creating alternatives for the person to create new emotions and meanings (Greenberg & Watson, 2006). 

In the first phase, the therapist attempts to understand the individual’s emotions and self-perception; of course, an empathic approach is extremely important at this point. The first phase enables the person to gain awareness of their emotions. Efforts are made to transfer hidden emotions (Karakurt & Keiley, 2009). As of the first session, an atmosphere based on empathy should be developed to create a safe space where individuals can explore their emotions and explore new emotional experiences. Emotional experiences do not progress in a single direction; coping styles, positive and negative emotions, and sensitivities are developed against them. In this regard, people often experience their emotions without realizing them (Zautra, 2003). 

In the reminiscence and exploration phases, the individual was supported by a new emotional experience. In this emotional experience process, all the harmonious or disharmonious emotions felt by the individual are revived. The obstacles to the person’s emotions are removed, and the primary emotions and emotional schemas that disrupt harmony in the person are attempted to be accessed. In this process, of course, many emotions can be activated. In this context, some emotions may be experienced at a very intense level. In fact, the main goal of this approach is to access the deepest levels of the primary emotion (Greenberg, 2010). 

When the client’s primary emotions are accessed, their emotional, cognitive, and behavioral reactions are handled together, and alternative pathways are attempted. 

In other words, all emotions and reactions must be addressed in therapy to allow the individual to access new internal resources and create new meanings. According to Greenberg, as a person discovers new pathways in their emotional life, they become more integrated with their own self and gradually begin to develop new meanings. 

An emotion-focused therapist must ensure that new emotions are used as a force in this journey and reinforce the emotional changes experienced by the individual. 

It is necessary to mention the emotional schema as an important concept for this change. 

The emotional schema is defined as a concept that forms the basis of an individual’s emotional, behavioral, and cognitive self. These schemas include immediate emotional states, perceptions, and beliefs about needs. The schemas include emotional learnings shaped by the person’s past experiences and behavioral 

responses developed because of these emotional learnings. Emotional schemas can negatively affect individuals’ ability to react and interpret a situation (Işık & ErgünerTekinalp, 2013). 
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Emotion-focused therapy states that emotional schemas develop automatically, and in therapy, emotional schemas are tried to be understood and transformed step by step through both careful empathic listening and imaginative interventions. In this respect, the therapist should understand the basic emotional schemas of the person. Then, the person should be informed about the emotional schemas that are maladaptive. As the person’s emotional schemas expand in psychotherapy, he/she will see the impact of his/her emotional schemas on his/her reactions to events in life, and his/her behavioral patterns will develop step by step. 

In the emotional schema of a demonstrated behavior, the person’s interpretation of the emotional inputs comes in continuously, transforming and making sense of them (Smith & Greenberg, 2007). Greenberg states that schemas significantly affect thought and behavior; at the same time, the more life experiences a person has, the more emotional schemas they increase. When an emotional schema is addressed, the person is asked to visualize the sensations in their body, such as increased breathing rate or tension in the muscles, and to visualize what they are experiencing in their body at that moment, and attention is drawn to how the person struggles against the emotional experience or the actions to avoid it (Greenberg, 2010). 

In this process, the psychotherapist uses many steps, such as expressing and symbolizing the emotional experience of the person. The emotions, needs, expectations, and images that accompany these emotions are addressed one by one. In emotion-focused therapy, it is extremely important to reach the harmonious emotional power in the subjective world of the individual and support its development and change (Greenberg, 2010). There are, in particular, a few basic principles to realize emotional change. 

  Principles of Emotional Change

Emotions develop in a certain sequence. To process an emotion, one must recognize it and then experience and express it (Altunel et al., 2008). In the first step, the aim 

is to gain emotional awareness. Here, it is ensured that emotions are expressed and experienced. In the second step, emotional regulation is aimed. Then other steps are applied to reflect and transform emotions, and finally corrective emotional experiences are realized (Greenberg, 2010). 

In the first step of emotional awareness, individuals should define both their emotions and problems (Greenberg, 2007). Recognizing and expressing emotions is an important stage. Here, the ability to symbolize emotions in verbal and nonverbal forms is also an important tool for accessing harmonious emotions. As it can be understood, at the point of creating emotional awareness, it is necessary to reveal and experience emotions; it is necessary not only to express emotions but also to understand what emotions one experiences when they are expressed (Greenberg & Watson, 2006). In studies aimed at increasing emotional awareness, people are asked to create an emotion diary, and it is discussed which emotion attracts their attention and whether they remember the trigger (Gençoğlu & Yılmaz, 2013). 
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Therefore, the first step in this phase can be defined as not running away from emotions, understanding and accepting one’s emotional experiences, and gaining awareness in this direction. Accepting that emotion instead of avoiding it provides the person with the opportunity to direct the emotion positively. If the person accepts the emotion, he/she learns how to use it. The person starts to realize the emotional importance of their experiences (Greenberg, 2004). 

In relation to emotional regulation, this stage is defined as a conscious emotional experience in terms of how one experiences and expresses which emotions. This process cannot be carried out in the form of cognitive regulation; the individual needs to recognize their emotions, allow them to experience them, and reduce their sensitivity to negative emotions. In this process, efforts are made to develop many skills, such as relaxation and breathing exercises, to increase positive emotions (Greenberg, 2010). 

Emotional regulation aims to enable a person to cope with and react more effectively to emotional situations, which requires relaxation, exercise, and strength to overcome emotional intensity by being able to accept one’s emotions. Breathing exercises provide important improvements in overcoming emotional stress. What is planned here is that the person should be able to tolerate his/her emotions a little more and gain the ability to relax himself/herself (Greenberg, 2007). All emotional experiences in the psychotherapy environment are internalized by the individual, and the individual gains the ability to regulate their emotions automatically during the process (Greenberg, 2010). At the point of reflecting the emotion, what is intended to be conveyed is that the individual can express the emotion he/she experiences through symbols. In this way, a new process of interpretation develops, and the individual gains a new perspective on their emotions (Greenberg, 2010). The 

“narration technique” can be used for this purpose; a person can write their own life story. For example, the client may be asked to write in detail about an emotion they experienced in the past and an emotion they are experiencing now. As can be seen, it is important to let emotions go a little more freely in the reflection of emotions. It is especially necessary to reveal emotions that have not been expressed by the person (Greenberg, 2007). As emotions, needs, and thoughts develop, many parts of the self gradually merge. The person will see what he/she is saying to himself/herself in a way; he/she will hear the voice of his/her critical self and understand how these are the source of the emotions or symptoms he/she experiences. Thanks to the development of emotion reflection skills, it will be possible to gain healthy communication and increase emotional stability (Ivanova & Watson, 2010). They will be more successful in understanding the sources of their problematic experiences and will be able to make sense of their experiences. How we make sense of our emotional experiences is important for understanding who we are (Greenberg, 

2010). It is necessary to use the writing process to create new stories for each new experience. In another step, the transformation of emotions, it is planned to transform a maladaptive emotion into an adaptive emotion step by step. To reach a new emotion, imagery and explanations are given for the moment and then a new emotion is felt. When a person reaches a new emotion, they start to resolve their negative affect; when adaptive emotions are reached, maladaptive emotions change and thus 
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become active in the emotional stages necessary for the person (Greenberg, 2010). 

What needs to be understood at this point is the importance of another emotion to be used to transform it (Greenberg, 2008). 

In the corrective emotional experience stage, the person is provided with the opportunity to correct the negative interpersonal relationship structures that they have developed in previous periods, which socially relaxes the person and enables them to negate their false beliefs. In this respect, in practices such as the “empty chair,” it is aimed for the person not only to come into contact with the emotions that he/she does not accept and talk about an emotion but also to concentrate on that emotion, to live it, and to address the conflicts that this emotion creates in his/her life, and as a result, to leave the therapy room with a high level of integration (Corey, 2005). 

  Emotions in Patients with Cancer

Cancer is a multidimensional phenomenon that leads to significant life changes. 

Cancer affects individuals both physically and psychologically and causes differences in social and spiritual aspects (Kelleci, 2005). Cancer negatively affects both the patient and those around him/her with the feeling of fear that it creates in the person and the state of anxiety and stress that it creates for the future (Kurt & Çetinkaya, 2008). Ögel and colleagues emphasized the diversity of fears and reported that after the diagnosis, the fear of experiencing pain, the fear of being incapacitated, and the fear of death were experienced (Turan Kavradım & Özer, 

2014). In a study addressing the emotions experienced by patients during the first period of diagnosis, Gemalmaz and Avşar (2015) reported that they felt shock, anger, sadness, fear, and anxiety. In research on the emotional states of cancer patients, it is stated that the majority complain of anxiety; for example, Garfami et al. (2009) found that people experience intense anxiety at the beginning of the treatment process, and this is seen in 80% of patients. Currently, emotion-focused therapy focuses on coping with emotions such as excessive worry, anxiety, and fear, as in the existential approach (Aslan, 2019). 

In the literature, emotional problems experienced by patients are frequently defined as hopelessness and depressive effects (Lampic et al., 1996). In one study, the perception of being a burden was discussed. It was stated that the sick person not only was saddened by their condition but also felt powerless when they saw the efforts of those around them (Tuncay, 2009). The relatives of patients with cancer also experience many emotional experiences, especially fear. As a result, feelings of guilt for being healthy may be experienced during this process. Considering that mourning starts with news of the disease, the relatives of the patient will likely have many thoughts and emotions. In this respect, it is not only guilt; those who are healthy may feel anger toward themselves first. As is understood, patients’ relatives will also experience some fractures in their relationships, environment, and life. 

Expressing these thoughts is important for a healthy experience of grief. Research 
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on this subject has revealed that 35% of diagnosed people do not talk about their feelings with anyone and instead try to cope with their problems on their own (McClement & Chochinov, 2008). 

A cancer diagnosis is likely to be frightening, especially if the type of cancer is growing rapidly or has spread to other parts of the body, and the affected person may experience stress, anxiety, worry, sadness, or depression. For this reason, many doctors offer therapy to their patients. In this process, the therapist may need to consider the emotions caused by the stages of cancer. In particular, patients with advanced cancer may be mourning the future they did not live and may be going through many emotions related to this. 

  Therapists’  Considerations

Mental health professionals and emotional support can help individuals cope with the psychological effects of their illness. In particular, people who have undergone therapeutic recovery are more responsive to clinical treatment. The needs of patients with cancer may also vary from person to person and from family to family. 

Therefore, there are some considerations for the therapist:

•  They should be familiar with the reality that patients live in. 

•  Understanding the different types of cancer and their medical treatments. 

•  Be knowledgeable about the side effects of treatments. 

•  Knowing the challenges and dilemmas that people with cancer face all the time. 

(Shakila, 2019)

  An Emotion-Focused Approach to Cancer

In the therapy room, we have the opportunity to observe the process of the client’s emotional experience. We have the opportunity to understand both the intensity of the person’s emotions and the context in which they develop and observe their effects (Whelton, 2004). In this respect, psychologists who treat with an emotion- 

focused approach are defined as emotion coaches, always keeping their finger on the pulse of the person’s emotions. At the same time, they also observed the affective processes and behavioral tendencies of both themselves and others in this process (Zwack & Greenberg, 2020). 

  Approaching  the Problem

•  Engaging patients in self-selected conversation topics other than cancer

•  Encourages the person to engage in their area of interest. 
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•  Advising patients to practice stress-relieving activities such as meditation, yoga, etc. 

•  Organize interactions with people who have experienced cancer and those 

who can. 

•  Instill confidence in patients to cope with problems. 

•  Advising patients to find humor and humor to laugh about. 

•  Advising sensible use of the Internet, as not everything provided is suitable for each individual situation. 

•  Suggesting that patients express their feelings in writing to relieve their repressed emotions. (Shakila, 2019)

The experience of cancer can cause the person to experience intense levels of stress and traumatic stress symptoms (Knott et al., 2011). It has been reported that 

most individuals experience psychosocial distress and baragnosis (Lin et al., 2003). 

From the moment of diagnosis, the person is in a state of bewilderment; in fact, such a moment can be like being in limbo. The individual is no longer certain of the world to which they belong. Of course, the feeling of threat entering one’s life will push them to either fight, run away, or freeze. By nature, human beings have the desire to carry on with what happened yesterday to today. Today, he wants to carry on to the future. When the mind’s need for continuity in this direction is interrupted, the individual experiences a break in the spiritual world. Inevitably, a person may want to satisfy their need for security in a sense of control. However, at the beginning, middle, and end of the process, many emotions are experienced at different durations and intensities. Therefore, developing self-regulation capacity is also valuable for the perception of security. 

In this process, a sense of powerlessness can lead to a state of stuckness. This weakness can be experienced both mentally and physically. However, anger can cover up such feelings to make one feel stronger. In this context, it is important to understand how anger is expressed by the individual. Anger that arises suddenly and whose expression causes distress can be considered a maladaptive emotion, whereas anger that develops to cover up an emotion can be considered a secondary emotion developed against the emotion. Anger is likely to develop in relation to oneself, the environment, and illness. When anger is directed more toward oneself, the possibility of a depressive picture should be considered. In order to define the primary experience, the person must first be able to identify the many emotions they experience so that their capacity to differentiate them can be developed (Greenberg & Watson, 2019). 

In the emotion-focused approach, theorists assert that some emotions should be increased and experienced in psychotherapy, while others should be regulated. In this respect, emotions that are distressing for the person and have a long-lasting effect are considered maladaptive, and the person is given emotional coaching to change from maladaptive to adaptive. The aim here is not to overwhelm the person with emotions, but it is also important to create distance to work with the person’s emotions, to reduce the distance with adaptive emotions, and to understand the emotional schemas well. It should not be forgotten that EFT affords individuals the 
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obligation to live their emotions during treatment. Of course, given the person’s learning history, there may have been many emotions that were not symbolized and had a maladaptive effect on them. Considering the difficulty of suffering and trauma caused by cancer, it may be necessary to proceed slowly in therapeutic 

interventions. 

Psychotherapists help people by accepting and welcoming their current emo-

tional experiences. In this respect, it is necessary to develop the capacity to absorb the client’s emotional experience. At the same time, a sense of trust should be created that the painful experience will pass. It is also ensured that individuals can see the information that the emotions they experience contribute to their wellbeing (Greenberg & Watson, 2019). A patient with cancer may experience a sense of hopelessness. It should be conveyed to the person that he/she should not see everything as hopeless and that the feeling he/she is experiencing is not permanent and is actually part of the difficult process he/she is going through. In this respect, it is important to talk to the person in whom the emotion felt is not the only reality. Of course, in this process, the person’s emotion first experiences a natural increase and then decreases. Positive mood progresses with psychological resilience in various aspects, such as finding meaning in changing life conditions and developing more positive expectations for health, and contributes to both mental and physiological wellbeing (Ickovics et al., 2006). In this respect, wellbeing will also improve with the development of positive emotions for individuals’ mental and physical health. 

This should include empowerment activities (Aspinwall & Tedeschi, 2010). 

An important gain here is that the individual can develop a sense of control. If a person knows their emotions, it is possible to develop a sense of control over their experiences and thus develop a belief that they can make changes about their emotions (Greenberg & Watson, 2019). 

While the client is describing their feelings, the therapist must observe the patient well and convey the feelings to the patient. For example: “I noticed a tightening in your breathing when you told me about this emotion.” 

In this section, a dialog about the emotions and triggers of a phenomenon handled with an emotion-oriented approach will be presented:

Therapist: Can you tell me exactly what happened when you were taken on the stretcher to the MRI? 

Client: I was lying down. I felt exhausted. I was trying to sleep. 

Therapist: So, you need relaxation. You need to rest. And then what happened? 

Client: The nurse arrived. She said we’re taking you. I was definitely angry. With the activities in the corridor, I felt tired and angry, so I prepared for the MRI. 

Therapist: You felt that you were irritated. The noise from the neighborhood when you are tired and are being taken somewhere so often seems to have affected your mood. But did you start dropping when you saw the nurse? 

Client: Yes, when the door opened, I heard people talking outside, and it made me feel terrible. 

As can be seen, here the person is allowed to describe the experience in more detail, and at the same time, the emotions and triggers associated with the mood are revealed. A person may experience intense pain during their illness. The therapist 
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should express this pain. In this way, patients feel that there is someone they can trust. 

Greenberg also emphasized the importance of understanding how much a person avoids their emotions and argued that it may be necessary to provide a list of emotions for such individuals. It is necessary to address their emotional needs and difficulties in fulfilling their needs. Of course, many methods should be provided for the person to meet these needs. Ultimately, a challenging illness, such as cancer, can be an overwhelming emotional experience; thus, the aim is to make it manageable. 

The therapist also plays many roles in a client’s ability to self-regulate. In cases of intense emotional arousal, methods such as breathing exercises and positive imagery are employed (Greenberg & Watson, 2019). Exercises such as walking are also recommended if the patient is in the first stage of cancer and the disease does not prevent them from doing activities. 

  Focus  Practice

This practice is outlined in Greenberg’s work. 

Therapist: Close your eyes and turn your attention inward. Focus on your body. 

What did you notice? 

Client: I have chest pain. 

Therapist: So now that you are aware of the pressure, how will it feel if you focus on it? Can you describe it with a name or an image? 

Client: It’s like a body trapped in a house. 

Therapist: What is it like? 

Client: I feel heavy and tired. 

Therapist: Your chest says “I’m tired”, what do you think this might be about? 

Client: I will try many ways to get treatment. It could not be able to handle it. It is a very intensive treatment program. 

Therapist: It is understandable that you are tired. Can you please focus on the treatment process? Let us understand what comes next. 

Client: I feel weak about going through all this. 

Therapist: Yes, I can see how you feel under a burden in the seat you are currently sitting in. 

Client: Yes, and I have no choice but to seek treatment. 

Therapist: I feel weakness and fatigue under this pressure. What does the part of you that has no strength need? 

Client: I should rest and sleep, or maybe ignore this process. 

Therapist: Do you perceive that you need rest and sleep. So, how can you do this? What could be a change that would help you rest more and find the strength you lost? 

Client: It is not necessary to obtain the opinions of different doctors. I can also not make quick phone calls or talk shorter and move on a more regular schedule. 
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In this section, the researcher is asked to write about the feelings of a phenomenon handled with an emotion-oriented approach; her narration will be included: Client Narration: My inner world is dying, and it’s like a cruel hand is on my heart, squeezing it more and more. It kills me every day. I am a patient waiting for death, just like the others who are waiting. All I can do is breathe in and out, and stare blankly at the ceiling. My friends come at visiting hours and take me out from under the quilt I pull over my head. Even if they leave me alone for a while, they always find me in the same place. Even hours in the hospital are experienced as helpless as being alone in deep wells. In my bed, I count the hours just like that. 

Maybe I am preparing myself for the night. Everywhere I turn, it seems like a poisonous disease is staring at me under my bed. Every cell in my body that can regenerate and resist is dying, and I am afraid that dozens more are dying with every breath. Whoever calls me and asks me what I am doing, my answer is clear: “I am sleeping”. I’m dying. If you know a way, let me go on without these pains, let me be deaf and blind to my illness. 

I... These days... I feel a bit dead. The difference is that my insides rot first, not my outsides, before those under the ground waiting for the afterlife. My pancreas is slowly experiencing its last flutter. Like getting ready for the day after a long bath, I am preparing for death every time I sleep and wake up. I wish I had a bath to wash away the pain inside me. I wish I could even hold that water toward my heart and clean whatever is left in the corners. I want to hope. I need it so much. 

I would like to be a newborn baby in pajamas, breathing in the sun through the sunshades pulled aside. The roads are crowded, many people are walking, and there are dozens of people who have never seen me or who have never known me, accompanied by smiles. They’re laughing. How many things does one perceives when one is in pain. I am too tired to pray. Sometimes they call me to ask, are you not cured yet? I’m not cured. Are there prescriptions for this disease? I’m angry, I’m lonely, a bit lonely, a bit meaningless, a bit mourning the unlivable. I can say many more things. In fact, it would be a festival to be wrapped in a shroud while suffering so much; is there anyone who can heal the dying patient? I feel helpless. I’m scared. 

I’m horrified. I keep repeating it repeatedly. I’m looking at the clock. I keep thinking, ‘when will it end?’

  Staying  with Emotions

When an individual discloses an unpleasant and unwanted emotion, it is necessary for the individual to remain calm about the emotion. The therapist encourages the patient to remain calm in the presence of emotion. The therapist instructs the client to go deeper into the emotion and behavior he/she wants to avoid. The therapist encourages the patient to do so, and the necessary ability to tolerate pain is developed (Corey, 1977). 

Client: Do you know what it feels like? It seems as if the whole universe is empty, everyone has gone somewhere, and I am left alone and with death. I also feel 
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powerless, both body and soul. If I had the strength, I would probably want to stand up and break down the walls, but now I am only in my imagination in my 3 × 5 

room, shooting myself from place to place, this body that is dying. I’m angry. 

Therapist: You mentioned moments of anger. But is there anything else besides this anger? Would you like to take a look at your body? What type of sensation is there and what type of appearance is it? 

Client: My chest and brain are dark. It’s like there’s darkness. It feels like there is sadness. Today, I am going from room to room on a stretcher. I was silent, it was like someone was looking at me. I had a strange device attached to my nose that got on my nerves. My four ends are full of bottles. I feel sorry for the visitors who rushed back and forth in fear. I feel sorry for all of them. They cry for me. Even people I don’t know cry for me. Every time I sleep at night, I scream in pain. Maybe I disturb them. 

Therapist: Sadness and guilt? 

Client: There is also shame. I wake up, I sleep, and I feel ashamed of sleeping. 

How dare you? What if you don’t wake up? The days go like this, I have a lot of pain, I don’t want to show it to anyone, I chat with those who come to me; I talk to them so as not to be rude, but I have a lot of pain; but I can’t say to anyone, “let’s talk later”, here in the hospital, someone comes and someone goes, everyone is replaced by someone else, everyone is discharged, then their beds are empty... I... 

Therapist: You? Please go on. How do you feel when the beds are empty? 

Client: I have been here for days. My story is either ending or just beginning. 

Actually, I should be hopeful. People should be able to get in front of their dreams and learn not to want something, but how strange it is that we always live opposite things. I couldn’t stop my heart’s dreams of the future. I’m sorry, I’m trying to forget what I’ve been through in the books I read. I’ve been waiting for days, looking up at the sky, a star would shoot, and I would wish to live, my eyes would smile. 

New seeds would sprout for the sake of living, a new flower would bloom in my soul, and it would remove all the poisons inside me; but now there is no hope that I need. There are faint lights that warm my soul. I seem to hear the breathing of the crowds. It is like feeling alone in a huge city in my lonely room. I would like to get some sleep if Grim Reaper allows me. Can we leave it here? 

In this case, we observed that, in general, anger is a secondary process. Therefore, we uncovered the underlying emotions in a step-by-step manner. 

Client Narration (Young Girl with Pancreatic Cancer): At first, I did not want a vacation. Who would want the vacation to come if they knew they would have surgery during the holiday? However, everything changed in the last two weeks of my schooling; I was not well anymore; I fell and fainted every day; I couldn’t walk; I think I wanted to reach the hospital corridors as soon as possible. On the day when everyone went to school to get their report cards, I settled on the sixth floor of the hospital. I guess I was surprised to fail in the face of this disease as a successful student, but I still try to feel better here, although I feel sad when I hear people’s voices in the next rooms, but at night I cry nonstop. I rebel against being about to die in a hospital, not in my room. 

Therapist: So let’s focus a little bit on this feeling of rebellion. Can you describe it? 
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Client: For healthy people. I think I am just beginning to understand life. You know, I was wrong to choose a bed by the window. It makes you even sadder to see people outside having fun and not being one of them. They never know that someone is looking at them crying on the upper floors of this gloomy place they pass by. 

I hear people passing by the door saying “wow, wow, he’s so young.” I am the youngest patient in this hospital. It is always a good time for me to have an IV drip. 

I have sleepless nights. I was woken up by nurses. Everyone is always awaiting me at the door, for my mother, my aunts, my sister, my uncle, and my neighbors. I always feel cold, and then they put a green blanket over me, but to no avail, it hurts my whole body. 

I can’t stand of the pain, doctors, assistants, and nurses bring strange machines, they spin around my head, and I feel like I am experiencing the most painful events of the cancer scenario in which my mother and I play the lead roles. 

I don’t know if I will last until the end; death comes to mind; separation comes to mind. I no longer recognize myself. It is like a dream, but it is not a dream. I look in the mirror, is this really me? I’m all disheveled, even the color of my skin is strange. I have shrunk it down. My eyes are ready to fill up at any moment, but I can’t cry. I know that if I cry, it will create a storm in my family’s hearts, and if I cry, it will be hard to stop my tears. I don’t know what will happen at the end of my illness; I am awaiting hope. As if it will end and I will have everything I missed. 

Therapist: What do you miss? 

Client: I want to be in my home, the place where I want to be, and now I cannot. 

I want to be in my room and only in my room, but now I’m alone, all alone. I wish I were not in a hospital bed. I feel cold and gloomy. It’s been a few days since I determined that I’m sick, but I feel as if I haven’t been out for days, a few days like death. 

Here, the client fell silent and suppressed her tears. 

Therapist: Your eyes seem to want to tell me more. Would you like to let them in? 

Client: Everything is happening at once. Nowadays, I depend on my mother’s 

care. We are both enduring; in fact, we are leaning on each other. Two frail bodies leaning on each other, I don’t show it to anyone; I am fighting every passing minute inside myself; I am shouting to myself, “endure!”. My fate has always brought love to me, but now it is my pain and annihilation. It feels as if I never existed. 

Therapist: Can you focus on your feelings toward your mother now? 

Client: Guilty, similar to burden. Like I have no right to upset her. Mothers do not have an easy life. I have a hard time even calling her “mother”. (Here she starts crying...)

Therapist: Do you think guilt is a fluid emotion, or does it make you feel stuck? 

Client: It seems to take over my ego and chest. 

Therapist: Do you wish to remove this feeling? 

Client: Yes, but the problem is that this feeling is very old. It’s always been with me. My existence is like a crime. 

Here the client’s primary emotions are understood. A person is experiencing maladaptive emotions. Moreover, these emotions are deeply rooted. In this case, to separate oneself from that emotion, the person must first understand how healthy it 
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is or not. This process requires evaluation. By examining the functionality of emotions, the person should understand whether or not they should follow it. An emotion that should change needs to be transformed with the support of a therapist (Greenberg, 2002). It is necessary to question the person’s beliefs that lie behind that emotion. Unhealthy emotions include accusatory and aggressive views toward oneself or others that need to be changed (Greenberg, 2002). 

  Unfinished  Business

Another important theoretical background for EFT is Gestalt therapy. According to Gestalt therapy based on field theory, everything is interrelated and is in constant change (Çelik & Aydoğdu, 2018). Unfinished business is a key idea in Gestalt therapy. A person has many unexpressed emotions, such as resentment, pain, anxiety, guilt, and abandonment. In fact, all these emotions develop together with many memories. It requires the person to confront the repressed emotions (Corey, 1977). 

In emotion-focused therapy, the “two-chair method” is taken from Gestalt therapy (Aslan, 2019). This is a roleplaying technique in which all roles are played by the patient. In this way, identifications arise, and this intervention can be solved by the acceptance and integration of both sides by the patient (Kunter, 1995). In this 

regard, it is intended to provide people with an emotional experience of the dialogs they put forward (Timulak & Pascual-Leone, 2015). 

This section presents an empty chair study of a relative of a patient who died of cancer. The person is in the sixth month of grief. This technique was applied by taking Gestalt therapy studies as an example. 

 Time to Empty the Chair

Client: Just imagining him in the chair makes me stand up. My dear... my dear. Will you let me put my head on your knee? I know how hard it has been for you. Your upright position could not treat this disease a second time. Your body is your presence. Wherever I put it, your absence will not fill it. Everywhere I look, there are you. Our family is so small after you. How could you do this? How could you leave? 

I know you didn’t want it to be like this, but you left. Your departure set us all on fire. I’m angry with you. You didn’t take care of yourself. You leaned too heavily on alcohol. Longing that will not end. I want to kiss your hand and put your hands on my forehead. Hold them and never let them go. Please don’t leave us. Please do not leave us in this burden. I’m not as strong as you think. 

The client cried for a while here. She was also asked to imagine his relative who died of cancer in an empty chair and provide an answer. 

Client Imagined Response: My beautiful girl. Of course, you know what’s best. 

You all have your own lives. I didn’t want to burden you. I didn’t want to leave you. 
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I want you to be happy. Your life has been so hard. I know you love me and I know you will take care of me, but would I put you through this? Travel, have fun, and live your life. I can’t dirty your hands with my own filth. I can’t spare you. I would also like to see what you do and love my granddaughter, but I can’t help. It happened to me once. I get so angry at everything. Live in beauty. 

Client: Do you understand? My mother cannot do without you. Nothing can 

comfort her without you; you are her lifeline. You can’t leave. You have to keep her feelings for you. She can’t take it. Don’t do this to us. I’m tired, help us. 

Client’s Imagined Response: I can’t help, my beautiful daughter. Your mother is everything to me. I never want to upset her. I never want to tire her. She’s devoted to me. Now she shouldn’t be cleaning my diapers at this age. She took care of all of us. 

Do not get tired now, my beautiful daughter. Take care of yourself. You take very excellent care of yourself. 

Client: I can’t look, I can’t look, I can’t even look ahead without you. Without you, there’s nothing; we’re crumbling under your absence. Can’t you hold 

on to mom? 

Client’s imagined response: “I’m dead.” How can I bear it, my beautiful daughter. Even if you dress me in a suit in your dreams, I will be under the ground, naked, and alone. 

Client: You don’t know what happened to my mother, you don’t know what they did to her heart. You don’t know what you’ve been through at her grave. If you’ve gone, come back, you understand. It’s selfish. If someone dies after you, you cannot die; you cannot give up. I realized this when we saw you on camera in the ICU 

room. You were gone. You were gone... how could you leave? You can’t go, you can’t shrink, your chest, they pierced your warm chest... your feet, the feet you want to sleep under can’t be lifeless like that. I saw the device on your breasts. How could they put them on my chest where I am leaning? How could they put them on your chest? How could they put them on your chest? My dear, how could they hurt you? 

In the empty chair practice, participants are likely to feel tension in their chests. 

Therefore, their physical reactions should be well understood. The client’s breathing has become frequent, and they should be helped to breathe in and out again. 

Client’s imagined response: I had no choice. Of course, I didn’t want you to see me like that. If it had been up to me, you wouldn’t have come. 

At the end of the 12-minute work session, the client relaxed and calmed down. It was possible to resolve the emotions that create conflict in the inner world of the person through acceptance and integration. As is understood, intense emotions were experienced as often experienced in such cases (Kunter, 1995). In the first stage, the 

client does not accept death, and traces of stages such as denial and anger due to mourning are observed. Then, as the dialog develops, the image of the opposite chair saying “I am dead” shows that the client is trying to move toward the other stage while experiencing the work. The client, who protests “you cannot die, you cannot give up,” has difficulty reaccepting in despair. Considering that mourning lasts for 6 months, it should not be considered chronic. It is intended to establish a dialog with individual internal conflicts and to resolve individual feelings and needs 

here (Elliott et al., 2004). 
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In conclusion, patients with cancer and their relatives must convey the emotions they experience after diagnosis and during treatment. It is essential for patients with cancer to reveal their fears and anxieties in the therapeutic environment. In addition, attention should be paid to depressive symptoms, such as feelings of hopelessness and lack of energy, in patients with recurrent cancers. Patients may experience difficulty sleeping and/or body tension; usually, somatic symptoms can also be observed in patients with cancer recurrence. Emotional expression and experiential focus help patients become increasingly successful, giving them the ability to access, express, and symbolize difficult emotions that they have been avoiding. 

In an individual intervention with six patients with cancer who experienced anxiety and depression, an emotion-focused intervention proved to be effective for both patients with advanced cancer and their relatives (McLean et al., 2013). In a study of women with breast cancer in Tehran, depression and self-compassion levels were measured before the emotion-focused intervention. The sessions were conducted over a 12-week period. A decrease in depression symptoms and an increase in self-compassion were observed (Salarirad et al., 2022). Sessions with cancer patients usually last 50–60 minutes. The timing of the sessions is organized according to the distance of the person to the clinic, their financial situation, and their ability to participate. The sessions, which are held between 1 and 4 times per month, may not be held every week depending on the physical condition of the individual. In one study, an average of 16–20 sessions were reported (Elliott et al., 2013). 

Finally, interventions for the emotional states of patients with cancer are considered essential for people not to disrupt their cancer treatment and not to give up on treatment (Güleç & Büyükkınacı, 2011). 
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Existential therapy is currently considered to be a single therapeutic method, but existential therapies are part of a broad cluster that encompasses more than one existential model. There are certain main reasons for the diversity of existential therapy (Cooper, 2016). The first reason is that existential therapies do not have a starting point or initiator. The second reason for this is that existential therapies are inspired by the assumptions of different philosophies. Another reason is that existential therapies have a philosophical ground that rejects homogeneity and a systematic perspective, with the intention of emphasizing individuality and autonomy. 

From a historical perspective, the origins of existential therapies date back to the early twentieth century (Cooper, 2005). In those years, some European psychiatrists 

became interested in the writings of phenomenological or existential philosophers such as Edmund Husserl and Martin Heidegger to better understand psychological problems. One of these prominent psychiatrists was Karl Jaspers, a German psychiatrist. Another psychiatrist who has been influential in the roots of existential therapies was Ludwig Binswanger. Binswanger maintained a close relationship E. Yeşilkaya (*) 
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with Sigmund Freud for a long time, but he argued that Freud’s model of the human being, based on biology-based causal views, mechanized and depersonalized indi-

viduals (Ghaemi, 2001). Thus, Binswanger began to draw on the writings of existentialist philosophers such as Martin Buber and Martin Heidegger to develop his phenomenological anthropology (Cooper et al., 2019). According to this approach, individuals are understood through their relationships with others and the world. 

From this perspective, psychological problems imply the individual’s stuckness and limitations in their relationship with other people or the world. 

Within the diversity of existential therapies, similarities and differences should be considered. It is possible to explain this diversity under four main headings: Dasein Analysis, Logotherapy, Humanistic-Existential Approach, British School of Existential Analysis. 

The Dasein Analysis School continues to exist in Europe and Switzerland. 

Medard Boss is the person who brought this school, founded under the influence of Ludwig Binswanger’s pioneering work, into a systematic psychotherapy practice (Cooper, 2005). Medard Boss was a psychoanalytically oriented therapist who later adopted a Jungian style, but in his later working life, he was influenced by Heidegger’s writings and proposed a new set of philosophical assumptions for psychotherapy. Along with Heidegger’s proposed concept of being-in-the-world, Boss (1963) argued that human existence is between human beings and the world rather 

than within the human mind (Boss, 1963). In addition, he argued that psychosis and neuroses are not caused by a disorder within the psyche itself but by the disconnection or limitation of the individual’s connection with the experience of the world. 

