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Applications of Cognitive Behavioral Therapy in Cancer Survivorship

Jennifer L. Kilkus
Department of Psychiatry, Yale School of Medicine

There are over 17 million cancer survivors in the United States. The nature of cancer and the taxing
treatments often required to control or eradicate the disease can leave longstanding psychological and
physiological effects, even beyond the completion of treatment. Many factors contribute to successful
recovery in cancer survivorship. Attention to adequate management of side and late effects, awareness
and integration of cultural considerations, and effective navigation of systemic health-care issues and
disparities in care are essential for an effective transition from active treatment. Cognitive behavioral
therapy (CBT) is a particularly useful intervention in cancer survivorship, as its components can be
implemented to address the biopsychosocial nature of concerns associated with a cancer diagnosis. In
addition, CBT can be tailored to the individual, making this an ideal intervention for understanding a
patient’s unique difficulties within a cultural and societal context. This article presents an overview of
the diversity of concerns facing those in cancer survivorship, provides a framework for conceptualizing
the presenting concerns in patients with a history of cancer utilizing the biopsychosocial model, and
highlights the use of CBT as an intervention to address these concerns via case studies.

Clinical Impact Statement
Question: What is the applied clinical practice question this article is hoping to address? This article
hopes to address the question of how psychotherapists can approach the intersection of health and
psychological concerns facing individuals impacted by a cancer diagnosis. Findings: How would
clinicians meaningfully use the primary findings of this article in their applied practice? The article
provides a framework for conceptualizing the presenting issues of cancer survivors and highlights
the use of a biopsychosocial intervention, cognitive behavioral therapy, in psychotherapy with this
population. Meaning: What are the key conclusions and implications for future clinical practice and
research? This article illustrates the use of an effective and flexible intervention in an oncology pop-
ulation that can be directly applied to future clinical practice with a variety of presenting concerns.
Next Steps: Based on the primary findings and limitations of this article, what are the future direc-
tions to be explored in clinical practice and research? Future directions to be explored include tailor-
ing psychotherapy interventions to cancer stage and type as well as implementation of evidence-
based interventions in cancer survivorship.

Keywords: cancer, psycho-oncology, cancer survivorship, biopsychosocial model, cognitive behavioral
therapy

“There is no profit in curing the body if, in the process, we
destroy the soul.” An early leader at the City of Hope treatment and
research facility, Samuel H. Golter’s words highlight the challenge
in the attempt to eliminate disease while also honoring the humanity
and quality of life of the individuals receiving medical care. As a
psychologist specializing in psycho-oncology, I regularly encounter
the shifting balances inherent in treating this devastating disease.
Psycho-oncology is the interdisciplinary field that is involved in

studying and addressing the psychological, physical, social, and be-
havioral aspects of cancer. Providing psychological care for cancer
requires holding space for innumerable intersections of ideas and
experiences—optimism and realism, acceptance and change, sci-
ence and faith, the physiological and the emotional. Psycho-oncol-
ogy above all demands flexibility: The nature of the disease itself,
its treatment, and its evolution over time often necessitates repeated
reconceptualization and shifting treatment focus.

Cancer is defined as a group of diseases characterized by the
uncontrolled spread of abnormal cells (American Cancer Society,
2020). Although cancer is often thought of as one disease, its pre-
sentation varies widely in its location in the body and ranges from
an acute immediate threat to a manageable chronic illness (Insti-
tute of Medicine, 2008). As a result, the experience of a diagnosis
and treatment for cancer is highly variable. Even within the same
type of cancer, the treatment course may be completely different
from one patient to another. For example, some prostate cancers
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are slow growing, and active surveillance or “watchful waiting”
may be the only treatment recommended in the short term,
whereas fast growing types may require immediate and aggressive
treatment (American Cancer Society, 2019a). Having an indolent
cancer that does not require immediate treatment for some can be
a relief, whereas others may become hypervigilant of physical sen-
sations and symptoms as a signal that the cancer is spreading
uncontrolled. Those with a more aggressive tumor type may focus
more on the physical impact of the treatments themselves or worry
about recurrence. As a result of this variability, the psychological
impact of a cancer diagnosis often depends on an individual’s
unique experience with the disease and its treatment. The treat-
ment options for cancer are physically taxing and can include any
combination of surgery, chemotherapy, immunotherapy, radiation,
and adjuvant therapies from a period of months to years. These
therapies commonly cause a range of acute side effects that last
during treatment and may resolve after treatment is completed.
However, late effects—defined as treatment impacts that persist in
the months and years post treatment—can lead to significant func-
tional and quality of life impairment well beyond the completion
of active treatment (Treanor & Donnelly, 2016). Improvements in
treatment effectiveness and reductions in cancer incidence, primar-
ily due to reduction in tobacco use and improved detection, has
resulted in over 2.9 million fewer cancer deaths over the past 2
decades (American Cancer Society, 2020). As a result, there is a
higher number of living cancer survivors with ongoing physical
and psychological sequelae of the disease or its treatment beyond
the acute treatment phase (Recklitis & Syrjala, 2017), increasing
the amount of exposure that psychotherapists may have to the
complex issues that can arise in cancer survivorship.
The 2006 report from the National Research Council, From

Cancer Patient to Cancer Survivor: Lost in Transition, was funda-
mental in highlighting the critical period of time following active
treatment for cancer. The report acknowledged that many cancer
survivors will face permanent and disabling symptoms post treat-
ment and emphasized the need to coordinate a specific after care
plan for cancer survivors with the aim to prevent recurrence and
adequately manage the lasting effects of cancer treatment. The
challenge of implementing these practices persists today. The
2018 follow-up report to Lost in Transition, Long-Term Survivor-
ship Care After Treatment: Proceedings of a Workshop, provides
an update on progress in cancer survivorship care since 2006 and
outlines areas for improvement. The report repeatedly highlights
the need for the provision of evidence-based interventions for pre-
vention and treatment of distress, side and late effects of cancer
therapies, health promotion, and prevention of recurrence, offering
opportunities for the engagement of skilled psychotherapists in
survivorship care (National Academies of Sciences, Engineering,
& Medicine, 2018).
Cancer patients are commonly considered cancer survivors

from the time of diagnosis until the end of life, regardless of cur-
rent disease or treatment status (National Cancer Institute, 2020a).
Although this is the typical term used when describing an individ-
ual with a history of cancer, both in research and in clinical prac-
tice, it is important to note that the term “survivor” is not accepted
by all patients (Berry et al., 2019). Using one term to describe the
incredibly varied experience of individuals who receive this diag-
nosis can be problematic. Some reject the term, as they feel it
should be reserved for others with more advanced cancers,

whereas others are concerned about being labeled and do not wish
to include “cancer survivor” as part of their identity (Berry et al.,
2019; Smith et al., 2016). I will use the terms “cancer survivor”
and “cancer survivorship” in this article to denote the experience
of cancer along a continuum that includes diagnosis to end-of-life,
but do so while acknowledging the ongoing conversation around
these terms.

This article has three goals: first, to present an overview of the
diversity of common concerns facing those in cancer survivorship
that may arise in psychotherapy; second, to provide a framework
for conceptualizing presenting concerns in patients with a history
of cancer by utilizing the biopsychosocial model; and third, to
highlight the application of cognitive behavioral therapy (CBT) to
these concerns via a series of case studies. In addition, the role of
cultural considerations and health-care disparities in both present-
ing concerns and intervention approaches is discussed. It is my
hope that this article will provide a greater understanding of the
experience of cancer survivorship along with practical tools for
acknowledging and addressing the interrelated biological, psycho-
logical, and social processes that impact the needs of these patients
(Institute of Medicine, 2008).

Common Concerns in Cancer Treatment and
Survivorship

Psychological and Psychiatric Concerns

Distress

Results from pooled studies suggest that around 40% cancer
patients experience significant distress following diagnosis and
treatment (Carlson et al., 2012), with some estimates as high as
52% (Mehnert et al., 2018). Like with many aspects of the cancer
experience, the experience of distress varies, both by disease char-
acteristics such as cancer type and stage as well as demographic
characteristics such as patient age and gender (Mehnert et al.,
2018). The National Comprehensive Cancer Network Clinical
Practice Guidelines in Oncology for distress management define
distress as “. . .a multifactorial, unpleasant experience of a psycho-
logic (i.e., cognitive, behavioral, emotional), social, spiritual, and/
or physical nature that may interfere with the ability to cope effec-
tively with cancer, its physical symptoms, and its treatment” (Riba
et al., 2019). The term “distress” was chosen intentionally as an
attempt to reduce stigmatization of psychological or emotional
concerns and refers to a wide continuum, from typical adjustment
and existential concerns to diagnoses of psychiatric conditions
such as major depressive disorder and posttraumatic stress disor-
der and psychiatric crises such as steroid-induced mania and delir-
ium (Institute of Medicine, 2008; Riba et al., 2019; Roth & Weiss,
2010). Lack of identification and adequate treatment for distress is
of significant concern in oncology, as research has linked high dis-
tress to longer hospital stays, poor quality of life, and barriers to-
ward adherence to treatment and screening (Riba et al., 2019). As
such, distress in oncology has been referred to as “the sixth vital
sign,” (Bultz & Carlson, 2005) and screening for distress and con-
nection to appropriate resources is now considered a standard part
of oncology care (Institute of Medicine, 2008; Riba et al., 2019).

