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ABSTRACT
So far, only a few publications have addressed psychotherapy with palliative care patients.
This article first describes the growing field of palliative medicine and its central paradigm,
quality of life. Then an overview of frequent clinical symptoms is provided, and therapeutic approaches originating in the first (behavioral) and second (cognitive) waves of behavior therapy are outlined. However, the main foci of this present work are the approaches
of the third wave behavior therapies: We will concentrate on their key concepts, such as
mindfulness, acceptance, values, and meaning-in-life, and their intersection with existing
psychotherapies for palliative care patients. We will also clarify the role of Strategic Brief
Therapy in inpatient settings. The introduced concepts will be theoretically integrated into
a “hot-cool” perspective. Finally, a case vignette will illustrate our approach.
Keywords: Palliative care, behavior therapy, acceptance, mindfulness, values, meaning in
life

1. Introduction
Excepting some theoretical and preliminary clinical work, psychotherapeutic interventions for
patients at the end of life rest on very scant conceptual and research bases. While the idea of
hospice – providing shelter, food, and assistance to travelers, the poor, the sick, and the dying
– has existed since Christianity’s incipience, the modern hospice movement did not begin until
Dame Cicely Saunders (1918-2005) opened St. Christopher’s Hospice in London in 1967.
From here, the idea of palliative care was disseminated within England and in other countries.
In 1975, the first palliative care unit opened its doors at Montreal’s Royal Victoria Hospital. In
Germany, the first initiatives and associations that contributed to the promotion and acceptance
of the hospice idea did not emerge until the 1980s. In 1985, the “Christophorus-HospizVerein” [Christophorus-Hospice-Association] was founded in Munich and became the first association that contained the term “hospice” in its name. In 1992, the “Bundesarbeitsgemeinschaft
Hospiz” [Federal Hospice Committee] organized, and in 1995 the “Deutsche Gesellschaft für
Palliativmedizin” [German Association for Palliative Medicine] was founded, which unites physi-
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cians and other professional groups to jointly work toward development and progress in palliative medicine (R ADBRUCH & ZECH, 2000). At present, the number of inpatient and outpatient
caregiver services is increasing rapidly. Concurrently, there is a great need for evidence-based
research concerning areas of pain and symptom management, ethical and legal issues, as well
as the development and research of psychotherapeutic interventions.
In Germany, the term hospice denotes a care facility in charge of pain therapy and symptom
management. Usually, hospices have an independent organizational structure and are managed by nursing professionals. Medical care is most often provided by local community rather
than in-house physicians. Eligible care receivers are seriously ill individuals with terminal and
progressive diseases who do not require inpatient treatment in a hospital, but for whom outpatient care at home is not an option. Care is provided for weeks or months, usually until the
patient dies. In contrast, a palliative care unit is an independent, hospital-associated, or integrated facility that targets optimal symptom management with interdisciplinary or multi-professional teams supervised by a physician. The average duration of stay is approximately 14 days.
The primary goal is the patient’s discharge to home-based care. If such care is impossible, continued inpatient care, in a hospice for example, is arranged.
The World Health Organization defines palliative care as “an approach that improves the quality of life of patients and their families facing the problem associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual” (http://www.who.int/cancer/palliative/definition/en – URL accessed on March 28,
2006). Clearly, an increase in the quality of life of patients as well as their families is palliative
medicine’s central concern. Its task is not only the alleviation but also the prevention of suffering. The underlying view of human beings equally considers physical, psychosocial, and spiritual aspects of an individual’s life.