From this perspective, the goal of Dasein Analysis is to support individuals who come for analysis or therapy to open themselves to the experience of the world. In Boss’s thinking, individuals who come to therapy have closed themselves off to some of the ways in which others are in the world, and it is precisely for this reason that the therapist is an active participant rather than fulfilling the role of a blank screen. This may include warm and human communication and an encouraging 

attitude toward clients’ interpersonal relationships. Boss acknowledges the influence of individuals’ past experiences but emphasizes being open or closed to the present and making choices about the future. 

The other school under the umbrella of existential therapies is Logotherapy, which is widely recognized. Logotherapy is an approach that aims to help individuals find logos of meaning in their lives so that they can work with feelings of hopelessness or meaninglessness (Frankl, 1955). This school was founded in 1929 by psychiatrist Viktor Frankl, was put to the test when Frankl was a Nazi prisoner, and has remained influential until today. Unlike Dasein Analysis, Logotherapy is not based on the views of existential philosophers and is influenced by Adlerian ideas (Cooper, 2005). According to the followers of this school, the foremost need is to find meaning in their lives, and if this desire is realized, their depressive feelings, anger, and feelings of emptiness can be cured (Frankl, 1955). When these feelings are not addressed, individuals may resort to phobias or addictions to fill the emptiness in their lives. At the center of logotherapy research is the assumption that every situation that an individual encounters has some meaning waiting to be completed 
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(Frankl, 1958). These meanings can be realized through creative activities, through a relatively more open attitude toward one’s life, and through a change in one’s own attitudes. However, in pursuing this goal, Logotherapy-oriented therapists use more didactic or instructive techniques than existentialist schools. The most directive of these techniques is the invocation technique, in which therapists tell their clients that what is happening in their lives has a meaning or a message in itself (Längle, 

2019). Another technique is Socratic dialog, which has less directive content. This method reveals the client’s unconscious attitudes, suppressed hopes, or marginalized self-knowledge in the dialog between the therapist and the client. Another method within logotherapy is the contradictory intention method, which encourages the individual to confront fear based on the assumption that the individual can adopt a positive attitude toward issues that the individual fears too much. 

The Humanistic-Existentialist approach, another approach within existential therapies, emerged in the United States under the leadership of Rollo May, who was influenced by the views of Paul Tillich, and Kirk Schneider and Irvin Yalom of the next generation were influenced by this approach (Cooper, 2005). Although it has recently emphasized a relational framework, the humanistic-existential approach is the school that gives the most weight to personal autonomy, independence, and subjective awareness among existential therapies (Schneider, 2003). In this respect, the humanistic-existential approach is optimistic, pragmatic, and holistic. However, this is not just pragmatic optimism. The structure of the existential-humanistic framework includes the ideas of Nietzsche and Kierkegaard, that is, a psychodynamic perspective (Cooper, 2016). In other words, individuals experience anxiety despite the reality of existence and begin to develop certain defense mechanisms by transferring these conflicts deep into the unconscious. According to Yalom, these existential realities are meaninglessness, death, loneliness, and freedom (Yalom, 

2020). At this point, the main focus of the existential-humanist approach is to bring the conflicts developed by individuals to the surface and make them recognizable, thus making it easier for them to overcome existential concerns (Frankl, 1967). One technique that alleviates this process is the inner search method, which strengthens individuals’ present-moment awareness (Bugental, 1978). In this method, individuals express in detail the themes that they most worry about in the present or describe what they feel somatically. If resistance becomes visible during this process, the therapist attempts to raise the level of awareness of the individual by showing how he/she blocks himself/herself and thus confronts the individual with his/her resistance so that he/she can overcome his/her tendency to get stuck (Schneider, 2003). 

As can be seen, humanistic-existential therapists attach importance to authenticity and moment awareness. This also applies to the relationship between the therapist and client, where clients are encouraged by their therapists to share their feelings about the session (Yalom, 2020). In parallel, the authenticity of the therapist is as important as the authenticity of the client. 

The British School, another approach to existential therapies, has its roots in the Scottish psychiatrist R.D.  Laing (Cooper, 2005). Laing, who was critical of an approach that was objective or distant from the client’s own world, stated that therapists should approach the lives of their clients with phenomenological methods to 
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gain insight into the mental disorganization of their clients beyond guesswork 

(Laing & Çelik, 1993). In other words, Laing’s therapeutic stance is far from the position of a knower and includes curiosity and respect for clients’ subjective worlds. For example, Laing suggested that individuals with schizoid tendencies experience difficulty perceiving their or others’ identities and realities and experience existential insecurity. In other words, individuals may split their selves into two to protect themselves from possible threats, develop a false self that is compatible with the public environment, and live in a safe environment in their own minds. 

However, according to Laing’s approach, such withdrawal not only alienates the individual from the outside world but can also lead individuals to the brink of psychosis. From another perspective, according to Laing, psychosis is a strategy that individuals develop to survive despite social conditions and impositions. On the other hand, understanding an individual’s psychological difficulties involves understanding their relational conditions or world. On the way to understand the client’s world, it may be possible to talk about a need for details that only the client knows. 

As a matter of fact, in his therapy practice, Laing tried to give the client time to put their experiences into sentences and try to be a good listener so that they could reconnect emotionally with their experiences (Resnick, 1997). In this respect, 

Cooper distanced himself from the mainstream approaches in psychiatry and psychology, centered his work on spontaneous encounters with clients, and described turning points in therapy as unpredictable, unrepeatable, and unique moments (Cooper, 2005). The British existential therapy approach was based on Laing’s ideas, and Emmy van Deurzen was the initiator of this movement in 1982. According to Deurzen, life is an endless struggle, and problems arise when individuals do not face existential conditions that are far from perfection and full of dilemmas (Van 

Deurzen, 2012). At this point, the goal of existential therapy is to awaken individuals from their slumber and confront them with the challenges they face in life (Van 

Deurzen, 2009). Van Deurzen likens the role of a therapist to that of an art instructor who helps individuals gain perspective and draw increasingly detailed pictures of their lives. Drawing on Heidegger’s and Binswanger’s ideas, Van Deurzen introduced four dimensions of being: physical, social, personal, and spiritual dimension (Van Deurzen, 2012). Therapists from the British school have an unknowing attitude during the session process and focus on the reality or experiences of the client (Spinelli, 1997). 

In this article on existential psychotherapy for individuals diagnosed with cancer, the four worlds of the British School are included as a framework, and an experiential perspective on the world of clients is presented within this framework. 

  Physical  Dimension

The physical world is related to the individual’s relationship with the givenness of life and constitutes the core of individual existence (Van Deurzen & Arnold Baker, 

2017). In other words, it can be said that the physical dimension is related to 
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conditions that an individual cannot change. These conditions are real and related to life and death, security, and trust in the universe. By exploring the individual’s relationship with his or her physical world, one can gain a broader understanding of the individual’s own motivations, preferences, and beliefs. In other words, exploring the physical world can open doors to interact with other people. The individual’s being in the world means that the individual exists with their body, and their consciousness is embodied in the world (Smith Pickard & Swynnerton, 2005). In other words, individuals live as a body before other dimensions of being human. This raises the question of how an individual is embodied in relation to the world. However, the current function of the individual’s body or the course of his/her health also gains importance. As a matter of fact, it is possible to observe changes in the perception of the body when a cancer cell occurs in the body of an individual. A study on this subject clearly shows that the body perception of individuals diagnosed with cancer loses strength (Cordero et al., 2015). The threat to the body becomes a threat to one’s existence, which can trigger existential anxieties. The reflections of these anxieties can be multidimensional. In a study examining the transformation of mental health within 100  days following a cancer diagnosis, Weisman and Worden (1977) found that individuals diagnosed with cancer were negatively affected in their coping strategies, problem-solving abilities, mood fluctuations, and vulnerability (Weisman & Worden, 1977). Along with these effects, individuals diagnosed with cancer may adopt a pessimistic attitude toward life, start to carry regrets about their past, or be under the pressure of uncertainties about the future. 

The importance of the physical dimension in human existence is obvious, and cancer diseases can quickly become a threat to this dimension. Bodily characteristics are an ingredient of the physical dimension of an individual. For example, how an individual experiences their body, whether short or tall, or thin or thick, can have an impact on their existence. When we enter the world, we step into life with a weak physical condition. Over the course of life, our needs, lifestyles, and identities change with the changes in our bodies. With a diagnosis of cancer, there can be a significant change in these needs, lifestyle, and identity. For example, an adult diagnosed with cancer may feel that he or she is at a point in life where he or she is physically growing and developing but suddenly feels that he or she is at a cross-roads in life. As the treatment progresses, the patient may lose weight, lose hair, or find themselves in need of care from others. This is where the issue of physical autonomy comes into play. As we grow physically in life, our autonomy develops. 

Walking, running, and developing motor skills are added one after the other. Step by step, we begin to shoulder the responsibility for our sleep and nutrition needs. In old age, we begin to lose these autonomous abilities. However, old age does not have to be the only way to lose these abilities; diseases also support the loss of autonomy. 

For example, an individual diagnosed with cancer may experience a loss of the ability to sleep, eat, and move because of the disease. This may mean a loss of autonomy in one’s physical existence. A comprehensive study with 207 participants revealed that personal autonomy and vital functions decrease with cancer (Bovero 

et al., 2024). 
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It can be said that the function of the body and its functioning are of central importance in human existence. While parents determine what is beneficial and harmful to the child in the first years of life, this situation transforms over the course of life and the individual becomes responsible for it. Individuals diagnosed with cancer may face new questions about what is good or harmful for them. For example, an individual’s diet, alcohol, or cigarette consumption may also indicate their relationship with the cancer diagnosis and whether they take responsibility for it. 

On the other hand, this may also include the need for physical contact with the physical world of human existence. If there are transformations in the body of patients with a cancer diagnosis, there may also be transformations during physical contact, which are possible through the body. From this point of view, it may be possible for an individual diagnosed with cancer to avoid physical contact or to adopt an attitude that gives more space to physical contact because their relationship with their body is negatively affected. In a more detailed examination of this issue, clues about how the individual diagnosed with cancer relates to his/her body and whether he/she likes or dislikes his/her own body may be decisive. These clues can be obtained by observing and questioning the individual’s relationship with the five sensory organs. At this point, it becomes important for the therapist to question how the client’s relationship with touching, smelling, hearing, seeing, and tasting is, or how it transforms over time. 

The physical world of human existence may also include the tools and materials used. For example, household items and materials used in daily life have an important place in an individual’s life, even if they are not immediately visible. With changes in life, the relationship with the tools and materials used may also change. 

The question of which items should be removed from the daily life of an individual diagnosed with cancer and which should be added is thus important. While the distance between the individual and the tools to which they are used may cause a sense of loss and mourning, the newly added materials may require a process of getting used to and adaptation. The material wellbeing of an individual also gains importance along with the items and everyday materials used. The working conditions of individuals diagnosed with cancer may change. This situation may also be a determinant of income. In fact, in a study conducted with people undergoing cancer treatment, it was observed that the process of treatment put individuals under financial strain, put them in debt, or caused financial stress (Altice et al., 2017). In this 

case, the income level and the attitude of the patient toward meeting his/her financial needs become important during the course of cancer treatment. Existential Therapy may include investigating whether the individual is in a position to meet his/her needs, whether he/she has to share the financial burden with someone, and his/her attitude toward protecting or increasing financial resources. 
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  Social  Dimension

While the physical dimension involves our body’s relationship with objects or things, the social dimension involves the body’s relationship with other people and its feelings toward them. In the adventure of life, we find ourselves in a world of togetherness, and many steps in the physical dimension bring us into contact with other living beings. We can try to grasp what we are by juxtaposing ourselves with others. At this point, Heidegger’s definition of Being may come to the fore. 

According to Heidegger, Being includes all human beings, and human beings exist together with other beings (Kocaman, 2017). If a human being cannot be separated from other human beings, it may be difficult to understand how a human being can be separated from the whole, and we can argue that a human being cannot exist in isolation from others. On the other hand, the social dimension of an individual is not static. Transformations occurring in the physical dimension may also induce changes in the social dimension. An individual diagnosed with cancer undergoes a change in his/her body, that is, in his/her physical state. It is possible for this change to create new demands in the social world of the individual, but these demands may simultaneously require some of the relationships that are at the forefront of the individual’s social world to move to the background. 

An individual’s social world can become important in many ways during the 

cancer process. Other important individuals in the life of an individual diagnosed with cancer, such as family, colleagues, and communities, constitute the social world of that individual. When examined more closely, it becomes important to examine how the individual relates to others in his/her social world, how he/she cooperates with others, or who he/she distances himself/from. With the diagnosis of cancer, there may be transformations in the way individuals relate and the distance between people because these relational layers are organized through emotions (Van Deurzen & Arnold Baker, 2017). An individual’s cancer diagnosis is a new situation that may come with a new set of emotions. Therefore, in existing therapy with individuals diagnosed with cancer, it is important to monitor transformations in the social world. For example, observing and questioning whether the collaborative or competitive side of the individual has come to the fore with the diagnosis of cancer or whether they are more active or more passive in their relationships can bring a breath of fresh air to the course of therapy. In addition, with the diagnosis, envy, jealousy, and anger may find a wider space in the client’s relationships with others. As a matter of fact, in a study conducted with patients with cancer, it was stated that individuals diagnosed with cancer experienced domestic problems and had difficulties in their romantic relationships, with changes in their emotional states (Weisman & Worden, 1977). While the client’s awareness of these feelings can alleviate emotional burdens, it can also keep the world around them alive and provide the support the patient needs during the cancer treatment process. On the other hand, the value of support from the social world may be as important as the preservation and survival of one’s existence in the social world. For example, with the diagnosis of cancer, the individual’s more frequent relinquishing of control in 
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social relationships to others may bring about a sense of restriction in the individual’s personal world. 

The social dimension of human existence can be considered multilayered. There are deeper social structures underlying the individual’s social world, and these structures significantly determine our experience (Van Deurzen & Arnold Baker, 

2017). For this reason, the values of the society and culture in which we live gain importance. It is important to consider prejudices, social norms, roles, and assumptions in the dominant culture. It may be necessary to investigate the cultural background of the approaches that individuals undergoing cancer treatment adopt in their social world. The views of cancer patients in the society in which the individual lives, roles deemed appropriate for the individual, and assumptions about the individual can be examined during therapy. Indeed, stigmatization and prejudice toward patients with cancer affect the course of treatment and the individual’s wellbeing (Fujisawa & Hagiwara, 2015). The concepts of inclusion and isolation can be considered the opposite poles of the social world. While individuals need to be connected to a community on the one hand, on the other hand, they long to be alone (Van Deurzen & Arnold Baker, 2017). Exploring the social world in the process of psychotherapy with individuals diagnosed with cancer can help individuals discover new and comprehensive ways of behavior within family, friends, or other groups. 

Moreover, individuals can find opportunities to distinguish which people in their lives make them feel good and which people pull them down emotionally, and they can approach the social world they long for. 

  Personal  Dimension

While social and personal worlds are largely conceived and constructed by the individual from birth, the personal world is uniquely constructed. That is, the individual’s self is constructed over the years by the possibilities he or she recognizes in himself or herself, what he or she does, the influence he or she has on others, or what others tell him or her. Some individuals may have a more fluid or positive self-image, whereas others may have a more negative tone. From a theoretical perspective, although existentialists argue that there is no such thing as the self, Heidegger discusses the value of being oneself or having a self of one’s own (Van Deurzen & Arnold Baker, 2017). A self that belongs to oneself can include the “about me” that an individual feels when experiencing the world. Closer to home, an individual experiences the world uniquely that is often quite different from the way another individual perceives the world. On the other hand, individuals may experience a natural ebb and flow between reinforcing their sense of self and drifting somewhere in their social world. In this ebb and flow, we attempt to create a world of our own (Eigenwelt). Heidegger made a clear distinction between inauthentic states of life, in which the universe is allowed to decide for the individual, and authentic states of life, in which the individual lives by affirming his or her own way of being (Durna, 

2023). Although Heidegger defined authenticity as the search for a unique way of 
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life rather than getting lost in the way the world is, he gave equal importance to authentic and inauthentic states of being. However, it can be argued that the authentic state requires more introspection and effort. Focusing on the personal world of an individual diagnosed with cancer can be an important component of the existing therapy process. In the therapy process, working not only on the part of the person diagnosed with cancer but also on the whole of their personal life can make the process more holistic. The person’s sense of self, their sense of self before or after receiving a cancer diagnosis can be explored. Although the individual meets on common ground with many other individuals diagnosed with cancer during the cancer treatment process, the way he/she experiences it may be unique. On the other hand, while the individual can easily embrace some of the positive characteristics of the self, he/she may not want to accept some negative elements and thus may want to throw them out of his/her system. Investigating whether the patient accepts the cancer disease process as a part of his/her personal world can be an important pillar of working with the patient’s personal world in the therapy process. The process of accepting cancer diagnosis as part of the individual experience can be challenging. 

However, individuals can only learn about self-defining issues in their lives as they begin to address them (Van Deurzen & Arnold Baker, 2017). Individuals diagnosed with cancer may realize how important this diagnosis is in their personal lives by talking openly about it with their therapist. 

On the other hand, what the people in our lives talk about us or about our personalities can also have an important place in the personal dimension. By reading between the lines during life, individuals can identify the good and the not so good aspects of their personal world. Reflecting on what has been identified can also help individuals to approach their tasks in life. However, the individual has freedom in how much he or she takes on what is said about him or her and the identities attributed to him or her. Likewise, he/she can acquire some identities and characteristics that have escaped the attention of those around him/her through his/her own efforts and maintain his/her relationship with those characteristics at a close point. 

Individuals diagnosed with cancer may face new definitions and identities in their personal lives. Both himself and the people around him/her may either attach some definitions to him/her or keep some characteristics away from him/her. As a matter of fact, definitions, narratives, and metaphors about the cancer process have a profound impact on the identity and wellbeing of individuals diagnosed with cancer (Laranjeira, 2013). In the process of existing therapy, the ways in which an individual incorporates cancer into his/her personal world may also have importance in his/her behaviors in daily life. For example, if the individual views cancer as the end of the road in his/her personal world and the people around him/her support this attitude, he/she may become pacified in the face of life and lose vitality in the current situation. On the other hand, in his/her personal world, the individual may view cancer disease as a new characteristic in addition to other characteristics and may acquire new missions in the current situation. An example of such missions can be an individual diagnosed with cancer trying to increase cancer awareness and sharing the information he/she has acquired during the process with others. As can be seen, different attitudes can be acquired in life, depending on how the cancer diagnosis is 
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accepted in the personal world. In addition, the individual being a follower of the roles attributed to him/her by the environment and filtering them through a filter can be one of the subjects of working with the personal world in the process of existing therapy. 

  Spiritual  Dimension

The spiritual world may be one of the most controversial aspects of the existential perspective. While the physical, personal, and social dimensions can be more convincing, the spiritual dimension is more abstract than the other dimensions. The spiritual world is about how we make sense of life and the universe, and this world includes different layers of assumptions, beliefs, values, goals, and desires (Van Deurzen & Arnold Baker, 2017). As can be seen, the spiritual world involves the individual’s relationship with the abstract, the unknown, or the metaphysical dimension of existence. In other words, how the individual makes sense of the metaphysical dimension in their individual existence is within the scope of this dimension. 

Through books, information, stories, or movies we encounter in life, we begin to attribute certain meanings to the universe we live in, and the feelings arising from these encounters can accumulate and turn into opinions or ideologies. At the point of having a certain ideology, we may begin to realize the existence of people who do not think like us. Having a political conscience, which can also start in adolescence, can be suppressed and left in the background during struggles in life. 

Remembering these ideas associated with life during therapy can be soothing and refreshing for the individual. For an individual living with a cancer diagnosis, remembering and describing their worldview can give meaning to the process they are going through. On the other hand, it is necessary to use intuition to get in touch with dimensions of existence that extend toward the quickly visible or abstract (Van Deurzen, 2009). However, at times the individual’s connection with intuition may weaken and they may refuse to hear what intuition is saying. For an individual diagnosed with cancer, reaching out to issues that extend beyond the concrete world with intuition can provide a wider scope for the individual’s existence. At this point, with the diagnosis of cancer, the individual’s interest in religious or special experiences in his/her life may increase, and this interest may even reach advanced dimensions. Talking about these experiences during the therapy process, if appropriate, can provide an expression of the spiritual world for the individual diagnosed with cancer, while, on the other hand, it can also help the individual to review his/

her attitude toward this issue. The clarification of attitudes, beliefs, or values can help an individual diagnosed with cancer to reach an appropriate ground for their expectations of life and the universe. 

An individual’s journey through the spiritual world can teach that good and evil are both within the individual and within those around them or their loved ones. The inclusion and acceptance of good and evil can play a facilitating role in individuals diagnosed with cancer. The diagnosis of cancer can make it easier to accept the fact 
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that the human body has weaknesses and that harmful cells cannot always be 

avoided. Thus, the distance between health and illness and what is beneficial and harmful, good, and bad in the belief system of the individual decreases, and the acceptance process gains momentum. Sometimes, even if it is a traumatic process, some events encountered in life can lead individuals to question their beliefs and assumptions again. However, when these traumatic moments are related, they provide more understanding, insight, and wisdom because it is difficult to gain such depth without conflict and pain (Van Deurzen & Arnold Baker, 2017). The traumatic experience of being diagnosed with cancer, while confronting the individual with new conflicts, may also can make the individual wiser. In his book  Being and Time, Heidegger discusses death in different contexts (Heidegger & Ökten, 2008). 

Death sometimes refers to the death of an individual and sometimes refers to the limitation of options that come from the existence of an individual. If we are talking about such limits and everything has ended, caring gains importance within this temporality. Caring is to some extent toward the future and expresses an orientation toward the last possibility of the individual, that is, toward death (Weixel Dixon & Strasser, 2005). An individual can prepare for death by caring about what he/she has experienced and what has happened to him/her. At this point, the extent to which an individual cares about his/her life and conditions with regard to a cancer diagnosis becomes important. Because depending on the extent of this caring, the individual may gain a new purpose and find strong support for his/her existence with this purpose. The internal search for meaning and purpose is often accompanied by challenging experiences such as job loss, separation, or health problems (Heery & 

Bugental, 2005). Concerns in an individual’s external life may also encourage them to search for and recognize meaning in terms of the driving forces that suggest that there is an inner meaning, rather than just a meaning related to external circumstances. The questioning of meaning invites individuals to live life with choices and 

responsibilities (Heery & Bugental, 2005). With the process of closely examining these choices and responsibilities, it is natural for individuals living with cancer to develop resistance. In such moments of resistance, individuals may find it difficult to access and express their feelings and thoughts. However, facing this challenge and accepting and embracing it can lead individuals to new choices and responsibilities in their world. This process implies a meaningful transformation. 

The authors have no conflicts of interest to declare that are relevant to the content of this chapter. 
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 From Woundedness to Creativity: The Desire to Create

Creativity is the encounter of consciousness with one’s own world. Rollo May Creativity is a special skill that enables us to connect with life from the moment we are born, shaping ourselves, our environment, and even our future. According to some, this skill exists from the moment an individual is born, while others believe that it can be developed later. With this characteristic, it is difficult to explain creativity with a single definition. Creativity can be defined as the process of making and becoming in the creation of anything (San, 2008). Creativity is a process rather than a product. Making an interesting painting or writing something that contradicts your thoughts can be examples of creative work. However, individuals are at the center of creative processes when painting, sculpting, writing, and playing. The arts are the most common examples of creativity (DeBord, 1997). 

The relationship between creativity and psychopathology has been a subject of debate since ancient times. Aristotle stated that individuals who are creative in the fields of philosophy, politics, and art suffer from melancholia (Maçkalı et al., 2014). 
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When considered in the context of the psychoanalytic approach, artistic creativity is 

“an indicator that the individual (artist) is diseased (neurotics).” With this approach, the artist is included in the “sick person” class. Freud analyzed the works of artists such as Beethoven and Dostoyevsky and argued that artists fulfill their repressed impulses through imagination and imagery. The artist’s life, personality traits, and experiences are the main reasons for their creativity. Unlike Freud, Jung argued that only healthy individuals can create artistic works (Kapan Ezici, 2005). May (2001), 

who supports Jung’s view, explains the reason for the artist’s creation as the “lonely” 

individual who has experienced a loss of identity, becoming aware of himself/herself and rebuilding his/her identity through the creative process. 

  Healing Through Creativity: Art Therapy

Art cleanses the dust of everyday life from the soul. Pablo Picasso. 

Art therapy is a therapeutic approach that uses music, sculpture, painting, dance, clay, and other artistic practices (Shostak et al., 1985). Art is believed to have an aspect that strengthens and heals an individual through nature. For this reason, its use as a therapy method dates back to ancient times. The term art therapy was first mentioned by Adrian Hill in 1942. Hill published the contribution of the design works he created after the postwar hospital treatment examinations in his work titled “Art Versus Illness” (Çakmak et al., 2020). In this way, art therapy began to be applied nationally as a health service (Hogan, 2001). 

Art therapy has an important effect on bringing unconscious materials to the level of consciousness and ensuring therapeutic cooperation between the therapist and client (Akhan, 2012). The artistic products created by the clients may contain various symbols. Symbols are tools that facilitate the disclosure of thoughts and feelings. In cases where verbal symbolization cannot be realized, artistic forms enable symbolization. Symbols that emerge through artistic forms such as music, poetry, painting, and dance are considered and interpreted as reflecting individuals’ 

inner worlds of individuals (Eracar, 2013). In art therapy activities, people are often encouraged to realize their feelings using tools such as paper, paint, and clay, and the first step toward healing is taken. The artistic product is the basic element in therapist-client communication in art therapy. It is intended for clients to express their feelings, thoughts, and experiences using artistic tools and to experience inner changes (Yurtsever, 2014). 

Art therapy is an appropriate method for individuals of all ages who find it difficult to express feelings and thoughts using words. Mental health professionals prefer art therapy because it can more easily reveal repressed emotional conflicts. Art serves as a bridge between consciousness and the unconscious as a means of communication (Demir & Yıldırım, 2017; Kar & Toros, 2015). 

Therapists who use art as a means of expression in the therapeutic process may 
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have adopted schools such as psychoanalytic, cognitive behavioral, or gestalt. 

The therapeutic approach used by the therapist forms the framework of art therapy and helps the therapist make sense of the product that emerges through art therapy (Malchiodi, 2003). 

Individuals may find it difficult to verbalize their thoughts, feelings, or events. 

They may think that they cannot be understood or that they cannot express themselves and may feel anxious about the situation. The individual-specific form of expression that emerges with art can be useful in expressing the thoughts and feelings of the individual, bringing out what is inside the person, and enabling faster development (Eracar, 2013). Art activities aimed at healing also serve other purposes and needs, such as personal development, the search for meaning, and feeling better and stronger. Music, clay, and other forms of art are powerful communication tools. Therefore, art is a form of self-expression (Leckey, 2011). How and with what materials one expresses themselves can have different meanings for each person. 

For this reason, how the elements in an art product are created, stored, or destroyed may contain important information about the subject. Art therapy can also help individuals discover their limits and recognize the situations that affect them. Increased awareness can also help individuals develop control skills related to their reactions (Hogan, 2001). 

Art therapy is a powerful method that promotes the development of cognitive skills and perception and mental and physical health. Art therapies help reveal emotions that may be difficult to reveal, such as death anxiety, fear, and hopelessness, which may occur in patients with serious illnesses such as cancer (Bilgin et  al., 

2018). There are studies showing that artistic activities help relaxation, may have a healing and protective effect on mental health, and indirectly have positive effects on the immune system (Petrie et al., 2004). Art therapy is used for many disorders, including developmental, learning, anxiety, posttraumatic stress disorder, personality disorders, neurological disorders, and depression. It can also be used for psychological wellbeing in physically ill people who have been exposed to interventional medical procedures, such as surgery and chemotherapy (Göktepe, 2015). Art therapy is preferred for the treatment of many disorders, such as spiritual, mental, neurological, and behavioral problems (Özbey, 2009). 

Art therapy has basically two goals. The first is to bring unconsciously repressed feelings and thoughts to consciousness, and the second is to give people insight into their dysfunctional behaviors and defense mechanisms. Art is a powerful form of expression that facilitates healing. It does this by simplifying dialog, concretizing internal conflicts, providing psychological distance, and enabling different associations and interpretations (Masters, 2005). The primary goals of art therapy are to ensure that individuals progress in a positive direction, minimize or eliminate conflicts, solve psychological and physical problems, and help cope with stress (Malchiodi, 2005). 

Art therapy adds creative practices and visual arts to the therapeutic process to heal the individual mentally, physically, and spiritually, regardless of age. The most 
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special difference that distinguishes art therapy, which includes many fields such as music, painting, dance, sculpture, writing, theater, etc., from other treatment methods is that the client participates in the healing process. The client actively participates in his/her own treatment process through creative activities. Art therapy, which enables the client to understand their inner world and reflect what they feel, contributes to the development of their ability to solve their problems in this way. In addition, this method aims to provide many benefits, such as increasing client awareness, self-esteem, and social skills (Çam & Altınköprü, 2013). As a first step, art therapy is an important means of expressing emotions at points where the client cannot express what he/she feels and thinks. It is an important factor in concretizing the emotions that are stuck in the unconscious, where communication is insufficient, or the client does not realize it in himself/herself. The images used in art therapy make it easier to experience and express the situations that have taken place in the individual’s consciousness. Images help make feelings and thoughts visible. In this way, a communication language is established between the therapist and client. Art therapists combine the self-expression aspect of art with techniques and offer it to their clients as a means of help and communication. In addition, it is known that clients are significantly distanced from stress, anxiety, and negative thoughts when dealing with art (Bostancıoğlu & Kahraman, 2017). 

  Use of Art Therapy in Psychological Disorders

There are studies showing that art therapy, which is a complementary therapeutic tool for psychological disorders, is useful in confronting and adjusting to issues such as grief, pain, unexpected life changes, and death. Basic needs such as communicating, creating, expressing, and symbolizing are included in the art therapy process; thus, imagination and emotions are affected (Liebmann & Weston, 2015). 

Studies have revealed that creative activities are beneficial for strengthening mental and physical health and can be used as mental health interventions (Leckey, 2011). 

Studies have shown that art therapy is also useful for reducing stress levels in individuals (Curl, 2008). It is known that art therapy practices using clay or ceramic paste, in which three-dimensional products are created, are very effective for treat-

ing trauma in children and adults (Elbrecht, 2012). Pharmacological treatment applied to dementia patients has limitations in terms of symptom relief. Studies have shown that art therapy practices are beneficial for dementia patients, that patients participating in such practices enjoy themselves, and that their social behaviors and self-esteem improve (Chancellor et al., 2014). Many studies have shown that music therapy reduces anxiety levels; is useful in controlling pain; has effects on neural activity, the amygdala, and the hypothalamus; and calms and relaxes individuals (Trimble & Hesdorffer, 2017). 

Because psychotic disorders usually require long-term treatment, studies on art therapy in this field have focused on individuals who have been treated for long periods. Studies have revealed that these individuals have shown improvement in 
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interpersonal communication, realizing different perspectives, experiencing a sense of partnership, and receiving pleasure from art therapy practices (Lynch et  al., 

2019). It has been observed that art therapy practices with individuals with schizophrenia or personality disorders improve their self-esteem, communication skills, 

and self-perception (Slayton et al., 2010). 

  Use of Art Therapy in Physical Disorders

Art therapy has become a complementary therapeutic tool for emotional problems that arise after physical illnesses, sudden illnesses, or severe injuries. Art, which is used in medicine by applying scientific methods, is used for therapeutic purposes in patients with serious physical disorders such as accidents, epilepsy, various traumas, and cancer. Studies have shown that art therapy is useful in coping with depression and hopelessness that occur after these diseases (Liebmann & Weston, 2015). 

It should not be forgotten that art therapy has a life-enhancing aspect, and it is used as a complementary tool for specific medical purposes. Studies have shown that different art therapy applications are beneficial for individuals with different disorders. Children hospitalized in Sweden were given art tools such as paint, clay, and textiles and asked to make artistic works. In the three-year study, it was observed that the children reflected the process and emotions they experienced with the products they created, and visual arts allowed more of the hospitalized children to express themselves (Wikström, 2005). In another study, hospitalized children were asked to describe their pain experiences by writing an essay and then interviewing them about the essay. Emphasizing the physical and psychological aspects of pain, the children described the physical symptoms of pain as stinging, squeezing, etc., while describing the emotional symptoms as fear, worry, and anxiety. Research shows that children express the situations they experience more easily through art therapy practices (Pölkki et  al., 1997). There are studies showing that preparing children and adolescents for the process of art therapy before hospitalization allows them to share their fears and anxieties and that this situation positively affects the treatment process (Coyne & Conlon, 2007). 

Increasing the spiritual strength and quality of life of patients with physical illnesses is among the main goals. For example, increasing the hopes, physical strength, and quality of life of people receiving palliative care after art therapy practices (Payne et al., 2008). When the results of studies conducted to investigate the effect of art therapy on cancer patients’ anxiety, depression, and fatigue were examined, art therapy was found to cause a significant decrease in cancer patients’ anxiety, depression, and fatigue (Geue et  al., 2010). A study conducted with people living with HIV/AIDS revealed that the mental and physical symptoms of people who participated in art therapy were significantly better than those of people who did not participate in art therapy (Rao et al., 2009). 
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  Journey to Creativity: Use of Art Therapy in Patients 

 with Cancer

If the world were bright, there would be no art. Albert Camus

During cancer treatment, art therapy externalizes and explores emotions through expressive artistic activities conducted in conjunction with a mental health professional. In this process, art, which is a form of expression, aims to bring unconscious materials to consciousness, while simultaneously receiving feedback and having a pleasant time are among the goals. The creative process is believed to play an important role in the challenging processes of cancer patients and their relatives (Connell, 1998). The effects of art therapy on cancer and its treatment process can be explained in three different phases. In the “diagnosis and early treatment” period of cancer, art therapy practices focus on body perception, personality, and self-esteem, while in the middle stage of treatment, the practices are aimed at supporting the patient to manage the long-term stress of treatment. In the “relapse and supportive care” phase, interventions are based on managing patients’ increased anger, social withdrawal, and uncertainty using art therapy practices (Zammit, 2011). 

Research has shown that art therapy has positive effects in patients with cancer. 