There are numerous aspects of the cancer experience that may
cause distress. For many, the end of active treatment is the
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beginning of attempts to transition back to normal work and home
routines; however, this occurs alongside the often persistent
impact of cancer treatment on nearly all domains of life (National
Research Council, 2006; Treanor & Donnelly, 2016). A leading
cause of distress in cancer survivors is physical disability (Banks
et al., 2010), with significant costs in impacts to quality of life,
lost productivity and wages, caregiving burden, emotional well-
being, and more (Silver, Baima, & Mayer, 2013). Often co-occur-
ring with physical disabilities from treatment are significant physi-
cal changes to the body that may be temporary or permanent.
Cancer survivors often need to adjust to change in physical
appearance, such hair loss, weight fluctuation, surgery scars, and
disfigurement, or may need to adapt to the use of an ostomy (Leh-
mann et al., 2015). This can manifest in body dissatisfaction, a
reduced sense of physical competence, feelings of loss of control
of one’s body, or a shift in perception to the body as a threat to
health (Hopwood & Hopwood, 2019; Lehmann et al., 2015). Fear
of cancer recurrence (FCR) is another commonly reported cause
of distress in cancer survivors and has been identified as one of the
most prevalent unmet needs of survivors (Tauber et al., 2019).
Although FCR may have some benefit by motivating survivors to
engage in ongoing surveillance and modifying health behavior, it
may also lead to preoccupation with physical symptoms and rumi-
nation about recurrence, worsening distress (Simard et al., 2013).
FCR also appears to be driven in part by the occurrence and inten-
sity of physical symptoms, with survivors with more physical
symptoms reporting higher FCR (Simard et al., 2013). It is appa-
rent that the physical impact of cancer treatment is a significant
contributor to distress throughout the treatment continuum and
does not necessarily resolve at the end of active treatment.
Of those individuals that identify distress at some point during

their treatment trajectory, some will have symptoms that meet cri-
teria for a diagnosable psychiatric condition. Data from the World
Mental Health Surveys estimate 12-month prevalence rates of anx-
iety and mood disorders to be 18.4% among patients with active
cancer and 14.6% among cancer survivors, in contrast to 13.3% of
cancer-free respondents (Nakash et al., 2014). It has been esti-
mated that between 20% to 25% of these diagnoses are attributable
to the diagnosis and treatment itself (Dekker et al., 2015). Identify-
ing clear prevalence rates of psychiatric disorders in oncology has
been a challenge. For example, reported prevalence for major
depressive disorder has been cited at anywhere between 3% and
38% (Massie, 2004). Differences in assessments, definitions, and
populations measured have contributed to this variability. In addi-
tion, measurement of depression in cancer patients can be con-
founded by symptoms that may be a consequence of treatment
effects, such as fatigue and weight changes. Identification of
depression in oncology may be more effective when relying on
symptoms such as depressed mood, anhedonia, or feelings of guilt
and low self-worth rather than neurovegetative symptoms (Mehta
& Roth, 2015). However, research is clear that disease characteris-
tics and treatments play a role in the development of depression,
with those with more advanced disease and greater functional
impacts from disease or treatment being most likely to experience
symptoms of depression (Massie, 2004). It is also clear that there
are substantial consequences to these conditions being untreated or
undertreated, as evidence points to a higher mortality rate in can-
cer patients with mental illnesses (Davis et al., 2020; Musuuza et
al., 2013; Perini et al., 2014).

Psychiatric Emergencies

As cancer survivors with mental illness are at a higher risk of
cancer-related mortality, they are also at higher risk of death by
suicide. A recent analysis of over 8.6 million cancer patients esti-
mates a fourfold increase in the risk of death by suicide relative to
the general population (Zaorsky et al., 2019), and patients with a
psychiatric history are more likely to consider suicide (McFarland
et al., 2019). Suicidal ideation estimates vary significantly, with
one estimate as high as 46% in a population of patients with
advanced cancer (Cheng et al., 2014; Kolva et al., 2020). People
with certain cancer types, such as lung cancer and head and neck
cancer, have been identified as being at a higher risk for completed
suicide (Zaorsky et al., 2019). This is likely attributable to a multi-
tude of factors including disease burden, such as functional
impairment or uncontrolled pain, and that these cancers tend to
occur most often in older men—the demographic among cancer
patients most likely to die by suicide (McFarland et al., 2019; Pes-
sin et al., 2010; Zaorsky et al., 2019). Psychological factors such
as perceived burdensomeness, loss of control, lack of social sup-
port, demoralization, and existential concerns are also potential
risk factors that may increase vulnerability to suicide (Pessin et al.,
2010). Risk for suicide in cancer shifts over time, with the highest
risk occurring in the first year following diagnosis and, in particu-
lar, the first week after receiving a diagnosis. This elevated risk
decreases over time, but generally stays high in the first 5 years af-
ter diagnosis (McFarland et al., 2019).

Screening and clear assessment is essential in addressing suici-
dality in an oncology population. Just as in risk assessment with
nonmedically ill patients, it is necessary to evaluate predisposing
factors, frequency, intensity, duration of suicidal thoughts; any sui-
cidal plans or access to means to complete plans; and lack of pro-
tective factors (Rudd & Joiner, 1999). However, therapists must
also be aware of the risk factors specific to cancer as noted earlier
as well as related but distinct constructs from suicidal ideation,
such as a desire for hastened death and fear of pain and loss of dig-
nity in the dying process (McFarland et al., 2019). Thorough
assessment allows for a greater understanding of the emotions and
concerns underlying these desires, which then provides essential
data for further intervention. A patient may have a wish to die as a
result of fear of the dying process, uncontrolled pain, or feelings
of burdensomeness: Each of these wishes may guide a psycho-
therapist toward different psychological interventions or to facili-
tate connection to palliative or hospice care. Decision-making
regarding intervention should carefully assess the immediacy of
risk, as interventions such as psychiatric hospitalization may not
be feasible for severely medically ill patients (Breitbart et al.,
2006) and instead may require heavier reliance on support systems
and coordination with the medical team.

In addition to increased risk of suicide, it is particularly impor-
tant for psychotherapists to be familiar with risk factors in medi-
cally ill patients that may increase the likelihood of a psychiatric
emergency. Patients with advanced disease or with ongoing physi-
cal symptoms that are not adequately treated (pain, nausea) are at
higher risk for developing acute distress and delirium (Roth &
Weiss, 2010). In addition, progression of disease, such as brain
metastasis, or the impact of corticosteroid treatment, may mimic
psychiatric symptoms such as mania (Roth & Weiss, 2010). An
otherwise stable patient with a change in mental status, such as a
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sharp increase in anxiety, confusion, anger, or impulsive behavior,
should be encouraged to follow up with their oncologist, as this
may be indicative of metastasis or other acute medical concern. Of
course, any apparent emergency, psychiatric or otherwise, should
be treated as such, and coordination with family or emergency
services may be necessary.