2. Improvement of Quality of Life as the Task of Palliative Care
Quality of life has become an important concept in healthcare, especially in palliative care. The
growing number of publications over the past 20 years reflects the research activities in the
field. While “quality of life” is the topic of many studies and most health-related research
includes quality of life measures, there is no consensus of definitions regarding quality of life.
It is widely recognized that quality of life is a complex and idiographic construct that changes
in response to illness (BAUSEWEIN, unpublished; C ARR & H IGGINSON, 2003; R ICHARDS & R AMIREZ,
1997). A variety of dimensions contribute to quality of life, such as pain and other symptoms,
physical and cognitive functioning, psychological and social functioning, functioning in one’s
roles, and spiritual wellbeing (R ICHARDS & R AMIREZ, 1997). The significance of attitudes and
expectations is expressed in Calman’s (1984) definition of quality of life termed “Calman Gap”
(quality of life = patients’ achievements minus patients’ expectations).
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Several concepts and tools help to understand quality of life, e.g. health-related or subjective
quality of life measures. Many instruments for measuring specific domains of quality of life have
been developed and validated. However, the exact nature and composition of factors that influence quality of life and therefore must be considered in its measurement are still unclear. For
example, we recognize that many patients obtain high quality of life scores when impaired
physical functioning and serious illness are present (B AUSEWEIN, unpublished). We also do not
know how quality of life changes over time, e.g., as a progressive disease advances. Most publications on quality of life take snapshot measures at only one point in time and do not show
the course of quality of life across time.
However, in recent years a new construct termed response shift has emerged, which could provide a better means to understanding how people perceive their quality of life and how they
cope with health-related or other life changes. Response shift is defined as “a change in the
meaning of one’s self evaluation of a target construct as a result of recalibration, change in values and reconceptualization” (S PRANGERS & SCHWARTZ, 1999, p. 1508).
The Schedule for Meaning-in-Life Evaluation (SMiLE, F EGG ET AL., submitted, http://www.
meaninginlife.info) offers one way to measure response shift. The SMiLE is a respondent-generated measure of individual meaning-in-life and assesses three aspects. It asks subjects:
(1) To name three to seven domains that they judge to be important to their individual meaning-in-life.
(2) To rate their current level of satisfaction in each of these domains using a seven-point Likert
scale (range, -3 to +3);
and
(3) To rate the importance of each of their chosen areas using a eight-point adjectival scale
(range, 0 to 7).
To obtain a total individual meaning-in-life score (SMiLE Index, 0–100, with higher scores
reflecting higher individual meaning in life), relative weight and current satisfaction are multiplied for each domain and the results are summed. For analysis, raw scores can be grouped
into categories such as family, partner, leisure activities, health, finances, etc. Repeated measures within subject demonstrate that the SMiLE detects response shift, defined as the redefinition or re-conceptualization of some domains as a function of contextual changes in patients’
lives (cf. case vignette).

3. Psychological Symptoms in Palliative Care Patients
The prevalence data characterizing the psychological difficulties encountered by seriously ill and
dying individuals correlate with the patient population, the measurement methods, and the
progression of the disease (B REITBART ET AL., 1995).
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Table 1. The prevalence of psychological symptoms as a function of disease progression (Pouget-Schors & Degner, 2002; Schwarz & Krauß, 2000).
Curative

Palliative

Depressive symptoms

25-50%

77%

Anxiety disorders

1-44%

9-33%

Generalized anxiety disorder
PTSD

Final

1.1%
5-22%

Adjustment disorders

7.5%

Fatigue

84%*

60-80%

Neuropsychological symptoms

19.8-44%

61%

Suicidality

0.2%

0.003%

* After radio or chemotherapy.