Art therapy combines the physical, emotional, and spiritual experiences of patients with cancer related to the disease and enables them to discover new ways through art, increase their coping resources, and realize their personal limits (Deane et al., 

2000; Öster et al., 2007). It offers many opportunities to adapt to the negative effects of illness, create a positive role, and fight cancer (Reynolds & Prior, 2006). This 

approach has many benefits for patients, such as providing support, psychological strength, and gaining new insights about their illness (Deane et al., 2000). In studies 

evaluating the effectiveness of art therapy in individuals who continue to struggle with cancer in the literature, it has been stated that individuals’ awareness of cancer and their lives increases, their emotional expression is more effective, and their psychological wellbeing improves positively (BarSela et  al., 2007; Monti & Peterson, 2003; Nainis, 2008). As a result of art therapy studies, individuals felt more valuable and powerful; their awareness about cancer increased; and they started to perceive more social, emotional, and informational support (Collie et al., 

2006; Zeigler et  al., 2004). The participation of patient relatives in the study 

increased their support for their patients (Collie et al., 2006). 
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  Examples of Art Therapy Practices with Individuals Diagnosed 

 with Cancer

Below are art therapy activities used in therapy sessions for individuals diagnosed with cancer. You can use these activities one-to-one or be inspired by these activities and shape them according to the needs of your clients or create new ones. Activities created by focusing on the needs of your clients will be even more beneficial. 

  Symbolic Images in Sick Body: Katatimi

Psychiatrist Dr. Hanscarl Leuner developed the catathymic vision life technique for psychoanalytically oriented psychotherapy. With the catathymic image experience, the therapist guides the client through a world of creative symbols. In this method, individuals are expected to imagine an image by thinking about the subject after relaxing. Below are two studies in which visualization was added to the katatimic imagery technique for female clients with advanced cancer, one of whom was aged 34 years and the other was 58 years. The first one was asked to draw a flower, and the second one was asked to draw a tree and then to describe the tree they had drawn. 
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In a storm, in a windy and desolate place. It is tossed to one side, always trying to stay rooted, struggling, striving. It waits for the storm and the hardship to end and tries to survive. 

The tree knows no weariness, 

Only the feeling of exhaustion, 

And withdrawal into itself. 

 

My tree is half gone, feeling of burnout, withdrawal. 

 Our Home in the Universe: The Body

Art therapy addresses the mind and body as a whole to promote psychological wellbeing (Wood et al., 2011). Current research in the field of oncology indicates that art therapy facilitates the expression of emotions, thoughts, and experiences that are difficult to express verbally (Reynolds & Prior, 2006). In addition, art therapy can be a tool that people who have experienced cancer can use as a form of self-compassion practice and self-care method (Wood et al., 2011). 

The following is a family study of a 47-year-old man with cancer. The study consists of two stages. In the first stage, the client was asked to express both positive and negative emotions that he had experienced in his body here and now using colors on the body template. In the second stage, the client was asked to prepare a note about their body to establish a connection between body and mind. 

[image: Image 18]
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Dear body, I am sorry that I have not noticed you for years, but I am lucky that I have noticed you through this cancer experience. Now I can stand firmly on the ground with my strong feet. I realize that I need every part of my body. I will listen to you better and will not tire you out of others. You are precious to me. If I have you, I have you. 

 The Tongue Is Silent, the Disease Speaks

As a way to help individuals who cannot cope with their challenging emotions, it is recommended that nonverbal techniques be used to help them understand the relationship between cognitive and emotional processes and bodily reactions (Sifneos, 

1967). In the therapeutic process, individuals are encouraged to draw, paint, or write about their feelings, thoughts, and experiences and then asked to convey their verbal associations through the images they create. Bringing the image to conscious awareness can alleviate the conflict and reduce the unconscious defenses to express it somatically. 

The aim of art therapy for individuals with chronic illnesses is to give a “form” 

or “voice” to the thoughts and emotions caused by their illness experience. 

Addressing the experiences, emotions, thoughts, and experiences of illness and realizing artistic expression both facilitate and accelerate the therapy process. Below is a photograph of a 47-year-old female patient diagnosed with cancer. As the therapy process progressed, instead of directly changing the challenging feelings and thoughts that emerged from the cancer experience, the focus was on changing the client’s relationship with these challenging thoughts, feelings, and illness experiences. 
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The client was instructed to close his/her eyes and focus on his/her illness and was asked to draw a picture describing their illness. After the completed picture was interpreted, the client was asked to write a dialog in the form of “me and cancer” 

including his/her beliefs about the disease experience, to describe the physical, mental, and emotional reactions of the disease. 

Cancer: Did I worry about you? 

Me: Yes, very much so. 

Cancer: Why do you think I am here? 

Me: There are many reasons, but I still can’t accept you. 

Cancer: Maybe it was for you to change something. 

Me: Yeah, you’re right. Even though I hit the wall, your arrival woke me up. It taught me, even if it was painful. And I even made a peace with your name. It has lost its importance. 

Cancer: Are you afraid of coming back? 

Me: Yes. You were my biggest fear, and you came recklessly. I thought I had everything under control. Go away and never return, please! 

Cancer: I know I am cheesy, but it was all for a purpose. 

Me: I lived what I feared, maybe I called … I didn’t give up, I won’t give up. I am less afraid now, and I hold on to my dreams more tightly. I have more goals. I will get up even if I fall, even if I get wet. Because the sun rises again every day. 

  Artistic Representations of Anxiety: Anxiety Sculptures

Cancer diagnoses and treatments interact with the patient’s anxiety level and psychological state and negatively affect the patient’s acceptance of the current disease, struggle with the disease, compliance with treatment, and quality of life. In patients with cancer, psychosocial interventions aimed at determining the level of anxiety 
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and reducing anxiety symptoms increase patient compliance with treatment 

(Alacacıoğlu, 2007). Art therapy helps individuals cope with anxiety symptoms and improve their quality of life. The process of artistic creation reduces anxiety because art is an area of free expression and thus an important factor in reducing anxiety. In the process of art therapy, fear and anxiety are expressed with the help of rhythms, colors, melodies, and symbols. Individuals can express what comes from within as it is. He or she can give the mud the shape he or she wants, form the lines of a poem with the words he or she wants, or paint a picture with the color he or she wants. It does not do something others will like. The main task is to express what is inside them as they wish. Therefore, artistic materials such as paint and clay provide a space of unlimited freedom. The psychotherapy process, which develops with the expressive power of art, prepares individuals for the mental state necessary for mental wellbeing (Demir, 2023). 

Below is the photograph of a 44-year-old female patient diagnosed with uterine cancer. The session focused on her feelings and thoughts that caused anxiety. The client was asked to transform the emotions that she had difficulty coping with into clay. To describe the physical, mental, and emotional reactions to anxiety, the client was asked to write a dialog in the form of “me and my anxiety” including the severity of anxiety, how it was felt, and her beliefs about anxiety. 

 

Me: You always scare me when I think about you. 

Anxiety: Do not be afraid of me; you will heal me. 

Me: The moment you come to my mind, I think about the troubled process I went through in the past. Difficult days, despair, pain. 

[image: Image 21]
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Anxiety: Yes. It’s very difficult, but have confidence in yourself. If you make it through those days, you can do it again. How? It’s up to you to destroy me. Love yourself. Trust yourself and face it. Believe that this disease is finally over. 

Me: Just when I think it’s over, fear fills my heart again. I think you scare me up, anxiety. But I won’t run away from you anymore. 

Anxiety: Believe me, your heart will beat as it used to, just as the sun rises after night and spring comes after winter. 

  Beyond Boundaries: Unconditional Self-Acceptance

Unconditional self-acceptance is defined as “the acceptance of oneself without the need for traits, character, success, purpose, or social approval.” It has been stated that unconditional self-acceptance was developed as a solution to overcome problems arising from self-evaluation and self-esteem seeking (Ellis, 1973). 

Unconditional self-acceptance is effective in coping with negative life experiences 

(Zhou & Xu, 2019). 

The main purpose of self-portraiture as an art therapy activity is to communicate with oneself and express how one sees themselves through art. Below is a self-portrait of a 33-year-old female patient diagnosed with breast cancer. The client was asked to draw a self-portrait. She was asked to try to make the picture as realistic as possible and not to ignore the “flaws” she saw in the picture. The client was then asked to write a story on “self-acceptance” from the mouth of a self-portrait she had painted. 
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  Life  Song

Once upon a time, on a distant land, a girl named Ayşe. This country was far away, but Ayşe was also far away from the person who should be closest to her. Would it be like this? No. So, what did it happen? A bird fell from a branch. Where? Right on Ayşe’s chest. This bird said to Ayşe, “Come to me, hang on my wing, I’ll take you to yourself. Find what you are looking for, establish your bond, grow stronger, take root, exist in your life, let flowers bloom on your branches, let fruits grow, and let me, as a bird, land on those branches. Let me sing the song of life. Let it be spring, let it be fall, but let me always exist in your branches. Let me remind you of life, of living, of yourself as a nightingale with colorful feathers.” 

  Posttraumatic Growth in the Cancer Experience

Growth can emerge as a protective factor after traumatic life experiences and contribute to the empowerment of individuals in matters such as their thoughts about themselves, perspective on life, and creation of meaning (Tedeschi & Calhoun, 

1996). It is essential for individuals to overcome the cancer experience, which can have traumatic effects, to minimize damage and empowerment (Moreno & Stanton, 

2013). Having the ability to overcome a cancer diagnosis is considered an opportunity for personal growth (Tedeschi & Calhoun, 1996). 

Below is a photograph of a 51-year-old female patient diagnosed with breast cancer. In the session, the client was asked to create masks as “pre-disease me” and 

“post-disease me” in order to gain awareness about the positive transformations caused by the diagnosis of the disease and challenging life experiences. In the final stage of the study, the two masks were asked to establish a dialog with each other. 
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Me After Illness: I wish you had been like this from the beginning. Be confident, behind your decisions, and ready to pay the price. I’m not saying you wouldn’t have had cancer, or you wouldn’t have suffered so much, but you wouldn’t have let yourself be stomped on so much. 

Me Before Illness: I wish I had been like this from the very beginning—confident, standing by my choices, ready to face their consequences. I’m not saying I wouldn’t have gotten cancer or that I wouldn’t have suffered, but maybe—just maybe—I wouldn’t have allowed myself to be trampled on so easily. The past is my rearview mirror. I’ll never erase it, but from time to time, I’ll look back. I have to. 

I’m angry. I’m confused. I’m sad. I’m exhausted. But I’m not giving up. No more Tuğba who wipes away her tears and smiles until her eyes crinkle just enough to hide that she’s been crying. From now on, I’ll cry when I need to, laugh when I want to, and say “no” when I’m not available. Still, there’s a pain inside me that aches every time I see the old me. What was the point of carrying all that burden? Who did I ever manage to please in the end? I’ve already known what it means to be betrayed at the deepest level. At the very least, from now on, I will not bow to anyone. Not anymore. 

The authors have no conflicts of interest to declare that are relevant to the content of this chapter. Verbal and written permission was obtained from the individuals to use the pictures drawn by the cases. 
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 Introduction

Cancer is a serious and life-threatening disease that is widespread worldwide. The World Health Organization reports that 10 million people died from cancer-related causes and 19.3 million new instances of the disease were identified in 2020 (World Health Organization, 2022). Cancer negatively affects not only physical health but also the psychological and social well-being of individuals (Grassi et  al., 2017). 

Patients’ quality of life is negatively impacted by receiving a cancer diagnosis, the treatment regimen, and the unknowns surrounding the condition, which can result 

in psychological issues (Bultz & Carlson, 2006). Psychological problems frequently 

observed in patients with cancer include depression, anxiety, posttraumatic stress disorder, and adjustment disorders (Caruso et  al., 2017). These problems reduce N. Arduç (*) 
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patient compliance with treatment, reduce quality of life, and negatively affect the 

course of the disease (Pinquart & Duberstein, 2010). For cancer patients, psychological therapies are crucial to resolving these issues and enhancing their quality of life (Faller et al., 2013). 

Traditional psychological interventions generally adopt a pathology-oriented approach and focus on patients’ problems, weaknesses, and deficiencies (Seligman 

& Csikszentmihalyi, 2000). However, in recent years, with the development of the positive psychology movement, new intervention methods that emphasize individuals’ strengths, virtues, and potential have emerged (Seligman et al., 2005). Positive psychology improves individuals’ psychological resilience and well-being by developing positive characteristics and resources (Seligman, 2002). Positive psychotherapy is an intervention method that integrates the principles and practices of positive psychology into the therapeutic process (Rashid & Seligman, 2018). These therapies aim to increase patients’ psychological resilience and improve their quality of life by focusing on their strengths, virtues, and resources (Seligman et al., 

2006). Unlike traditional therapeutic methods, positive psychotherapy emphasizes individuals’ positive characteristics and potential rather than focusing only on problems and symptoms (Rashid, 2015). 

Positive Psychotherapy (PPC), developed for cancer patients, is an intervention program that aims to reduce the negative effects of the cancer experience and support patients’ posttraumatic growth process (Ochoa et al., 2017). PPC is an eclectic therapy model that integrates techniques from different approaches, such as cognitive behavioral therapy and existential therapy (Ochoa & CasellasGrau, 2015). This 

program helps patients with cancer discover their strengths, virtues, and resources and enables them to use the illness experience as an opportunity for positive transformation (Ochoa et  al., 2013). Numerous studies have confirmed the PPC program’s efficacy (Sears et  al., 2003; Antoni, 2003; Milam, 2004; Helgeson et  al., 

2006; Morrill et al., 2008; Sin & Lyubomirsky, 2009; Sawyer et al., 2010; Bolier 

et al., 2013; Vázquez, 2013; CasellasGrau et al., 2014; Khodabakhash et al., 2015; Nasehi et  al., 2015; Ochoa & CasellasGrau, 2015; Dowlatabadi et  al., 2016; Basharpoor et al., 2018; Ochoa et al., 2017; Saeedi et al., 2019; Jamshidifar et al., 

2015; Meibodi et  al., 2021; Haseli et  al., 2022; Karimi et  al., 2022; Abdian 

et al., 2024). 

In this book chapter, the positive psychotherapy approach for patients with cancer is discussed in detail. I’ll start by outlining the history of positive psychology and the fundamental ideas of positive psychotherapy. Then, the structure, stages, and implementation techniques of the proposed PPC program are introduced. 

Finally, current research findings on the effectiveness of PPC in patients with cancer will be reviewed and discussed. The aim of this chapter is to provide mental health professionals working with patients with cancer with the basic principles and methods of the positive psychotherapy approach and to present the current scientific literature in this field. 
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 Positive  Psychotherapy

  Development of Positive Psychology and Positive Psychotherapy

Positive psychology is an approach that shifts the focus of traditional psychology from negative emotions, psychopathology, and individuals’ weaknesses to positive emotions, character strengths, and human potential (Seligman & Csikszentmihalyi, 

2000). At the heart of this movement are goals such as increasing people’s wellbeing, increasing life satisfaction, and enabling them to lead a meaningful life (Gable & Haidt, 2005). Positive psychology focuses on positive characteristics, strengths, and potential to support the development of individuals and societies (Seligman, 2002). 

Positive psychology has its origins in humanistic psychology and the work of Abraham Maslow. However, positive psychology started to become recognized as a field of study in 1998, when Martin Seligman called during his presidency of the American Psychological Association (Seligman, 2002). Seligman emphasized that 

it was inadequate for psychology to focus only on illness and pathology; instead, psychology should focus on the positive qualities and potentials of people (Seligman 

& Csikszentmihalyi, 2000). 

The development of positive psychology has led to new perspectives and applications in various research areas. For example, concepts such as subjective wellbeing (Diener, 2000), psychological well-being (Ryff, 1989), flow experience 

(Csikszentmihalyi, 1990), hope (Snyder, 2000), optimism (Carver & Scheier, 2001), 

psychological resilience (Masten, 2001), and character strengths (Peterson & Seligman, 2004) are important research topics in positive psychology. 

Positive psychotherapy integrates the principles and practices of positive psychology into the psychotherapeutic process (Rashid & Seligman, 2018). This therapy method aims to increase clients’ psychological resilience by focusing on their strengths, virtues, and resources (Seligman et al., 2006). Unlike traditional psychotherapy methods, positive psychotherapy emphasizes individuals’ positive characteristics and potential rather than focusing only on problems and symptoms 

(Rashid, 2015). 

Positive psychotherapy includes various psychological interventions. These 

interventions include techniques such as discovering and using character strengths (Seligman et al., 2005), gratitude practices (Emmons & McCullough, 2003), developing optimism (Seligman, 2006), setting meaningful life goals (Steger et al., 2009), 

and increasing positive emotions (Fredrickson, 2001). These interventions aim to increase individuals’ psychological well-being, improve their ability to cope with 

stress, and help them find meaning in life (Rashid & Seligman, 2018). 

Positive psychotherapy has been recognized as an effective approach for treating various psychological problems. For example, the use of positive psychotherapy techniques in the treatment of depression (Seligman et al., 2006), anxiety disorders 

(Fava & Tomba, 2009), posttraumatic stress disorder (Padesky & Mooney, 2012), 

and eating disorders (Kirsten & du Plessis, 2013) is becoming increasingly 
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common. In addition, positive psychotherapy is used to increase individuals’ general well-being, life satisfaction, and personal development (Rashid, 2020). 

  Five Stages of Positive Psychotherapy

Positive Psychotherapy is a holistic approach that focuses on individuals’ strengths, potentials, and resources. This approach offers a five-stage therapy process (Peseschkian, 2016). During these stages, clients learn more about themselves, solve issues, acquire new skills, and enhance their quality of life. 

The first stage, the observation and distancing stage, involves the clients describing their problems and symptoms they experience. By listening to clients’ stories, the therapist attempts to understand the emergence and development of problems (Peseschkian, 2012). At this stage, clients gain awareness of their problems and learn how to distance themselves from them. The therapist listens to clients’ experiences without judgment and empathizes with them. At the same time, it helps clients see their problems from a broader perspective (Sarı, 2015). 

The second stage is the inventory stage. This stage explores clients’ resources, skills, coping strategies, and positive characteristics. The therapist uses various techniques to reveal the strengths and potential of the client. For example, the 

“Differentiation Analysis” technique helps clients achieve a balance between their positive and negative characteristics. In this technique, clients write their positive traits on one side of a piece of paper and their negative traits on the other. They then focus on finding a balance between these features and converting negative traits into 

good ones (Peseschkian, 2012). Thus, clients gain a more holistic view of themselves. 

The third stage is the situational encouragement stage. In this stage, clients develop new skills and strategies to address their problems. By encouraging clients, the therapist aims to increase their self-efficacy and confidence. For example, using the “Therapy with Stories” technique, stories are shared to help clients cope with life difficulties. These stories allow clients to examine their problems from different perspectives and discover alternative solutions (Peseschkian, 2016). In addition, 

roleplaying and other techniques are used to support clients in developing new behavioral and communication skills. 

The fourth stage is the verbal formulation stage. In this stage, clients are encouraged to clearly express their problems and goals. Therapists help clients gain insight and increase their motivation for change (Peseschkian, 2016). Clients begin to transfer the awareness and skills they acquire during therapy to their daily lives. For example, with the “Positive Reframing” technique, clients learn to reframe their difficulties and problems from a positive perspective (Peseschkian, 2012). This 

technique helps clients discover the lessons they can learn from their negative experiences and supports their personal development. 

The fifth and final stage is the expansion of the goals. In this stage, clients reinforce the gains they have made during therapy and extend them to different areas of their lives. The therapist helps the client develop positive expectations of the future 
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and set meaningful life goals (Peseschkian, 2012). Clients will continue to improve their quality of life and maintain their personal development by using what they have learned during the therapy. Monitoring studies are also conducted to help clients maintain and improve their achievements (Sarı, 2015). In addition, clients are 

provided with the necessary skills to cope with posttherapy difficulties. 

Positive Psychotherapy’s five-stage therapy process allows clients to be holistically assessed and supported. This process allows clients to not only focus on their problems and discover their strengths and resources. The treatment also encourages clients to actively participate in the therapy process and take responsibility for their development. Positive Psychotherapy’s five-stage therapy process helps clients realize themselves, unlock their potential, and lead a meaningful life. 

  Capabilities  and Differentiation  Analysis 

 in Positive Psychotherapy

Positive psychology focuses on individuals’ real talents and potential. According to this approach, each person has certain abilities that they are born with and develop throughout their lives (Peseschkian, 2016). Real abilities are characteristics that 

help individuals realize themselves, cope with life difficulties, and establish meaningful relationships (Sarı, 2015). 

In Positive Psychotherapy, the “Differentiation Analysis” technique is used to discover and develop true talents. Differentiation Analysis is an assessment process to identify the abilities, skills, and coping strategies of individuals (Peseschkian, 

2012). This method allows clients to gain self-awareness and discover their strengths. 

Differentiation Analysis is carried out in four key areas: Body, Success, 

Relationship, and Future. The body domain includes individuals’ physical health, energy, and awareness. The achievement domain encompasses individuals’ abilities, skills, and accomplishments. The relationship domain refers to individuals’ 

social relationships, communication skills, and emotional bonds. The future domain represents individuals’ goals, expectations, and hopes (Peseschkian, 2012). 

In the Differentiation Analysis process, clients discover their abilities and potential in these four areas. The therapist facilitates this process by asking and encouraging clients open-ended questions. For example, questions such as “What are your physical strengths?”, “What are your areas of success?”, and “What are your characteristics that help you in your relationships?” can be asked (Peseschkian, 2016). 

Because of Differentiation Analysis, clients’ primary and secondary abilities are identified. Primary abilities are those that individuals are born with and can use easily. Secondary abilities are those that individuals are open to developing and require more effort. Secondary abilities are usually developed through education, experience, and practice. For example, a person’s primary ability may be creativity, while secondary abilities may include research, planning, and attention to detail. These 
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secondary abilities help individuals bring their creative ideas to life and succeed. 

Developing secondary abilities allows individuals to have a more balanced skill set and to adapt more easily to changing circumstances. Differentiation Analysis helps clients recognize their primary and secondary abilities and use these abilities in different areas of their lives (Peseschkian, 2012). 

In Positive Psychotherapy, the discovery and development of real talents increase clients’ self-awareness, self-confidence, and quality of life. By using their abilities and potential, clients can cope more effectively with life difficulties and lead a fulfilling life (Sarı, 2015). Differentiation Analysis, as one of the main components of Positive Psychotherapy, enables clients to be holistically assessed and supported. 

 Positive Psychotherapy for Cancer

  The Concept of Positive Psychotherapy for Cancer

Severe diseases, including cancer, can have a long-lasting and significant effect on a person’s life. Such illnesses have a major impact on not only physical but also psychological and emotional health. A patient’s quality of life may be significantly impacted by a cancer diagnosis, which can also have negative psychological repercussions including despair, anxiety, and melancholy (Haberkorn et  al., 2013; Sheppard et al., 2013). According to research, 35–38% of individuals experience distress after receiving a cancer diagnosis (Faller et al., 2013). This psychological distress is associated with outcomes such as reduced quality of life, decreased treatment adherence, and worse overall survival. On the other hand, receiving a cancer diagnosis and undergoing treatment can also result in good life improvements. 

Terms like posttraumatic growth, utility, and stress-related growth are used to describe these beneficial alterations (Cordova et  al., 2001; Sawyer et  al., 2010; 

Ochoa et al., 2013). 

The goal of traditional therapeutic treatments has frequently been to heal harm. 

But for the past 20 years, psychology has started to highlight the positive aspects of human behavior. The creation of beneficial psychological therapies is the result of this change. These interventions include well-being therapy (Fava et  al., 1998), 

quality of life therapy (Frisch, 1998), and Seligman’s positive psychotherapy (Seligman et al., 2006). Positive psychology recognizes that positive emotions can increase power and motivate people to make changes in their lives. Additionally, these positive feelings have the ability to protect against unfavorable circumstances like stress (Castilla & Vázquez, 2011). 

Positive Psychotherapy in Cancer (PPC) builds on these ideas and findings. PPC 

aims to address growth and personal development in an integrated way, in addition to pain and injury (Ochoa & CasellasGrau, 2015). In order to focus psychological 

treatment more on the beneficial resources of patients, such as positive emotions, strengths, and personal meanings (including existential and spiritual meaning), PPC 

primarily aims to alleviate psychopathological symptoms and emotional discomfort (Ochoa & CasellasGrau, 2015; Rashid & Seligman, 2013). 
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  Structure and Applications of the PPC Program

The PPC program’s major objective is to encourage healthy life transitions following cancer, such as posttraumatic growth. PPC was primarily created as a group-based treatment that incorporates aspects of humanistic existential and cognitive behavioral thought processes. The program is aimed at people who have experienced cancer and face adjustment problems after completing treatment. It consists of 12 weekly sessions. These sessions are divided into four modules presented in Table 13.1 to support the processes of assimilation of cancer experience and personal transformation (growth) (Ochoa & CasellasGrau, 2015). 

Module 1: Fostering attitudes that facilitate growth and promote emotional expression and processing of the cancer experience

Module 1 encourages emotional expression and processing of the cancer experience, which fosters attitudes that support progress. First, it is recommended to adopt mindsets that foster personal development, such as an openness to change, a curiosity about life, and a sense of collective universality. In order to assist patients in coping with their losses, post-illness identity questioning is stressed. Patients are encouraged to compare their pre- and post-illness situations and share their experiences with group members. Sharing common experiences among group members 

Table 13.1  Positive Psychotherapy for cancer (Ochoa & CasellasGrau, 2015)

Module Session Objective

Therapeutic Elements in Each Session

1

12

a. Promote attitudes  1. “What did the cancer diagnosis mean to me?” 

that facilitate growth  promoting openness to change, group universality, and from illness. b. 

life curiosity. 2. Using somatic awareness, 

Support emotional 

symbolization, and adaptive emotional restructuring to 

expression and 

work with both positive and negative emotions. 

processing. 

2

35

Emotional regulation  3. Coping mechanisms and emotional control: 

and coping

Emotional intelligence and mindfulness. 4. The 

possibilities of healthy living and good transformation. 

5. Individual qualities and recollections of prior 

achievements in overcoming adversity. 

3

69

PTG facilitation

6. Giving the encounter significance. Work with 

pleasant recent and old memories. 7. Interpreting one’s 

experiences. Hope-based therapies and principles for 

self-actualization. 8. Relational development: 

Overcoming negativity by igniting interest in 

important persons and collaborating with good role 

models. 9. Relational growth: Interventions grounded 

in forgiveness and appreciation. 

4

1012

a. Existential and 

10. Dealing with emotional anesthesia with 

spiritual aspects. b. 

anticipation of recurrence, increased mortality, and 

Group closure

awareness of impermanence. 11. Making productive 

use of transcendence and repentance. 12. A farewell 

letter that includes a group experience evaluation. 
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strengthens group cohesion and a sense of universality. Patients’ implicit beliefs about personal change and their expectations from the group are also addressed. 

The second aim is to express and process positive and negative emotions. 

Emotional awareness, symbolization, and a harmonious reframing of emotions are achieved. In addition to working with negative emotions (sadness, fear, anger, and guilt), positive emotions are gradually addressed. Strategies such as recognizing positive emotions, emphasizing nonverbal expressions of the emotional state (smil-ing, upright posture, eye contact, etc.), and symbolizing the emotional experience are used. Awareness of positive emotions helps patients recognize their capacity to experience pleasurable states and understand that they can cry and smile. It also contributes to reducing unproductive rumination and breaking vicious thought cycles. 

Symbolizing emotional experiences is important when patients experience difficulties in expressing extreme events such as cancer. Therapists can employ simple strategies by assigning emotional labels to incomplete sentences. In addition, somatosensory elements, guided imagery, and metaphors can also be used to facilitate emotional expression. 

Finally, symptoms of stress are given a positive meaning by providing a coherent explanation for the emotional distress caused by the illness. For example, symptoms such as anger can be reframed as a harmonious function that allows individuals to assimilate the experience by making themselves unavailable to others. However, it is also emphasized that if anger persists, it can turn into a social problem by produc-

ing isolation and loneliness (Ochoa & CasellasGrau, 2015). 

Module 2: Emotional regulation and coping

Group members’ development of components pertaining to coping and psycho-

social control is aided by Module 2. Coping strategies, emotional control, optimistic outlooks, individual strengths, and recollections of past triumphs over adversity are the main topics of this module. 

First, both good and negative emotions are acknowledged and dealt with. Patients are questioned about their experiences with cancer, its aftereffects, and how they overcame, fought, and survived the illness. It is the therapist’s job to support the patient’s function as an observer-hero since patients are thought of as experts in their own experience. When the group members are intervening, the therapist should make an effort to highlight the feelings of well-being that are now prevalent. 

Highlighting positive feelings is especially crucial since they reduce emotional suffering and help to reframe the experience of having cancer in a positive light. 

Second, encouraging a sense that recovery is feasible can be achieved by pointing out and appreciating minor gains or improvements. In this situation, inquiries like “How would we know if you were starting to feel better?” might aid in defining a feasible window of opportunity for improvement. 

Third, it’s critical to highlight the advantages of overcoming obstacles that cancer patients might ignore. These components show the positive traits and attributes of the patients. The qualities that have been recognized can serve as a foundation for transformation or for creating new coping mechanisms. “Have you ever felt like this before?” is a useful question to ask patients in order to help them make comparisons 
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between previous and present emotional states. This motivates individuals to put to use the abilities and talents they have previously developed and are probably going to be useful right now. Naturally, the elements that are recalled as effective coping mechanisms are the most beneficial (Ochoa & CasellasGrau, 2015). 

Module 3: Enhancing growth

Module 3 makes sense of cancer experiences and facilitate relational growth. In this module, positive biographical memories, personal fulfillment guidelines, caring for others, positive role models, gratitude, and forgiveness strategies are used. 

First, in the process of making sense of the cancer experience, patients try to integrate the questions surrounding life and find answers. The search for new meanings is the basis for posttraumatic growth in most patients. In the PPC program, two strategies are used to explore these aspects from an alternative and constructive perspective: working with positive biographical memories of recent and distant pasts and personal actualization guidelines. Positive memories can lead patients to revisit important places or people and to get in touch with a self-identity that the illness has not been able to eradicate. Personal realization directives are used to identify satisfying and meaningful connections between the past, present, and future. 

Second, relational growth involves caring for others, showing commitment to them, loving, and being loved. These are key elements that facilitate cancer patient personal growth. In the PPC program, strategies of arousing interest in others, positive role models, gratitude, and forgiveness are employed to facilitate relational growth. The “anthropological task” can be used to attract others’ interest. In this task, group members observed a few people they knew and noted what they suffered, worried about, and were happy about. The aim is to help patients shift their focus from themselves to others. Positive role models put patients in contact with people who have experienced the same cancer and have benefited from their experiences. Gratitude interventions ask patients to thank the people they have helped. 

Forgiveness interventions aim to empathize with the aggressor, recognize their mistakes, evaluate the aggressor’s behavior, and reduce rumination on the event (Ochoa 

& CasellasGrau, 2015). 

Module 4: Existential and spiritual aspects and group closure

The group process is wrapped up in Module 4, which looks at existential and spiritual issues. This session covers a number of topics, including values, legacy, coping with existential and emotional numbness, and the potential to serve as a role model. 

First, contemplating one’s existence and purpose in life is a common reaction to a catastrophic sickness. Experiencing one’s own death may make one more interested in existential and spiritual matters. Transcendental concerns concerning meaninglessness, loneliness, death, and freedom are frequently posed by cancer patients. Within this framework, an evolving existential stance resulting from heightened consciousness, lucidity, and profundity of existential issues might be interpreted as a progression in sickness. In our group work, the question “How do you think you will cope with cancer recurrence?” helps to explore these existential 
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concerns at a deeper level. The most frequent answers are worries about losing important people, being afraid of pain, and losing one’s independence. 

Second, emotions of vulnerability, discontent, and experiencing life without expectations frequently give rise to tales of existential numbness and emptiness in group interventions. Certain group members may respond more favorably to the image if this is made clear at the appropriate time. 

Third, one more method of addressing transcendental concerns is to prepare for the potential of relapse. This may be done by asking yourself questions such as 

“How do you want to be remembered in the event of death?” “Before you pass 

away, what morals would you wish people to instill in you?” Asking such questions might help patients position themselves transcendentally in relation to others, as well as promote the transmission of values across generations and the prospect of leaving a legacy for significant individuals. Regret is typically not a good thing, but it may be a tool to promote change. “How would you like to experience and remember the period prior to the relapse?” is one example. “In the case of a relapse, what are the things you hope not to regret?” 

Finally, the farewell letter serves as a way to capture what was learned and reflected upon during the group experience. “What did it mean for me to participate in this group?” “What do I need to do after the group ends?” The farewell letter also sets the stage for later follow-ups (3 and 12 months after the group ends) (Ochoa & 

CasellasGrau, 2015). 

 Effectiveness of Positive Psychotherapy in Patients 

with Cancer

Positive psychotherapy has been shown to be quite useful for cancer patients. The purpose of the study by Abdian et al. (2024) was to evaluate the impact of Positive Psychology (PP) and Acceptance and Commitment Training (ACT) on the resilience and mental health of breast cancer patients. 60 breast cancer patients participated in this study, which employed a two-group quasi-experimental design with a pretest–posttest design, at the Khatamolanbia cancer center in Jahrom between 2020 and 2021. Convenience sampling was used to choose participants, who were then randomly allocated to one of two groups: Positive Psychology, which emphasizes positive emotions and individual skills, or Acceptance and Commitment Training, which focuses on accepting uncontrollable events and enriching life. After adjusting for pretest results, the research findings showed no statistically significant difference in resilience and mental health ratings between the two intervention groups. Nonetheless, both groups showed statistically significant gains in resilience and mental health. 

Karimi et  al. (2022) evaluated the impact of positive psychotherapy on life expectancy and psychological well-being in women with breast cancer. With a control group and a pretest–posttest design, the study was carried out as a quasiexperimental investigation. Thirty participants were randomly allocated to the 
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experimental group (positive oriented psychotherapy) and the control group (15 

persons in each group) from among the patients diagnosed with breast cancer between the ages of 20 and 45. This was done using a nonrandom sampling technique. While the control group got no intervention until the end of follow-up, the experimental group received positive psychotherapy in ten 90-min sessions (one session per week). Women with breast cancer had longer life expectancies and better psychological outcomes after receiving positive-oriented psychotherapy. 