Side and Late Effects of Treatment

As previously noted, improvements in cancer screening and
treatments have resulted in improvements in survival over the last
2 decades. However, these improvements in survival often result
in physical symptoms in the acute treatment phase that can
become permanent after treatment is complete and can signifi-
cantly interfere with quality of life. These difficulties can range
from temporary sleep interruption to impairment of major organs
or increased risk of a secondary cancer (Institute of Medicine,
2008). These symptoms often cluster together; for example, fa-
tigue and sleep disruption often co-occur and may share underly-
ing mechanisms (National Academies of Sciences, Engineering, &
Medicine, 2018). Management of these symptoms is not only im-
portant because of the distress and quality of life impacts they may
cause but also due to the many downstream effects these untreated
symptoms may have, including difficulty adhering to adjuvant
treatments or inability to return to work (Henry et al., 2012; Sun,
Shigaki, & Armer, 2017). This section outlines the most common
persistent late effects of treatment in cancer survivorship that may
be modifiable via targeted intervention in psychotherapy.
It is important to mention that although psychotherapy can often

play a role in more effective management of these symptoms, there
could also be treatable medical concerns that are contributing to
these symptoms. Thyroid dysfunction, anemia, and lymphedema
are examples of the common potential contributors following can-
cer treatment. Referral to an appropriate provider to rule out under-
lying medical concerns may be needed in some cases. In addition,
there are a multitude of specialty oncology providers that are
invaluable in addressing care from a more team-based approach:
Psychiatry, physical therapy and rehabilitation, social work, and
chaplaincy are just a few. Several treatment guidelines for the
symptoms outlined in the following sections are provided as resour-
ces for further reading at the conclusion of this article and outline
specific medical concerns to be aware of as well as potential fol-
low-up interventions and suggested medical specialties to engage.

Fatigue

Fatigue is the most common symptom reported by cancer survi-
vors and can be significantly impairing to activities of daily living
(Institute of Medicine, 2008). Cancer-related fatigue is more
intense and pervasive than “typical” fatigue and is not relieved by
sleeping or resting (Bower, 2019). In fact, it has been character-
ized as an “overwhelming and sustained exhaustion” (Cella et al.,
1998) that impacts multiple domains, including the social, occupa-
tional, functional, and emotional aspects of one’s life (Silver,
Baima, & Mayer, 2013). Approximately one third of patients
report persistent fatigue that significantly impairs quality of life
even years after completing treatment (Bower et al., 2014; Oerle-
mans et al., 2013). Risk factors for cancer-related fatigue include
pretreatment fatigue and the type of cancer treatment received,
with those receiving chemotherapy at higher risk for persistent

fatigue (Donovan et al., 2004; Goedendorp et al., 2013: National
Academies of Sciences, Engineering, & Medicine, 2018).

The causes of cancer-related fatigue are not clearly understood.
Currently, it is viewed as a multifactorial process that involves a
combination of interacting physiological, psychological, and clini-
cal factors (Thong et al., 2020). Treatment may impact a number
of bodily systems that can create or exacerbate cancer-related fa-
tigue, such as activation of the proinflammatory cytokine network
and dysregulation of cortisol levels or the development of anemia.
Other relevant contributors include preexisting medical or psychi-
atric comorbidities or psychological factors such as rumination
and catastrophizing (Thong et al., 2020).

Sleep

Sleep disruption often co-occurs with fatigue, with incidence
rates ranging from 23% to 60% of cancer patients diagnosed with
insomnia (Yue & Dimsdale, 2010). Disrupted sleep often lasts
well into survivorship, with estimates of sleep problems 10% to
27% higher among long-term cancer survivors compared to the
general population (Arndt et al., 2017; Otte et al., 2015; Slade et
al., 2020). Similar to fatigue, the etiology of these symptoms is
multifactorial and can include any combination of disease and
treatment-related factors (anemia, pain, inflammation, disruption
in circadian rhythms, neuroendocrine disruption, to name a few;
Bower, 2019; Breitbart & Alici, 2010). Poor sleep is of particular
concern for cancer survivors, as sleep disruption is related to other
physical and emotional impacts of cancer, such as pain, fatigue,
and distress (Lin et al., 2013), and could contribute to poor healing
or the increased risk of cancer recurrence (Christian et al., 2006;
Palesh et al., 2014; Otte et al., 2015).

Pain

Pain is also a common and impairing problem for cancer survi-
vors, with over two thirds reporting severe pain at some point in
their treatment (Breitbart et al., 2010). This number increases in
those with advanced and terminally ill disease and can vary across
disease site (Foley, 1975). Similar to fatigue and sleep, many sur-
vivors have persistent pain beyond the completion of active treat-
ment (Carlson et al., 2013). Cancer pain can have a variety of
sources: Tumors pressing on nerves, organs, or bone; postsurgical
pain; peripheral neuropathy from chemotherapy treatments; or
skin burns from radiation treatment are common sources of cancer
pain (American Cancer Society, 2019b; Portenoy & Lesage,
1999). Cancer pain can be acute and resolve with the resolution of
the trigger, or may be chronic and incapacitating (Breitbart et al.,
2010).

Clear conceptualization of pain in cancer is essential, as man-
agement of acute versus chronic pain generally requires different
interventions with different expected outcomes. Acute pain is typi-
cally adaptive and often responds well to short-term NSAID or
opioid management, whereas chronic pain is often much more
complex, is ongoing, and may require multidisciplinary teams for
effective management (Novy & Aigner, 2014; Syrjala et al.,
2014). Distinguishing cancer-related pain from chronic noncancer
pain is also necessary, as there is evidence that the use of opioids
is less helpful with this type of pain relative to cancer-related pain
(Scholten, 2013; Von Korff et al., 2011). Poorly managed cancer
pain is associated with poor quality of life, depression, desire for
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hastened death, and suicidality (McFarland et al., 2019; Syrjala et
al., 2014) and is the most expensive symptom experienced by can-
cer survivors due to the impact of numerous factors including lost
wages and productivity and high health care utilization (Li et al.,
2018; Neufeld, Elnahal, & Alvarez, 2017).

Cognitive Impairment

More recently, the impact of cancer treatment on cognitive
functioning has been more seriously studied. Cognitive changes
after chemotherapy, known as “chemo brain” or “chemo fog,” is a
common complaint among cancer patients, with most studies esti-
mating between 15% and 25%, with some estimates as high as
61% (Ahles, 2012). These changes tend to manifest in difficulty
with attention, concentration, working memory, and executive
function. For a significant proportion of these patients, this cogni-
tive decline is impairing to a degree that effective functioning in
work, education, and home is no longer possible (Institute of Med-
icine, 2008; National Comprehensive Cancer Network, 2020).
Again, as with other common side and late effects, the etiology of
treatment-related cognitive impairment is thought to be multifacto-
rial, with some contribution of gray and white matter volume loss,
cytokine deregulation, and hormonal changes as the result of treat-
ment (National Academies of Sciences, Engineering, & Medicine,
2018). A number of factors influence risk for persistent impair-
ment following treatment, including older age, mood disorders,
cognitive reserve, sleep disorders, and fatigue (Ahles, 2012; Hardy
et al., 2018).

Sexual Functioning

Perhaps underrecognized, sexual functioning is also often
impacted by cancer treatment as a result of postsurgical body
changes, hormonal changes, fibrosis or inflammation from radia-
tion treatment, and changes in mucosal linings from chemotherapy
(Roth, Carter, & Nelson, 2010). Symptoms of sexual dysfunction
can manifest as low desire, trouble staying aroused or achieving
orgasm, and pain during sex (National Comprehensive Cancer
Network, 2020). Ongoing distress or mental health concerns, poor
sleep, fatigue, untreated pain, relationship stress, and body image
concerns are all also factors that could influence willingness and
ability to engage in sexual activity (Bober & Varela, 2012; DeSi-
mone et al., 2014). Estimates of difficulties in sexual functioning
vary widely depending on the cancer and treatment type reviewed
(Sadovsky et al., 2010). Sexual intimacy is often an important part
of quality of life and may be overlooked in medical follow-ups
due to prioritization of other treatment-related issues or patient
and provider discomfort (Schover, 2005).

Reducing Risk of Recurrence

Another opportunity for intervention in cancer survivorship is
targeting health behaviors to reduce the risk of cancer recurrence.
An unsettling reality for patients who have been diagnosed with
cancer is the possibility of another diagnosis of cancer in the
future, either through a recurrence of a primary cancer or discov-
ery of a second cancer (Aziz, 2007; Institute of Medicine, 2008).
Close follow-up with an oncology team is recommended, as
ongoing screening and surveillance is encouraged throughout sur-
vivorship to allow for the earliest possible intervention in the case

of a recurrence or secondary cancer (Cohen et al., 2016; El-Shami
et al., 2015; Runowicz et al., 2016; Skolarus et al., 2014). In addi-
tion, attention to lifestyle factors that may increase cancer risk is
essential for patients in the survivorship phase. Behavioral changes
such as management of obesity and tobacco cessation are recom-
mended to reduce the risk of recurrence (Cohen et al., 2016; El-
Shami et al., 2015; Runowicz et al., 2016; Skolarus et al., 2014),
and a large proportion of cancer patients indicate that they are
interested in modifying lifestyle behaviors following cancer diag-
nosis (Demark-Wahnefried, 2010). Psychotherapists can serve an
important role in assisting patients in reducing modifiable risk fac-
tors for cancer recurrence.