A construct of special significance in palliative care is the fear of death. On the one hand, this
fear of death is determined by biological variables that serve self-preservation. On the other
hand, it is a function of interpersonal experiences and social learning (e.g., models of coping
with death and dying in the parental home, in the public sphere, and in the media). F LORIAN
AND M IKULINCER (2004) proposed a theoretical model that identifies three dimensions of the
fear of personal death. These dimensions refer to the intrapersonal, interpersonal, and transpersonal meanings that people may attach to their own death. The intrapersonal dimension specifies the consequences of death for one’s own mind and body, such as failure to accomplish
important life goals and decomposition of the body. The interpersonal dimension relates to the
possible impact of death on one’s interpersonal life, such as the termination of close relationships, the failure to care for loved ones, and the possibility of being forgotten. The transpersonal dimension includes a person’s beliefs about the hereafter and the transcendental nature
of his or her existence, such as uncertainty about what to expect in the hereafter or the possibility of punishment.
Terror management theory (TMT) assumes that humans cope with their fear of death via two
cultural anxiety-buffering mechanisms: (1) the belief in a cultural worldview and (2) the
esteem that is derived from meeting the standards of that worldview (G REENBERG ET AL., 1997,
JOIREMAN & DUELL, 2005). All cultural worldviews provide their constituents with a sense of
enduring meaning and a basis for perceiving oneself as a person of worth within the world of
meaning to which one belongs. By meeting or exceeding individually internalized standards of
value, norms, and social roles derived from the culture, people transcend their fear of death
and hence maintain psychological equanimity despite their knowledge of their own mortality.
Effective terror management thus requires (1) faith in a meaningful conception of reality (the
cultural worldview) and (2) the belief that one is meeting the standards of value prescribed by
that worldview (self-esteem). Self-esteem-related psychological resources, such as hardiness
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(F LORIAN ET AL., 2001) and secure attachment styles (M IKULINCER ET AL., 2003) have been
found to reduce the effects of mortality salience manipulations. Also close relationships serve
as a fundamental buffer of existential anxieties (M IKULINCER ET AL., 2004).
Furthermore, KISSANE ET AL. (1997) described demoralization in the terminally ill, which they
characterized as a syndrome distinct from depression. It consists of the triad of hopelessness,
loss of meaning, and existential distress. Patients with this syndrome are more likely to commit
suicide or wish to hasten death (KISSANE & KELLY, 2000).
When treating psychological disorders and their effects on patients’ social environment in general and on partnership and family in particular, one must consider that the vital threat posed
by the disease and its treatment may overshadow all other behavioral domains (mental centralization; F EGG & F RICK, 2003).