The benefits of compassion-focused treatment and positive psychotherapy on 

promoting psychological well-being and self-worth in breast cancer patients were compared by Haseli et al. in 2022. Pretest–posttest control group design was used in this quasi-experimental investigation. 45 women with breast cancer who were sent to Tehran’s Shohada-e Tajrish Hospital were chosen for the study using a convenience sample method. According to the study, compassion-focused treatment is less successful than positive psychotherapy in enhancing psychological well-being and self-worth. 

The Meibodi et al. (2021) study set out to find out how positive psychotherapy affected the happiness, engagement, pleasure, character qualities, and semantic metrics of cancer patients. Thirty cancer patients were chosen by purposive sampling within the parameters of a quasi-experimental design. The experimental and control groups (15 participants each) were then randomly assigned to the participants. Positive psychotherapy was administered eight times a week for 120 min to the experimental group and not to the control group. The findings demonstrated the efficacy of positive psychotherapy in raising cancer patients’ levels of happiness, character strength, pleasure, and engagement. 

In Bijar, Indonesia, Basharpoor et al. (2018) assessed the impact of group psychotherapy on the self-determination and death fear of breast cancer patients. This was a quasi-experimental research using a control group pretest–posttest design. All breast cancer patients who were registered at the Bijar Health Center up until 2013 

were included in the sample. The participants were separated into experimental and control groups at random. The findings demonstrate that group psychotherapy helps breast cancer patients feel less anxious about dying and more in control of their own lives. 

The purpose of Saeedi et al. (2019)'s study was to look at how positive psychotherapy affected cancer patients’ perceptions of what life was all about. It was a clinical research that was randomized. Convenience sampling was used to identify sixty one cancer patients, who were then randomly allocated to the positive psychotherapy (n = 30) and control (n = 31) groups. The eight weekly 90-min group sessions of positive psychotherapy were conducted in a group setting. The findings showed that, prior to the intervention, there was no significant difference between the two groups’ mean scores on the meaning of life and all of its dimensions (goals, existential void, acceptance of death, goal seeking, coherence, and choice of responsibility). However, following the intervention, there was a significant difference. 

Following the intervention, the mean score fell in the control group. It was therefore determined that positive psychotherapy was useful in increasing the degrees of meaningful, happy, and dedicated life in cancer patients. 
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The study by Ochoa examined the effectiveness of Positive Psychotherapy (PPC) for people who have experienced cancer and are experiencing emotional distress. In the study, 126 people who have experienced cancer were divided into an experimental group (PPC) and a control group. Participants in the PPC group showed decreased emotional distress, posttraumatic stress symptoms, and increased posttraumatic growth (PTG) after treatment. These positive effects persisted for 3 and 12 months after treatment. In addition, participants’ PTG levels were confirmed by the PTG 

attributed to them by their immediate environment. The results suggest that PPC 

promotes long-term PTG and can reduce emotional distress and posttraumatic stress in people who have experienced cancer. 

The goal of the Jamshidifar et al. (2015) study was to ascertain if positive psychotherapy has a favorable impact on the psychological health of breast cancer patients. 24 breast cancer patients from Shohada-e Tajrish Hospital were chosen for this study using convenience sampling. According to the analysis’s findings, these patients’ psychological well-being subscales measuring dominance, relationships, and acceptance were all impacted by positive psychotherapy, while the subscales measuring autonomy, growth, and objectives were unaffected. 

Dowlatabadi et al. (2016) investigated how group positive psychotherapy affected breast cancer patients’ levels of happiness and sadness. In 2015, 42 patients with breast cancer at the Oncology Center in Kermanshah, Iran, participated in this randomized controlled experiment. Before and ten weeks after the operation, data were gathered. When compared to the control group, the positive psychotherapy group’s depression levels were much lower, according to the findings. Additionally, the patients in the positive treatment group reported significantly higher levels of happiness, while the control group showed no discernible increases in this regard. 

Positive psychotherapy‘s impact on patients’ self-efficacy and perceived stress was studied by Nasehi et al. (2015). 30 women who applied to Tehran’s Shohada Hospital were chosen for this study using a convenience sample technique, and they were split into two groups at random: the experimental and control groups. While the control group got no intervention, the experimental group had eight 90-min sessions of positive psychotherapy. The analysis’s findings showed that positive psychotherapy was successful in raising patients’ self-efficacy and lowering their reported stress levels. 

Positive psychotherapy‘s impact on depressive symptoms and character qualities in cancer patients was studied by Khodabakhash et al. (2015). A quasi-experimental approach was used to split the 30 patients into two groups. The positive psychotherapy group (experimental) consisted of fifteen patients, whereas the control group consisted of fifteen patients. The findings demonstrated the efficacy of positive psychotherapy in lowering depression, enhancing virtues and character traits, and enhancing the meaningful, pleasurable, and active lives of cancer patients. 

Meta-analyses demonstrate a consistent association between markers of physical health, recovery from disease, growth and discovering benefits, mortality, and psychological well-being (Vázquez, 2013). Cancer patients who undergo posttraumatic growth (PTG) adapt better, have better mental health, and have more favorable perceptions of their physical health, according to meta-analyses in the area (Helgeson 
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et al., 2006; Sawyer et al., 2010). Particularly in cancer patients, PTG is linked to reduced emotional distress and signs of posttraumatic stress disorder (Sawyer et al., 

2010). PTG mitigates the link between high levels of posttraumatic stress disorder and a lower quality of life in cancer patients (Morrill et al., 2008). This implies that therapists might employ growth as a strategy to enhance cancer patients’ quality of life. PTG is also associated with healthier behaviors in people who have experi-

enced cancer (Milam, 2004). For instance, among women with breast cancer, growth is linked to better adherence to regular appointments (Sears et al., 2003). However, rather from being a preventative measure, the adaptive advantage of personal development for cancer patients should be seen as a means of rerouting, modifying, and 

reducing emotional distress (Ochoa & CasellasGrau, 2015). 

Overall, meta-analytic research has shown that treatments based on positive psychology are useful in addressing a range of clinical issues (Sin & Lyubomirsky, 

2009; Bolier et al., 2013). For instance, among women with breast cancer, growth is linked to better adherence to regular appointments (Sears et al., 2003). However, rather from being a preventative measure, the adaptive advantage of personal development for cancer patients should be seen as a means of rerouting, modifying, and reducing emotional distress (Ochoa & CasellasGrau, 2015). Effectiveness of the Positive Psychotherapy for Cancer (PPC) program has also been assessed. PPC was found to lessen emotional distress and posttraumatic stress and to enhance PTG in cancer patients when compared to a list group and standard cognitive behavioral stress management therapy (Antoni, 2003). Additionally, compared to conventional cognitive behavioral therapy, the PPC program appears to offer greater rates of stress management, according to early research on results at 3- and 12-month follow- ups (Ochoa & CasellasGrau, 2015). 

 Conclusion

Cancer is a serious disease that profoundly affects not only physical health but also psychological and social well-being. Although traditional psychological interventions often adopt a pathology-focused approach, positive psychotherapy offers a new perspective by focusing on individuals’ strengths, virtues, and potential. The research and practice reviewed in this chapter suggest that Positive Psychotherapy (PPC) is a promising intervention for patients with cancer. PPC allows patients to improve their emotional expression, strengthen coping skills, support personal growth, and address existential issues. This holistic approach helps patients not only cope with the disease but also obtain meaningful and positive outcomes from this challenging experience. 

Numerous studies have demonstrated the efficacy of PPC in lowering psycho-

logical symptoms, including anxiety and depression, enhancing quality of life, and improving psychological health in cancer patients. Additionally, PPC has been demonstrated to lessen death fear, boost self-efficacy, and encourage posttraumatic development. During the long-term follow-up, favorable results continued to occur. 
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Still, further study is needed to fully comprehend and maximize PPC‘s efficacy. To specifically investigate the effectiveness of PPC for various cancer kinds and stages, greater sample numbers and longer follow-up periods are required in randomized controlled studies. 

In conclusion, Positive Psychotherapy offers a promising approach to support the psychological health and standard of living of cancer patients. By focusing on patients’ strengths and potential, this approach helps them reframe their cancer experience as an occasion for development and change. Future research and clinical applications can further strengthen the role of PPC in cancer care and provide a more comprehensive patient support during this challenging process. 

The authors have no conflicts of interest to declare that are relevant to the content of this chapter. 
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 Introduction

The incidence of cancer in children aged 15 years of age is 110,150 per million and is considerably lower than that in adults. Only 0.5% of cancer cases are seen in children younger than 15 years (Kutluk, 2006). Childhood cancers are a long-term chronic process that affects not only children but also the whole family (MauriceStam et al., 2008; Bhattacharya et al., 2016). Early recognition of the disease, modern diagnosis and treatment methods, and advances in supportive treatment approaches have increased survival rates. Despite these advances in treatment methods, the diagnosis of childhood cancer puts children and their families through a difficult 

process (Alparslan et al., 2011; Gülses et al., 2014). 

Being sick, being a relative of a sick person, and being hospitalized are processes that affect one’s life in different ways, increase anxiety and panic, and negatively P. Algedik (*) 
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change one’s mental state in daily life (Erdim et al., 2006). Children with chronic illnesses not only try to reduce the symptoms of the disease but also experience developmental, psychological, social, and environmental problems that arise for various reasons more intensely (Durualp et  al., 2010). Cancer negatively affects mental, physical, and social health, including the diagnostic process. Adolescents and children are exposed to many negative and stressful events during cancer diagnosis. These negative events may result in trauma during and after treatment (Love 

& Sabiston, 2015). The social and psychological effects of cancer on children vary according to the child, parents, type of disease, social support, and medical treatment received, and these effects can change the child’s attitude toward the disease positively or negatively (Durualp et al., 2010). 

Psychosocial support offered to children during the cancer process can be 

expressed as a set of multidisciplinary services that include the prevention of psychological problems that may arise in this difficult process, rebuilding/improving the child’s relationships in the social environment, recognizing and strengthening their strengths until the difficult process passes, and strengthening their ability to cope with/heal/recover from possible problems that may arise in the future (Kızılay, 

2008). Considering the family and the child, which have not been in a hospital environment before, the problems that may arise due to adaptation should also be considered (Erdim et al., 2006). 

In this process, it is important to inform children and their families in an understandable language about what awaits them regarding the disease and treatment process; to ensure that they trust the doctors and the hospital; to have them meet with patients whose treatment process has ended successfully; to create special social areas for children in the hospital (such as playrooms, yoga areas, music rooms, and hospital schools); and to provide psychosocial support from various professional groups (including child development specialists, psychologists, and art, music, and physical education specialists) in addition to healthcare personnel (Larcher et al., 2015). Providing psychosocial support through various professional groups (such as child development specialists, psychologists, and art, music, and physical education instructors), along with having special kitchens where mothers can prepare meals for their children and well-equipped service areas to meet basic needs, helps patients and their families minimize the challenges they face during this process (Sarper, 2013). 

Studies on the difficulties experienced by children in the process of adaptation to the hospital show that factors such as knowing the symptoms that may occur during and after the disease process, taking into account the special needs of each child, keeping communication channels open, and ensuring continuity of support are effective in reducing negative feelings and behaviors related to adaptation (Barrera et  al., 2004). The psychosocial care model developed by Last and Grootenhuis (1998) emphasized that understanding the emotional and behavioral reactions of sick children and their families and focusing on various dimensions of social support in addition to medical treatment will result in successful psychosocial support 

(Last & Grootenhuis, 1998). 
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Various Psychosocial Risks and Symptoms of Cancer in Children

1.  Emotional Problems: Children diagnosed with cancer may experience anxiety because of the uncertainty of the future, while emotional problems such as 

depression may occur because of hopelessness (VrijmoetWiersma et al., 2008). 

2.  Loneliness/Social Isolation: One of the most pressing problems for children with cancer who have to endure the disease process in the hospital is loneliness. 

Children who are constantly alone may experience social isolation and social withdrawal through the following processes (Alderfer et al., 2010). 

3.  Behavioral Problems: Behaviorally, children may show sudden aggression, irritability, age regression, or no longer engage in activities they previously enjoyed (VrijmoetWiersma et al., 2008). 

4.  Disruption of Academic Life: Children and adolescents who are still in school may not be able to attend school regularly and fulfill their academic responsibilities due to treatment programs and hospitalizations, leading to academic stress and difficulties (Manne & Miller, 1998). 

5.  Family Problems: The child’s illness may cause stress, financial problems, and disruptions in daily routines in the family, affecting family relationships and 

dynamics (Rajajee et al., 2007). 

6. Physical Appearance Concerns: Bodily changes following cancer treatment, such as hair loss, weight changes, and scars, can affect a child’s physical appearance and self-esteem (VrijmoetWiersma et al., 2008). 

7.  Coping Difficulties: Children and adolescents may experience difficulty coping with the physical and emotional challenges of cancer, which may lead to inap-propriate coping mechanisms, such as denial, avoidance, or substance use 

(Alderfer et al., 2010). 

8.  Posttraumatic Stress: Some children may develop symptoms of posttraumatic stress disorder (PTSD) in response to the challenging and traumatic aspects of their cancer experience, such as hospitalization or medical emergencies (Rajajee 

et al., 2007). 

9.  Spiritual and Existential Concerns: Children may grapple with questions about the meaning of life, suffering, and death, which affect their psychological wellbeing and coping strategies (Enskar et al., 1997). 

 Assessment of Psychosocial Needs Among Children Diagnosed 

with Cancer

Psychosocial assessment in children and adolescents with cancer is a critical process aimed at understanding and addressing the emotional, social, and psychological needs of children and families throughout their cancer journey (Kazak et al., 

2015). Significant progress has been made for treating childhood and adolescent 

cancer through the appropriate use of treatment standards that include medical interventions aimed at aggressively treating cancer and managing and preventing its physical adverse effects. In recent years, these treatment approaches have made 
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treatment child specific, depending on children’s individual responses to treatment. 

When children and their families face life-limiting illnesses, it is important to have a standardized approach that can be adapted to their individual psychosocial support needs, while also taking personal differences into account (Weaver et al., 2016). 

 Factors to Be Considered During Psychosocial Assessment

1.  Comprehensive Assessment: A comprehensive assessment should be conducted by a multidisciplinary team comprising social workers, psychologists, child and adolescent psychiatrists, and other relevant experts. This assessment should consider the child’s developmental stage, family dynamics, coping mechanisms, and 

cultural background (Kazak et al., 2015). 

2.  Medical Evaluation/History: Detailed information about the cancer type, stage, treatment plan, and previous medical or psychological processes should be 

obtained (Chao et al., 2003). 


3.  Emotional and Behavioral Assessment: Any behaviors, moods, or sleep patterns that may be perceived as signs of stress or anxiety should be assessed, as well as the child’s emotional state, such as feelings, fears, anxieties, and coping skills regarding the cancer diagnosis (Eiser et al., 2000). 

4.  Coping Skills and Resilience: The child’s coping skills and resilience in dealing with stress and difficulties should be assessed. Assessing this is important for determining how to support children during this process (Wiener et al., 2014). 

5.  Family Characteristics: In children diagnosed with cancer, assessing the impact on the family is important. Changes within the family, parents’ reactions to such situations, sibling reactions, availability of social support, and coping resources should be evaluated (Alderfer et al., 2010). 

6.  Peer–school relations: The child’s school and peer relationships should be evaluated. Factors such as academic failure, impaired social interactions, and emotional difficulties caused by cancer diagnosis and treatment should be considered. 

At the same time, factors that may affect quality of life, such as pain, fatigue, and treatment side effects, should be assessed (Hockenberry et al., 2009). 

7.  Protective and Risk Factors: In addition to the risk factors of psychological distress and cancer-related stressors, the protective effects of the social environment should also be assessed (Alderfer et al., 2010). 

8. Cultural and Language Factors: The cultural characteristics, beliefs, and language preferences of children and their families should be considered during the assessment. Ensure that assessment tools and interventions are culturally sensitive and appropriate (Klassen et al., 2012). 

9.  Collaborative Care Planning: Based on the findings of the psychosocial assessment, a collaborative care plan should be developed with the participation of the child, family members, and relevant health professionals. This plan should 

address the needs of the child and family holistically and include interventions for psychosocial support services, counseling, and improving coping skills 

(Kazak et al., 2015). 
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In conclusion, psychosocial assessment in children and adolescents with cancer is a continuous process that requires collaboration and a holistic approach. 

Identifying and addressing psychosocial problems at an early stage can help healthcare professionals support the needs of children and families and improve quality of life during and after cancer treatment (Wiener et al., 2014). 

 Psychosocial  Treatment  and Intervention  Approaches 

for Children Diagnosed with Cancer

Psychosocial approaches in children and adolescents diagnosed with cancer include a variety of interventions aimed at addressing the emotional, social, and psychological needs of children and their families (Rolland & Walsh, 2006). 

  Some Commonly Used Basic Psychosocial Treatment 

 and Intervention Approaches

1.  Psychological Counseling and Therapy: Counseling and therapy sessions with an inclusive therapist provide a safe space for children to understand and express their feelings, fears, and anxieties related to cancer diagnosis and treatment. 

Counseling can help adolescents and children develop coping strategies, resilience, and manage uncomfortable feelings (Patenaude & Kupst, 2015).  

Psychological counseling and therapy are extremely important for children diagnosed with cancer. Therapy and counseling support can help children understand their emotional needs, cope with their anxiety and fears, express themselves, learn how to cope with stress, and generally improve their lives. It can also help patients adapt to the challenges of treatment and develop a realistic view of the illness. Such support should be customized to suit the child’s age, developmental level, personal preferences, and social life (MauriceStam et al., 2012). 

2.  Family Therapy: Family therapy involves the child and family members in sessions aimed at repairing the family dynamics affected by the cancer diagnosis. 

Family therapy can strengthen existing support systems, increase understanding, and mobilize coping skills within families. Some benefits of family therapy during this process are as follows (Gülses et al., 2014):

•  Emotional Support: Families whose children have been diagnosed with can-

cer may experience emotional stress and anxiety. Family counseling pro-

vides support for families in coping with these emotional difficulties 

(Michel et al., 2020). 

•  Communication Skills: During the treatment period, the family may experience conflicts and difficulties related to communication. Family therapy 

develops effective communication skills in family members and supports 

them in solving communication-related problems (Kazak et al., 2006). 
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•  Stress and Anxiety Management: Families of children diagnosed with can-

cer may experience intense stress and anxiety. Family counseling teaches 

family members how to manage anxiety by supporting their stress coping 

skills (Michel et al., 2020). 

•  Understanding Family Dynamics: A cancer diagnosis is a significant event that affects family dynamics. Family therapy helps individuals recognize 

and manage affected family dynamics (Rolland & Walsh, 2006). 

•  Parental Role: Parents of children diagnosed with cancer can feel a great deal of anxiety about their child’s care and health. Family counseling/therapy guides parents on how to manage this challenging process with support 

(Kazak et al., 1997). 

•  Resources and support: Assist families with cancer-related resources and health support that they can access (Rolland & Walsh, 2006). 

In conclusion, family counseling/therapy for children diagnosed with cancer can help families cope with and manage treatment difficulties and strengthen family relationships. It is crucial for families to have access to emotional support and accessible guidance to help them manage the process more 

healthily and easily (Barakat et al., 2006). 

3.  Supportive play therapy: This type uses play-centered activities to help children express themselves, process their emotional experiences, and understand their experiences with cancer. Through play, children can explore their feelings, fears, and anxieties in a developmentally appropriate and nonthreatening way (Demirer, 2021). 

4. Art Therapy: Art therapy facilitates self-expression and supports emotional exploration by involving children in creative activities, such as drawing, painting, and sculpture. Art therapy can help children express thoughts and feelings that they have difficulty expressing verbally (Yıldırım & Gürkan, 2007). Some 

benefits of art therapy include the following:

•  Understanding and Expressing Emotions. 

•  Stress and Anxiety Reduction. 

•  Adherence to Treatment. 

•  Self-confidence and Self-belief. 

•  Coping with Trauma or Depression. 

•  Enhancing Imagination and Creativity. 

Therapy helps children with their emotional needs, discover their strengths, and cope with the difficulties they are experiencing (Cohen & 

Mannarino, 2004). 

5.  Support Groups/Meetings: Support groups bring together children and families facing similar challenges related to cancer diagnosis and treatment. Participating in support groups allows for the support of others in similar situations, sharing experiences, and learning coping strategies. These groups provide families with emotional support, information exchange, experiences, and a strong support 

network (Lahteenmaki et al., 2002). 
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6.  Education Support: Educational support services help children stay connected to school and cope with academic challenges during cancer treatment. These 

services may include home tutoring, collaboration with school staff, and 

practice supporting the child’s educational needs. Some important points to consider in this process are as follows:

•  Explaining the Treatment Process: The child should be given detailed information about the possible procedures, side effects, and lifestyle changes the child will face during the treatment process. This can help the child be prepared for the treatment process and feel in control. Readiness helps children through this process more comfortably (Vetsch et al., 2016). 

•  Communication with doctors and other health professionals: Children 

should be given the opportunity to communicate openly with their doctors 

and other health professionals. This approach can help children understand 

what is happening in the treatment process, feel more comfortable and safe, and ask questions (DonovanKicken et al., 2012). 

•  School and Education: During the treatment process, these are facilitating factors for children to attend school and continue their routine life (FelderPuig et al., 2008). 

•  Keeping Up-to-Date: As cancer research and treatments are constantly 

evolving, families must have access to up-to-date information. Providing the latest information about treatment options and resources can help families 

make more informed decisions (Schleifer et al., 2016). 

7.  Mindfulness and Relaxation Techniques: Teaching children mindfulness and relaxation techniques, such as deep breathing exercises and progressive muscle relaxation, can reduce stress, manage anxiety, and be beneficial during cancer treatment. Common mindfulness and relaxation techniques include:

•  Breathing Exercises: Children should be taught simple deep breathing exercises to help them relax and reduce anxiety. Encourage them to take slow, 

deep breaths; breathing exercises such as “fill the lungs with air and then exhale slowly” are relaxing (Van de Wetering & Schoutenvan Meeteren, 2011). 

•  Visual imagery: Using calming visualization or guided imagery exercises 

with children. Encourage them to imagine themselves in peaceful environ-

ments and with their loved ones, thus helping them to avoid any discomfort 

or stress (VernGross, 2011). 

•  Muscle relaxation: This treatment guides children through muscle relaxation exercises, where they systematically contract and relax different muscle 

groups of their bodies. This technique promotes physical relaxation and 

reduces muscle tension (Manne & Miller, 1998). 

•  Coloring in Awareness and in the Moment: Provide children with coloring 

books and encourage them to participate in mindful coloring activities. This helps them focus on this moment, allows them to express themselves creatively, and provides them with relaxation (Barrera et al., 2004). 
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•  Mindful and Momentary Eating: Encourage children to practice mindful 

eating and pay attention to food taste, texture, and smell. This helps them focus on this moment. Teach children to eat slowly and savor every bite, 

focusing on the sensory experience of eating (Houtzager et al., 2004). 

•  Body Scan Meditation: This exercise guides children through a body scan 

meditation, where they systematically focus on each part of their bodies, 

starting from their toes to their heads. This practice promotes relaxation and body awareness (Barrera et al., 2004). 

•  Nature Walks: Take children on nature walks or involve them in nature activities so that they can connect with nature and experience a sense of calm and peace (Manne & Miller, 1998). 

•  Doing Breathing with Tools: To make deep breathing exercises more attractive for children, you should use tools such as balloons or a weather vane. 

Encourage them to take deep breaths, blow up balloons, or spin the weather 

vane with their breath (Jones et al., 2014). 

•  Relaxation Stories: Create or read relaxation stories for children using calming images and soothing language to help them relax and unwind (VelezFlorez et al., 2018). 

•  Yoga and Stretching: This class introduces children to gentle yoga poses and stretching exercises appropriate for their abilities. Yoga promotes mindful movement and breathing, which promote relaxation, flexibility, and body 

awareness (Jones et al., 2014). 

It is important to adapt these techniques to suit each child’s age, developmental level, illness, and preferences. By incorporating mindfulness and 

relaxation techniques into their daily routines, children diagnosed with cancer can develop valuable coping skills to manage stress, anxiety, and pain 

more effectively. These techniques also help children develop a sense of 

inner calm and resilience as they cope with the challenges of cancer treat-

ment (VernGross, 2011). 

8.  Pain and Symptom Management: Pain and symptom management is important 

to ensure that children can find relief and improve their quality of life during cancer treatment. Pain management, which has been used quite frequently 

recently, indicates that medical interventions alone are challenging. Psychosocial interventions can be used in addition to medical interventions to manage pain and symptoms (Houtzager et al., 2004). 

9.  End-of-Life Support: Psychosocial support for children with advanced cancer or palliative care needs is important to address existential concerns, facilitate communication about end-of-life choices, and provide emotional support to the child and family members (Houtzager et al., 2004). 

10.  Family Support: It should be shared with the family that this is a difficult process, and their support should be expressed (VelezFlorez et al., 2018). 
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 Conclusion

Cancer remains a major concern, particularly in pediatric patients. In light of existing studies, healthcare professionals, especially pediatric oncology nurses, must understand and support the trauma experienced by survivors of childhood cancers (Wiener et al., 2014). They should be particularly attentive and supportive during cancer diagnosis and treatment when children are vulnerable. In conclusion, posttraumatic growth and development-oriented approaches have gained more importance in today’s world, where the number of cancer survivors is increasing and long-term effects are gaining importance (Michel et al., 2020). 

As a result, providing individualized psychosocial support to the individual/family, as each adolescent or child and family’s coping mechanisms, family dynamics, and previous life experiences will differ based on various factors; identifying challenges by identifying psychosocial challenges and stressors that the child and family may face, such as emotional problems, financial concerns, communication problems, and coping problems; early identification and explanation of psychosocial needs; early intervention that prevents problems from escalating and provides support before they do; a holistic approach that includes emotional and social wellbeing by meeting psychosocial needs along with medical intervention; improving adaptation by understanding psychosocial factors affecting the child and family, such as emotional distress or communication problems; and supporting resilience to better cope with challenges in the treatment process (Wiener et al., 2014). 

  Posttraumatic Growth in Childhood Cancers

The increase in survival rates in childhood cancer has been the focus of research on long-term side effects (Pendley et  al., 1997). It was found that the anxiety and depression levels of many children who completed their treatment did not differ from those of the health control group (Barakat et al., 2006). In other studies, it was observed that psychological development and resilience increased in children who had completed their treatment (Parry & Chesler, 2005). 

Studies in the field of psychosocial trauma have revealed that cancer is not only a traumatic event but also a stimulus for development. Research suggests that children with cancer cope better with the problems they face in life by turning the crisis into an opportunity after overcoming the disease. They are more resilient and show posttraumatic growth (Kupst et al., 1995). Factors affecting posttraumatic growth in children and adolescents are different than in adults. Since children’s cognitive capacities may change during their developmental stages, their assessment, understanding, interpretation, coping skills and strategies, and skills to manage effective resources may differ (Cryder et al., 2006). 
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Studies conducted on children and adolescents with cancer have identified factors affecting PTG. Sociodemographic and medical variables were found to affect PTG (Parry & Chesler, 2005). It was found that PTG increased with increasing age among children diagnosed with a diagnosis and decreased as time passed after diagnosis. PTG increased as the perception of life threat and intensity increased (Barakat 

et al., 2006). 

Posttraumatic growth emerges from coping strategies for dealing with negative events that cause high levels of psychological stress. Therefore, it can be concluded that people who have experienced severe trauma exhibit more PTG. However, traumatic experiences can cause psychiatric problems in some individuals. Therefore, it is not correct to think that every traumatic event leads to psychological development (Tedeschi & Calhoun, 1996). PTG may also vary according to culture (Parry & Chesler, 2005). 

The authors have no conflicts of interest to declare that are relevant to the content of this chapter. 
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 Introduction

Aging, which begins in the womb and continues until the last breath, is a complex process that expresses multifaceted development and change. Old age, which is characterized as the last stop of human development, is a period of development that includes changes in multiple dimensions, including biological, psychological, and social dimensions, as well as regression. In old age, which can be reached through the aging process, individuals experience difficulty adapting to changing environmental conditions, fulfilling daily life activities, and maintaining interpersonal relationships. They often become isolated from social life because of losses and declines R. Keskin · Z. G. Demir (*) 
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in biological capacity. The risk of cancer increases in old age, along with the risk of chronic diseases. The older adult individual, who is challenged by changes involving these losses and regressions, experiences problems in many areas, including biological, psychological, social, and economic. Specialized health and social service workers are needed to help individuals adapt to aging and old age and to cope 

with the problems it brings (Extermann et al., 2005; Santrock, 2012). 

Despite advancements in oncologic treatment protocols and biomedical developments such as hormonotherapy and smart drug applications, which increase survival, cancer remains equated with death. In addition to the fear of death, which is one of the basic existential problems, the diagnosis of cancer, which brings pain and suffering, creates a crisis situation that requires emergency intervention plans and practices (Güleç & Büyükkınacı, 2011). The fear of death and uncertainties about recovery make the disease process a challenging experience for patients with cancer. In this traumatic process, an increase in dependency on others weakens autonomy, resulting in a loss of control over one’s life. Patients must face disrupted family, work, and social spheres. Even in cancer processes in which prognosis is good and aggressive treatment methods are not used, the diagnosis of cancer is associated with death and suffering and causes serious psychological problems. 

 Psychological and Social Impacts of Cancer Diagnosis

In addition to the psychological burdens brought about by the diagnosis of cancer, both the diagnosis itself and the severe physical symptoms experienced during the disease process, such as weakness, nausea, vomiting, and the inability to continue daily life without support, can also cause psychological symptoms. Problems in maintaining interpersonal relationships can lead to the weakening of social networks, resulting in feelings of loneliness, being left without support, and being abandoned in patients with cancer. Although the cancer process causes economic problems by imposing a serious financial burden, patients may lose their jobs due to long treatment periods. Unfortunately, problems in various fields and their psychological consequences do not end with treatment. During the survival phase after successful treatment, psychological, social, and especially economic problems due to difficulties in returning to work may continue to challenge individuals. During this period, there may be a sense of stigmatization due to cancer, and social isolation processes may continue and deepen (Boyle & Levin, 2008). 

Psychological symptoms that develop after cancer diagnosis and treatment negatively affect the prognosis of the disease and play a decisive role in patients’ quality of life, compliance, and response to treatment (Tokgöz et al., 2008). Psychosocial 

interventions for elderly individuals diagnosed with cancer who are overwhelmed by the burden of old age and the difficulties of the cancer process can help patients cope with psychological difficulties and positively affect prognosis by supporting compliance and response to treatment (Güleç & Büyükkınacı, 2011). Based on this context, this section provides information about aging and old age, discusses cancer 
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from the perspective of old age, and presents commonly used psychosocial intervention techniques to overcome the multiplied challenges of cancer and old age. 

The chapter concludes with examples of psychosocial interventions for older adults diagnosed with cancer. 

 Aging  and Old  Age

Aging is a developmental process in which humans experience irreversible changes, regression, and losses in biological, psychological, cognitive, and social aspects over time. Starting from the formation of the first cell, the zygote, and continuing throughout life, aging is a natural and inevitable part of human development (Santrock, 2012). It involves many developments, growth, and progress but also deterioration. 

Aging, accepted as a normal physiological process, is defined as the gradual loss of physical and mental faculties. In the aging process, as a result of losses and regressions in almost all biological systems and mental capacities, individuals experience a decrease in their capacity to adapt to changing environmental conditions, experience difficulty in fulfilling daily life activities, and become isolated from social life. Old age is the final period of human development. In this period, shaped by many factors, such as social and cultural structure, there are challenging consequences of the decline and losses that come with aging. However, aging is not specific to old age, which is the last stage of our life journey, but continues in each of the developmental periods (Arpaci, 2005). 

Individuals aged 65–74 years are defined as “young elderly,” individuals aged 75–84 years are defined as “middle-aged,” and individuals aged 85 years and older were defined as “elderly” (Gürer et  al., 2019). The World Health Organization (WHO) revised its first definition of old age in 1998 and now considers the geriatric age group to consist of individuals aged 65  years and older. This revision stems from the decline in the fertility rate, especially since the beginning of the twentieth century, and the prolongation of human life span as a result of advances in medicine (United Nations, 2015). Additionally, individuals’ awareness of protecting and maintaining health, technological developments facilitating human life, and especially the increase in possibilities for early diagnosis and treatment of diseases have been shown to prolong life expectancy. Thus, as in similar to countries of the world, the older adult population in Turkey has significantly increased compared to the general population. 

The proportion of the older adult population in the total population in Turkey increased from 8.8% in 2018 to 10.2% in 2023, making Turkey one of the countries with a “very old population.” According to the Turkish Statistical Institute, in parallel with the increase in life expectancy to 81.3 years as of 2020, the changes that will come with aging and the biopsychosocial problems that will arise are expected to increase (Eryurt, 2023; Kalınkara et al., 2014; Turkish Statistical Institute, 2024). 

Human life comprises periods of continuous development and change. While 
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infancy, childhood, adolescence, and adulthood are considered periods of biopsychosocial development, old age is considered a stage of life in which physiological decline, loss, and diseases are at the forefront. However, psychosocial development continues in old age (Erikson & Erikson, 1998; Kalınkara et al., 2014). 

To adequately address and prevent problems that arise in biopsychosocial areas because of aging, it is necessary to be aware of the changes experienced by older adults. Knowing what changes will occur in our lives when we become older will be a valuable preparation for taking precautions in emotional, physical, and social areas and reducing the negative consequences of inevitable changes. 

We can list the changes associated with aging under the following headings:

•  Biological (Physiological) Changes. 

•  Psychological Changes. 

•  Social Changes (Karadakovan, 2015). 

  Biological Changes during Aging

Aging reduces the functional capacity of all organs and systems, starting from the smallest unit—the cell—and causes deterioration. Biological changes occur in older adult individuals due to these functional losses. However, aging does not only cause all age-related changes. Factors such as environmental conditions, stressful life events, and sedentary lifestyle are also responsible for changes and deterioration (Ağar, 2020). Age-related changes and deterioration affect cardiovascular, neurological, gastrointestinal, excretory, endocrine, immune, and movement systems and sensory organs such as skin, hearing, vision, smell, and taste. Loss of function in tissues and organs has negative consequences, such as health problems involving almost all systems, more serious and frequent infections, psychomotor decline, and consequent limitation in daily activities and an increase in accident rates. Due to these factors, older adult individuals usually have more than one chronic systemic disease (Aydoğan et al., 2011). 