Culturally Competent Psycho-Oncology

Disparities

It is imperative that psychotherapists are aware of systemic
biases that may perpetuate disparities in health-care treatment, ex-
acerbating the difficulty in navigating cancer care. Although indi-
viduals from any racial, ethnic, socioeconomic, or cultural
background can be diagnosed with cancer, the experience of the
diagnosis can vary widely depending on these factors. It has been
well-established that individuals with limited economic means are
less likely to have access to preventative care and are thus more
likely to be diagnosed at a later stage, leading to worse treatment
outcomes (Institute of Medicine, 2008). However, this research
has identified more frequent recurrence and higher mortality rates
among racial and ethnic minority groups even within groups with
equal health-care access (Betancourt et al., 2003; Braveman,
2012), demonstrating that lack of access does not fully explain
these disparities.

A 2003 review by Betancourt, Green, Carillo, & Ananeh-Fire-
mpong II presented a multilevel analysis to organize the sociocul-
tural barriers to quality health care identified in the literature:
organizational barriers, structural barriers, and clinical barriers.
This work offers a basic structure for understanding the impact of
these barriers on subsequent health outcomes. Organizational bar-
riers speak to the lack of representation of racial and ethnic minor-
ities in health-care leadership and the health-care workforce.
Research suggests that patients are more satisfied with their care
and perceive their care as higher quality when their race or ethnic-
ity is concordant with their health-care provider, and patient–pro-
vider interactions are more in line with patient cultural norms
(Betancourt et al., 2003; Saha et al., 1999). Thus, this lack of rep-
resentation may potentially exacerbate a historically warranted
lack of trust in the health-care system and subsequent reduction in
health-care engagement. Structural barriers refer to complex and
bureaucratic processes in navigating the health-care system that
unequally impact people of lower socioeconomic status and mi-
nority groups. This may range from lack of interpreter services to
inflexible appointment times, creating challenges for patients to
actively participate in the close follow-up care necessary for effec-
tive cancer survivorship. Lastly, clinical barriers point out the dif-
ficulties that can arise in the interactions between the patient and
family and the health-care provider. Differences in attitudes to-
ward medical care, health beliefs, and differing levels of trust in
the health-care system may lead to poor adherence as well as result
in stereotyping or biased treatment of patients by providers based
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on patients’ sociocultural background (Betancourt et al., 2003).
These identified barriers highlight the multilayered and interacting
challenges that ultimately result in poorer medical outcomes for
patients of color, sexual and gender minorities, and women (Balsa
& McGuire, 2001; Betancourt et al., 2003; FitzGerald & Hurst,
2017; Penner et al., 2014; Rosenkrantz et al., 2017).

Cultural Awareness

Cultural factors shape a wide variety of beliefs, knowledge, and
values that intersect with an individual’s experience of and participa-
tion in their health care. Adequate conceptualization includes recog-
nition of the role these factors play in how an individual understands
their diagnosis, both in the “how” and “why” of its development and
subsequent treatment as well as their ability to process and emotion-
ally reconcile this diagnosis (Strada & Sourkes, 2010). For example,
someone with a cultural background that emphasizes personal
responsibility for health may experience stigma and shame when
diagnosed with cancer. This may lead to a reluctance to access poten-
tial avenues for social support or compound the already challenging
emotions arising in response to a cancer diagnosis. This is also com-
mon in certain diagnoses such as lung cancer. In the United States, a
diagnosis of lung cancer presumes a tobacco use history and thus a
disease that could have been prevented resulting in blame of the indi-
vidual and reduced empathy (American Lung Association, 2014). As
mentioned earlier, therapists are also likely to encounter individuals
who have experienced health-care disparities, including biased treat-
ment, further exacerbating the stress experienced in navigating a can-
cer diagnosis. Because cultural factors can significantly influence a
survivor’s perception of their disease, their treatment, and their role
as a “patient” in the health-care system, assessment of these factors is
critical as part of a thorough understanding of a survivor’s concerns
in psychotherapy.
Culturally competent psycho-oncology practice involves not

only awareness and understanding of health-care disparities and
cultural differences in health beliefs but also explicit inquiry about
a survivor’s experience of these issues and the use of appropriately
adapted interventions in response. This allows for the identifica-
tion of psychotherapy as safe space for addressing these concerns
and validates the survivor’s experience (Graham, Sorenson, &
Hayes-Skelton, 2013). It is common, for example, to encounter
cancer survivors who feel their health-care providers are not taking
their preferences into account in decision-making. A psychothera-
pist attending to culturally relevant issues could ask if the survivor
feels their identity is playing a role in their difficulty and utilize an
intervention such as cognitive restructuring to address these con-
cerns. It is essential in implementing this type of intervention to
take care to avoid questioning the validity or truthfulness of the
individual’s experience and focus the intervention on challenging
internalized negative views of themselves based on stereotypes or
biases (Graham-LoPresti et al., 2017).

The Biopsychosocial Model

The lingering impact of cancer and cancer treatment has been
referred to in the literature as “the price of survival” (Ganz, 2002).
It is evident in the description of the numerous concerns facing can-
cer survivors that this impact goes beyond adjustment to cancer and
resolution of emotional aftereffects and can shape the trajectory of

an individual’s quality of life and level of functioning well beyond
the conclusion of active treatment. The nature of the often co-occur-
ring and overlapping symptoms throughout many of the most com-
mon side and late effects experienced by survivors clearly
highlights the need for clear and holistic conceptualization of indi-
viduals presenting in active cancer treatment or survivorship. The
biopsychosocial model is a helpful lens through which to under-
stand the complexity of the impact of cancer treatment on well-
being (Engel, 1977; Institute of Medicine, 2008). This model devel-
oped from the recognition that relying on biological factors alone
for understanding health and disease are not adequate. Health
instead can be understood from an interaction of biological influen-
ces alongside psychological and social influences (Engel, 1977).

The biopsychosocial model outlines the interrelated factors that
influence vulnerability to and recovery from illness, including psy-
chosocial issues (mood, attitudes/cognitions, personality, coping
style, social support), biological factors (heredity, age, sex, injury),
health behaviors (sleep, diet, smoking behavior, screening), and life
stress (trauma, socioeconomic status, minority group status; Lutgen-
dorf & Costanzo, 2003). Of note, the biopsychosocial model as it has
been applied in health research has been criticized for the “social”
domain receiving less attention than biological and psychological
factors (Suls & Rothman, 2004). A more recent version of the model
proposed by Lehman, David, and Gruber (2017) highlights the influ-
ence of contextual factors (culture, norms, policies, and values) on
health. In addition, their model incorporates Brofenbrenner’s work
on micro, meso, and exosystems, providing a broader understanding
of the influence of structural and social factors such as health-care
policy, experiences with discrimination, and neighborhood and home
environment on stress and subsequent health outcomes.

A primary pathway that these factors influence health is through
influence on the stress response in the body. Stressors play a critical
role in the immune system via their interaction with the sympathetic
nervous system and the hypothalamic-pituitary-adrenal axis.
Immune downregulation that occurs during acute stress, such as
proinflammatory processes triggered by norepinephrine and corti-
sol, is generally short-lived and returns to homeostasis once the
stressor is resolved (Brothers et al., 2010; Engert, Grant, & Strauss,
2020). However, chronic stress has a significant impact on the body
by suppressing immunity and increasing nonspecific inflammation
(Engert, Grant, & Strauss, 2020). Allostatic load is the accumula-
tion of physiological disturbance as a result of repeated or chronic
stress (Lehman, David, & Gruber, 2017; McEwen, 2005). Research
has suggested that differences in allostatic load as a result of social
and structural factors such as socioeconomic status, housing and
food insecurity, racism, and exposure to violence contribute to
health disparities and health outcomes (Carlson & Chamberlain,
2004; Duru, Harawa, Kermah, & Norris, 2012). This likely com-
pounds the stress already inherent in navigating a cancer diagnosis
and treatment. In addition, chronic stress also creates a downstream
effect on behavior, as proinflammatory cytokines produced in
response to stress have been linked to “sickness behaviors,” such as
fatigue, depressed mood, and lethargy that may reduce engagement
in positive health behaviors including treatment compliance (Anis-
man & Merali, 2003; Brothers et al., 2010).