4. Classical Behavior Therapeutic Approaches
According to K ANFER ET AL. (2000), assessment in behavior therapy consists of an analysis of
the behavior patterns to be modified (target analysis), the conditions that generated and maintained these patterns (problem analysis), and the means by which the desired changes will be
effected with a particular individual (therapy planning). Different interventions, outlined below,
may be appropriate for the treatment of patients with serious physical illnesses.
Involving family members in the patients’ treatment and, if necessary, providing family members with separate psychotherapeutic support is of special importance in this area of psychotherapy more than in any other. Especially in the USA, structured group intervention programs are available to cancer patients (FAWZY & FAWZY, 2000, SPIEGEL & CLASSEN, 2000, SPIEGEL
ET AL ., 2000): psychotherapists cooperate with physicians, nurses, social workers, counselors,
and self-help groups within a multi-layered psychosocial oncology network. In many cases, psychopharmacological interventions may be indicated as well. Recommendations and guidelines
can be found in BAUSEWEIN ET AL. (2005).
From a behavioral therapeutic perspective, the following interventions may be considered
(HÄRTL & SCHREINER, 2005):
The term exposure treatment subsumes a heterogeneous group of behavioral therapeutic
interventions that constitute first-line treatments for anxiety disorders. Systematic desensitization and exposure with response prevention are counted among them. In its original conception, systematic desensitization, applicable to surgery or before chemo and radiotherapy, consists of three components: (1) Relaxation training; (2) construction of an individualized fear
hierarchy; (3) exposure to the individual items while relaxing. The latter may be practiced in
sensu, in the patient’s imagination, or in vivo, through the actual encounter with or presentation of fear-producing situations.
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Exposure techniques imply the presentation of the situation that is feared by the patient. The
presentation of the fear-producing situation can occur in small steps (graduated exposure) or
begin with the most feared item (flooding). Response prevention denotes the prevention of
avoidance behavior to enable the patient’s habituation to the fear-producing situation. Exposure
usually lasts for at least 30 minutes; however, the patient’s experience of fear reduction is critical. The classically conditioned, anticipatory gagging reflex that was elicited by the sight of the
clinic in which chemotherapy had produced nausea and which therefore was avoided by the
patient, provides an example of the applicability of exposure with response prevention to the
care setting.
Operant methods serve to increase desired behavior or to decrease undesired or disruptive
behavior. Shaping involves the systematic reinforcement of successive approximations to the
target behavior. An example is a child with cancer whose ability to play alone should be
increased to prepare him or her for a long inpatient hospital stay. First, independent play is reinforced by the therapist. Alternatively, opportunities for positive reinforcement of the child’s
behavior can be generated by prompting (support via verbal or physical assistance that directs
attention to the target behavior), fading (the stepwise reduction of assistance) and backward
chaining (the establishment of a complex behavioral chain by reinforcing the last link first).
Before using positive reinforcement, reinforcers that are effective for the individual patient must
be identified. These are then presented contingently by the therapist, family members, or by
the patient him or herself (self-reinforcement). Behavioral activation and positive reinforcement
are implemented especially with depressed patients. The patient’s day is structured with an
activity schedule; the frequency of activities is increased; and particularly those activities that
may have self-reinforcing effects are targeted.
Effective communication by the patient with family members, physicians, and care staff may
be promoted with the help of role plays focusing on posing questions, articulating needs, or
expressing emotions, for example. The therapists and patients jointly plan the role plays, analyze their component parts, engage in debriefing with concrete suggestions, and practice generalization to everyday life. Video feedback is useful, for positive and problematic behavioral
sequences may be replayed repeatedly and modified, if necessary. Role plays are also
amenable to group settings. Role-play techniques are a basic component of self-assertiveness
training. Modeled social situations are trained during role play with video feedback, and subsequently trained via in vivo exercises. Self-assertiveness training is particularly indicated for
those patients who have a negative body or self-image following surgery or medical therapy.
JACOBSON'S (1996) Progressive Relaxation is suggested for relaxation training. Patients first
learn to notice and to discriminate different degrees of tension in their striated (voluntary) musculature to be able to relax these muscle groups at a later time. Patients also receive detailed
instructions about the interaction of physiological and mental tension or relaxation. In a prede-