For example, if we review the changes in the cardiovascular system in terms of aging, with aging, vascular walls thicken and lose their elasticity, resulting in ath-erosclerosis. Structural changes in the heart decrease cardiac output during exercise, leading to inadequate tissue perfusion. This decrease reduces the amount of oxygen to the cells, thereby reducing the quality of vital functions. Decline and loss of cardiovascular function due to aging lead to serious pathologies, such as decreased effort capacity, hypertension, heart failure, heart rhythm disorders, valvular heart disease, and heart attack (Yıldız, 2010). Cardiovascular diseases are the most common cause of death in people aged 65 years and older, and 80% of deaths from cardiovascular diseases occur in the elderly age group (Fleg & Strait, 2012). 

For example, blood supply to the brain decreases by up to 20% with aging. This increases the risk of stroke in elderly individuals with chronic diseases, such as hypertension. On the other hand, normal cognitive changes associated with aging 
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are characterized by a moderate decline in memory, planning, and processing speed. 

A serious decline in learning capacity is observed, but this decline is not significant enough to draw attention in daily life. Loss of sensation may also occur due to neurological aging and may cause wounds, especially on the feet. Poorly maintained wounds may result in limb amputation. As a result, the risk of bed complications, such as limb loss, prolonged bed rest, pressure sores, and lung infections, may increase. Thus, elderly individuals lose the ability to move independently and may 

become dependent on others (Snijders et al., 2007). 

As the organ that reflects the signs of aging most clearly, it is necessary to mention skin changes. The decrease in cell blood supply and renewal that occurs in parallel with aging causes degeneration in elastic fibers, thinning of the epidermis layer, wrinkles, pallor of the skin, and graying of the hair (Aslan, 2019). Additionally, problems such as nail disorders, calluses, risk of pressure sore development, heat regulation problems, skin infections, and skin cancer can also be observed (Kurt, 

2019). Because of various physiological and pathological processes, elderly individuals may experience problems related to all body systems through similar structural and functional losses. Considering this information, we can conclude that the physiological changes occurring in older adult individuals constitute an increased risk factor for various diseases and cancer (Ağar, 2020; Extermann et al., 2005). 

Elderly individuals who experience difficulty due to increasing health problems because of changes experience not only physical but also psychological, social, and economic problems. Among these problems are difficulty in fulfilling daily life activities, difficulty in working life, deterioration of social relations, and increased dependency (Ağar, 2020; Santrock, 2012). 

  Psychosocial Changes during Aging

Aging is a lifelong, dynamic, and irreversible physiological process in which humans experience physical, mental, and social changes over time because of declines in growth and development. As changes occur in all three domains—biological, psychological, and social—both aging and old age are considered in their biopsychosocial dimensions (Dziechciaż & Filip, 2014). Regardless of age, our bodies, minds, emotions, and interpersonal relationships are constantly changing and mutually influencing each other. From this perspective, we can say that aging induces psychosocial changes, and losses in physical capacity have psychosocial consequences. Biological changes occur before psychological changes. Biological changes, which differ from individual to individual, also affect individuals at different rates (Santrock, 2012; Shives, 2012). 

Functional losses in body systems due to the decline in the number of neurons, weakening of the acuity of sensory functions, and decrease in muscle volume with aging may lead to difficulty remembering the names of friends, whereas previously complex calculations could be handled without additional mental effort. Glasses may be needed to read a newspaper, not realizing that reading involves the complex 
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cooperation of a special sensory organ and its associated systems. Support is needed to live a life previously lived without the need for anyone and without realizing that they require special functions. This loss of function and increasing dependency have consequences in the form of psychological strain (Akgün Çıtak, 2018; Keskin, 2022). 

The psychological consequences of aging are generally related to changes in cognitive skills and mental structure. Therefore, aging in its psychological dimension refers to changes in high cognitive functions, such as perception, memory, learning, decision-making, problem-solving, emotion regulation, and adaptive capacity (Karadakovan, 2015). Although we classify the changes associated with aging into different areas, biological, psychological, and social changes are closely interrelated (Mohr, 2009). 

With aging, attention, perception, and problem-solving ability decline; the speed of learning, information processing, memory, recall, and thinking processes decrease; and visual spatial skills and executive functions deteriorate. However, high levels of cognitive accumulation are believed to play protective roles against cognitive decline and loss. Despite these negative aging changes due to advancing time, an increase in life experience and intellectual accumulation has been observed (Scheibe & Carstensen, 2010). Changes in the field of intelligence with aging are examined in two dimensions: fluid and crystallized intelligence. According to John Horn, fluid intelligence begins to decline in middle adulthood, whereas crystallized intelligence continues to increase. Crystallized intelligence is defined as the knowledge and verbal skills acquired over time. Learning about many subjects, the environment that provides different and rich stimuli, and being open to new information positively affect crystallized intelligence. Scientific studies have shown that new learning increases crystallized intelligence after age 60 (Videbeck, 2010; Santrock, 

2012; Scheibe & Carstensen, 2010). 

Considering that many cognitive abilities begin to decline in middle age, it is important to focus on cognitive abilities that continue to develop. Therefore, constantly nurturing daily learning, such as learning a new language, interpreting a movie, or playing strategy games that exercise the mind, can be seen as preparation for old age. Different changes are observed in different areas of intelligence with aging; some aspects of cognition decline, while others remain stable or improve (Santrock, 2012). 

Other cognitive changes experienced during the aging process include a decrease in information processing speed and increased attention in older individuals. 

Memory changes with age, but this change does not occur uniformly in all areas of memory. Some memory functions deteriorate while others are preserved. For example, sources and episodic memory deteriorate with advancing age, making it difficult to recall information. However, implicit memory is preserved (Akgün Çıtak, 

2018; Çavuşoğlu, 2020; Townsend & Morgan, 2017). With advancing age, individuals’ potential to adapt to changing environmental and social factors may decrease, and negative changes may occur in cognitive and intellectual fields (Dziechciaż & Filip, 2014). 

The most prominent characteristic of an individual in old age is an intense quest for the meaning and value of life. These inquiries are the product of an awareness of 
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approaching the end of life. Fear and anxiety about the end of life, and a tendency to review past experiences, are common. Witnessing the deaths of family members and friends triggers deep pain and a reconsideration of life. Older individuals who conclude they have lived meaningful lives can pass through the mourning process and the old age period with better health. Elderly individuals who experience intense regret, hopelessness, and guilt about their past lives may experience psychological difficulties such as depression and anxiety (Kılıçarslan & Yavuzer, 2021). 

Changes in body perception are another cause of psychological symptoms in old age. Decreased physical capacity necessitates adaptation to the difficulties and diseases caused by lost functionality. For example, serious vision changes or the loss of an organ or functionality make it necessary to adapt to these changes and reorganize life. These processes trigger feelings of insecurity, anxiety, inadequacy, and hopelessness in older individuals (Öngören et al., 2018). 

Elderly individuals become more prone to loneliness and social isolation due to factors such as the loss of roles, the mourning process from transitioning from a producer to a consumer role with retirement, the loss of spouses or friends, physical limitations, sensory losses, illnesses, and the weakness or absence of social support networks (Akbaş et al., 2020). 

Depression, anxiety disorders, somatoform disorders, psychotic disorders, and suicidality are common psychopathologies in older adults. Despite their high prevalence, psychiatric disorders have low follow-up rates (Kulaksızoğlu et al., 2005). 

Depressive disorders are less recognized in older adult individuals, and somatic complaints often overshadow the symptoms. The symptom profile differs in the older patients and young adults (Weinberger et al., 2009). Failure to fully meet diagnostic criteria and confusion regarding symptoms specific to old age make it difficult to monitor psychopathologies. The presence of chronic diseases and drug use may mask the symptoms of mental disorders. Therefore, older adults are significantly less likely to receive psychiatric care than younger adults, leading to more severe consequences. For these reasons, professionals working in geriatrics must adopt a multidisciplinary approach to the older adults (Aslan & Hocaoğlu, 2017; Gümüş Demir, 2022). 

 Psychosocial Intervention Methods in Elderly People 

Diagnosed with Cancer

The elderly have special needs due to the decline and loss of biological, psychological, and social aspects brought about by aging, the more severe the course of psychiatric disorders, and a lower likelihood of receiving psychiatric care. Special approaches should also be used for cancer diagnosis in elderly individuals. 

With the increasing older adult population worldwide, the rate of cancer diagnosis in older adult individuals is also increasing (Kissel et al., 2020). Elderly patients 

diagnosed with cancer may experience many psychological and physical difficulties. Therefore, psychosocial interventions for older oncology patients are an 

278

R. Keskin and Z. G. Demir

important part of holistic treatment plans. Receiving a cancer diagnosis and the treatment process can be challenging at any stage of life (Wright et al., 2020), but the problems experienced may increase with old age. The aging process can often be limiting because of the changes and loss of function it brings with it. Older adults may become more vulnerable to treatment because of functional and cognitive impairments as well as multiple comorbidities (Takeda et al., 2021). The decline in physiological abilities associated with aging increases geriatric frailty (Fried et al., 

2001). Psychosocial management of problems experienced during this process is considered important for treatment effectiveness. Many studies have provided resources on the effectiveness of psychosocial interventions applied to patients with cancer (Gramaglia et al., 2019; Sheard & Maguire, 1999). Stress experienced during cancer treatment negatively affects the quality of life of older patients (Wright et al., 2020). Psychosocial interventions for older oncology patients can help them cope with emotional difficulties by providing psychological support. 

Receiving a cancer diagnosis can cause difficult emotions for both patients and their relatives. Shock, fear, anxiety, worry, anger, sadness, and intense helplessness are the emotional challenges that patients and their families may face when coping with cancer. Being unable to perform daily activities and uncertainty about the future are difficult for patients with cancer. Patients experience pain, nausea, fatigue, sleep problems, loss of appetite, weight loss, digestive issues, and respiratory problems. Unwanted side effects of cancer treatment (such as headache, dizziness, fatigue, daytime sedation) complicate the treatment process (Choi et al., 2017). In 

addition, the risk of death due to the disease, the fear of not being able to endure the pain/suffering, dependence on others due to the need for care, and the fear that body integrity will be disrupted can cause stress in patients. Controlling and effectively managing cancer symptoms requires, first and foremost, a multidisciplinary 

approach. Because patients with cancer have different (medical, symptomatic, psychological, social) needs, it is important to adopt a holistic approach to the problems of these patients. 

Cancer is a life-threatening chronic disease that causes hopelessness, depression, and intense anxiety. Negative emotions, such as depression and anxiety, can negatively affect the quality of life of patients with oncology by reducing their compliance with treatment (Park et al., 2016; Savard et al., 2013). Symptoms related to 

cancer, disease stage, treatment process, and patient characteristics (such as sociodemographic characteristics, coping strategies and perceived social support) are 

important determinants of prognosis (Bag, 2012). Cancer is a disease that takes a long time to diagnose, treat, and follow, and it is often difficult to manage. It should be kept in mind that patient adaptation during treatment may affect the course of the disease (Brown et al., 2003). Refusal or delaying treatment after cancer diagnosis may be indicators of not being able to adapt to the process. It is extremely important for patients to develop stress coping skills and receive support. The prognosis of cancer can rapidly progress irreversibly in the presence of delayed treatment and other comorbidities. 

Considerations when planning psychosocial interventions for elderly patients with cancer
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•  Activities should be planned during periods when the patient feels well. 

•  Establish adequate rest intervals. 

•  A sensitive approach to the patient. 

•  Protecting the dignity and individuality of the patient. 

•  Respect for their beliefs and values. 

•  Create an environment where patients can express their feelings. 

•  Identifying the situations that cause patient anxiety and attempting to eliminate them. 

•  Patient role and assessment of thoughts and behaviors related to illness. 

•  Provide patients with more effective coping mechanisms. 

•  Maintaining effective communication between patients, their families, and health professionals. 

•  Support patients in meeting their spiritual needs. 

•  Planning psychosocial support interventions according to the needs of the patient. 

•  Informing the patient and family about the prognosis and treatment process of the disease. 

•  Involving the patient in the care plan. 

Therapy is an important support for patients diagnosed with cancer to help them understand and meet their emotional needs, not feel alone in this process, and cope with stress more effectively. Being diagnosed with cancer can cause people to face the reality of death and expend more time on existential questioning. Therefore, existing therapy can be considered a supportive approach for patients with cancer. 

Human existential experience is shaped by basic concepts such as freedom, responsibility, the search for meaning, and awareness of death. Confrontation with one’s existential reality and the search for freedom cause internal conflicts and anxiety. 

These conflicts arise from the endeavor to find a balance between different values, desires, and difficulties (May, 2012). The therapeutic process increases the individual’s awareness of life and allows them to explore their creativity. Thus, it contributes to healing and self-realization. For older adult oncology patients, reflecting on life by facing the anxieties arising from existence can help them create a meaningful and purposeful life (Yalom, 2002; Karaaziz, 2020). As another intervention, group therapies can encourage oncology patients to establish relationships with each other within a group dynamic. The fact that group members go through similar processes and have similar experiences supports interpersonal learning by increasing emotional sharing. For example, group music therapy can increase psychological well-being and quality of life in patients with cancer while reducing physical symptoms (Köhler et al., 2020; Warth et al., 2019; Waldon, 2001). 

Elderly patients with oncology have to cope with the severe symptoms of cancer, side effects of treatment, medical procedures, and psychological problems. The general aim of psychosocial interventions is to minimize or eliminate distress experienced at all stages of the disease, to improve coping skills, and to improve the quality of life of patients (Köhler et al., 2020). In other parts of the book, therapy approaches used in older adult oncology patients are given in detail. Here, some other psychosocial interventions that are thought to help patients are mentioned. 

280

R. Keskin and Z. G. Demir

 Psychoeducation in Elderly Patients with Oncology

Psychoeducation is the education given to patients and their families about the diagnosis and treatment process. The main purpose of psychoeducation is to prevent relapses by supporting patients’ well-being and compliance with treatment (Atri & Sharma, 2007). Psychoeducation is also important for pharmacological treatment (Tursi et al., 2013). Oncology patients may experience panicking about what to do when they are diagnosed. Uncertainty about the prognosis of the disease, treatment process, and future can cause anxiety in patients. Patient relatives also share similar concerns. Counseling through psychoeducation and providing information to 

patients and their families about the process and expected outcomes can reduce anxiety. Sometimes, people may experience distress due to misconceptions and incomplete information. Psychoeducation can correct this and help patients develop more effective strategies to cope with difficulties. Psychoeducation is an important psychosocial intervention for patients with cancer and their families (Lukens & McFarlane, 2004). Psychoeducation helps people develop strategies for expressing emotions, problem-solving skills, and stress management (Barsevick et al., 2002). 

Psychoeducation can be conducted both actively and passively. Active psychoeducation is when education is realized through active participation of the patient or his/her family. The use of videos, audiovisuals, and printed materials for patients and their relatives in psychoeducation is defined as passive psychoeducation (Setyowibowo et al., 2022; Sarkhel et al., 2020). 

 Pain Management in Elderly Patients with Oncology

One of the common symptoms in patients with cancer is intense pain (Sun et al., 2021).  

Methods that enable older adult oncology patients to have control over pain and increase their sense of self-efficacy are important for quality of life. Pain negatively affects the well-being of individuals and may also cause low functionality in the fulfillment of daily life activities (Kress et al., 2014). The perception of pain is often associated with personal characteristics. Genetic, emotional, and cultural characteristics, as well as beliefs, can affect pain perception and management (Birge & Mollaoğlu, 2018).  

The severity, type, and duration of pain that affect quality of life are also important determinants (Jabusch et al., 2015; Tan et al., 2013). Methods applied to relieve pain include pharmacological treatment, distraction, relaxation exercises, hot–cold application, behavioral therapy, music therapy, and cognitive therapy (Alparslan & Bilen, 2018). 

 Sleep Hygiene in Elderly Patients with Cancer

Insomnia is more common in older adult oncology patients than in other age groups due to the changes (physiological and psychological) that occur with aging 

(BüttnerTeleagă et al., 2021). This is because the aging process causes changes in 

15  Psychosocial Approaches in Elderly Cancer Patients

281

endogenous circadian rhythm and sleep quality (Sheikhy et  al., 2014). In older 

adults, exposure to many factors associated with cancer and treatment may make sleep problems inevitable. Difficulty falling asleep and staying asleep, waking up early and not being able to fall asleep again, and frequently waking at night are common sleep problems. Evaluating insomnia, reducing sleep problems, improving sleep quality, and promoting sleep hygiene in older adult oncology patients will support the healing effect of sleep (Sivrikaya & Dokuzcan, 2023). Cancer patients 

with poor sleep quality have difficulty performing activities of daily living and managing the stress they experience (Deimling et al., 2006). Pharmacological and non-

pharmacological methods are used to manage sleep problems. Considering the 

possible side effects of pharmacologic treatment, nonpharmacologic treatments may be preferred for patients with cancer (Dahiya et al., 2013). Aerobic exercises and mind–body exercises can improve sleep quality in patients with cancer 

(Takemura et al., 2020). Sleep hygiene is one of the behaviors and environmental factors recommended to improve sleep quality. It is crucial for older oncology patients to get enough sleep. Creating an environment that is free from environmental stimuli to facilitate adequate sleep and rest will help. Setting a regular bedtime, being careful about the time and duration of daytime sleep, creating a safe, comfortable, and dark environment for sleep, and reducing anxiety are among the measures to improve sleep quality. Sleep diaries will be useful for the follow-up of patients with sleep disorders and for determining the effectiveness of treatments. 

Individualized psychosocial interventions may yield better results for sleep problems that increase with increasing physical and emotional fatigue in oncology patients (Fox et al., 2020). 

 Breathing and Relaxation Exercises in Elderly Patients 

with Oncology

Breathing and relaxation exercises are generally aimed at relaxing the individual. 

There is no single relaxation technique suitable for everyone. People’s subjective needs will help determine the type of relaxation technique to select. These techniques can support a more effective stress management by activating the body’s natural relaxation response. Breathing and relaxation exercises are actively used to treat mental disorders (such as depression, anxiety disorders, and phobias). 

Meditation, breathing exercises, muscle relaxation exercises, mental relaxation exercises, yoga, and Tai Chi may be preferred to cope with anxiety and stress. 

Progressive muscle relaxation is an exercise that progresses by contracting and then relaxing large skeletal muscle groups in different parts of the body. The primary goal of progressive muscle relaxation exercise is to reduce the perceived stress level and tension and to provide relaxation. The aim of this study was to reduce cancer symptoms and side effects in patients with oncology (Genç & Oğuz, 2018). It is important to receive support from the patient’s physicians when planning relaxation 
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exercises for use in oncology patients. Personalized arrangements may be necessary. It may be possible to reduce or eliminate the emotional tensions experienced physically and mentally through breathing and relaxation exercises. 

The authors have no conflicts of interest to declare that are relevant to the content of this chapter. 
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 Introduction

Today, there are rapid positive developments in cancer treatments, the quality of life gains importance, and advanced technology has become widespread. Investigators and the pharmaceutical industry enthusiastically try to gain time with only supportive treatments. The terminal period is the period before death due to cancer, when the patient continues to maintain and improve their quality of life and holistic treatment is applied. Despite significant developments in medicine, especially in the last decade, some diseases continue to be fatal. It is known that fatal diseases are not only physiological but also psychologically challenging for the patient, the patient’s family and healthcare personnel. Despite the promising developments in cancer treatment in recent years, it is stated in the literature that the cure rate generally does not exceed 25% (Anker et al., 2023). Today, most fatal diseases can be controlled with the use of modern equipment, life expectancy can be extended with palliative B. A. Şanlı (*) 
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treatments, and death often occurs in the hospital rather than at home. Starting from the stage of cancer diagnosis and throughout the disease, difficulties begin to be observed both in people’s psychic processes and in their adaptation to life. At the same time, family dynamics and role distribution are directly affected. In the face of a life-threatening illness of one of the family members, the entire family may need to reconsider their lifestyle, role distribution and expectations. Cancer should be accepted as a disease of both the individual and the family, with its fatal potential, 

difficult treatment stages and the stigma it carries (Liu et al., 2023). 

Especially in the late stages, when pain and suffering increase and the patient’s general condition deteriorates, both the patient and the family may have to face the idea of death, even if they do not want to. The sole purpose of the treatment during this period may be to ensure that the patient spends his last days as comfortably as possible and to relieve his pain. It should be considered that during this period, the treatment team, family and patient should discuss “quality of death” and “good death” as well as the quality of life. Psychological care of terminally ill patients belongs to the physician responsible for the medical condition and the physician’s team. Therefore, it is recommended that healthcare personnel in all branches working with oncology patients receive training on the approach to terminally ill cancer 

patients (Liu et al., 2023). 

Socioeconomic class, place of residence, education knowledge level, and existence and effectiveness of social support systems are important. Personality characteristics, previous ability to cope with stress, and religious and philosophical beliefs are among personal factors. Factors related to the medical condition, such as symptom status, pain, and respiratory distress, are considered the main drivers. The family’s level of knowledge about terminal care and supportive treatments is essential for dynamics. Places and facilities where terminal care is provided can be very helpful in other places. The quality of communication and patient relationships with the medical team are other critical factors (Kim et al., 2023). 

Medical care of patients in the terminal period involves many important decisions. 

Treatment costs, additional pain, and suffering that may arise from the treatments given to the patient, unnecessary tests and tests, appropriate drug selection, and effective pain control are among the issues physicians in the relevant specialty should consider with their knowledge and experience. Patients who have reached the terminal period can be challenging for their physicians in many ways. In addition to the characteristics of an existential psychological crisis period, various severe physical symptoms, including pain, the intense emergence of anxiety and depression, or the addition of delirium to the clinical course, increase the work of the treatment team (Liu et al., 2023). The main principle of this period should be “There is no disease; there are patients.” Each patient’s needs during illness may vary depending on their personal, cultural, and family characteristics. These differences must be taken into consideration when approaching dying patients. The patient’s wishes should come to the fore, especially after the necessary medical checks are carried out (Kim et al., 2023; Mondal, 2023). 

The best approach to their fearful situation is to talk to them and let them express themselves. Patients may worry about increasing pain and suffering. It is very important for patients and families that their physicians continue to see them, express that they are doing their best to reduce pain and suffering, and continue to listen to the patient and respect the integrity of patients’ personality traits and 
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identities, supporting patients to achieve some of their meaningful goals during this period and helping them in these matters or providing consultations where they can get help. Psychiatric consultation should be carried out if necessary, and the anxiety attacks, depressive syndromes and delirium frequently seen in these patients are controlled by both psychotherapeutic and psychopharmacological methods 

(Kusakabe et al., 2023). 

In this context, health professionals, who have an important role in the service to be provided to terminally ill patients and their families, need to be knowledgeable about providing care to terminally ill individuals and their families in hospital units where terminally ill patients are cared for, reactions to terminal illness, support in coping with reactions, and assistance to the patient and the patient’s family during 

the death process (Mondal, 2023; Kusakabe et al., 2023). 

 Physiologic Care during the Terminal Period

Patients who need constant care in the last years of their lives experience various physiological changes (Greer et al., 2022). 

•  Fatigue Weakness: As the time of death approaches, fatigue and weakness usually increase. The patient becomes unable to move in bed and lift his head. 

Continuous pressure on the same skin area, especially on bone protrusions, will increase skin ischemia and pain. Supporting the patient in bed with adequate pil-lows will reduce the need for uncomfortable turning. 

•  Cutaneous ischemia: To minimize the risk of pressure ulcer development, the patient should be turned every 1–1.5 h and areas with bone protrusions should be protected with hydrocolloid dressing. Care should be taken to ensure that the patient’s bedding is taut. Intermittent massage before and after rotation ensures the patient’s comfort and can reduce the risk of deterioration in skin health by improving circulation. Massaging the area where skin health is impaired should be avoided. 

•  Decrease in food and liquid intake: Studies show that parenteral or enteral nutrition of the patient near death does not prolong life or improve symptom control. During this period, it should be explained to the family that a decrease in food and liquid intake is normal. 

•  Mucosal and conjunctival care: Oral care should be performed every 15–30 min to keep the oral mucosa clean and moist, and topical nystatin or systemic fluco-nazole should be applied to treat oral candidiasis. If the patient uses O2, moisturizers that do not contain petroleum can be used as an alternative. Perfumed lip balms and cotton swabs containing lemon glycerin should be avoided due to their drying and irritating properties. If the eyelids are not closed, the conjunctiva is moistened with ophthalmic moisturizing gel every 3–4 h, or artificial tears can be used. 
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•  Neurological dysfunction: Neurological changes occur with the death process. 

These neurological changes can become evident in 2 different patterns defined as 2 ways of death. 

•  Terminal delirium: It is extremely important to determine whether the patient is in delirium during this period. During this period, the patient experiences confusion, restlessness, or agitation that occurs during the day or at night. 

•  Respiratory dysfunction: In the last period of life, the patient may develop apnea or Cheyne–Stokes respiration. Breathing may be frequent and superficial. 

•  Loss of sphincter control: In the last moments of life, urinary and fecal incontinence may develop as a result of loss of sphincter control due to muscle atro-phy. In this case, hygiene conditions should be taken into account to preserve tissue integrity and prevent infection. 

•  Loss of ability to close eyelids: Moisturizing the eye can be achieved by using eye moisturizers, artificial tears, or physiological saline (Greer et al., 2022). 

 Palliative Care in the Terminal Period

Palliative care is defined by the World Health Organization (WHO) as “the early recognition and treatment of physical, psychosocial, and mental problems in patients and their relatives who face problems resulting from life-threatening diseases, and the prevention and alleviation of distress through successful evaluation.” In this way, it is aimed to improve the quality of life of the patient’s relatives. End-stage cancer patients, who constitute the most important part of palliative care patients, experience distress due to many symptoms arising from the disease itself or its treatment. Pain, weakness, nausea, vomiting, loss of appetite, constipation, anxiety, sleep disturbance, itching, and depression are the main ones. Since the current health system is insufficient to relieve the complaints of these patients, patients and their relatives are forced to apply to many clinics, especially emergency services. 

Therefore, this entire process negatively affects patients and their relatives who care for them and causes the country’s resources not to be used effectively (Greer 

et al., 2020). 

The general approach of doctors to cancer patients with multiple symptoms is to focus on the evaluation and treatment of only one symptom. Relatedly, when 

patients focus on one symptom, other symptoms may be overlooked, treatment 

remains incomplete, and as a result, the patient and their relatives are not satisfied with the treatment. For example, a patient who applies to the health center with the complaint of pain, while symptoms such as sleep disturbance, fatigue, and depression may coexist, other symptoms may be ignored as doctors focus on the patient’s pain complaint, which is the main reason for the patient’s admission to the hospital. 

Although the patient’s pain is treated, patient satisfaction may remain inadequate after treatment as other symptoms continue (Greer et al., 2020; Chung et al., 2022). 

The coexistence of three or more symptoms in cancer patients was initially defined as a “symptom cluster.” Nowadays, it is defined as the coexistence of two or more 
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symptoms that are stable and related to each other (Chung et al., 2022). Since there 

is a negative relationship between the number of symptom clusters in question and patients’ response to treatment, it is suggested that the morbidity of patients can be predicted with symptom clusters. Accordingly, it can be thought that by understanding the symptom clusters in patients, their complaints can be evaluated more systematically, and an effective treatment can be arranged (Greer et al., 2020; Chung 

et al., 2022). 

The aim of palliative care is to improve the quality of life of patients facing a terminal illness and their relatives. It also aims to detect and treat physical, psychosocial, and spiritual problems, especially pain. While palliative care was previously an approach that came to the agenda in end-stage patients when therapeutic 

approaches had been exhausted, today, the prevailing opinion is that it should be brought to the agenda in addition to therapeutic approaches, starting from diagnos-

ing life-threatening diseases (Greer et al., 2020). 

Palliative care supports life by relieving pain and other disturbing symptoms. 

During this period, it focuses on perceiving death as a natural process and does not make us think about the afterlife. It integrates the psychosocial and spiritual aspects of the patient with physical care, while ensuring that patients remain active until the last moment, if possible. It provides support to patients’ relatives in coping with their own grief processes during the disease process and afterwards. It uses a team approach to meet the needs of patients and their relatives, including grief counseling when necessary, improves the quality of life, and can also positively affect the disease process (Aragon, 2020). 

Simultaneous application of life-prolonging treatments such as chemotherapy and radiotherapy in the early stages of the disease process allows a better understanding and management of clinical complications. The world population, especially in developed countries, is getting older, and the population over 65 is increasing. Over the last century, due to the increase in the elderly population and advances in medicine, the causes of death have changed considerably. Deaths due to infectious diseases have decreased, and deaths due to chronic diseases have gradually increased, especially in the older age group. It is predicted that in 2030, isch-emic heart diseases, cerebrovascular diseases, chronic obstructive pulmonary disease, lower respiratory tract infections and lung cancer will be the five most common causes of death. Millions of people are diagnosed with cancer every year in the world, and more than half of these patients die due to cancer (McMahon et al., 

2023). Despite the developments, cancer continues to be a process that involves many physical, psychosocial, and spiritual difficulties for patients and their relatives, from diagnosis to treatment or from the moment of death to the mourning process. The aim of cancer treatment, as in all other diseases, is to eliminate the disease or prolong life completely. Although progress has been made in treatment, these goals are not always possible. As a result of developments in the field of medicine, in some cancer cases, the chance of treatment has been achieved, while in others, life expectancy has been extended, and the cancer has acquired a chronic process. In cases where therapeutic approaches are not possible, therapeutic approaches are applied to reduce the patient’s distress and increase the quality of 
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life. Palliative care is of great importance in meeting the physical, psychosocial, and spiritual needs of patients and their relatives, especially in patients for whom therapeutic approaches have been exhausted, and from the moment of diagnosis, throughout the treatment period, or during the mourning process at the time of death and afterwards (Duffy & Kochanczyk, 2023). 

For various reasons such as changes in the social structure, an increase in the rate of dependent elderly population, diseases becoming chronic as a result of developments in the field of medicine, decrease in the number of household population, an increase in the rate of women working outside the home, families cannot provide the necessary care to patients in the chronic process and the need for professional care arises. At this point, palliative care is a type of approach born to meet the needs of patients and their relatives who are faced with a life-threatening disease. Due to the change in the understanding of classical medicine, the concept of “quality of life” has become increasingly important, in addition to the main goal of combating disease and death (Duffy & Kochanczyk, 2023). 

  Orchestrating Palliative Care

Although significant progress has been made in defining who should provide palliative care, when it should be provided, and to whom, and although a definitive consensus has not yet been reached, the primary goal is to provide physical, 

psychological, and social support to patients and their relatives in accordance with their values. This can be provided in the patient’s home environment, hospital environments with a homelike atmosphere, or hospitals. All physicians who have developed themselves in this field can provide palliative support for cancer patients. In this way, the workload of oncology units targeting cancer treatment can be reduced, and more time can be allocated to treatment (Suratako & Matchim, 2023). 

•  Palliative Care Units: Despite the developments in the field of medicine, it is not possible to achieve complete symptom control in cancer patients, and patients may need palliative medical assistance at any stage of the disease process. 

Normal patient services may not be sufficient for this sensitive patient group, who have unique physical and psychosocial problems and require special care. 

Establishing inpatient palliative patient care services is important to ensure a more effective approach in line with the spirit of palliative care. In this way, they are not burdened with unnecessary examination in the last periods of their lives, and more appropriate symptom control is achieved. Inpatient palliative care units are a practice that reduces resource use and hospital costs. A controlled study showed that the hospital costs of patients who died in an inpatient unit where the standard palliative approach was applied were 57% ( p < 0.009) less than those who died in other wards (GómezBatiste et al., 2010). 

•  Home Care: The aim is to provide palliative care at a level that can be provided in the hospital. It is given to the patient in his own environment, at home. In well- 
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organized conditions, the patient can access palliative care support 24 h a day, every day of the week. Although the Ministry of Health has recently initiated initiatives for home care, this practice has not yet become widespread. 

•  Hospice: These are hospitals with a homelike atmosphere where symptom control is provided for patients who do not respond to treatment or who are dying. 

Hospice care aims to ensure that the patient spends his last days comfortably and to have a decent and dignified death. Since these organizations do not exist in our country, many terminal patients occupy unnecessary beds in hospitals or die at home without adequate support for the patient and their relatives. 

•  Day care units: These are club-like environments to prevent social isolation and symptom control in terminally ill patients. Palliative care outpatient clinic services: These clinics support terminal ambulatory patients or patients who need palliative care and symptomatic treatment at any point in the cancer disease process from the moment of diagnosis (Suratako & Matchim, 2023). 

  Palliative Oncological Treatments

Cancer continues to be an important public health problem despite all the advances in its diagnosis and treatment. The primary goal of cancer treatment is to provide a cure. However, a significant portion of cancer cases are detected in advanced stages where the chance of curative treatment is not possible. At this point, palliative treatment options come into play. 

 Palliative  Chemotherapy

Chemotherapy is one of the most commonly used treatment methods for cancer. 

Chemotherapy, which first came to the fore with animal experiments in the 1900s, has been used in the treatment of hematological cancers and many advanced stage solid cancers since the 1950s and 1960s. Patients who do not have a curative treatment option may be offered appropriate supportive treatment, palliative chemotherapy, or any option of participating in phase I clinical trials. This decision can be made by the patient and between the patient and the physician, with the patient’s expectations regarding life and death in the foreground. An open and honest dialogue should be established with the patient regarding his/her general health status, type and stage of the disease, and disease process. The patient should be informed in detail about the application of palliative chemotherapy and the possible benefits and risks of chemotherapy (GómezBatiste et al., 2010). 

The underlying reasons why the clinician prefers palliative chemotherapy are symptom control, improving the quality of life, the desire of the patient and the clinician to “do something,” and the uncertainty in the prognosis. The acceptance of the fact that curative treatment options have been exhausted is a very distressing process for the clinician and difficult for the patient to accept, and the same is true 
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for patients and their relatives. Many clinical studies have demonstrated the benefits of palliative chemotherapy in symptom control, quality of life, functional capacity, preservation of hope, and prolongation of life. The role of palliative chemotherapy in cancers is gradually increasing. The palliative chemotherapy protocol to be applied is decided in the light of the current literature, taking into account many factors such as the type of cancer, its stage, accompanying diseases, the patient’s functional capacity, and social, physical, and economic conditions. The expected benefit of the treatment to be applied to symptom control and quality of life must outweigh the possible risks (GómezBatiste et al., 2010). 

  Palliative  Radiotherapy

Of the 50%–60% of cancer patients who receive radiotherapy at some point during their illness, approximately half of these applications are applied to locally advanced stage and/or metastatic patients, aiming to control symptoms, improve quality of life, and prolong life. Palliative radiotherapy is mainly used for pain due to bone metastasis, brain metastasis, spinal cord compression, bronchial, esophagus, and ureter obstructions and superficial wounds due to cancer metastasis. It can be combined with surgery and chemotherapy in the head and neck, breast, lung, endome-trium, ovary, bladder, testicle, rectum, soft tissue and bone cancers. Lymphoma, lung cancer, Wilms tumor, neuroblastoma, and rhabdomyosarcoma can also be 

given as an adjuvant to chemotherapy (Pennock et al., 2023). 