An example of the need for clear conceptualization utilizing the
biopsychosocial model is the common experience of premature
menopause in young breast cancer patients. Numerous treatments
for breast cancer (some types of chemotherapy, adjuvant hormonal
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treatments, prophylactic oophorectomy) may result in premature
ovarian failure, or early menopause (Howard-Anderson et al.,
2012; Rosenberg & Partridge, 2013). Reduction of estrogen levels
as a result of premature ovarian failure is accompanied by a multi-
tude of symptoms impacting quality of life, including weight gain,
fatigue, sleep disturbance, and changes in mood (Rosenberg &
Partridge, 2013). Any of these physical symptoms may precipitate
or perpetuate the others: For example, fatigue can precipitate
depression, and depression can exacerbate fatigue. Weight gain
may contribute to lower energy, which in turn becomes a barrier
toward participating in physical activity that could mitigate weight
gain. Individual and cultural narratives around these symptoms
may also influence their severity and resolution; a cultural narra-
tive that emphasizes “a stiff upper lip,” for example, could result
in feelings of shame and withdrawal from engagement with self-
management strategies or initiation of medical or psychological
services that could address these difficulties. Effective treatment
for a complex scenario such as the one described earlier requires
attention to the multiple factors working in concert to inhibit better
quality of life.

Cognitive Behavioral Therapy: A Biopsychosocial
Approach

Perhaps one of the most extensively studied interventions in on-
cology, CBT has been accepted as an efficacious treatment for
mood symptoms and physiological sequelae of the disease and
treatment such as pain, fatigue, and insomnia in both an individual
and group format (Antoni et al., 2001; Aricò et al., 2016; Gielissen
et al., 2006; Mishel et al., 2005; National Academies of Sciences,
Engineering, & Medicine, 2018; Sandler et al., 2017; Tatrow &
Montgomery, 2006). Treatment guidelines for numerous concerns
of cancer survivors, including cancer related distress, pain, fatigue,
and sleep, all cite CBT as a recommended intervention for man-
agement of these symptoms (American Society of Clinical Oncol-
ogy, 2014; Howell et al., 2013; National Comprehensive Cancer
Network, 2020; Riba et al., 2019).
CBT includes several key components: cognitive restructuring,

where the emphasis is on identifying and modifying negative
thoughts that perpetuate or exacerbate an individual’s symptoms
(Beck, 1995), and behavioral strategies that include techniques
such as behavioral activation, systematic desensitization, expo-
sure, and graded exercise (Brothers et al., 2010; Hulbert-Williams
et al., 2018; Sandler et al., 2017). CBT interventions in oncology
may also include components to specifically target the manage-
ment of stress and physiological symptoms, such as progressive
muscle relaxation (PMR) and guided imagery for symptoms of
panic or nausea (Brothers et al., 2010). CBT is a highly flexible
intervention that targets many of the modifiable processes outlined
in the biopsychosocial model, such as coping style, social support,
stress, and health behaviors. Its inclusion of strategies to address
cognitive, behavioral, and physiological factors may allow for a
cascade effect on co-occurring symptom clusters, such as fatigue
and sleep.
Andersen et al.’s (2004) work with the biobehavioral intervention

for cancer stress was foundational in highlighting the significant
benefit of behavioral interventions in cancer survivors. Their inter-
vention included components to improve social support, reduce
stress, increase positive health behaviors and reduce negative health

behaviors, and improve physical functioning by focusing on symp-
tom management. Results showed significant improvement in
health behaviors such as reduced smoking and improved diet,
improved immunity, reduced emotional stress, improved physical
functioning, and improved social support (Andersen et al., 2004).
This model directly targets factors known to influence stress
responses in the body; their work demonstrated that it is possible to
impact immune function via behavioral and social pathways in can-
cer survivors. Later research examining the impact of psychosocial
interventions on immunity has continued to build evidence support-
ing these effects. A recent meta-analysis of the impact of psychoso-
cial interventions, including CBT, on seven immune outcomes
found that CBT was significantly associated with enhanced immune
system function (Shields, Spahr, & Slavich, 2020). Individuals
receiving CBT were measured to have lower proinflammatory cyto-
kine levels, higher immune cell counts, and higher natural killer
cell activity as well as other beneficial immune outcomes such as
reduced postoperative infectious diseases. There appeared to be no
difference between disease states or reason for treatment, age, or
sex, and these effects were still seen at 6 months post CBT (Shields,
Spahr, & Slavich, 2020). This meta-analysis provides additional
support for the impact of CBT on biological processes.

Cognitive Behavioral Therapy in Cancer Survivorship

Modifications and Precautions

Although CBT has clearly demonstrated efficacy in oncology,
there are unique aspects of the cancer experience that may require
modification. For example, as previously described, survivors who
have been treated for cancer can often have realistic concerns such as
the possibility of recurrence. Therefore, cognitive restructuring or
reframing may be most useful when directing patients to consider
any assumptions that being made; for example, a bias toward confus-
ing a low probability with high probability event. Alternatively, it
may be more useful to instruct a patient to redirect thoughts toward
more positive or more helpful statements rather than emphasizing an
examination of evidence for and against a thought. In general, even
when thoughts perpetuating distress have some truth to them, there is
often a preoccupation with or exaggeration of the likelihood of these
concerns and tailored cognitive restructuring may be appropriate. An
example of this may be a survivor who has the recurring thought “I
just know my cancer is going to come back.” No one can say with
absolute certainty whether or not the cancer will recur, although we
may have some access to information about this possibility, and this
could be helpful in clarifying the actual risk. If a survivor is aware
they have a 20% risk of recurrence in the next 5 years, it may be use-
ful to reframe the thought, “My doctor says I have a 80% chance that
my cancer will not recur in the next 5 years.” Alternatively, in the ab-
sence of this information or in circumstances where this reframe
does not reduce the emotional intensity in response to this worry, a
focus on what else is known could be more beneficial: “I know I am
here now and I have done everything my doctors have recommended
to reduce my risk of recurrence” or simply positive coaching state-
ments such as “Right now I am healthy and safe.”

Behavioral activation strategies warrant careful consideration of
a survivor’s physical limitations as well as emphasis on realistic
and paced activities. Although physical activity is recommended
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for nearly every side and late effect experienced by cancer survi-
vors (National Comprehensive Cancer Network, 2021), clinical
trials on activity in cancer emphasize the need for energy conser-
vation (Barsevick et al., 2004) to avoid exacerbation of fatigue or
pain due to a “boom bust” cycle of activity (Antcliff et al., 2021).
Creativity may be needed in adapting previously enjoyed activities
to accommodate current symptoms. Lastly, interventions such a
progressive muscle relaxation should also be used with caution.
The “tensing” aspect of PMR may exacerbate pain in some
patients (Hiltebrand & Annala, 1998; Krebs, 2015), whereas dia-
phragmatic breathing may be contraindicated for patients with dif-
ficulty breathing due to surgery or tumor burden and may be best
instructed by a professional in a field such as pulmonary rehabili-
tation (Michaels, 2016).

Case Studies

The following case studies are presented as an example of con-
ceptualization and treatment of issues in cancer survivorship utiliz-
ing CBT as an intervention. The names and demographics of the
individuals described have been changed to protect confidentiality.
In addition, specific aspects of diagnosis, treatment, and symptoms
have been altered to further disguise the case material presented.
Although the biopsychosocial model is best understood as a series
of interrelated and dynamic factors, clinical and treatment factors
in these case studies are discretely categorized as biological, psy-
chological, and social for the purposes of clarity and organization.
In these case studies, I reference the use of the Patient Health Ques-

tionnaire-9 (PHQ-9) and the Generalized Anxiety Disorder 7 Scale
(GAD-7). This is both a clinical and a practical decision. These scales
capture many of the common symptoms experienced by cancer survi-
vors. In addition, the PHQ-9 and GAD-7 are brief, show acceptable
reliability, have been validated in medical populations, and have good
sensitivity and specificity (Kroenke et al., 2001; Spitzer et al., 2006).
The PHQ-9 and the GAD-7 are also recommended by the American
Society of Oncology Clinical Guidelines for the screening of depres-
sion and anxiety in a cancer population (Andersen et al., 2014).
Although they do not provide detailed information about concerns
such as pain and quality of life, I have elected not to include additional
measures in my clinical practice to minimize survey burden and
instead assess further via clinical interview. There are many factors to
consider in choosing assessments to measure patient outcomes in on-
cology, (Oncology Nursing Society, 2021) and an in-depth discussion
on available assessments is beyond the scope of this article. However,
in the conclusion, I provide recommendations for further reading for
many of the topics discussed in this article. Most of the treatment
guidelines recommended include suggestions for assessments for dif-
ferent symptoms.