276

M. J. Fegg: Strategic Therapy in Palliative Care (page 271-308)

European Psychotherapy/Vol. 6 No. 1. 2006

european psychotherapy

termined sequence, different muscle groups are contracted for 5 s and then relaxed for 10 s.
Daily home practice, mostly assisted by audio tapes, is assumed. Progressive relaxation training may occur in individual as well as in group sessions. It has been shown to reduce nausea,
vomiting, and other psycho-physiologically adverse effects of chemotherapy in cancer patients
(MOLASSIOTIS ET AL., 2002). The procedure may also be applied to pain, depression, or anxiety.
For this reason, Progressive Relaxation Training may be termed the “aspirin of psychotherapy”,
for it seems to be applicable in a plethora of areas where it produces non-specific effects.
Controlled breathing is probably the most versatile of all the relaxation techniques. It is easy to
learn, may be used in almost any situation, and may be helpful for controlling all adverse symptoms. However, for patients with breathing difficulties this technique may be contraindicated
(TURK & F ELDMAN, 2000).
In attentional training, guided imagery may be used to enhance patients’ ability to use all their
sensory modalities (i.e., vision, audition, olfaction, gustation, and tactation) and thereby
increase their engagement. The therapist may ask the patient to imagine scenes, such as a
pleasant day at the beach. Such practice can be of assistance for patients by providing them
with opportunities to try a range of different scenes in order to learn to use all their senses and
to generate a set of images that is of particular use for them (T URK & F ELDMAN, 2000). In attentional training, different methods are described (F ERNANDEZ & TURK, 1989): (1) Those that
focus on the environment rather than on the body; (2) neutral images; (3) dramatized images
including the pain or discomfort component; (4) pleasant images; and (5) rhythmic activity.
A technique that must be viewed with caution given recent research results is thought stopping, a covert conditioning procedure. Patients learn to disrupt their ongoing negative thinking
with a loud “Stop”, further enhanced by noise from clapping their hands or hitting the table.
Patients are also taught to engage in predetermined positive self-verbalization. However,
research participants who were instructed to suppress a thought in this fashion showed an
increase in the frequency of the suppressed thought compared to participants who did not
receive such a suppression instruction (CLARK ET AL., 1991, GOLD & WEGNER, 1995).
Stress Inoculation Training (SIT) is a procedure that aims at general stress management. An
initial didactic phase focuses on an analysis of the problem and a formulation of a plausible
explanatory model. In the following practice phase, an alternative new behavior is tested under
induced and controlled stress conditions. The application phase involves the implementation
of the learned coping skills in everyday life. Especially with seriously ill patients who are hospitalized for longer durations, SIT may be used strategically. In this context, the elaboration and
written formulation of an emergency plan is also helpful.
The different procedures of cognitive therapy require that the therapist and the patient work
together to analyze the patient’s dysfunctional, mostly automatic thought patterns. The identification of the patient’s core assumptions is facilitated by extensive self-monitoring of automatic
negative thoughts to illustrate the connection between these thoughts and the patient’s emo-
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tions. A typical daily diary consists of a brief description of the problematic situation and of the
accompanying emotions and thoughts. The dialog with the therapist challenges the patient’s
typical dysfunctional thoughts and replaces them with appropriate ones (cognitive restructuring). Typical cognitive errors are overgeneralization (e.g., “This nausea will never stop.”), arbitrary inferences (e.g., “I lived wrong, that’s why I am sick.”), personalization (“Our friends are
not calling anymore because I’m sick.”), dichotomous thinking (e.g., “I’m a failure.”) and selective minimization or maximization (e.g., “The nurse was unfriendly today; she does not like
me.”). Their modification can be prompted with different cognitive techniques. In the Socratic
dialog, the therapist directs the patient’s attention to heretofore neglected aspects of the situation, to earlier experiences that contradict the present situation, or to alternative interpretations. The patient may also be prompted to supply “rational” answers and alternative thoughts.
For example, a patient with a dysfunctional, subjective theory of his or her disease may be
asked to list all variables that could have possibly contributed to the cancer. The technique of
hypothesis testing requires the patient to examine the accuracy, completeness, and logic of his
or her thoughts by gathering experiential data, evaluating them, and drawing conclusions.
Nevertheless, recent evidence suggests that some of the theoretical assumptions underlying
this procedure may have to be revised (TEASDALE ET AL., 1995; TEASDALE, 1999).
Numerous clinical studies have investigated the efficacy of the interventions described in the
preceding paragraphs. However, studies in the area of palliative medicine are few and far
between. Results from psycho-oncological research to date have been promising (H OLLAND,
2002, KIDMAN & EDELMAN, 1997, SPIRITO ET AL., 1988).