When planning radiotherapy, many factors such as cancer type, stage, life expectancy, patient performance status, technical facilities, and personnel adequacy are taken into consideration in determining the treatment dose. Pain due to bone metastases has a significant impact on the quality of life of cancer patients. Radiotherapy has an important place in preventing pain due to bone metastasis and protecting the skeletal framework. The effectiveness of external beam therapy and systemic radio-nuclide applications has been demonstrated in this regard. As a result of studies on the dose and fraction to be applied, it has been shown that single-dose irradiation is as effective as multifunctional irradiation in pain palliation. If the number of fractions is low and high dose radiotherapy is given in each fraction, side effects increase, leading to decreased quality of life in patients with longer than 6 months of survival, and the need to repeat the treatment increases (Pennock et al., 2023). 

Spinal cord compression is a complication seen in 2.5–5% of terminal patients in the last 2 years of their lives and has significant effects on quality of life. As a result of spinal cord compression, deficits in pain, motor, sensory, and autonomic functions may occur. In the case of spinal cord compression, treatment is urgent. 

Otherwise, the damage may become irreversible. One or more surgical interventions, radiotherapy, chemotherapy, and supportive treatment approaches may be chosen for treatment. This selection considers many factors, such as the patient’s clinic, type and stage of cancer, and life expectancy. Radiotherapy is generally the first treatment option in the treatment of metastatic spinal cord compression. 
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However, no standard radiotherapy protocol or consensus on the dose and fraction to be applied exists. In a multicenter phase 3 study, single-fraction radiotherapy was as effective as multi-fraction radiotherapy, and its side effect profile was acceptable. 

In addition, single-fraction radiotherapy is more suitable for patient compliance, resource use, and overall cost. However, there are opinions stating that single-fraction radiotherapy should be used only in seriously ill patients because repeat treatment is required more frequently in patients receiving single-fraction treatment than in patients receiving multi-fraction treatment and that dividing into fractions reduces the risk of damage to the spinal cord. Autopsy studies reveal that 15% of those who die due to cancer have brain metastases, and 10% have dural and lepto-meningeal metastases. Data showed an increase in brain metastasis cases. The reasons for this increase include the increase in life expectancy due to advances in cancer treatment and earlier detection of metastasis with imaging techniques. While the median survival time is only 1 month in patients without treatment, it is around 

3–8 months in those treated (Pennock et al., 2023). 

Treatment approaches in brain metastases include whole-brain irradiation, local treatments (surgery and radiosurgery), or a combination of these methods. Treatment is decided by taking into consideration factors such as the patient’s general condition, life expectancy, severity of symptoms, size, number, and location of metastases. In a patient with poor general condition and widespread metastases, only supportive treatment or short-term external brain irradiation may be sufficient. In addition, patients whose general condition is good, whose primary disease is under control, and who have no other metastases can benefit greatly from external irradiation, surgery, or stereotactic radiation. 

  Palliative  Surgery

Surgery plays a major role in cancer diagnosis and treatment stages. Diagnostic interventions are performed using curative and palliative approaches. The main goal of cancer surgery is to extend life. However, cancer patients often present at a point where the possibility of curative surgery has been exhausted and surgical removal of the tumor is not possible. Factors such as the changing social and cultural structure, patient and disease profile, and the increasing importance of the concept of quality of life have necessitated changes in surgical approaches. In cases where curative surgical options are unavailable, palliative surgical approaches have come to the fore to provide symptom control and improve the quality of life (Lobinger et al., 

2023). In curative surgery, the aim is to remove the cancerous tissue at gross and microscopic levels completely. The principles and practices of these initiatives are well established in the literature. However, the literature on palliative surgery is limited, and there is no clarity regarding the indications, risks, and benefits. Palliative surgery is a field in which the surgeon must use all his clinical knowledge and experience, decision-making authority, and communication ability. Many factors, such as the patient’s age, the tumor’s biological type, the disease’s extent, the expected 
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life expectancy, the intensity of the symptoms, and their effects on the quality of life, are important in the surgeon’s treatment choice. Factors such as morbidity, mortality, and cost that will occur if the procedure is performed or not performed 

should be considered in the treatment decision (Shinkai et al., 2023). 

In palliative surgery, the expected benefits of the treatment must exceed the risks and harms. The three main areas of use of palliative surgery are bleeding, obstruction, and perforation. In addition, palliative surgery also plays a major role in providing vascular access, effusion drainage, enteral nutrition, and pain control. Sharing the planned surgery with the patient and preserving the patient’s choice is an important ethical problem. At this point, an honest and open dialogue is required in a way that does not discourage the patient (Lobinger et al., 2023). 

  Palliative Symptomatic Treatments

The most common symptoms in end-stage cancer patients are pain, cachexia, and weakness due to anorexia, and anxiety, delirium, and confusion as a result of psychological changes. 

•  Pain: According to the International Association for the Study of Pain (IASP), pain is defined as an unpleasant sensory and emotional experience associated with or resulting from tissue damage. Studies have shown that one third of cancer patients are under active treatment. It reveals that 60–90% of advanced stage cancer patients have moderate to severe pain problems. According to the World Health Organization, a step-by-step treatment approach is recommended in the drug treatment of pain caused by cancer. Nonopioid analgesics are recommended in the first step of treatment, weak opioids in the second step, and strong opioids in the third step. Pain treatment should be started with nonopioids, and if no response is obtained, treatment should be continued with weak opioids first, followed by strong opioids. Medicines should not be used as long as the pain occurs but should be used at regular intervals to prevent pain from occurring. In cases where pain cannot be controlled with medications, interventional treatments may be beneficial (Habib et al., 2023). 

•  Cachexia: Loss of appetite and weight loss are common symptoms during cancer treatment. Among the main causes of loss of appetite and weight loss are nausea and vomiting, dry mouth, difficulty swallowing, and problems in diges-tion and absorption of nutrients caused by the cancer itself and its treatment can be listed. However, in cancer anorexia cachexia, although the pathogenesis has not been fully elucidated, it should be known that it has little relationship with daily food intake. Cancer cachexia can also occur in patients with good oral intake without anorexia. Pharmacological treatment of cancer cachexia consists of megestrol acetate, corticosteroids, medroxyprogesterone acetate, anabolic drugs, and antiinflammatory drugs. In cancer patients, a positive correlation has been shown between systemic inflammation and hypermetabolism, cachexia, 
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and poor prognosis. It has been suggested that fish oil, nonsteroidal 

antiinflammatory drugs and monoclonal antibodies, are effective in weight loss by reducing systemic inflammation (Tichy & Parry, 2023; Okinaka et al., 2024). 

•  Fatigue: Cancer-related fatigue is a persistent subjective feeling of tiredness associated with cancer or its treatment, affecting daily life. Weakness is seen in 70–100% of cancer patients. Fatigue is the most common symptom in cancer 

patients and has a significant impact on quality of life. A study has shown that it is even more effective in improving quality of life than cancer pain. Although the causes of cancer-related fatigue have not been fully revealed, it is thought that there are physiological and psychosocial factors in its formation (Okinaka et al., 

2024). Physiological factors include anemia, systemic disorders (malnutrition, dehydration, electrolyte disorders, infections, organ failures), sleep disorders, inactivity secondary to cancer or treatment, centrally acting drugs (opioids, antihistamines), and cancer treatment itself. Psychosocial factors can be elaborated as anxiety disorders, depressive mood and stress. Fatigue is classified as mild (03), moderate (46), and severe (710) when graded on a scale of 0 to 10 according to the National Comprehensive Cancer Network (NCCN) guidelines. In 

many cases, cancer-related fatigue has no specific cause. The treatment of fatigue is a general symptomatic approach with pharmacological and/or nonpharmacological methods. Pharmacological treatments include methylphenidate, corticosteroid, megestrol acetate, and modafinil (Okinaka et al., 2024). 

•  Dyspnea: It is one of the symptoms that cause the most fear and anxiety in patients in the last stages of their life. If there is a cause, treatment is directed at the cause. Potentially treatable causes of dyspnea include anxiety, airway 

obstruction, thick respiratory secretions, congestive heart failure, hypoxia, pleural effusion, pneumonia, pulmonary edema, pulmonary embolism, anemia, or 

metabolic causes. Opiates are the most effective treatment for symptomatic relief of dyspnea. With careful titration, low-dose therapy is safe and effective for most patients. Anxiolytics (short-acting benzodiazepines such as alprazolam (Xanax) are effective for both dyspnea and accompanying anxiety. Dyspnea can also be relieved by nonpharmacological interventions such as adjustments in the patient’s position, using a fan to blow air on the face, stimulating the trigeminal nerve, changing the humidity and temperature of the ambient air, and relaxation techniques. Supplemental oxygen is effective in some patients. However, the dyspnea experienced by the majority of terminally ill patients is not hypoxemic, and there is no evidence that they will benefit symptomatically from oxygen use. Nebulized saline for thick secretions or nebulized opiates for some conditions can be used as an alternative despite controlled studies showing that they are not effective in dyspnea resistant to standard treatment (Moreno et  al., 2023). Treatment of malignant pleural effusion, which is one of the causes of dyspnea, is palliative. 

In malignant pleural effusion, symptoms must appear before starting treatment, or treatment can be started at the time of diagnosis to prevent localization. Timing should be made according to the patient’s general condition, life expectancy, tumor type, and response expectation from treatment. Treatment aims to drain the fluid, provide pleurodesis if possible, or provide long-term drainage. The 
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treatment method is therapeutic thoracentesis or pleurodesis. Therapeutic 

thoracentesis is the first step in treatment, and no more than 1000 ml of fluid should be drained during the first thoracentesis. In 98–100% of patients who receive drainage, effusion, and symptoms recur within the first 30 days. Patients are suitable for repeated thoracentesis. These are patients whose fluid takes a long time to collect after the first drainage, have a high expectation of responding to oncological treatment, or have a short life expectancy. These are patients whose life expectancy is longer than 2–3 months, whose dyspnea regresses with thoracentesis, who do not have pleural multiloculation, who do not have a trapped lung appearance, and who do not have airway obstruction. Pleurodesis can be performed with a chest tube or thoracoscopy/videothoracoscopy (Han et al., 2023. 

•  Emotional Disorders: Cancer patients and their families face many distressing emotions and experiences toward the end of life, including increased fear of death, anxiety, and uncertainty about the course of the disease. Individuals affected by cancer face a decrease in their ability to keep their lives under control, an increase in dependence on others, and a disrupted balance in family, work, and social life. Therefore, emotional disorders, especially depression, are common in cancer patients. Untreated emotional disorders both impair the 

patient’s quality of life and negatively affect the course of cancer treatment. The risk of suicide is also seen at a very high rate in emotional disorders such as anxiety and depression that occur with cancer. Primary care physicians should closely monitor cancer patients to whom they provide home health care services for 

emotional disorders and provide psychiatric consultation when necessary 

(Kusakabe et al., 2023; Dekker et al., 2024. 

•  Febrile Neutropenia: One of the critical symptoms in cancer patients receiving chemotherapy is fever. Febrile neutropenia is an oral fever of 38.3 °C in a single measurement or 38.0 °C or higher in one hour, accompanied by an absolute neutrophil count of less than 500/mm3. In patients with expected febrile neutropenia, body temperature should be measured at each visit, and the neutrophil count should be evaluated using an intermittent complete blood count. Since low-risk febrile neutropenia patients can be treated at home with oral antibiotics, family physicians providing home health services should inform the patient and caregivers about infection preventive home measures in these patients and monitor their fever. Hospitalization should be planned for parenteral antibiotic treatment and close monitoring in cases that do not respond to treatment and whose fever 

does not decrease (Bachlitzanaki et al., 2023). 

 Patient Rights in the Terminal Period

Patient rights also apply to every patient during the terminal period. However, considering the period’s characteristics, the patient’s rights in the terminal period become a much more sensitive issue. Therefore, it is very important for all healthcare professionals caring for terminal patients to be sensitive to this issue. In the 
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end-of-life period, patients have the right to choose treatment options and determine where they will end their lives. In the end-of-life period, individuals should be given a choice about where they want to experience their death. Factors that may affect the place of death preferences of terminal cancer patients include the patient’s social environment and living arrangement, the knowledge and experience of the patient’s caregivers, the patient’s concern about the peace and well-being of the caregiver/

family, the caregivers’ attitudes and willingness to care, symptom management, and the patient’s dignity, fear of loss, and the patient’s hospital experiences (Atkinson 

Smith et al., 2020). 

The death preferences of cancer patients were previously published. They stated that 58% preferred to live at home, 20% in hospitals, 20% in nursing homes, and 2% 

in other places [28]. The reasons why individuals want to die at home are being able to benefit from adequate nursing care, having a night care system, being able to control symptoms, being able to continue daily life activities more independently, being able to use palliative treatment better, effective medical care, and being able to provide financial conditions for caregivers. The reason why patients want to die at home is also an indicator of developed home care services, but it does not seem possible today, considering the conditions in our country (Moreno et al., 2023). 

 Conclusion

In this context, good planning, training, and experience are needed in the final stage treatment of cancer patients. It is very important to increase the quality of life in patients with no chance of cure, relieve symptoms, and support patients and their relatives in a way that befits human dignity. Palliative treatment of cancer patients can be provided with the active support of physicians specializing in oncology and all other branches and family physicians. In addition to pharmacological and invasive interventions, complementary treatments, such as rehabilitation, psychosocial support, and spiritual support, which are effective in pain palliation, should also be used in terminal stage cancer patients. The patient’s and his family’s education on active participation in pain treatment should not be ignored. In this way, pain addressed with all its components in palliative care can be treated more successfully. Despite the lack of trained personnel in our clinic, we try to support our patients psychosocially and spiritually and ensure the participation of the patients and their families in pain treatment. Palliative care services, which are newly integrated into the health system in our country, are rapidly becoming widespread. Pain control, the symptom that most affects the quality of life among complex medical and psychosocial problems, is very important. The use of opioids, which are considered the gold standard in cancer pain, is also considered a success criterion in palliative care. 

“In cases where aggressive life support treatments to be applied to the patient do not provide a physiological benefit to the patient, have no effect on improving the patient’s condition, on the contrary, cause additional pain and suffering or prolong 

300

B. A. Şanlı

this distressing process, it is ethically advocated not to provide treatment.” The most important ethical criterion to ensure the effective and fair use of resources is the medical benefit and quality of life provided by the treatment. In this case, the state should ensure that health resources are used fairly, as the quality of life may be more important than the quantity due to economic concerns. 

In many countries, it has been decided that terminally ill patients should be treated in special care centers rather than in general intensive care. Under the management of special personnel, technical and support units trained in this field, necessary treatments are planned together with patient relatives and legal and ethical units. This practice was combined with home care and formulated with the hospice concept. Patient care costs and legal and ethical problems are tried to be reduced with specific personnel and support units. Due to the high occupancy rate, patients needing intensive care due to a curable disease could not be accepted during this period due to limited intensive care bed capacity. In many intensive care units, the entry of patient relatives to the intensive care unit is either restricted or completely eliminated within sterilization and disinfection rules. Patient meetings with relatives of patients in our intensive care unit are held via teleconference at certain times of the day. Patients and their relatives living in the last period of their lives are separated, and serious dissatisfaction occurs. As a result, monitoring terminal patients under current intensive care conditions increases medical expenses and reduces patient and patient satisfaction. In addition, the limited number of intensive care beds further restricts the bed capacity, and this opportunity cannot be offered to patients who need intensive care due to treatable diseases. Establishing palliative care units or hospice systems with the necessary legal regulations is important for the more rational use of limited resources and the satisfaction of patients and their relatives. 

The authors have no conflicts of interest to declare that are relevant to the content of this chapter. 
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 Introduction

For many people, a diagnosis of “cancer“is associated with death (Usluoğlu, 2018). 

In recent years, the lifetime and survival of patients with all types of cancer following diagnosis have increased because of improvements in early diagnosis, treatment, clinical support, and collaboration in clinical trials (Lim, 2019; Usluoğlu & Atici, 2021; Van Schoors et  al., 2019). However, the treatment process is F. Usluoğlu (*) 
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characterized by multidimensional stress and difficulties for the individual and the family (Usluoğlu, 2018). Repeated treatment interventions make cancer an ongoing traumatic situation (Usluoğlu, 2018). The psychological reactions of survivors and the severity of these reactions may vary depending on the age, type of cancer, stage, and spread of the disease. However, previous studies have analyzed cancer survivors’ negative psychological reactions to their diagnosis and found associations with sleep disturbances, fatigue, mood disorders, and depression (Li et al., 2019). In 

addition, approximately 50% of survivors experience fear of cancer recurrence. 

Studies have also shown that cancer recurrence is associated with increased anxiety and psychological distress, as well as decreased quality of life (Webb et al., 2022). 

According to family systems theory, the diagnosis and treatment of cancer in a family member affect not only the diagnosed person but also the caregivers and other family members (Gurtovenko et al., 2021; Johansen et al., 2018; Patterson et al., 2004; Usluoğlu and Atici 2021). This process causes significant difficulties for the family as a whole and for each family member individually (Usluoğlu & Atıcı, 2021; Van Schoors et al., 2019). Family members and caregivers take on more caregiving responsibilities due to the improvement in survival rates (Lim, 2019). 

Having a cancer patient in the family can cause other family members to take on caregiving responsibilities, make changes in their daily lives, and experience psychological symptoms (Wittenberg et al., 2013). 

In addition to cancer survivors, primary caregivers experience psychological distress and various types of physical, psychosocial, and financial burdens (Li et al., 

2019). Family members and caregivers worry and have concerns related to cancer recurrence and progression (Webb et al., 2024). Studies have revealed the impact of cancer diagnosis and treatment on caregivers. Caregivers have reported experiencing and/or being at risk of various psychological symptoms. Accordingly, they reported distress, depression, anxiety, somatization, fatigue, sleep disturbances, eating disorders, mood disorders, relationship difficulties, and work and lifestyle disruptions (Areia et al., 2019; Götze et al., 2018; Lim, 2019). However, one study noted that spouses may be more likely to experience physical and psychological symptoms than their person who has experienced cancer partners (Lim, 2019). 

 Individual and Family Resilience

The increase in survival rates and survival times following cancer diagnosis has caused a shift in research focus from death and bereavement to the adjustment of patients and their families (Van Schoors et al., 2019). Family members and caregivers are the primary source of social and emotional support for patients with cancer. 

Therefore, they play an important role in the effects of cancer (Johansen et al., 2018; 

Lim, 2019). Although the diagnosis and treatment of cancer cause significant difficulties for some families, other families demonstrate psychological resilience. In doing so, they demonstrate their ability to recover by overcoming these difficulties with new strengths and resources (Li et al., 2019). 

Families and individuals with psychological resilience cope with the difficulties they face and recover from or experience the effects of these difficulties less. Huang 
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et al. (2019) found that individuals with high psychological resilience can cope with illness, adapt, and recover their physical and mental health. Family resilience can contribute to quality of life and reduce caregivers’ perception of burden (Li et al., 

2019). In other words, family resilience in the face of a crisis affects the psychological symptoms of family members (Lim, 2019) and is positively associated with survivors’ quality of life (Li et al., 2019). 

 Building Family Resilience

In recent years, intervention programs based on various psychotherapeutic 

approaches and techniques to support and develop psychological resilience have been used both in the treatment of mental health problems and prevention procedures (Usluoğlu & Gökengin, 2021). Some components of resilience are family communication, psychological resilience, coping, and network support, as well as the development of new strengths and social resources (Li et al., 2019; Lim, 2019; Van Schoors et al., 2019). Interventions that focus on individual, couple, and family levels are necessary to improve family adjustment (Van Schoors et al., 2019). 

According to the Family Adjustment and Adaptation Response (FAAR) Model, 

a family’s psychological resilience is related to the family’s resources (individual, family, and community resources) and capabilities, including coping behaviors, in the face of its needs related to cumulative stressors and challenges from individual, family, and community sources (Patterson, 2002; Patterson et al., 2004). In other words, the concept of resilience refers to the ability to withstand and recover from crises and adversities (Walsh, 1996). The characteristics that define psychological resilience are consistent with the theoretical underpinnings and techniques of psychodrama. 

Psychodrama can be used to identify, embody, and develop resilience-related factors at individual and family levels. In this way, it may be possible to restore the imbalance disrupted by the illness and enable the family to function effectively. 

Psychodrama, developed by Jacob Levy Moreno, is experiential psychotherapy 

(Giacomucci & Marquit, 2020). The psychotherapeutic process uses dramatization through roleplaying rather than words to address interpersonal and intrapsychic issues (Moreno, 1946). Psychodrama therapy is based on the principles of spontaneity, creativity, role theory, sociometry, and group dynamics (Blatner, 1996; Özbek & Leutz, 2011). Psychodrama has basic elements such as a scene, protagonist, auxil-

iary ego, leader/director (therapist), and other group members as audiences (Özbek 

& Leutz, 2011). Each psychodrama session comprises a warmup, play/dramatization, and sharing stages (Blatner, 2003; Özbek & Leutz, 2011). Psychodrama therapy uses various basic techniques such as dramatization/roleplaying, role reversal, doubling, soliloquy, mirror technique, and reflection (Blatner, 2000; Cruz et  al., 

2018). The use and purpose of these techniques are flexible and depend on the creativity of the therapist (Blatner, 2000). The therapeutic effects of group psychotherapy can also be mentioned (Yalom & Leszcz, 2020). 

Based on individual and group creativity and spontaneity, psychodrama uses 

sociometry, role theory, and group dynamics in a safe group environment to develop 
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insight into individual thoughts, feelings, and behavioral processes toward the self and others (Krüger, 2024; Menichetti et al., 2016; Orkibi & FenigerSchaal, 2019; Özbek & Leutz, 2011). According to Moreno’s role theory, each role can be defined, reevaluated, and changed (Jakovina & Jakovina, 2017). The experiential aspect of psychodrama, which takes place through actions rather than words (Moreno, 1946), 

allows clients to present all aspects of their inner experiences, both verbally and nonverbally, clearly and concretely (Hudgins, 1998). In the practice of psychodrama, a person can reenact many scenes that they wish to reconsider about real-life events, dreams, goals, fantasies, unfinished work, and emotions (Kellermann, 1992). 

In this dramatization, past experiences, unrealistic desires, dreams, expectations, and feelings about the future are transferred to the present, staged, and rearranged in a new way (Özbek & Leutz, 2011). In this way, psychodrama psychotherapy allows the individual to have a corrective experience, either by combining a painful and dysfunctional past or by completing a missing experience (Prosen, 2016). In 

psychodrama therapy, individuals’ inner thoughts and feelings are typically explored through physical externalization in psychodrama scenes (Holmes, 2015). 

Psychodrama facilitates the externalization of the individual’s emotional world; hence, it contributes to a more effective processing of the emotional world by facilitating its presentation (Yablonsky, 1981). The applied and therapeutic aspects of psychodrama shed light on roles with different meanings and allow people to (re) evaluate their perceptions of themselves and others (Jakovina & Jakovina, 2017). 

 Psychodrama  and Resilience

Moreno’s theory suggests that mental health and recovery depend on action, spontaneity, creativity, and the ability to enact a role appropriate to the circumstances from a wide repertoire of roles (Blatner, 1996; Giacomucci, 2020; Moreno, 1964). 

Thus, psychodrama allows the body to be actively involved in the therapeutic process (Menichetti et al., 2016). Psychodrama explains the human ability to adapt to new processes through spontaneity, creativity, and agency (Moreno, 1978). In this context, the characteristics of psychological resilience, which are also seen as a measure of the ability to successfully cope with stress and recover (Patterson, 2002; Patterson et al., 2004; Walsh, 1996), are in line with the theoretical foundations and 

practices of psychodrama (Usluoğlu & Gökengin, 2021). It can be concluded that psychodrama is a psychotherapy method that aims to support and develop the components of psychological resilience due to the nature of its theoretical and practical aspects (Usluoğlu & Gökengin, 2021). 

Psychodrama techniques can be used in individual or group therapy sessions 

with patients with cancer or their families and caregivers. These techniques can also be used during family therapy sessions with family members. However, the purpose and use of psychodrama techniques may differ in sessions where different dynamics are at work. 
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 Results of Psychodrama Practices with Patients with Cancer 

and Their Families

Research has shown that psychodrama is effective in reducing psychological symptoms and improving adaptation, coping, and resilience in pediatric and adult patients with cancer, as well as family members and caregivers. For example, psychodrama has helped patients with breast cancer gain insight into their abilities to actively participate in their life situations despite having cancer and undergoing treatment for it (Menichetti et al., 2016), improve their body image, emotional regulation, and subjective wellbeing (Jafarpoure et al., 2021; Raoufi et al., 2023), and increase hope 

(Nazemi et al., 2022). It also positively affected self-compassion and reduced distress (Akbiyik et al., 2020). Psychodrama can be used in women and men diagnosed with metastatic cancer and other types of cancer to help them cope with their psychosocial difficulties (Kamışlı & Gökler, 2021). As a result, psychodrama can relieve and regulate negative emotions, which leads to a reduction of anxiety in individuals and changes their beliefs about themselves, others, and the future (Javidi et al., 2022). Similarly, psychodrama sessions can decrease anxiety and depression levels in children aged 9–12 years who have been diagnosed with cancer (AlHowaish, 

2016) and increase the adaptation process during hospitalization in children with 

leukemia aged 69 years (Purrezaian & Purrezaian, 2022). Despite the limited num-

ber of psychodrama studies conducted with children, psychodrama can be used in the hospital settings to reduce the psychological impact of cancer on children. In addition, Alby et al. (2017) showed that psychodrama sessions helped family members with cancer increase their self-awareness, express and share feelings, reduce fears, and make decisions. Psychotherapy helps with various cancer-related challenges in various ways, increasing resilience and psychological capital (Raoufi 

et al., 2023). 

 Resilience Repair Through Psychodrama

In the following sections, I will specifically explain how specific psychodrama and sociometry techniques can be used to support individuals or groups (including the family) and increase resilience. I will do this by considering the stages of a psychodrama session. 

The psychodrama session begins with a warmup in which verbal sharing or 

action-based activities are used. Through exercises, games, or sharing in the warmup phase, a working alliance is established within the warmup group. The spontaneity of the group members is increased, and the inner world and emotions of the group members are activated. This approach prepares group members for roleplay/dramatization of the direct or related emotional, physical, and relational effects of cancer (Powell, 1986; Yehoshua & Chung, 2013). In the context of an individual session, this means that the client is ready to work on a topic (Yehoshua & Chung, 2013). 
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The dramatization stage is usually protagonist-centered. The protagonist chooses a scene related to the problem to be solved and uses auxiliary egos and various objects to enact. Psychodrama techniques used in this process (usually role reversal, doubling, soliloquy, and the mirror technique) allow both the protagonist and the auxiliary egos to become more involved and the protagonist to become more deeply involved in the issue at hand. At this stage, the protagonist’s role reversal with the auxiliary egos allows them to encounter and recognize different aspects of their life, themselves and others. In this way, they can gain a new perspective on both the problem and different possibilities (Holmes, 2015; Powell, 1986; Yehoshua & Chung, 2013). In this process of role reversal, the protagonists enact different aspects of themselves, and their auxiliary egos enact the roles they assume. 

Menichetti et al. (2016) found that enacting different roles in psychodrama sessions allowed patients to put themselves in the shoes of other members and to see others in their own clothes. The researchers reported that this allowed patients with cancer to escape the rigidly repeated “patient scenario” and play new roles. In addition, seeing other members face their problems and receiving attention from others also helped patients develop a more positive attitude toward life and limit their new health condition and new “patient role” to one area of their lives. 

In dramatization, participants receive feedback that allows them to see themselves from the outside. This happens both during role reversal (more of the protagonist in a protagonist-centered play) and through the use of the mirror technique as a standalone technique. In particular, in the mirror technique, when the protagonist (or actor) is taken out of the scene. The role of the actor is played by an auxiliary ego. The actor was asked to observe their position and evaluate how he/she could react differently during the interaction (Blatner, 2000; Kellermann, 2007). This 

evaluation helps the protagonist/actor better understand themselves, develop insight, and react differently (Usluoglu, 2023). Helping individuals take a different step by shedding light on their relationship with themselves and others because of cancer and their role in this relationship. 

During the enactment/reenactment, the leader uses the soliloquy technique. This allows the actor to think aloud and express cognitive or emotional reactions that they cannot verbalize. During roleplay, the leader occasionally doubles up the protagonist. This technique allows the protagonist to reveal and express thoughts and feelings that they cannot express, cannot say, or are unaware of (Özbek & Leutz, 

2011). Despite the multidimensional effects of cancer, individuals sometimes attempt to appear stronger and suppress their anger, sadness, and fear. These techniques during reenactment allow individuals to recognize and express these 

emotions. 

In the sharing and feedback stage (Özbek & Leutz, 2011), after the dramatization 

is completed, participants step out of their roles and share about the dramatization (Giacomucci, 2021). At this stage, the participants first share what they have experienced and felt in their roles during the enactment. The group members then expressed their life experiences of roleplaying. This feedback is important for the protagonist to feel understood and for the leader to gain important information 

about the group members (Özbek & Leutz, 2011). This stage can be followed by a 
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process analysis of the group leader. This analysis can usually be performed in a few sessions to connect the group members’ experiences and exchanges that the therapist considers important. According to Özbek and Leutz (2011), this analysis aims 

to reveal the mutual interactions of members in daily life with others as well as their interactions with each other by analyzing the enactments made in psychodrama in terms of role theory and sociometry. Sharing allows the identification of group members to be revealed. Thus, group members can express identical problems and characteristics. This helped group members feel that they were not alone and believe that they could be accepted (RuscombeKing, 1998). 

As a result, psychodrama, the safe environment and therapeutic factors of group therapy, individual and group creativity and spontaneity, and psychodrama techniques help individuals to undergo corrective emotional experiences and/or make new evaluations about themselves and others by enacting and externalizing scenes from their inner world (Usluoglu, 2023). With this experience, group members’ 

interest in each other, action techniques, role reversal, and the use of symbols and objects allow for more sharing than verbal expression and allow patients to share their feelings, experience more roles in the self-system by limiting their cancer-related roles, and be aware of new life possibilities by putting themselves in the 

place of others (Menichetti et al., 2016). 

 Specific Techniques That Can Be Used in Group or 

Individual Therapy

Various sociometric and psychodramatic interventions are used in individual and group sessions (e.g., HassCohen et al., 2018; Giacomucci, 2021; Prasko et al., 2024; Wells, 2018). These intervention techniques include social atoms, role atoms, modified role atoms, timelines, psychodramatic letter writing, and drawing and writing techniques (autobiographical short comics). These interventions can be used in individual, family, and group sessions to assess and develop resilience. 


All of the techniques presented can be practiced using pen and paper. However, the use of these techniques can be symbolized with objects from the beginning or after drawing or can be enacted by casting group members in different roles. Thus, it is possible to implement these activities using psychodrama techniques, especially role reversal pairing and the mirror technique. 

 Social  Atom

This technique is one of the basic sociometric tools and is the most useful assessment tool in individual paper and pencil studies. The social atom created through drawing can then be externalized and enacted. For this purpose, empty chairs and 
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other objects can be used. In a group environment, a social atom sculpture can be created and dramatized by using group members. This describes the individual’s relationship with the social environment. It also provides an effective and descriptive overview of the client’s social relations. After the social atom is externalized either in an individual session or in a group session, the client can be supported to explore role relationships through matching, mirroring, role reversal, and side talk interventions (Giacomucci, 2021). Thus, it enables the protagonist to evaluate their social life and make inferences about the results of their possible changes. 

Cancer patients, their caregivers, and family members may experience isolation and lack of social support during cancer diagnosis and treatment. The social atom technique can be particularly useful for assessing distorted perceptions and sources of support needed to cope with the effects of cancer. When applied at the individual level, it can address and develop the psychosocial support resources of both the patient and family members. At the family level, it can be used to describe sources of support that the family may have or may develop. 

 Role  of the Atom

Human beings engage in action from the earliest stages of their development and interact with the cosmos. The way people function in these interactions, in which they respond to situations related to other people or objects, depends on their roles (Moreno, 1964). According to role theory, which refers to a pluralistic model of the mind (Jakovina & Jakovina, 2017), having a broad repertoire of roles and putting these roles into action supports creativity and abilities (Blatner, 2000). The breadth of a person’s role repertoire is related to mental health (Altınay, 2007). Because the individual needs a creative solution when faced with a problem, they should leave the old, stereotyped roles that provide relative stability and security and move to new roles (Schacht, 2007). However, various role conflicts occur when individuals are unaware of the diversity of their roles and experiences situations in which they are unable to display role behaviors or respond appropriately to the situation. 

Conflicts of role are common causes of mental disorders and disturbances (Özbek 

& Leutz, 2011). 

A role atom, which is sometimes called a role diagram, can include a description of the important roles that a person holds in their life. This step may include drawing past, present, and future role atoms of the client’s developmental process 

(Giacomucci, 2021). According to role theory, each role is a combination of individual and social components, as each person is determined by their past experiences and the cultural patterns of a given society. Because of this combination, roles have psychological and social dimensions (Jakovina & Jakovina, 2017). In this context, individuals’ social roles (motherhood, fatherhood, teaching, etc.) as well as role dualities in their inner world (see Usluoglu, 2023; Yeomans et al., 2015) can be assessed. 
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Patients with cancer may talk about their changing lives, roles, and bodies. They may have more distorted perceptions of themselves due to the psychological distress they experience. These distorted perceptions may be related to their evaluations of themselves or their inferences about how others perceive them. The use of role atoms in individual or group sessions can help patients with cancer develop more effective coping strategies by correcting their distorted perceptions of role and making them aware of the diversity of roles. 

 Timeline  Techniques

Timelines can be used during the warmup phase of psychodrama or during the 

enactment phase (Giacomucci, 2021). Timeline techniques (techniques such as The River of Life, Prasko et  al., 2024; Life Card, Wallace, 1983; Psychodramatic 

Resiliency Timeline, Wells, 2018) can be used for different purposes. For example, these techniques can be used to examine the client’s role in their developmental process, understand their inner world, and place all important events in the client’s life in their developmental and temporal context. Using this technique in this context can provide an understanding of the client’s significant life events and their reactions to these events (which may include feelings, thoughts, behaviors, and interactions with others). Another form of application can be a detailed assessment of the complaint that is the focus of therapy (such as the onset of the complaint, its course, the time of decrease or increase in symptoms of the complaint, and coping strategies). 