Jane

Presenting Concerns. Jane, a White woman in her 40s, pre-
sented for an initial consultation for psychotherapy following com-
pletion of treatment for a type of head and neck cancer. Jane
identified as heterosexual and was married with no children. Prior
to cancer, she enjoyed her career and traveling with her husband.
Jane’s treatment course included a neck dissection and concurrent
chemotherapy and radiation. Her treatment was difficult and
included hospitalization for mucositis and considerable weight loss.
At initial consultation, Jane reported symptoms of depressed mood

and anxiety that she felt were significantly impairing. She attributed
her symptoms primarily to the ongoing impact of her treatment on
numerous aspects of her life: difficulty swallowing and subsequent
trouble with maintaining weight, fatigue, dizziness, overall physical
deconditioning, neck pain, and challenges with clarity of speech.
Jane noted significant disappointment, sadness, and anger that she
continued to struggle so much following the completion of her
treatment, remarking, “I’m supposed to be better now.” This senti-
ment was echoed by her family, who did not understand why she
continued to struggle following the completion of her treatment. In
addition, she reported difficulty coping with ruminative worries
about cancer recurrence and returning to work after being out on
leave. Symptoms as measured by the PHQ-9 and GAD-7 were in
the mild range at 4 and 3, respectively, not reflecting the patient’s
reported level of difficulty in session. Of note, Jane did report a pri-
mary coping strategy of “putting my head down to get through it”
and a childhood environment that resulted in a tendency to “shove
down” negative emotion, perhaps influencing these scores. She
denied any suicidal ideation or history of suicide attempts or self-
harm of any kind. She had no history of psychiatric diagnosis,
although she had attended psychotherapy once in the past for assis-
tance coping with work and marital stress.

Conceptualization. Jane’s concerns were multifactorial and
interacted with one another to perpetuate symptoms of depression
and anxiety. Biological: Jane’s ongoing late effects from her can-
cer treatment (fatigue, weight loss, dizziness, neck pain, physical
deconditioning, and scarring) were contributing to her distress in a
number of ways. These symptoms made every-day activities, such
as eating and talking, a significant challenge. Her swallowing diffi-
culty exacerbated the trouble she had gaining weight, which pre-
vented improvement in overall physical strength and may have
also contributed to fatigue. In addition, Jane found herself with-
drawing from previously enjoyed activities due to her physical
symptoms, leaving her with few pleasurable activities to assist in
coping. Further, her visually obvious symptoms—scars, weight
loss, and altered speech—created additional distress in the form of
rumination. Jane found herself preoccupied by these symptoms, as
they were a reminder of her cancer treatment and thus served as a
cue for cancer recurrence worries. Jane was also concerned that
these symptoms would draw attention to her and increase the like-
lihood she may need to answer questions about these changes,
challenging her efforts to “put cancer behind me.” As a result, she
found herself avoiding talking to friends or work colleagues, fur-
ther contributing to feelings of isolation. Psychological: Jane
found her symptoms of depression and anxiety to be impairing
and noted that she was finding it a challenge to “be positive,”
instead observing “I think about the worst-case scenario.” In addi-
tion, she had lost some of the strategies she typically engaged in to
help cope, such as walking and talking to friends, further worsen-
ing her negative mood. Her typical strategy of coping by “putting
my head down” was minimally effective in a situation where her
stressors were chronic, daily, and slow to improve, also contribut-
ing to ongoing mood symptoms. Social: Jane had a number of
changes in her social domain that influenced her symptoms,
including the loss of a sense of purpose and means of social con-
nection during her leave from work; loneliness due to the lack of
same age peers with a similar cancer to her, as her cancer type
most often presents in older adults; and reduced social support
from her family who felt that everything should be “back to
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normal” with Jane’s treatment complete. For Jane, this perception
included an expectation that she should return to her familial role
as caregiver for her aging father. This included managing his phys-
ical needs, such as scheduling and providing transportation to doc-
tor’s appointments, as well as his emotional needs, which often
resulted in multiple phone calls each day providing reassurance
and problem-solving for him. Jane was finding it more difficult to
focus on both her own health and the health of her father and at
times would overextend herself to meet his needs. In addition, her
mood symptoms were compounded by feelings of guilt for not
functioning as effectively in this role postcancer treatment. It is
estimated that 66% of informal caregivers in the United States are
women (National Alliance for Caregiving & AARP, 2009), and
female caregivers may spend as much as 50% more time in care-
giving responsibilities than male caregivers (Family Caregiver
Alliance, 2016). This is particularly important in Jane’s case, as
research has suggested that women who care for their parents
more likely experience depression and anxiety symptoms than
noncaregivers and may neglect their own health to focus on that of
their loved ones (Office on Women’s Health, 2019).
Based on her Jane’s symptoms, I concluded that adjustment dis-

order with mixed anxiety and depressed mood was the most rele-
vant diagnosis.
Treatment. I shared my conceptualization with Jane and col-

laborated with her on prioritizing her goals. Her stated goals were
to better manage her depression and worries about cancer recur-
rence, increase her weight, and build up strength lost over cancer
treatment. Biological: To address Jane’s late effects from treat-
ment, we agreed to use behavioral activation and goal-setting strat-
egies to set diet and exercise goals that were tailored to what Jane
felt was manageable. These goals were developed based on input
from an oncology dietician and physical therapist. With increased
weight and improved physical conditioning, we could potentially
influence multiple symptoms (fatigue, depression, and dizziness)
at one time. Psychological: Once Jane felt comfortable that she
was moving forward with her diet and exercise goals, I introduced
the concept of unhelpful thinking styles/cognitive distortions to
address her depression and anxiety symptoms that were related
to worries about cancer recurrence and how others would respond
to her physical changes. Jane identified a number of these cogni-
tive biases that were typical for her—primarily, jumping to con-
clusions, all-or-nothing thinking, and catastrophizing. I then asked
Jane to start to take note of her thoughts in response to a trigger or
a shift in her emotional state. After completing several thought
diaries, Jane and I identified her most common automatic
thoughts: “I’m afraid my cancer will come back,” “If my cancer
comes back, I will not survive it,” and “I feel like a freak (in
response to scarring from her surgery).” In Jane’s case, there is a
good chance that her cancer will recur, and we collaboratively
determined it would be more helpful to develop thoughts that
focused on what she could control and what is happening “here
and now” to address these worries. Jane developed several
thoughts she could practice in response to worries about cancer re-
currence: “I know several people with my type of cancer who are
still alive years after their treatment,” “I can focus on taking good
care of myself and enjoying life now,” and “I survived before, I
can survive again.” To address thoughts specific to her concerns
about her scars, she found it most helpful to reframe the meaning
of her scars, “These scars mean I survived,” and to remind herself

“I do not have to answer anyone’s questions if I do not want to.”
Social: Throughout our treatment, I encouraged Jane to begin to
reach out to others again. Using behavioral activation strategies,
she set goals for herself to call one friend each week and to
become involved in a head and neck cancer support group.
Although she was unable to find a group that included younger
survivors, it was helpful for her to see others who had a similar
cancer experience to her and who were now doing well. In addi-
tion, we generated some “broken record” statements she could use
when responding to those who either expressed curiosity about her
physical changes or her family dismissing her ongoing difficulties,
such as “I would prefer not to talk about that” and “I may be done
with treatment but I am still healing.” This helped Jane feel more
confident in her ability to engage in social interactions again. Jane
was also interested in redefining her role as caregiver for her fa-
ther. We discussed explicitly the disparate familial expectations
for her to serve in the caregiving role rather than her brother as
well as the negative impact on her health she was experiencing by
trying to fulfill this role in the same capacity as she had in the past.
Jane identified several strategies she could use to reduce her time
in this role, including requesting more help from her brother, set-
ting a maximum amount of time that she felt she could devote to
her father’s care each week without sacrificing her own health,
and identifying areas where she had assumed responsibilities that
her father could still manage independently. She successfully
applied cognitive restructuring to address negative automatic
thoughts and guilt that arose when she began to redefine her care-
giving role.

After 12 sessions, Jane felt she had made enough progress to
discontinue therapy. Her PHQ-9 and GAD-7 scores remained
unchanged; however, she subjectively reported less intense and
frequent mood symptoms, less frequent worry about cancer recur-
rence, and had slowly been increasing weight and increasing her
physical activity level. Her dizziness had resolved, and her fatigue
was improving. She had successfully returned to work and felt
more confident in how she was managing family expectations.
Although her symptoms had not completely remitted, she noted
feeling she had become “unstuck” from the thoughts and behaviors
that were worsening their intensity.