5. “Third wave”-therapies and other modern psychotherapy
methods
From the behavior analytic as well as the cognitive influences in behavior therapy, the third wave
of behavior therapy – following the purely behavioral (“classical”) and the cognitive phases –
has emerged in recent years (HAYES, 2004; SONNTAG, 2005). It consists of Functional Analytic
Psychotherapy (FAP; KOHLENBERG & TSAI, 1991), Dialectical Behavior Therapy (DBT; LINEHAN,
1996), Integrative Behavioral Couples Therapy (IBCT; JACOBSON & CHRISTENSEN, 1996),
Integrative Family Therapy (IFT; GRECO & EIFERT, 2004), the Cognitive Behavior Analytic System
of Psychotherapy (CBASP; MCCULLOUGH, 2000), Mindfulness-Based Cognitive Therapy (MBCT;
SEGAL ET AL., 2002), Behavioral Activation according to the late Neil Jacobson (MARTELL ET AL.,
2001) and Acceptance and Commitment Therapy (ACT; HAYES, STROSAHL, & WILSON, 2004).
The primary aspects of these therapeutic orientations (e.g., mindfulness, acceptance, values)
are essential in the psychotherapeutic treatment of palliative care patients; on the one hand,
the progression of the disease is inevitable; on the other hand, the time for a psychotherapeutic intervention targeting modification is often limited. Especially in this existentially signifi-
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cant life situation, questions as to the meaning in life and its values become increasingly important. So far, however, an integration of “third wave” therapies into psycho-oncology, palliative
medicine and hospice work has not occurred. For this reason, the following section will detail
the core concepts of these therapies and other related topics and thereby generate a first
approximation to new therapy methods in the areas of psycho-oncology, palliative medicine,
and hospice work.
Of course, foci must be selected: therefore, we will restrict our discussion to the following concepts: (a) mindfulness; (b) acceptance (with ACT as an example) and (c) values. Then we will
broaden our approach to include as a theme (d) the meaning-in-life, which is of major significance for seriously ill patients.
Many of these constructs have a long historical tradition, e.g., the concept of mindfulness originated in Buddha’s teachings. It is the core principle of the Buddhist “Theravada” tradition (i.e.,
the way of the elders; SCHMIDT, 2004). Other concepts were adopted from philosophy: It is
important to further elaborate their foundations, as new impulses for present-day research may
be gained from a thorough understanding of these concepts’ long and extensive tradition.

(a) Mindfulness
Mindfulness has been described as “paying attention in a particular way: on purpose, in the
present moment and non-judgmentally” (K ABAT-ZINN, 1984; K ABAT-ZINN, 1990; TEASDALE ET
AL ., 1995). The essence of mindfulness is to be fully aware of one’s experience in each
moment, equally open to whatever the moment has to offer, and free of the domination of
habitual, automatic, cognitive routines that are often goal-oriented and – in one form or another – related to wanting things to be different to what they are (T EASDALE, 1999). Mindfulness
may include qualities like non-judging, non-striving, acceptance, patience, trust, openness, letting go, gentleness, generosity, empathy, gratitude, and loving-kindness (S HAPIRO ET AL., 2002).
Unfortunately, the defining criteria and operationalization procedures for mindfulness have not
yet been determined (B ISHOP, 2002).
K ABAT-ZINN (1990) developed a structured group intervention termed Mindfulness-Based
Stress Reduction (MBSR). MBSR typically consists of 8 to 10 weekly group sessions, with one
session being a full-day “retreat”. In formal mindfulness practice, the participants sit quietly in
an erect and dignified posture and attempt, non-strivingly, to maintain attention on a particular
focus, commonly on their own breathing. When their attention wanders from the breath to the
thoughts and feelings that inevitably arise, the participants acknowledge and accept these
thoughts or feelings, let them go, and redirect their attention back to the breath. This procedure is repeated many times, whenever the participants notice that their attention has wandered. In informal practice, participants apply the same approach as often as possible during
their typical day, bringing the attention back to the “here and now”, using a focus on the breath
as an “anchor” whenever they notice that attention has been diverted. These meditation techniques are used to develop a perspective on thoughts and feelings so that they are recognized
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as mental events rather than as aspects of the self or as necessarily accurate reflections of reality. B ISHOP'S (2002) literature review summarizes the efficacy studies conducted so far and
concludes that considerable methodological problems necessitate more methodologically precise studies of MBSR’s effects.
Based on MBSR, TEASDALE ET AL. (1995) developed Mindfulness-Based Cognitive Therapy
(MBCT) for the treatment of depression. MBCT is a theoretically driven group intervention program that combines the attentional control training and implicit modification of affect-related
schematic mental models of MBSR with aspects of Beck’s cognitive therapy for depression. It
is explicitly designed to foster a decentered relationship to negative thoughts (“thoughts are not
facts”). Techniques to change belief in specific negative thoughts or assumptions are not
included (TEASDALE, 1999).