Timeline techniques help understand clients’ resilience resources when facing life events in all circumstances. When this technique is used to directly address the person’s resilience resources, it can be used to assess how the person copes with various difficulties encountered either recently or throughout life and sources of available support. This approach can provide an understanding of the components that may contribute to adjustment and well-being of patients with cancer, caregivers, or family members. 

Individuals diagnosed with cancer may have symptoms of posttraumatic stress disorder (Brown et al., 2020; OgińskaBulik & Michalska, 2020; Sager et al., 2020). 

In addition, their perceptions of illness are associated with quality of life and physical and social well-being (Aydın Sayılan & Demir Doğan, 2020). In this context, the perception of cancer and treatment is important (Usluoğlu, 2018). Ultimately, although the course of cancer may vary from patient to patient, the life-threatening nature of the disease, its ability to change life, the uncertainty surrounding its trajectory, and the uncertain outcomes of comprehensive treatments can negatively affect individuals’ perceptions of control (Ranchor et al., 2010). Perceptions and psycho-

logical symptoms can disrupt the continuity between the cancer patient’s past life and future expectations. Dayton (2015) asserted that these techniques are useful for integrating fragmented memories and experiences. 
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Individuals experiencing intense anxiety and stress may not be able to utilize support resources, effective emotion regulation, and problem-solving strategies. 

From this perspective, thoughts and feelings related to cancer, as well as psychological symptoms or mental disorders caused by changing living conditions and role-related difficulties, may not allow individuals to engage in coping behaviors that support adaptation by using support resources effectively. Using timeline and psychodrama techniques (role reversal, pairing, etc.) together can help individuals review their previous support resources and effective coping behaviors and put them to work in this process. In the words of psychodrama theory, an individual can act with creativity and spontaneity by realizing diversity in their role repertoire. Thus, they can experience a greater sense of control over the process. As a result, their psychological resilience is supported. 

This method can be used in both group and individual sessions. In addition, a family-oriented therapy approach can be used to assess the difficulties experienced by the family and how they are being overcome, including the individual and family levels. 

 Psychodramatic  Letter

Psychodramatic letter writing can serve various purposes (see Giacomucci, 2021). 

In addition, for patients with cancer, this approach can be used in the context of role duality for different roles that constitute different selves. Examples of using this technique include patients (family member or caregiver, etc.) writing letters from a hopeful to a hopeless and fearful role, or from a future role to a current role. These roles can be enacted. This can help individuals change their evaluation processes and gain a more hopeful perspective. 

 Drawing  and Writing  Techniques

Drawing can be used to assess the course of illness and to treat illness-related psychological effects or traumatic experiences (e.g., Hammer et al., 2023; HassCohen 

et  al., 2018; Venkatesan & Peter, 2018). Resilience can be strengthened through 

imagination and drawing-based creativity (HassCohen et  al., 2018). The healing properties of drawing are linked to its multidimensional qualities (Venkatesan & Peter, 2018). Visual images created through drawing engage multiple sensory registers simultaneously (e.g., vestibular, visual, auditory, and tactile) (Hammer et al., 

2023; Venkatesan & Peter, 2018) and can help patients express both cognitive and physical memories through imagination, metaphors, and symbols (Venkatesan & Peter, 2018). 

In this context, drawing can be used for direct resilience work, such as helping patients manage and reduce the impact of cancer. For example, we can ask 
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individuals to identify sources of support that they can use to resolve the problems they experience due to the impact of cancer and to reduce their psychological symptoms. These drawings can be created as short autobiographical comics. This method can be used in both individual and group therapy. During group therapy, alter egos can express these narratives. 

 Conclusion

The diagnosis and treatment of cancer affect all family members and patients. In addition to understanding these effects at the individual and family levels, it is important to effectively use resources and coping strategies to manage these effects and recover. Psychodrama and sociometric methods can help both in understanding its impact and in developing psychological resilience through the effective use of resources and coping strategies. Sociometric techniques can help individuals build connections against loneliness and isolation and understand and utilize the multiple roles of individuals and family members. Psychodramatic techniques can facilitate the development of a holistic understanding of the self and others by allowing individuals to view themselves from multiple perspectives. 
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 Cancer  Diagnosis

The importance of considering the holistic well-being of individuals with cancer, particularly within the context of their romantic relationships, is increasingly recognized (Badr & Krebs, 2013). Research has extensively examined the psychological effects of cancer on individuals, documenting how stress from cancer diagnosis and treatment impacts patients and their partners. This suggests that cancer-related stress is a shared experience that affects romantic relationships (Kayser & Acquati, 

2019). Despite this, a notable deficiency remains in the literature concerning the effects of cancer on the quality and stability of romantic relationships (Acquati & Kayser, 2019). This gap presents a critical opportunity for researchers and therapists specializing in couples to adopt a more holistic approach that considers relational, social, and spiritual dimensions when supporting couples suffering from cancer. 

G. F. Cokluk (*) 

Toros University, Mersin, Turkey

© The Author(s), under exclusive license to Springer Nature 

319

Switzerland AG 2025

E. Savas (ed.),  Psychotherapy for Cancer Patients, 

https://doi.org/10.1007/978-3-031-88804-5_18

320

G. F. Cokluk

A cancer diagnosis profoundly affects patients and their close relationships. This study examines the emotional, social, physical, and financial dimensions of living with cancer, particularly its implications for the family dynamics and relationships of those close to the patient. Navigating through cancer introduces emotional challenges such as stress, anxiety, and depression, but it can also strengthen solidarity and hope within relationships. Social isolation, shifting relationship dynamics, and challenges in sexual life are among the primary social and physical hurdles encountered during this journey. Additionally, the financial burden of cancer treatment poses an extra source of stress for families, further complicating relationships. However, interventions like psychological counseling, support groups, and family therapy can provide significant support to overcome these challenges. The impact of a cancer diagnosis on relationships is complex and multifaceted; however, with appropriate support and interventions, it is possible to find a path that strengthens relationships between patients and their loved ones. This study comprehensively addresses the individual and relational repercussions of the cancer experience, shedding light on not only the challenges but also the resilience adaptation processes involved (Kayser et al., 2007). 

A cancer diagnosis affects not only the individual diagnosed but also their partner and family members. As emotional, physical, and financial stresses accumulate, even the most loving and secure relationships may struggle to provide emotional support, maintaining effective communication, and solving problems. Research indicates that the stress of a serious illness can strain relationships, necessitating enhanced communication strategies and supportive interventions to navigate the emotional complexities involved (Scott et al., 2004). This strain is particularly pronounced in patients navigating complex healthcare decisions and the often unpredictable trajectory of cancer treatment. Partners and family members may find themselves in unprepared caregiving roles, leading to feelings of helplessness and frustration on both sides. A person with cancer may feel like a burden, while their loved ones may experience guilt for having similar or conflicting feelings. 

Furthermore, this research highlights the importance of open communication as a tool for maintaining relationship quality during cancer treatment. Facilitating conversations about fears, expectations, and daily challenges can help all parties better understand each other’s experiences and emotional states (Regan et al., 2012). Such dialogs can mitigate misunderstandings and foster the supportive environment necessary for managing illness. 

Support groups and counseling are also critical resources for families and couples suffering from cancer. These services provide a safe space where vulnerabilities can be expressed and strategies for managing the stress and emotional turmoil that accompany a cancer diagnosis. Professional guidance can help families build resilience and maintain strong bonds, which are essential for navigating the journey of cancer treatment together (Manne & Badr, 2008). 
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 Understanding the Multifaceted Impact of Cancer on Couples 

and Families: Navigating Emotional, Psychological, 

and Social Challenges

Cancer significantly affects not only patients, but also their partners and families, generating a multitude of emotional, psychological, and social challenges. The implications of such a disease extend beyond individual experiences and influence family dynamics, making it essential to explore these dimensions in a comprehensive way. The impact of a cancer diagnosis extends far beyond the physical symptoms of the disease, deeply affecting the emotional, psychological, and social dynamics of couples and families. Emotional challenges are predominant in cancer-affected couples, as patients usually experience fear, sadness, and anxiety about their health results. These feelings can later affect their partners, who can deal with their own concerns about the patient’s well-being and the future of the relationship (Caruso et al., 2017). The tension placed in couples is even more complicated by psychological charges that accompany cancer, which include depression and caregiver stress (Johansen et al., 2018). The research indicates that psychological suffering does not exist in isolation, but permeates the emotional scenario of the entire family unit (Costa et al., 2016). Cancer challenges relationships and alters family roles, leading to significant shifts in how individuals interact and support each other. 

A deeper exploration of these effects is essential (Çal & Avcı, 2023; Manne & 

Badr, 2008). 

  Emotional  Impact

Cancer is associated with a high level of emotional stress that can manifest differently among family members. Patients may express emotions such as fear of death, anxiety about treatment effects, and distress over their lost independence. Partners and family members may also experience intense fear, sadness, or helplessness, along with the stress of losing a loved one. These emotions can strain relationships, especially if individuals cope differently or feel unable to express their fears and sadness to each other. For couples, this emotional turmoil can lead to a decrease in marital satisfaction, particularly if communication falters or sexual intimacy declines because of physical symptoms and treatment-related adverse effects. The intricacies of these emotional struggles often exacerbate the dynamics of the relationship. Couples can find themselves fighting with altered papers and responsibilities, as a partner assumes the role of the caregiver, creating significant changes in the dynamics of power within the relationship (Lafaye et al., 2014). It was observed that the quality of intimate relationships can be markedly affected by these changes, leading to the need for interventions that focus on connecting and support reconstruction (Zimmermann, 2015). Therefore, the understanding of these relational changes becomes vital to the mental health of the patient and the caregiver and the general relational satisfaction. 
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  Psychological  Impact

The uncertainty and severity of cancer can have long-term psychological consequences for patients and their families. Issues such as anxiety, depression, and posttraumatic stress disorder (PTSD) are common. These conditions not only affect the quality of life but also complicate cancer treatment by reducing patient adherence to treatment protocols or diminishing motivation. A remarkable aspect of dealing with cancer as a couple involves dynamic coping strategies that cover mutual support and shared emotional regulation. The research has shown that into the research and increasing the quality of the relationship during the cancer journey (Tefǎnu et al., 2021). Such strategies serve as essential mechanisms not only to address the emotional number of the disease, but also to promote resilience within the partnership (Lim et al., 2014). In this sense, couples who effectively get involved in the word about cancer together (Kayser et al., 2018). Family members, especially primary caregivers, may experience significant psychological strain that can go unrecognized. Caregivers are at high risk of burnout, a state of physical, emotional, and mental exhaustion that can severely affect their health. 

  Social  Impact

Cancer often leads to changes in family roles and dynamics. For instance, a partner or child might have to assume more responsibilities, from managing household duties to taking on financial burdens, if the patient no longer works. These role changes can disrupt established family structures and lead to stress and conflict. 

Socially, families might experience isolation if friends or extended family members are unsure how to offer support or if the family pulls away from social interactions because of the demands of treatment or the patient’s decreased stamina. The social impacts on couples dealing with a cancer diagnosis are complex and multifaceted, influencing emotional closeness, communication patterns, and psychological wellbeing. Several studies highlight the burden carried by both partners in such scenarios, particularly the unwell partner’s spouse or caregiver. For example, Badr (2017) explored how social constraints and spousal communication patterns can predict psychological distress in couples, emphasizing that restricted emotional expression negatively affects relational intimacy and coping strategies (Badr, 2017). Similarly, a systematic review by Regan et al. (2012) on couple-based interventions showed that interventions aimed at enhancing mutual support and emotional connection can significantly improve psychological outcomes for both patients and their partners (Regan et al., 2012). These studies collectively stress the importance of tailored psychosocial interventions that consider the dyadic nature of cancer-related distress, encouraging communication and mutual empathy as crucial components of resilience and relationship satisfaction. 
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  Impact  on Communication

Effective communication is critical for maintaining family cohesion and support during cancer treatment. However, the stress of illness can lead to communication breakdown. Families may struggle to share about the patient’s condition, both within the family and with external relationships, leading to potential conflicts or misunderstandings. When one partner in a couple is diagnosed with cancer, communication between spouses often undergoes significant changes due to emotional, psychological, and practical challenges. Partners may engage in protective buffering, where they avoid discussing the illness or their emotions in an attempt to shield each other from distress, which can unintentionally lead to emotional distance and misunderstanding (Manne et al., 2006). The cancer experience often shifts roles and responsibilities within the relationship, especially as the healthy partner assumes caregiving duties, and these changes may not always be openly discussed, resulting in tension or resentment. Intimacy and sexual communication may also decrease due to physical side effects of treatment or body image concerns, further straining the emotional connection (Zimmermann, 2015). Despite these difficulties, open and empathetic communication has been shown to significantly improve emotional 

well-being and relationship satisfaction. Couples who express emotions, validate each other’s experiences, and maintain a sense of mutual support often report better psychological outcomes and stronger relational bonds (Badr & Taylor, 2009). 

  Coping  and Resilience

Despite these challenges, many families have found ways to cope and even grow stronger throughout their cancer journey. Strong emotional support systems, effective communication, and professional counseling can enhance resilience. Families that manage to maintain open lines of communication and share their burdens often navigate the cancer journey more effectively. Support groups and family therapy can help members understand and manage typical emotional and psychological 

upheavals. Coping and resilience play a central role in how couples manage the psychological and relational impact of a cancer diagnosis. When one partner is affected, both individuals—and the relationship itself—are tested in their ability to adapt, support each other, and maintain emotional balance. Coping refers to the strategies individuals or couples use to deal with stress. In couples facing cancer, these strategies can be either problem-focused (e.g., organizing treatments, seeking information) or emotion-focused (e.g., sharing fears, using humor, spiritual practices). Adaptive coping methods like open communication, shared decision-making, and mutual support are strongly associated with lower levels of distress and better relational adjustment (Hagedoorn et al., 2008). Resilience, on the other hand, refers to the capacity to bounce back from adversity. In the context of cancer, resilient couples are those who maintain closeness, adapt roles flexibly, and find meaning 
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even during uncertainty. Key protective factors include emotional regulation, social support, and the ability to maintain hope or positive outlooks despite the diagnosis. 

Research also shows that resilience can be cultivated over time through joint coping mechanisms and emotional growth from adversity (Zhang et al., 2019). Moreover, dyadic resilience—where couples function as a team—has been shown to buffer the impact of cancer-related stress, enhancing both individual well-being and relational satisfaction. Programs that promote resilient communication, like meaning-centred therapy or couple-based coping interventions, often improve outcomes not just for the patient but also for the caregiving partner (Kayser et al., 2007).  Educational programs on cancer can also equip families with the knowledge to handle practical aspects of care more confidently. The effects of cancer on couples and families involve a complex interplay of emotional, psychological, and social factors. The disease can test the strength and adaptability of family systems and offer opportunities for growth and deeper connection. Professional support, coupled with strong internal communication and mutual care, can mitigate the adverse effects of cancer and foster a supportive environment conducive to overcoming its challenges. 

 What Couples Should Know When Facing Cancer

In the field of cancer research, the role of social relationships has been extensively studied and is known to significantly influence patients’ quality of life (Manne & Badr, 2008). Particularly, the relationships between patients and their partners are crucial, as they are often cited by patients as their primary support system (Badr & Krebs, 2013; Pistrang & Barker, 1995). Research has differentiated between positive and negative forms of support provided to patients with cancer (Pasch & Bradbury, 1998; Pasch et al., 2004). Positive support may include emotional reassurances or practical assistance, whereas negative support might involve uncon-structive behaviors like unsolicited advice or criticism (Pasch & Bradbury, 1998; Pasch et al., 2004). Additionally, studies have indicated gender differences in how support is perceived and reported within couples, which might also reflect traditional gender roles (Hertlein & Rajaei, 2019; Verhofstadt et al., 2007). Furthermore, the impact of cancer extends significantly to caregivers, typically spouses or partners, affecting their emotional and physical well-being (Reblin et al., 2020). The diagnosis and subsequent treatment of cancer deeply affects various aspects of life for both patients and their partners (Manne & Badr, 2008). 

Although medical advancements have improved the management of cancer 

(Canadian Cancer Society, 2015), they still present challenges, including dealing with the adverse physical, social, and emotional effects of the disease and its treatments (Ahmad et al., 2015). These effects, such as chronic pain, fatigue, depression, anxiety, fear of recurrence, relationship difficulties, concerns about body image, and financial losses, can persist for up to a decade after treatment (Bloom et al., 2012; Burgess et  al., 2005; Mols et  al., 2005). These challenges affected not only the patients but also rippled through their support networks, placing a substantial 
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emotional burden on their primary caregivers, who often experience significant anxiety and stress. 

When a patient is diagnosed with cancer, the role of his/her partner becomes crucial. As an integral part of the support network, partners play a pivotal role in navigating treatment and care complexity. However, partners may experience significant emotional strain, sometimes even more than the patients themselves, as they balance the responsibilities of daily life while providing support. 

In preparation for their medical journey, couples are advised to attend a joint session with a clinician prior to their initial consultation with the physician. This session is designed to equip patients and their partners with insights from previous cases, relevant research, and clinical practice. It also introduces practical strategies for mutual support and collaborative problem-solving (Scott et al., 2004). The focus of these sessions is to fortify the couple’s bond during this challenging time:

•  Enhance their understanding of effective communication techniques that promote openness and honesty. 

•  Developing problem-solving skills that are practical and effective. 

•  Recognizing and leveraging the unique strengths that each individual brings to the relationship to enhance teamwork. 

•  Identifying and securing opportunities to enrich their relationship and live out their aspirations together. 

Such proactive measures are intended to help couples manage the stress associated with cancer and maintain a strong, supportive partnership. When navigating the emotional and logistical challenges of a cancer diagnosis, the role of a patient’s partner is profoundly significant. Partners are not only integral to the support network but also central to the emotional well-being of the patient. They frequently take on dual roles, managing their own stress and other practical aspects of caregiving. Recognizing this dual burden is essential because partners often experience substantial emotional strain, sometimes exceeding that of the patients themselves, as they strive to balance life’s demands with the needs of their loved one (Scott et al., 2004). 

To better prepare for the journey ahead, couples should engage in a preparatory session with a clinician before their first medical consultation. This session, informed by a wealth of insights from previous patient and partner experiences, research findings, and seasoned clinical wisdom, aims to equip couples with the necessary tools for effective mutual support and joint problem resolution (Porter et  al., 2009). These sessions were meticulously designed to deepen the couple’s understanding of each other and enhance their collective coping strategies by focusing on several key areas (Hodges et al., 2005; Porter et al., 2009; Ahmad et al., 2015):

•  Deepening Communication: The clinician introduces techniques to foster open and honest dialog, ensuring that partners feel heard and supported. This may include exercises in active listening, encouragement to express vulnerability without fear of judgment, and strategies for constructive feedback. 

•  Enhancing Problem-Solving Skills: Partners learn to approach challenges collaboratively using structured problem-solving techniques that allow them to tackle issues as they arise with clarity and mutual support. This could involve 

326

G. F. Cokluk

roleplay scenarios in which participants practice responses to potential stressors or make decisions about treatment paths. 

•  Leveraging Individual Strengths: Each partner’s unique personal strengths are identified and discussed, with guidance on how they can be applied synergistically to support one another and navigate the treatment process more effectively. 

For instance, if one partner is particularly organized and detail-oriented, they might take the lead in managing medical appointments and treatment schedules. 

•  Building the Desired Relationship Dynamic: This session also encourages couples to consider and articulate the kind of relationship dynamics they aspire to maintain throughout their cancer journey and beyond. This might include setting aside time for regular check-ins about each partner’s emotional state, continuing to engage in shared interests and activities that foster positive interactions, and planning future events to look forward to. 

By focusing on these detailed aspects, the sessions aim not only to prepare couples for the upcoming medical challenges but also to strengthen their relationship, providing a solid foundation of teamwork and mutual understanding that will support them through the cancer treatment and recovery process. 

Connecting with others in similar situations can be incredibly beneficial, as it creates an environment in which discussing cancer is not considered taboo. This openness often provides much-needed relief and understanding. While many couples find that a single session provides them with the necessary support and education, others may require additional assistance. For those needing additional support, several options are available:

•  Participation in the “Couples Coping with Cancer Together” Support Group: This group welcomes all patients, partners, and community members from the 

City of Hope, offering a space to share experiences and coping strategies. 

•  Scheduling Follow-up Counseling Sessions: Couples can continue their journey with additional counseling by arranging follow-up sessions with professionals from the couples program team. 

•  Exploring Additional Educational and Problem-solving Resources: The couples are encouraged to engage with various resources provided by the supportive care team, which can help them navigate the challenges of cancer more effectively. 

These resources ensure that all couples have access to the support they need, tailored to their specific circumstances and stages of cancer treatment. Cancer represents significant emotional, psychological, and social challenges that transcend the individual and reverberate through couple and family relationships. The complexities of navigating in these challenges highlight the importance of effective coping mechanisms and the need for personalized interventions designed to improve relationship dynamics during cancer journey. Understanding and addressing these multifaceted issues plays a critical role in improving the quality of life of patients and their loved ones throughout the cancer experience. For many couples with cancer, finding a supportive community where they can openly discuss their experiences is invaluable. While a single session might be adequate for some to learn coping strategies and gather support, others might find themselves in need of more 
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comprehensive aid. Recognizing this, the “Couples Coping with Cancer Together” 

support group extends a warm invitation to all patients, partners, and community members, offering a safe space to share, connect, and heal. For those seeking deeper, personalized support, follow-up couples counseling with members of the couples program team is also available. In addition, these couples have access to a broad array of educational resources and problem-solving tools provided by the supportive care team, which are designed to assist them in navigating the complexities of cancer treatment and emotional management. This multifaceted approach ensures that each couple receives the tailored support they should face cancer, not just as patients and partners, but as a unified team. 

 Gottman Method Couple Therapy and Cancer Management

From a Gottman Method Couples Therapy (Gottman & Silver, 1999) perspective, offering support to couples in which one partner is diagnosed with cancer involves several targeted strategies designed to enhance relationship resilience and mutual understanding during challenging times (Gottman & Levenson, 1992). Gottman 

Method Couples Therapy, originally developed to strengthen relationships and manage conflict, offers promising applications in the context of cancer management—especially for couples navigating the emotional and relational turbulence following a diagnosis. When one partner is diagnosed with cancer, couples face a surge of stress, uncertainty, emotional strain, and often communication breakdowns. 

Gottman Therapy provides tools that directly address these relational vulnerabilities. Key components such as “Love Maps” (deep understanding of each other’s inner world), “Turning Toward Instead of Away”, and managing solvable and perpetual problems are highly relevant in the cancer context, where emotional support, shared meaning, and conflict resolution become even more critical (Gottman & Silver, 2015).  This approach can be beneficial for patients with cancer and their 

partners (Heidarian et al., 2019):

  Enhancing Emotional Connection

The Gottman Method emphasizes the importance of building a deep emotional connection and fostering intimacy, which are especially valuable for couples suffering from cancer. Therapists may focus on helping couples to increase their expressions of affection and admiration, thus reinforcing positive feelings that can often be overshadowed by illness. Enhancing emotional connection, a crucial aspect of Gottman Method Couples Therapy, is particularly vital for couples facing the challenges of a cancer diagnosis. This approach focuses on deepening affection and admiration between partners, which can buffer the stress and uncertainty brought about by illness. Here are some specific examples and ways in which this principle can be applied:
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•  Expressing Appreciation and Fondness: Regularly expressing appreciation and highlighting each other’s positive qualities can significantly strengthen emotional bonds. For instance, one partner might say, “I really appreciate how you handled the call with the doctor today; your clarity and calmness made me feel much safer.” 

•  Intentional Affirmations: Making it a daily habit to affirm each other can reinforce a positive view of each other and the relationship. An affirmation can be as simple as saying, “You’re so strong, and your strength gives me strength,” or 

“Your sense of humor makes even the toughest days better.” 

•  Building Love Maps: This involves partners continually updating their understanding of each other’s world, including their hopes, worries, and dreams. For couples dealing with cancer, this might mean regularly checking in on how the other person is feeling about treatment or discussing their fears and hopes for the future. 

•  Sharing Daily Experiences: Making time to share the daily events can help maintain a connection. This could involve the patient sharing their feelings during treatment or the partner sharing something interesting from their day, ensuring that both partners remain connected to each other’s daily realities. 

•  Active Constructive Responding: This technique involves responding to your partner’s news and experiences in a supportive and enthusiastic manner. For example, if one partner shares something positive about their medical updates, the other partner might respond with genuine interest and joy rather than a non-chalant or dismissive attitude. 

•  Physical Connection: Physical affection is an important part of emotional connection. This can include holding hands, giving gentle touches, or sitting close to each other. Even when a patient may be physically limited, small acts of physical closeness can reinforce emotional bonds. In addition, the impact of cancer treatment extends to physical and sexual intimacy, influencing the relationships of couples in deep ways. Studies illustrate that cancer treatment can lead to long-term changes in sexuality, which in turn affects relationship satisfaction (Di Mattei et al., 2021). Such changes require open communication on sexual health and intimacy priorities, which can usually be a source of discomfort for couples discussing these issues (Lı & Loke, 2014). Approaching sexuality in the cancer context can help partners redefine what intimacy means to them posttreatment, allowing for deeper reconnection. 

•  Rituals of Connection: Establishing small daily or weekly rituals can enhance emotional connection. This could be a nightly routine of sharing a cup of tea, taking a short walk together, or setting aside time each evening to talk 

uninterrupted. 

By actively engaging in these behaviors, couples can foster a deeper emotional connection that not only supports the patient during cancer treatment but also strengthens the partnership, providing mutual comfort and resilience (Reblin et al., 

2020; Rajaei et al., 2021). 
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  Constructive Management of Conflict

Given the stresses associated with cancer diagnosis, conflict may arise more frequently. The Gottman Method teaches couples how to manage conflict constructively through techniques such as softening the start of conversations, making and receiving repair attempts, and learning to self-soothe and deescalate tension. This helps prevent conflicts from overwhelming the relationship. When facing the stresses of a cancer diagnosis, couples often encounter heightened emotional tensions that can lead to more frequent and intense conflicts. The Gottman Method offers practical strategies to manage these conflicts constructively and helps preserve and strengthen relationships during challenging times. One effective technique is softening the start of conversations, which involves initiating discussions on sensitive topics gently and calmly rather than expressing criticism or accusa-tions. For example, saying, “I feel worried about the upcoming decisions, and I’d really appreciate us talking through them together,” sets a collaborative tone and reduces the likelihood of defensive responses. Another vital strategy is making and receiving repair attempts, such as using humor to lighten the mood, offering a kind word, or taking a deep breath to show effort in calming one’s mind, which are crucial in deescalating conflicts. Additionally, learning to self-soothe and deescalate tension is essential. This involves taking responsibility for one’s emotional wellbeing by engaging in activities like deep breathing, meditation, or even taking a short break from the discussion to allow the emotional intensity to subside. These strategies empower couples to manage conflicts constructively and foster a supportive environment where both partners feel safe and understood, even during profound life challenges like a cancer diagnosis. 

  Support Each Other’s Life Dreams and Goals

Cancer can drastically change a couple’s outlook on life and future plans. Therapists can help couples discuss their dreams and find new ways to support each other’s goals within the new context of their lives, which can be therapeutic and affirming. 

Supporting each other’s dreams and goals is a crucial component in any relationship, but it is particularly significant when one partner is dealing with a cancer diagnosis. The Gottman Method emphasizes the importance of this support as a way to strengthen partners’ bonds and foster resilience during challenging times. 

Encouraging and engaging in conversations about each other’s aspirations, whether related to career, personal growth, or other life ambitions, helps maintain a sense of normalcy and forward-looking positivity, which can be therapeutic during treatment and recovery. For example, a partner might encourage patients to continue engaging in activities that bring them joy and satisfaction or plan for future endeavors that they look forward to accomplishing together. This can also include adapting one’s dreams to new realities and finding alternative ways to pursue meaningful goals that 
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are realistic given current circumstances. Such support not only nurtures the individual spirit but also reinforces the couple’s connection by demonstrating commitment to each other’s well-being and happiness, irrespective of the health challenges they face. By actively participating in and advocating for each other’s dreams, couples can create a deeply supportive relationship that transcends immediate struggles and builds a foundation for mutual respect and enduring partnership. 

  Create Shared Meaning

The Gottman Method encourages couples to create a shared meaning system with shared values, rituals, and goals. For couples dealing with cancer, creating a system that includes new rituals that acknowledge the challenges of cancer while also celebrating the strength of their partnership can be particularly powerful. The Gottman Method emphasizes the importance of creating shared meaning within relationships by developing shared values, rituals, and goals, which are especially crucial for couples navigating the cancer journey. This shared meaning system helps deepen intimacy and fortifies relationships against illness strains. For couples dealing with cancer, it is beneficial to establish new rituals and practices that acknowledge the reality of their illness while also highlighting the resilience and strength of their partnership. These steps might include setting aside a specific time each week to discuss feelings and experiences openly or establishing a nightly ritual of gratitude where each partner shares something they are thankful for from their day. Additionally, reaffirming or redefining long-term goals and values can help individuals maintain a sense of purpose and forward momentum. Couples may decide to focus on values such as compassion, resilience, and mindfulness and integrate these into their daily interactions and decision-making processes. By doing so, they not only navigate the cancer journey with a sense of unity and mutual support but also build a relationship that is enriched with a deeper understanding and shared significance. This approach helps not only manage the stress of illness but also enriches bonds, making the relationship a pillar of strength and stability during uncertainty. 

  Stress-Reducing  Conversations

Regular, structured conversations to reduce stress are a key component of Gottman’s approach. These conversations can help both partners process their feelings about the cancer journey and offer mutual support, thereby reducing the emotional burden on both the patient and caregiver. Regular structured conversations to reduce stress form the cornerstone of Gottman’s approach and are particularly critical for couples navigating the complexity of a cancer diagnosis. These discussions are designed to provide a safe space where both partners can openly express and process their feelings, fears, and frustrations about their cancer journey. By setting aside dedicated 
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time to communicate, couples can ensure that no feelings are left unaddressed, thereby preventing the buildup of resentment or misunderstanding. Such conversations also allow for mutual support, where each partner can offer and receive empathy, thus reducing the emotional burden on both the patient and caregiver. These dialogs might focus on practical issues like treatment decisions and daily challenges, as well as emotional topics like fears of the future and changes in relationship dynamics. By engaging in these stress-reducing conversations regularly, couples can maintain a strong emotional connection and foster a supportive environment, helping them to manage the psychological toll of cancer more effectively together. This proactive communication strategy not only alleviates stress but also strengthens the relationship, strengthening the couple’s resilience in facing ongoing challenges. Engaging in regular, structured stress-reducing conversations is essential for maintaining emotional equilibrium and deepening mutual understanding between partners facing cancer diagnosis. These conversations, a fundamental part of the Gottman Method, involve more than just sharing day-to-day experiences; they require a focused effort to address emotional needs and support one another through vulnerability. Scheduled discussions can alleviate anxiety by providing predictability and a sense of control during the chaos of cancer treatment. These checkins allow couples to assess their emotional states, discuss any changes in their feelings or concerns, and strategize about coping mechanisms and adjustments to treatment plans as needed. In these sessions, it is important that both partners practice active listening—acknowledging what is being said without rushed advice or judgment. This fosters a supportive dialog where each individual feels heard and valued, thus strengthening the relationship’s foundation. Moreover, such conversations can serve as emotional release valves, preventing feelings from festering and leading to greater conflicts or emotional disconnection. In addition to discussing challenges, these conversations should also celebrate victories, no matter how small, such as a positive update from a doctor or a good day. Acknowledging and celebrat-ing these moments boosts morale and reinforces partnership strength. Ultimately, by making these structured conversations a regular part of their routine, couples with cancer can build a resilient bond that not only withstands the stress of illness but also enhances their ability to cope together. This practice not only helps in managing the disease but also fosters a deeper, more meaningful relationship that can provide a lasting source of comfort and strength. 

  Building a Culture of Appreciation and Respect

Maintaining a culture of appreciation and respect is crucial, especially when dealing with the daily challenges of cancer. This involves acknowledging each other’s contributions, expressing gratitude, and maintaining mutual respect, even in difficult times. Building a culture of appreciation and respect is vital for couples navigating the taxing journey of cancer treatment. This positive culture acts as a stabilizing force, fostering a supportive environment that greatly alleviates the emotional 
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burdens associated with illness. Recognizing and valuing each other’s contributions involves more than occasional acknowledgments; it requires a consistent practice of noticing and appreciating the efforts each partner makes to manage both the illness and everyday life. Expressing gratitude regularly is key to maintaining the culture. 

Simple expressions such as “Thank you for being by my side at today’s appointment,” or “I really appreciate how you handled dinner tonight when I was feeling unwell,” can make a significant difference in how supported each partner feels. 

These acknowledgments help to affirm the value of each person’s efforts, reinforcing their importance to each other and to the relationship as a whole. Mutual respect is another cornerstone of this culture. This involves listening to each other’s perspectives, valuing each other’s feelings and experiences, and addressing each other in ways that uphold dignity and kindness, regardless of the stress or frustration that may arise. This respect also extends to the boundaries each partner may need; for example, respecting the need for privacy at times or supporting each other’s decisions regarding treatment options and other important matters. Maintaining this culture of appreciation and respect requires intentional effort. It can be helpful to establish routines that remind each partner to express gratitude and appreciation, such as by sharing positive reflections about each other at the end of the day or writing notes of thanks for specific actions or qualities. Moreover, in moments of stress or disagreement, recalling the foundation of mutual respect can help resume the discussions in a constructive and supportive manner. This approach not only helps in coping with the disease more effectively but also enriches the relationship, providing a source of strength and comfort during the challenging times of dealing with cancer. By fostering a culture of appreciation and respect, couples can enhance their resilience, deepen their connection, and navigate their journey with greater compassion and understanding for each other. 

  Turning Toward Instead of Going Away

During stressful events, individuals may either turn toward one another for support or turn away and isolate themselves. The Gottman Method teaches couples the importance of turning toward each other during times of need while fostering emotional connection and support. Despite adversity, such as dealing with a cancer diagnosis, individuals’ instinctive reactions can greatly influence the dynamics of a relationship. The Gottman Method emphasizes the importance of “turning toward” 

each other instead of “turning away,” particularly during stressful events. This strategy is crucial for maintaining and strengthening the emotional connection that serves as the foundation of support during challenging times. Turning toward each other involves actively seeking comfort, support, and understanding from one another rather than withdrawing or bottling emotions. This approach requires conscious effort and communication. For instance, when one partner feels overwhelmed or scared, openly sharing these feelings provides an opportunity for the other partner to offer support, whether through listening, providing reassurance, or simply 
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being present. Such interactions not only alleviate individual stress but also reinforce the bonds between partners, providing a source of comfort and stability. 