Sonya

Presenting Concerns. Sonya, a Black heterosexual woman in
her 40s, presented for psychotherapy with a history of metastatic
breast cancer. She lived at home with her husband and two teenage
children. She had a full-time job in a medical office and also worked
part time in another office on the weekends. In addition, Sonya was
enrolled in an online master’s degree program. Prior to her cancer di-
agnosis, she was actively involved in her local church. She was
referred to therapy by her oncologist, who had concerns about Sonya
as she seemed more depressed and withdrawn at visits. Sonya had
completed over a year and half of treatment for triple negative breast
cancer with mastectomy, chemotherapy, and radiation, only to find
her cancer had recurred and metastasized less than 6 months after
completing her full treatment course. She had recently started a new
treatment to address her metastasis that caused significant fatigue and
joint pain. Sonya confirmed her oncologist’s observations of being
depressed and added that her fatigue and joint pain made it impossi-
ble to do anything but work and sleep. She also described interrupted
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sleep, as she often woke up throughout the night. Her symptoms as
measured by the PHQ-9 were in the severe range at initial consulta-
tion (19), and her score on the GAD-7 was minimal at a 4. She
denied any active suicidal ideation but acknowledged having
thoughts that it “would be easier if I was not here.” She reported a
past history of depressive episodes although had not previously
received psychotherapy treatment and was uncertain that it could
help her.
Conceptualization. There were a number of biopsychosocial

factors that influenced Sonya’s symptoms and impaired her func-
tioning. Biological: The physical burden of Sonya’s initial cancer
treatment as well as her current treatment for her metastasis were
substantial—she likely never fully recovered from her initial treat-
ment before having to undergo another toxic treatment. Although
her family was extremely supportive, they often showed their sup-
port by being solicitous to her need to rest, often bringing her din-
ner in bed and spending time together without her. This
unfortunately likely exacerbated her fatigue, depression, and sleep
difficulties, as she was spending most of her time home in bed,
resulting in poor sleep efficiency, physical deconditioning, and
few pleasant experiences or social connection day-to-day. In addi-
tion, she kept up a demanding schedule even throughout her treat-
ments, and this was likely compounding her already existing
fatigue. Psychological: Sonya had a history of untreated depres-
sive episodes in the past, which may have been contributed to the
severity of this most recent episode (Hung, Liu, & Yang, 2017). In
addition, she described herself as generally being an optimistic
person and was finding it difficult to access this quality during her
cancer treatment, leading to self-critical thoughts about her resil-
ience. She felt too fatigued to attempt any type of coping strategy
that may have helped her symptoms. Social: Sonya felt very iso-
lated in her experience of her cancer. Her religious community,
once a source of support, was now experienced as judgmental and
unhelpful. As Sonya commented, “This is not God’s plan, and I
could scream every time someone says that to me.” Although her
family was supportive, they often demonstrated their support by
allowing Sonya to rest and continue activities on their own, which
contributed to her feeling disconnected from them. Sonya also
expressed a concern about being perceived as “the angry Black
woman,” resulting in reluctance to share her feelings with others,
including her church community and her medical team. This
archetype of the Sapphire, or the Angry Black woman, is a reflec-
tion of the perception of Black women as being hostile and aggres-
sive and often serves as a mechanism for dismissing the legitimate
emotions experienced by Black women as a result of historical and
structural inequities (Waldron, 2019). This was likely compound-
ing the significant threat Sonya was experiencing from her disease
and the toxic treatments she was enduring.
The diagnosis most consistent with Sonya’s symptoms, given

the length of time, severity, and her previous history, was major
depressive disorder, recurrent episode, severe.
Treatment. When discussing Sonya’s goals, she was reluc-

tant to identify any. She shared that she could not see how therapy
could help, because, as she noted, “You cannot take away my can-
cer.” I acknowledged that although that was true, that did not
mean that we could not try strategies that may make her symptoms
more manageable and outlined some possibilities before deciding
to move forward with therapy. Biological: I suspected that
Sonya’s fatigue had components of both behavior as well as

treatment side effects. I asked her about the possibility of adjusting
her current busy schedule. I shared the concept of the “boom bust”
cycle of activity with her and that her need to be in bed immedi-
ately after returning to work likely had some basis in how much of
her time was occupied in work and tasks. Unfortunately, more
time in bed also was not working to improve her fatigue and may
have been contributing to her sleep difficulty as well. I also
inquired if Sonya has asked her oncologist if any other drugs may
be available for her to try, as individuals can have more intense
side effects with one versus another, and there may be a drug
available that may not cause her as much joint pain. We also dis-
cussed the possibility of a psychiatry referral should her symptoms
not improve with therapy and these changes alone. Psychological:
I suggested to Sonya that we address her depression both through
behavioral activation strategies as well as potential cognitive
restructuring. I provided education on cognitive distortions and
noted a tendency toward “mind reading” that served as a barrier
toward her asking for help due to the possibility that others may
judge her for not either not being “strong” enough—a criticism
that Sonya often levied as herself as well—or for being too strong,
reflected by her concern of the Sapphire stereotype. Social:
Sonya’s disconnection from her religious community was a signif-
icant loss, as this had been a primary source of social support and
coping for her. I suggested that as part of our treatment, we explic-
itly discuss her concerns and problem-solve ways she may be able
to communicate her needs and concerns to others that helped her
feel more empowered. Similarly, Sonya’s concerns about her
oncologist’s perception of her was also serving as a barrier toward
having her needs meet, although her concerns were legitimate and
based on experiences with bias and marginalization based on her
race. I was hopeful that with further discussion we could work to-
gether to find strategies that helped her feel more comfortable
asserting her needs with her treatment team.

Sonya returned for a second visit, feeling more confident that
there were steps she could take to help reduce her symptoms. In
fact, she shared that her husband was supportive of her taking the
time she needed to shielding recover and encouraged to drop what
she needed to and had already taken action to pause her master’s
degree program to see if this would help her symptoms. She also
shared with her family my thought that she could benefit from
spending less time in bed. They were thrilled with this, and her
children in particular loved that the idea that they could “boss
Mom around and kick her out of bed.” They instituted a “no dinner
in bed” rule and agreed someone could come in and wake her up if
she slept past 9 a.m. on the weekends. Our focus then became
maintaining these goals with an emphasis on gradual improve-
ments over time: Instead of going to bed at 8 p.m., trying to make
it to 8:15, and gradually increasing over time.

In addition to these specific goals, we also began work to try
cognitive restructuring with regard to Sonya’s worries about shar-
ing her concerns with her church community and her oncologist.
She acknowledged a tendency toward mind reading—“They’re
going to think I’m complaining” and “They’re going to question
my faith”—and shoulding/musting—“I should be stronger than
this.” In querying Sonya about her concern that her oncologist
would think she was complaining, she again identified a concern
about being stereotyped by her race. I invited Sonya to share her
experiences with being stereotyped as well as to discuss biases she
had encountered throughout her experience in the medical system.
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I validated Sonya’s concerns and acknowledged her lived experi-
ence of racism as a Black woman in the United States. In assisting
her with cognitive restructuring, I wanted to ensure I was not inva-
lidating her by disputing or questioning her experiences and
instead focused on targeting the internalization of these biases to-
ward herself and identifying encouraging statements she could use
when feeling reluctant to discuss her needs.
Sonya worked to reframe these thoughts in a way that did not

dismiss her experience, but instead focused on what she wanted to
happen instead: “It’s important that my oncologist knows what my
symptoms are so I can be informed about all the choices I have”
and “I want to spend more time with my family and feel better and
this conversation could help with that.” Similarly, Sonya also iden-
tified that she was mind reading with her church community. We
developed a two-pronged approach to manage this. First, Sonya
identified reassuring self-statements such as “I know my faith is
strong, and it is normal to struggle during this” and “I can choose
to have the people in my life that are most supportive of me.” Sec-
ond, Sonya developed a short phrase she could use when someone
made a comment about her cancer that she felt was judgmental or
unhelpful: “That’s not helpful to me,” along with a request, “This
is what would be helpful. . ..”
Over time, Sonya had a successful conversation with her oncol-

ogist that led to trialing a different agent. Although her fatigue did
not improve significantly, her joint pain was much better on this
new medication. She reevaluated the necessity of her part-time job
and determined it was in her best interest to stop for now and
would reevaluate starting again in the future. Although we were
making progress on her mood symptoms and sleep with less time
in bed, her fatigue was still significantly impairing after 3 months.
At that time, I suggested a psychiatry consultation. Following con-
sultation, Sonya initiated venlafaxine, an SNRI that has been
shown to be helpful in managing pain, chronic fatigue, as well as
mood (Farshchian et al., 2018).
By our 20th session, Sonya’s depression was now significantly

improved from her initial visit and in the moderate range as meas-
ured by the PHQ-9 with a score of 10. She was still coping with
some side effects from her treatment, but was successfully engaging
more with her family, church, and overall felt she was managing
much better. Unfortunately, Sonya and I discontinued prematurely
as a result of my moving out of state, but we both agreed she had
created a solid foundation for continued improvement.

John

Presenting Concerns. John, a heterosexual White man in his
60s, presented to psychotherapy after a recent diagnosis of lung
cancer following several months of persistent cough and shortness
of breath. John immigrated to the United States from an English-
speaking country 30 years ago and owned a successful business
with his brother. Unfortunately, after learning of his diagnosis,
John had been told that his cancer is non-surgically-resectable. Af-
ter getting two other opinions, he planned to start experimental
chemotherapy in the near future. He reported symptoms of severe
anxiety as measured by the GAD-7 (20), described as ruminative
worry about his diagnosis, restlessness, feeling “on edge” and irri-
table, insomnia, and reduced appetite. He noted that shortness of
breath triggered anxiety and often progressed into a panic attack.
He denied any significant symptoms of depression and had a score

of 3 on the PHQ-9. He had no psychiatric symptoms of note prior
to his diagnosis. The patient stated he had difficulty adjusting to
his diagnosis both because he considered himself very healthy and
active and felt this situation is completely out of his control—
something that was new to him. Physical activity was a big part of
his life prior to his symptoms, and he felt this helped him cope. He
was no longer able to exercise due to his cough and shortness of
breath. John had no history of past mental health treatment or diag-
noses. He was prescribed Lunesta, Xanax, and Valium following
his cancer diagnosis but found they did not help manage his symp-
toms and had discontinued them. He denied any thoughts of sui-
cide and has no history of suicide attempts. He was a pack/day
smoker for 30þ years, smoked one cigar/day for about 10 years af-
ter that, and ultimately quit 3 years prior to his diagnosis. He
reported often criticizing himself for not quitting earlier, although
he denied feeling stigmatized for judged for being diagnosed with
lung cancer as a smoker.

Conceptualization. John had numerous biopsychosocial fac-
tors that were interacting to worsen his symptoms. Biological:
John’s difficulty breathing as a result of his lung cancer was trig-
gering hyperventilation and developing into panic attacks. His
shortness of breath was particularly distressing as someone who
considered himself physically fit relative to his peers. Psychologi-
cal: John’s inability to access his typical coping strategy of exer-
cise due to fear of triggering a panic attack likely worsened other
symptoms of anxiety that were the result of the uncertainty around
the effectiveness of his cancer treatment options. His ruminative
worry about his diagnosis and his shift in conceptualization of
himself as a “healthy” person both contributed to perpetuation and
exacerbation of his anxiety symptoms. Social: John grew up in a
culture that emphasized self-reliance and stoicism. This was par-
ticularly true for men of his culture and generation. As a result,
John found it difficult to share his emotions around his diagnosis
and his worries about the future with his loved ones, unfortunately
compounding a sense of isolation in his diagnosis.

Determining a diagnosis in John’s case was challenging. Although
his panic was resulting in part from shortness of breath caused by his
lung cancer (leading to a differential of anxiety disorder due to
another medical condition), his anxiety symptoms were not limited
to panic caused by shortness of breath. His panic attacks were also
specific to feeling shortness of breath and chest discomfort, not meet-
ing the symptom threshold for panic disorder. As John’s worry was
specific to his cancer and his health status and had only occurred for
about a month, he also did not meet criteria for generalized anxiety
disorder. Ultimately, a diagnosis of adjustment disorder with anxiety
was the best representation of John’s symptoms.

Treatment. John had few specific goals for therapy and
noted, “I just want the panic to go away.” Biological: Given the
distress John experienced from his shortness of breath and panic, I
suggested we begin with a focus on relaxation and breathing train-
ing to provide tools to directly intervene with his physiological
symptoms of anxiety. I first instructed John in progressive muscle
relaxation to good effect. He commented that he was not aware
how tense he was and suspected he was tense throughout much of
the day. In addition to progressive muscle relaxation, I modified
instructions for diaphragmatic breathing to accommodate John’s
limited lung capacity. Instead of instructing John to breathe from
his diaphragm, I instead asked him to focus on slowing his breath-
ing and on the sensations of air coming into his nose. On the
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exhale, I instructed him to breathe out through pursed lips. This is
a common technique used with individuals with chronic obstruc-
tive pulmonary disease or other pulmonary conditions and leads to
a slower breathing rate (Cleveland Clinic, 2018). I also asked John
to tell me more about his exercise history. He shared that he used
to be an avid runner but stopped when he started having trouble
breathing. He said he is fearful of exercise because he does not
want to trigger shortness of breath and subsequent panic. I asked
John to ask his physician if it was safe for him to exercise and
how he may be able to modify exercise to work around his short-
ness of breath. Ultimately, he did start exercise again with a walk-
ing program with the permission of his physician. He found by
keeping a slower pace and staying on level surfaces he was able to
manage his shortness of breath. Psychological: Over the course of
four sessions, John reported a gradual improvement of his anxiety
symptoms with use of PMR and breathing exercises. He simply
slowed down his breathing using the pursed lip technique and
found it he could get it under control. He also noted his sleep had
improved, as he practiced PMR before bed and found this effective
for calming his body and mind. With these symptoms under con-
trol, I asked John if he would like to address his worry about his
cancer and guilt over his smoking history with cognitive strategies.
John declined, stating that he felt more like himself with the use of
PMR and pursed lip breathing as well as being able to exercise
again. Social: John and I discussed his internalized messages
about keeping a “stiff upper lip” and reluctance to discuss his con-
cerns with family and friends. Although he acknowledged that
there may be some negative consequences to this strategy, he was
not interested in discussing this further in therapy.
Overall, John found treatment with PMR and breathing very

helpful for his anxiety symptoms. At his fifth and final session, his
anxiety as measured by the GAD-7 had significantly lowered to a
score of 3, indicating minimal symptoms and treatment was dis-
continued. Although John was not interested in discussing other
potential avenues for addressing more longstanding habits in
thought and coping, he appeared to have found his time in therapy
to be valuable. It may be the case that the internalized messages he
had about maintaining stoicism and self-reliance were themselves
barriers toward discussing these issues further in therapy, particu-
larly as he felt his symptoms were well managed without doing so.

Conclusion

The number of cancer survivors in the United States is growing,
with projections of just over 22 million survivors by 2030
(National Cancer Institute, 2020b). Although this is positive news
in terms of reduced mortality, it can be reasonably expected that
larger numbers of cancer survivors will seek psychotherapy to
address acute and long-term emotional and physical impacts of the
disease and its treatment. The needs of these survivors are com-
plex and diverse and will require numerous strategies to
adequately address these needs. Adaptation of current psychother-
apeutic practices, additional training in interventions specific to
cancer survivorship, and institutional support of psycho-oncology
positions are just a few of the pressing needs facing the field. Psy-
chotherapy with cancer survivors is complex but endlessly reward-
ing. Having evidence-based tools to address the varied needs of
this population is essential to providing compassionate and effec-
tive care. Work in cancer survivorship is ongoing, with a particular

need in delivering “the right therapy to the right person at the right
time” (Patricia Ganz, National Academies of Sciences, Engineer-
ing, & Medicine, 2018). Numerous evidence-based interventions
exist to address the issues that occur in cancer survivorship, but
future work is needed in tailoring these interventions to the spe-
cific needs of survivors, as they vary along stage, cancer type, and
the cancer treatment continuum (National Academies of Sciences,
Engineering, & Medicine, 2018).

This article provides only a brief overview of the many issues
experienced by cancer survivors and options available to help sup-
port cancer patients as they navigate their treatment and lives post-
treatment. The field of psycho-oncology and cancer survivorship
is broad and includes essential areas with a robust research base
not mentioned here—pediatric, adolescent, and young adult popu-
lations, palliative care, caregivers, and neuropsychology, to name
just a few. Although this article is limited in scope, it is hoped it
can provide a foundation for further investigation and study as
psychotherapists inevitably encounter more individuals affected
by this disease.
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