Conversely, turning away—where individuals retreat into themselves or avoid discussing their fears and stresses—can lead to emotional distance and isolation. Over time, this can erode trust and intimacy, making it harder for the couple to cope with the illness together. Therefore, fostering a habit of turning toward each other helps not only to manage the immediate stresses of cancer treatment but also to build a stronger, more resilient partnership. This can involve setting aside time each day to share thoughts and feelings, actively engaging in small acts of kindness and affection, and consistently choosing to face challenges together. By doing so, couples can create a supportive and nurturing environment that withstands the trials of serious health issues and enhances their capacity to navigate the journey together. 

 Results  and Discussion

Exploration of cancer’s impact on couples and families reveals significant emotional, psychological, and social challenges. Patients and their loved ones experience heightened emotional and psychological strain, including fear, anxiety, and depression, which can complicate the coping process. The diagnosis often necessitates a shift in family roles and responsibilities, which can disrupt established family dynamics and lead to role strain. Communication becomes crucial yet challenging, with families needing to balance openness with the desire to protect each other from distress. Additionally, social isolation can occur as familial focus intensifies inward and external social networks diminish. Despite these obstacles, many families have discovered new strengths and resilience. Through effective coping strategies such as counseling, support groups, and robust support systems, families often strengthen their bonds and mutual understanding. Consequently, while cancer introduces profound challenges, it also presents opportunities for families to unite, support each other, and navigate the journey with increased solidarity and compassion. Addressing the comprehensive impacts of cancer within families is vital for fostering resilience and ensuring robust support throughout the cancer journey. 

By incorporating these elements, Gottman Method Couples Therapy can provide a strong, supportive framework that helps couples navigate the emotional and relational complexities introduced by a cancer diagnosis, enhancing their ability to cope as a team and maintain a healthy relationship throughout the treatment process and beyond. Because of these principles and strategies derived from the Gottman Method, couples facing the challenge of a cancer diagnosis can significantly enhance their relationship strength and resilience. By adopting practices such as enhancing emotional connection, managing conflict constructively, supporting each other’s life dreams and goals, creating shared meaning, engaging in stress-reducing conversations, building a culture of appreciation and respect, and turning toward each other in times of need, couples can create a supportive and nurturing environment. These approaches help not only manage the stresses and emotional toll associated with 
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cancer but also fortify the bonds of partnership, making the relationship a reliable source of comfort and strength. Engaging in these practices consistently can transform challenges into opportunities for growth and deeper connection, allowing couples not only to survive the hardships of illness but also to thrive in their relationship despite them. The key lies in mutual effort, open communication, and commitment to facing life’s trials together, reinforcing the notion that a united front is the most resilient. 

Further deepening this understanding, it is clear that implementing the Gottman Method’s principles helps couples not only navigate the current challenges of a cancer diagnosis but also prepares them for future adversities. By continuously cultivating a deep emotional connection, practicing effective conflict resolution, and consistently supporting each other’s individual and collective aspirations, couples build a foundation that goes beyond the mere survival of a crisis—they create a thriving, dynamic relationship that enhances each partner’s quality of life. Regularly engaging in structured conversations that reduce stress and promote understanding allows couples to maintain a clear communication channel. This openness ensures that both partners feel heard and valued, which is essential when fear and uncertainty can dominate their lives. The practice of turning toward each other fosters a profound sense of companionship and partnership, making each obstacle a shared challenge rather than an individual struggle. By fostering a culture of appreciation and respect, couples reinforce their commitment to each other’s wellbeing. This atmosphere of mutual respect and gratitude acts as a buffer against the resentment and disconnection that can often arise in relationships under chronic stress. This approach enables both partners to feel more secure and loved, thus increasing their capacity to cope with stress and uncertainty. Ultimately, the robustness of these relationship-enhancing practices provides a model not only for couples dealing with serious illnesses like cancer but also for any partnership striving to withstand the tests of life’s unpredictability. The principles of the Gottman Method prove that with deliberate effort, empathy, and commitment to mutual growth, couples can transform adversities into a testament to the strength and durability of their bond, ensuring that they not only endure but also emerge stronger and more connected than ever. The burden of these challenges can usually lead to a sense of isolation not only for patients but also to their families. Children and other family members may experience their own emotional turbulence while witnessing the fights of a loved one (Woźniak & Iżycki, 2014). Dynamics within the family can transform dramati-cally, with varied answers to stress that manifest themselves differently among family members (Caruso et al., 2017). Therefore, involvement in family-oriented interventions can be beneficial, with the aim of facing these challenges cohesma and promoting a support environment for the entire family unit (Li & Loke,  2014). 
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 Introduction

The question of whether there is a link between psychosocial factors and cancer has been the subject of ongoing debate. A substantial body of research has been conducted on the potential correlation between mental health and cancer (Dalton et al., 

2002). The International Agency for Research on Cancer (IARC) has evaluated various factors that may contribute to the development of cancer (Faulkner et al., 

2019). It has been observed in ancient texts that psychological factors can influence tumor occurrence. Additionally, tumors can stimulate the growth of new nerve cells, F. Bal (*) 
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and neurotransmitters can affect the proliferation and spread of cancer cells. The relationship between the nervous system and cancer is a topic of ongoing investigation, with evidence suggesting that the nervous system regulates cancer development and progression. Cancer can also invade the nervous system. Additionally, a melancholic mood and serious life situations have been linked to cancer incidence. 

Psychological factors such as hypersensitivity and frustration may also play a role in tumor development in women. The integration of oncological and neuroscientific research is essential for a comprehensive understanding of the role of the nervous system in cancer (Magnon et al., 2013). 

The relationship between psychosocial stress and cancer has been studied for centuries; however, it was not until the late twentieth century that this relationship was understood in more detail (Dunn et al., 2004). Recent research has confirmed that stress promotes cancer formation and progression. Additionally, evidence suggests that the immune system inhibits cancer growth (Selye, 1936). The field of psychoneuroimmunology is concerned with the impact of psychological factors on the immune system and by extension, cancer. It has been demonstrated that chronic stress has a direct impact on cancer growth by inducing an inflammatory response and inhibiting acquired immunity. It is established that there is a correlation between cancer and emotional disorders (Solomon & Moss, 1964; Ader & Cohen, 1975). 

Major depressive disorder, in particular, has been identified as a potential predisposing factor or trigger for cancer (Adler & Sittenfield, 1917). Research has demonstrated that interventions designed to reduce stress-related signals transmitted by the nervous system to peripheral tissues may be effective in reducing cancer incidence, attenuating cancer growth, inhibiting the development of metastases, and enhancing the effects of oncological treatment (Lackovicova et  al., 2011; Hou et  al., 2013; KimFuchs et  al., 2014; Antoni and Dhabhar, 2019). Excessive inflammatory responses resulting from stress can contribute to cancer development and the emergence of psychological symptoms, such as depressed mood, anxiety, and social withdrawal (Field et al., 2017). 

Interconnection between emotional states, stress, and the immune system. The text posits that it is reasonable to conclude that experiencing depressive symptoms resulting from a loss of confidence in one’s personal health is an understandable phenomenon, particularly when the opposing emotion is intense and prolonged. The text posits that emotional disturbances can facilitate the growth and development of cancer cells. The text then proceeds to examine neuroendocrine and behavioral stress responses initiated by organisms exposed to stress factors. The primary components of this response are the sympathoadrenal system and the hypothalamic-pituitary- adrenocortical (HPA) axis (Aguilera, 2012). The text delineates the manner in which these systems facilitate the release of various hormones and neurotransmitters, which can exert an influence on immune functions. Additionally, the text notes that endocrine gland secretion from the brain can regulate immune cell activity. 

Moreover, the text examines the functions of the autonomic nervous system, sensory nerves, and the bidirectional interaction between the nervous and immune systems. In essence, the text underscores the intrinsic interconnectivity between emotional states, stress responses, and immune functions (O’leary, 1990). 
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Peripheral cancer can affect brain structures and circuits, influencing various aspects of brain function, including cognition, mood, sleep, metabolism, and visceral perception (Chen et al., 2024). Melanoma can affect brain structures and functions related to visceral sensation, autonomic functions, cognition, and food intake, particularly in the case of visceral sensation and autonomic functions. The regulation of cancer energy balance by brain circuits may contribute to the development of cancer-related anorexia and cachexia. Recent research has provided further insights into the neurobiology of cancer and the mechanisms by which the nervous system exerts an influence on cancer progression. A number of novel treatment strategies are currently under investigation. These include nonpharmacological methods to address negative psychosocial factors, the reduction of nerve signaling to cancer through surgical techniques or repurposed drugs, the inhibition of nerve growth in cancer tissue, the modulation of nerve electrical activity, the reduction of metastases after primary cancer resection, and the reduction of hypothalamic inflammation through antiinflammatory drugs or exercise. These novel approaches present promising avenues for cancer treatment and management (Zahalka & 

Frenette, 2020). 

Psychological interventions are a common method for assisting patients with cancer in managing the emotional and relational challenges associated with their 

illness (Caponnetto et al., 2024). Such interventions as psychotherapy are designed to address the emotional issues that frequently emerge alongside a cancer diagnosis (Watson & Michels, 2014). They have been demonstrated to be efficacious in reducing symptoms such as anxiety, depression, and chronic pain. Brain-focused psychotherapy represents a distinct form of intervention that yields benefits for both the client and the therapist, with observable changes occurring in their brains (Karlsson, 

2011). This is because interpersonal interactions can strengthen existing neural connections, form new neural networks, and generate new neurons (Kershaw & Wade, 

2012). The brain is activated when clients learn new skills, practice new behaviors, or access memories. These activities activate neural networks, creating pathways that transform into long-term memories and potentially new behavioral patterns. 

This process, known as neuroplasticity, Theoretical and practical implications of brain-based psychotherapy for patients with cancer, known as neuroplasticity, demonstrate that the adult brain can reorganize itself and increase its capacity (Costandi, 2016). 

 Causes  of Cancer

Recent studies have highlighted the pivotal role of the nervous system in the pathogenesis of tumors that originate outside the central nervous system (CNS) (Jung et al., 2020; Faulkner et al., 2019). Perineural invasion (PNI), defined as the infiltra-tion of neural pathways by malignant cells, has been identified as a crucial link between neurons and malignant cells in peripheral cancer. The presence of perineu-ral invasion (PNI) has been associated with aggressive tumor behavior and poorer 
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prognosis in various cancers, including pancreatic, breast, and prostate cancers (Marchetti et  al., 1989; Vandewalle et  al., 1990; Tatsuta et  al., 1998). Moreover, non-CNS tumors exhibit neurodevelopmental characteristics at the genetic level (Masur et  al., 2001). The preliminary studies demonstrated the role of the autonomic nervous system in the regulation of the different types of cancer. Sympathetic and parasympathetic signaling have been identified as playing a role in tumor initiation and invasiveness, respectively (Lutgendorf et al., 2003). Furthermore, previous studies have indicated that beta-adrenergic signaling may also contribute to the progression of breast and ovarian cancers. These findings indicate that targeting the nervous system may represent a promising approach for treating such cancers (Yang 

et al., 2006, 2008). 

The effects of different neuronal subpopulations on the growth and progression of various types of cancer vary (Yang et al., 2009; Schuller, 2008; De Giorgi et al., 

2018). Cholinergic signaling promotes growth in gastric cancer, but it also inhibits growth in pancreatic cancer. It is necessary to examine the specific contributions of neurotransmitters to parasympathetic or sympathetic nerve activity in specific tissues (Shaashua et al., 2017). In the context of breast cancer, studies have indicated that sympathetic nerves may contribute to accelerated tumor progression, whereas parasympathetic nerves appear to exert inhibitory effects. In pancreatic cancer, adrenergic signaling has been demonstrated to promote growth, while cholinergic signaling has been shown to suppress growth (Watt et al., 1984). Additionally, sensory nerves have been demonstrated to play a role in cancer pathogenesis, with hedgehog signaling from sensory nerves implicated in the formation of basal cell carcinomas. The results of surgical denervation studies indicate that circulating cat-echolamines are not involved in stress-induced metastasis in breast cancer (Caygill et  al., 1988; Blake et  al., 2019). However, evidence suggests that sensory nerve innervation is associated with invasion and metastasis in tracheal cancer. A deeper comprehension of the discrete functions of distinct neuronal subpopulations in the context of cancer may facilitate the development of more efficacious targeted thera-

pies (Caygill et al., 1991; Ekbom et al., 1998). 

 Brain-Based  Psychotherapy

Psychotherapy is a method used to induce lasting changes in the mental health of patients. The neural mechanisms of how psychotherapy work and how they produce changes in patients’ mental health remain a mystery. Research is ongoing to understand the basic mechanism of action of psychotherapy and apply it more effectively by using advances in memory neuroscience (Phelps & Hofmann, 2019). Recent studies have provided important information about the neural mechanisms underlying memory. Based on this information, it has been hypothesized that there are three main components for lasting change in psychotherapy: activating problematic memories, changing old memories with new emotional experiences, and strengthening new memories with new behaviors and experiences (Kalbe & Schwabe, 
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2020). This model can be applied to different psychotherapeutic methods (Lane 

et al., 2015). 

It is explained that there are two things we know about our psyche: the brain and the consciousness. The basic assumption of psychotherapy is that the mind and brain are separate but interacting units (Barrett, 2009; Boucher et  al., 2007). 

Psychotherapy claims to be directed at the mind (or psyche), but it recognizes that the impact of psychotherapeutic interventions is at least partly due to changes in neuronal networks, and in particular, brain neuroplasticity (Harley, 2013, Klimecki 

et al., 2013). New insights into the natural laws governing our mental world, together with neurobiology and neuropsychology, include a belief in the power of the mind (Matanova et al., 2018). It can be said that psychotherapy focuses on understanding brain mechanisms. Psychotherapy is a treatment method that is effective through experiences rather than changing the functioning of the brain. Brain research requires the integration of neuropsychological knowledge into psychotherapy. 

Psychotherapy helps individuals change their own behavior in the desired direction. 

The strength and efficiency of connections between neurons in the brain increase with practice, leading to the formation of connections with other parts of the brain (Friston, 1994). The long-held belief that brain cells are irreplaceable and that once a brain cell dies, there is no possibility of recovery has been disproven. It has been demonstrated that older adults have the potential to increase gray matter in their brains through the acquisition of new knowledge and experiences (Costandi, 2016). 

Nevertheless, it is essential to direct attention toward the task at hand for learning and memory to occur. The ability to focus attention and engage in targeted behaviors is a crucial aspect of counseling and therapy. It is essential that counselors and therapists demonstrate empathy and establish an empathic relationship with their clients to assist them in coping with stress and modifying their behavior. The findings of current neuroscience and neurobiology research support and reinforce the practices of counselors and therapists (Tao et  al., 2022). The integration of this novel knowledge into counseling and clinical practice can yield more effective outcomes. Advancements in both fields will facilitate a deeper understanding of the mind–brain–body connection, thereby enhancing the efficacy of counseling practices (Ivey et al., 2017). 

The latest evidence underscores the significance of integrating neuropsychological insights into psychotherapeutic practice, paving the way for integrative approaches. This approach considers the dynamic interactions among brain function, psyche, spirit, and social interactions. To this end, a psychotherapeutic model based on cerebral plasticity should be developed, considering the significance of education and memory in both psychoanalysis and psychotherapy. Psychological issues frequently emerge from learning processes, thereby underscoring the notion that “you can learn, you can forget” as a fundamental tenet of psychoanalysis. 

Brain-based treatment is an intervention that utilizes neurobiological, cognitive, emotional, social, and environmental information in psychotherapy. This approach offers a comprehensive understanding of the neurobiological underpinnings of mental health problems, drawing on combined neuroscience, neuropsychology, and psychotherapy knowledge. The objective of brain-based treatment is to modify 
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brain function through experiential approaches. Matanova (2018) proposed integrating these principles into psychotherapeutic practice. 

Brain-based psychotherapy is a treatment method that employs neuropsycho-

logical knowledge and expertise to address cognitive and behavioral disorders 

(Karlsson, 2011). It recognizes that psychopathology has a biological basis and that brain dysfunction can lead to such disorders (Frewen et al., 2010). By combining treatment of the body and mind with changes in mind and behavior, brain-based psychotherapy offers a holistic approach to treatment. It recognizes that psychotherapy can change not only the mind and behavior but also the body and brain. This approach is based on the principles of neuroscience and neuropsychology and applies this knowledge to the psychotherapeutic process. By focusing on the biological basis of psychopathology, brain-based psychotherapy offers a new perspective to the field of psychotherapy (Matanova et al. 2018). 

 Neuroscience, Psychology, and Cancer Interaction

The relationship between the nervous system and cancer is of considerable significance, with the nervous system playing a role in the development, progression, and response to therapies for this disease (Boilly et al., 2017; Kumar et al., 2011). The central and peripheral nervous systems regulate a variety of physiological functions and can be disrupted and remodeled by cancer. This understanding has given rise to the field of cancer neuroscience, which investigates the interactions between the nervous system and cancer in the tumor microenvironment and throughout the body (Monje et al., 2020). The field of cancer neuroscience offers valuable insights into the pathophysiology of cancer and presents novel therapeutic avenues (Monje et al., 

2020). The relatively new discipline of neuroscience seeks to elucidate the mechanisms through which the brain learns and remembers, with a particular focus on molecular and cellular brain systems (Reynolds et al., 2009; Cowan et al., 2000). 

The objective is to gain insight into the brain’s capacity to perform various perceptual, cognitive, and motor tasks (Goswami, 2004; Gordon, 2000). Over the past century, considerable advances have been made in elucidating the intricacies of 

cerebral function (Richards et al., 2019). 

The understanding of some basic perceptual, cognitive, attentional, emotional, and mnemonic functions has continued to advance, especially since the emergence of cognitive neuroscience (Goswami, 2004; Squire et al., 2012). From molecular to behavioral, the nervous system can be studied from different angles. Biologists, physiologists, chemists, anatomists, and psychologists have contributed to the knowledge of the nervous system from their own disciplines. The different fields of knowledge that constitute neuroscience proceed in harmony, and in many cases, their work is coordinated thanks to the almost immediate availability of scientific data. Therefore, neuroscience is one of the fastest growing fields of science (Churchland & Sejnowski, 1988). 
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Historically, most neuroscience research has focused on neuronal circuits and synaptic organization. Thanks to these theoretical studies, revolutionary conclusions about the brain have been reached. Until recently, it was thought that the brain we are born with is the brain we die with and that the number of brain cells we have at birth is the maximum number we have (Costandi, 2016). However, there was also a widespread belief that our genes dictate our thoughts, emotions, and behaviors. 

Throughout the 1980s and 1990s, the literature was filled with articles on how genetics predetermines everything we experience. There were also studies on identical twins who were raised separately but still had the same mannerisms or preferred the same color. Popular culture views these stories as proof of the power of genetic endowment. 

William James, in his book Principles of Psychology, was the first to introduce the theory of neuroplasticity, stating that the human brain is constantly undergoing functional changes. The term neuroplasticity was later defined by the Polish neuro-scientist Jerzy Konorski, who theorized that neurons in an active neural circuit can change and incorporate themselves into that circuit. Canadian psychologist Donald Hebb (2005) developed the Hebb rule, which states that changes in biochemical processes in neighboring neurons can stimulate synapses that are activated at the same time, forming the basis of synaptic plasticity (Demarin & Morović, 2014; BachYRitta & Kercel, 2003). BachyRita demonstrated neuroplasticity in real cases and developed a model treatment for people with vestibular damage, showing that healthy parts of the brain can take over the functions of damaged parts (Citri & Malenka, 2008). BachyRita also patented a device that stimulates receptors on the tongue with vibrations correlated to the analysis of the environment (Grossman et  al., 2002). Synapses are the meeting points between brain cells, and synaptic plasticity refers to changes in the strength of neurons (Costandi, 2016). 

The term neurogenesis describes the formation of new neurons. The process of neurogenesis is primarily observed during brain development. However, recent findings have also identified the occurrence of neurogenesis in the adult brain (Götz 

& Huttner, 2005). Conversely, neuronal death resulting from brain damage or programed cell death occurs throughout life. Other forms of structural neuroplasticity include alterations in white or gray matter density, which can be visualized by magnetic resonance imaging (MRI) (Fuchs & Flügge, 2014; Costandi, 2016). 

New discoveries in neuroscience shed light on how diseases can be minimized. 

The brain can be rewired to create a calm and positive life. Thanks to new discoveries in neuroscience, much more is known about how the brain works and how it can reorganize parts of the brain that are out of balance with others to become overactive or underactive. The first step in rewiring the brain is to learn how the brain works. 

The brain works in response to and in connection with the surrounding environment 

(Arden, 2010a, b). Research has shown that the brain is reprogrammable and can be structurally and functionally changed by environmental experiences (Lindenberger 

& Lövdén, 2019). If the brain can adapt to the environment with new experiences, psychological and psychiatric disorders can be treated through synaptic changes. 

The most common psychological disorders in patients with cancer are depression and anxiety disorders. The risk of death, need to be cared for by others, the thought 
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that the appearance of the body will deteriorate, and the fear of pain and suffering are the situations that worry cancer patients the most about the disease. These psychological problems can be reduced or treated with brain-based virotherapy. 

 Neurons  and Cancer

Neurons engage in communication with neural stem cells and progenitor cells through the use of paracrine factors and synaptic communication (Geraghty et al., 

2019). Oligodendrocyte precursor cells receive synaptic input from neurons via specific types of synapses, enabling rapid migration. However, the precise function of synaptic input during myelination remains unclear (Bergles et  al., 2000; Lin & Bergles, 2004). Glutamatergic neuronal activity has been demonstrated to play a role in numerous processes, including development, plasticity, and myelin regeneration following demyelinating injury (Etxeberria et al., 2010). The involvement of GABAergic signaling in dysmyelination and repair resistance has been demonstrated in precursor cells. A comprehensive understanding of synapses between neurons and oligodendrocyte precursor cells (OPCs) is essential for developing effective therapies against demyelination-related conditions (Zonouzi et al., 2015). Recent 

evidence suggests that both the peripheral and central nervous systems can regenerate following injury (Ortiz et al., 2019). This indicates that the CNS may be capable of regenerating itself through mechanisms regulated by the nervous system (Zonouzi 

et al., 2015; Poplawski et al., 2020; Kaplan et al., 2020; Pulido et al., 2020). 

 Psychosocial Factors and Cancer

The relationship between psychosocial factors and cancer development has been a subject of interest throughout history (Karamanou et al., 2016). This hypothesis can be traced back to antiquity, with the Greek physician Galen proposing a correlation between melancholy and cancer (Reedy, 1975). This concept has persisted for centuries, with other medical practitioners, including Aetius, Avicena, and Avenzoar, also associating a melancholic mood with tumor formation. In the seventeenth century, French surgeons Claude Chapuys de SaintAmour and Guillaume de 

Houppeville further developed this perspective, suggesting that emotions such as grief and anger could accelerate the development of both melancholy and cancer 

(Gendron & Enquiries, 1701). In the eighteenth and early nineteenth centuries, medical studies indicated a potential correlation between psychological factors and cancer etiology. These studies observed that intense grief, adverse living conditions, hypersensitivity, frustration, and the aging process could contribute to tumor growth (Walshe, 1846). These findings provide early explanations for the role of psychosocial factors in cancer development, highlighting the historical recognition of the link between mental and physical health (Reedy, 1975). 
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 Brain-Based Psychotherapy and SEEDS Applications

Helping clients build and maintain a solid and healthy brain health foundation is a prerequisite for effective psychotherapy. For this purpose, depression and anxiety can be treated by making the factors of socialization, education, exercise, diet, and sleep, which consist of the initials of SEEDS (Seeds), applicable to the lives of clients using a brain-based neuroscience program (Arden, 2010a, b). These five factors can be explained clients using brain-based neuroscience applications. These explanations can be used for behavioral changes in clients. Research shows that inadequate socialization, education, exercise, diet, and sleep are associated with psychological problems. These problems negatively affect the chemical and structural changes in the brain. Therefore, correcting these problems also changes the 

structure of the brain (Prinstein, 2007; Lee et al., 2004; Cooney et al., 2013; Marx 

et al., 2021). 

The hippocampus, a component of the limbic system, is vital for learning, memory formation, and mood regulation (Toda et al., 2019). Recent research on rodents 

has demonstrated that neurogenesis, the generation of new neurons, in the adult hippocampus directly affects cognitive function and mood. In mice, increased neurogenesis is associated with enhanced learning and memory abilities, whereas decreased neurogenesis is linked to the development of depressive-like behaviors. 

Brain-derived neurotrophic factor (BDNF), which is highly expressed in the hippocampus, plays a pivotal role in synaptic plasticity, cellular metabolism, and normal behavior (Kauer & Malenka, 2007). Furthermore, BDNF plays a role in the 

effects of diet, exercise, and antidepressant therapies on depressive and anxiety-like behaviors. Depression is frequently accompanied by low levels of BDNF, and 

experimental studies have demonstrated its protective effect against the development of depressive disorders. The modulation of BDNF and the regulation of adult hippocampal neurogenesis through dietary, exercise, and sleep interventions can potentially reduce or eliminate depressive and anxiety-related disorders if appropriate BDNF levels are achieved (Zainuddin, 2012). 

One of the most significant factors associated with depression and anxiety is the quality and regularity of sleep patterns (Peterson & Benca, 2006). Those suffering from depression frequently report disturbances in their sleep patterns, including difficulties in initiating sleep, prolonged periods of wakefulness during the night, and fragmentation of sleep cycles (Rao et al., 2002). Furthermore, they spend less time in deep sleep and more time in rapid eye movement (REM) sleep, which is associated with depression (Arden, 2010a, b). The development of healthy sleep habits, collectively referred to as sleep hygiene, represents a crucial aspect of the management of these conditions. A reduction in the duration of nocturnal sleep to 7 hours can result in elevated cortisol and adrenaline levels, which in turn may precipitate an increase in anxiety and depression. The five factors of SEEDS (Sleep, Exercise, Education, Diet, and Socialization) have been demonstrated to exert structural and chemical impacts on the brain at the neuronal level. These factors have been repeatedly demonstrated in scientific studies to promote brain health and longevity. The 
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incorporation of these factors has been demonstrated to enhance cognitive abilities, foster positive moods, and potentially facilitate the management of mood disorders (Arden, 2015). 

 7 Principles of Brain-Based Psychotherapy

The first of the seven brain-based principles emphasizes that genetics and the environment interact together. Although genetic factors contribute to various dysfunc-tions, the environment also plays an important role in shaping an individual (Appell, 

2002). Genes and experiences can alter neural connections in the brain and brain structures along with mechanisms that affect behavior (Kandel, 1998). Learning 

occurs in the brain, where social factors influence whole body functions by affecting gene expression and synaptic connection strength. These changes are socially transmitted and enable cultural evolution because they are not genetically transmitted. 

Humans are particularly capable of changing gene expression through learning, which can influence cultural evolution more effectively than biological evolution. 

This first emphasized that genetics and the environment influence each other and 

that their influence on humans is modifiable. Kandel (1998), drawing attention to the debate on the interaction between genes and the environment, emphasized that psychotherapy can be an effective tool to improve learning and that genetic destiny can be changed. He also stated that a history of mental illness may be an exaggerated emphasis in the evaluation of prognosis and that they can contribute to recovery by instilling hope. 

The second principle states that experience has a transformative effect on the brain. Circuits in the brain can change in response to environmental influences, and synaptic efficiency can increase with long-term potentiation. Moreover, the brain is capable of self-renewal and neurogenesis; the birth of new neurons can occur in humans (Squıre & Kandel, 1999). The production of these new neurons is also associated with experience and is associated with improved memory and plasticity (Van Praag et al., 2002). The regions of the brain associated with emotions and memories have plastic properties, and therapy appears to target these regions. The parts of the brain associated with emotions and memories are highly plastic, including the prefrontal cortex, amygdala, and hippocampus. Therefore, therapy can effectively induce neuronal changes and neurogenesis in the brain (Davidson et al., 2000). As 

a result, experiences can cause permanent brain changes, and therapeutic practices can promote these changes (Cozzolino, 2002). Psychotherapy is not only a learning tool but also has physiological effects. Research has revealed the effectiveness of psychotherapy along with medication (Karasu, 1990). 

The third principle focuses on the memory systems in the brain. Memory is a process by which information is transferred, acquired, encoded, stored, and retrieved (Kandel et al., 2000). The hippocampus begins to process information when events occur or information is learned, and the consolidation process can continue for years (Haıst et al. 2001). Memories can be retrieved by stimuli or changes that result 
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in a specific memory. Memory is linked to feelings of well-being, personality, and emotions. The capacity for memory depends on the information collected in daily life; this corresponds to episodic memory, also called the ability to visualize personal experiences (Gonsalves & Paller, 2000). Episodic memory allows people to tell personal stories. We constantly extract new information from previous experiences and use it to satisfy current demands. In clinical practice, the evocation of memories can be modified by shaping the recall and integration of painful experiences. In the process of psychotherapy, narratives are considered an important component of therapy, and modifying the dominant narrative influences individual behavior and helps create a more adaptive story by emphasizing positive memories 

(Garry & Polaschek, 1999). 

The fourth principle is that cognitive and emotional processes work together. 

Cognitive and emotional processes work together and emotions should process information into our consciousness before we feel it; throughout history, emotions were perceived as an obstacle to be controlled by reason, but neuroscience has made progress in this regard and it was pointed out that emotion and reason actually work together; it was emphasized that emotions are evolved and necessary for survival and that they provide activation of the central nervous system; emotions are the mental representative of physiological changes; emotions encourage expectations and affect learning; emotions are processed by brain systems and the relationship between subcortical regions and neocortical regions is pointed out; emotions are linked to memories and feelings, and the amygdala has an important role in emotional arousal (Shacter, 1996). It has been stated that emotional arousal affects the amygdala in the brain, thereby affecting memory storage (McGaugh et al., 1996). 

High glucocorticoid levels have a negative effect on the brain (McEwen & Sapolsky, 

1995). Glucocorticoids may enhance memory at low levels but may damage hippocampal cells at high levels under long-term stress. This may lead to structural reductions in the hippocampus (Gilbertson et al., 2002). The meaning of emotions and reactions can contribute to the therapeutic process and help clients change their thought patterns. The effects of emotions on posttraumatic stress disorder, which occurs especially in response to traumatic events, are highlighted. 

The fifth principle, attachment and commitment, forms the basis of change. 

Attachment refers to the relationship between the carer and the infant during infancy and is associated with the regulation of emotions and bodily arousal by affecting corticolimbic and orbitofrontal circuits (Bowlby, 1969). The development of these brain regions is sensitive to environmental experiences, and interpersonal connectedness can change throughout life. The therapeutic relationship is said to have the capacity to strengthen the corticolimbic system and support orbitofrontal development by promoting neural modification (Siegel, 1999). These findings confirm that the therapeutic relationship is an important factor influencing changes in psychotherapy (McCabe & Priebe, 2004). It has also been stated that caring relationships in adulthood can increase recovery from illness by influencing circadian changes. It is emphasized that attachment and commitment are fundamental to change and that therapeutic relationships can create neural and physiological effects (Hofer & Sullivan, 2001). The text posits that imagery engages the same cerebral networks as 
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authentic perception. This indicates that when individuals engage in mental imagery, their brain exhibits a response that is analogous to that observed in the event of actual perception (Kosslyn et al., 2001). This has resulted in the implementation of imagery techniques in health psychology and pain management to alleviate pain. 

This includes the treatment of chronic pain associated with cancer or spinal cord injuries (Kreiman et al., 2000). It is, however, important to note that there is a distinction between imagined events and real perception. The text posits that these techniques have not been fully exploited and should be employed in a more innovative manner, such as by utilizing imagery to cultivate empathy and compassion (O’Craven & Kanwisher, 2000). The combination of detailed imagery techniques with other therapeutic techniques has also been demonstrated to enhance the efficacy of these techniques. In conclusion, the text asserts that the essential elements of psychotherapy should prioritize the therapeutic relationship and promote therapeutic change (Melzack & Wall, 2003; de Shazer, 1988). 

The brain has the ability to process nonverbal and unconscious information, which plays a significant role in human thought, emotions, and actions (Dudai, 

2002). Unconscious processes, influenced by phenomena like priming, can affect self-esteem and self-evaluation. Priming reveals an association between previously unrecognized stimuli with actions or reactions (Vallacher et al., 2002). In therapeutic and other encounters, unconsciously processed information can have an impact. 

Nonverbal actions, including hand gestures, proximity, and facial expressions, are particularly effective triggers for unconscious perception. These cues can indicate an individual’s anxiety, even if they are not consciously recognized or interpreted. 

Responses to unconscious perception can occur without fully understanding the reactions at a conscious level (Shea, 1998). 

 Conclusion

In the process of working with patients with cancer, it is important for the therapist to understand the differences between emotions and feelings. Understanding the feelings the client experiences in his/her body and the language used to express these feelings is important to understand how the interpretation of the client’s feelings affects him/her. In the counseling process, the client’s physiological, psychological, and spiritual health should be considered as a whole. An intervention strategy that addresses multiple factors should be employed to address client distress. This strategy should include techniques that promote sympathetic/parasympathetic change. Sociocultural dimensions should also be addressed through culturally informed and target counseling. Individuals exposed to traumatic events experience neurophysiological changes in the brain and body. These changes begin as adaptive but may become maladaptive once the threat is over, leading to mental and physical health problems. Counseling and therapy are based on neurobiological structures and mechanisms such as the nervous system and attention processes. The nervous system plays an active role in the counselor awakening the client to sensory 
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information and directing this information to the brain. In order for the counselor to enter the client’s world, it is important to accept the client’s world through mental-ization. The effects of counseling and therapy also affect the body and can lead to changes at many levels, including blood flow, heart rate, neurotransmitters, hormones, and cells. These changes go beyond the limits of traditional approaches. 

Counseling and therapy are closely related to biological processes and being aware of this knowledge helps counselors be effective. One of the main tasks of counselors is to help clients recount their past experiences and create new memories and connections. Successful counseling and psychotherapy significantly change clients’ long-term memories and even create new neural networks. In the clinical assessment process, all aspects of the client’s life and background must be considered. At the same time, the process can also be therapeutic for the counselor. 

Brain-based psychotherapy during cancer treatment may cause cognitive, behavioral, and mood changes. Therapists follow clients to monitor changes, assess treatment effectiveness, and provide interventions. In general, brain-based psychotherapy can be employed in clinical settings in conjunction with pharmacological interventions for cancer. 
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