(b) Acceptance and Commitment Therapy (ACT)
ACT is based on an analysis of language from a functional contextual perspective (H AYES &
WILSON, 1994, HAYES ET AL., 2004). This “analysis suggests that it is common for humans to
regard some of their own private reactions (e.g., physiological sensations, affect, cognitive evaluations, and perceptions) as aversive and to make attempts to modify or eliminate these reactions. In general, however, attempts to control such aversive private events tend to be ineffective and paradoxically result in more of the same thoughts and emotions that the individual
was trying to avoid in the first place. In many instances, the individual may manage to achieve
some short-term relief from these noxious thoughts, feelings, or sensations; however, this
short-term relief often is associated with additional long-term difficulties” (e.g., substance
abuse, physically avoiding people, places, or things that evoke the emotion; C ALLAGHAN ET AL.,
2004, p. 196). ACT emphasizes acceptance as an essential skill that aids in moving clients
toward their specified values. The goals of ACT are “to help the client recognize the ineffectiveness of experiential avoidance and to develop a new, more effective repertoire for experiencing painful thoughts and feelings. This new repertoire is always based on the client’s personal set of values and goals for therapy.” (C ALLAGHAN ET AL., 2004, pp. 196-197)
The acronym FEAR describes ACT’s explanatory model for human suffering:
• Fusion. The descriptors of private events are cognitively fused with the person. For example,
the statement, “I am depressed,” denotes a state of being and thus fuses the person with the
descriptor (“depressed”). A statement such as, “I am a person who presently has a feeling
that could be described as ‘depression’,” would be more precise.
• Evaluation. Evaluation may serve to label experiential avoidance. The goal, however, is to be
present in the here and now.
• Avoidance. Avoidance of unpleasant private events: ACT encourages their acceptance.
• Reasons. Individuals constantly give reasons for private and public events. Experiential avoidance may result from the confusion of reasons with causes.
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The acronym ACT summarizes the ACT approach:
• Accept your reactions and be present! This means that actively accepting a situation, an emotion, etc., as it is presents an alternative to experiential avoidance. Feeling better is not at the
heart of the matter, but becoming better at feeling is.
• Choose a valued direction! Giving one’s life a value-oriented direction that is experienced as
worthwhile.
• Take action! Denotes engaged behavior: Choosing a valued direction is the first step, actually moving one’s feet into the direction is the second.
SONNTAG (2005) provides a concise overview of ACT. Its therapeutic process consists of the following phases:
1. In the first phase, clients are brought into contact with the reality that previous struggles to
control their inner experiences have been unsuccessful (HAYES ET AL., 2004). “Creative
hopelessness” is generated, which forms the starting point for a new beginning. A variety
of metaphors, detailed in HAYES ET AL. (2004), are employed to initiate an experientially oriented therapeutic process.
2. In the second phase, clients are helped to see that not only their previous struggles to control private events have been unsuccessful but that these struggles have actually made matters worse.
3. The third phase of ACT further increases acceptance.
4. The fourth phase of ACT focuses on the “discovery of the self.” HAYES ET AL. (2004) differentiate the conceptualized self, ongoing self-awareness, and the observing self.
• The conceptualized self: “We humans do not merely live in the world, we live in the
world as we interpret it, construct it, view it, or understand it. […] Clients have told stories, formulated their life histories, defined their dominant attributes, compared their
attributes to those of others, constructed cause and effect relations between their histories and attributes, and so on. […] The conceptualized self can create severe problems.”
(HAYES ET AL., 2004, p. 192f)
• Ongoing self-awareness: From a behavior analytic perspective, awareness is the continuously ongoing verbal responding prompted by one’s own behavior. Rather than focusing on the specific content of self-knowledge, ACT promotes flexible and functional
aspects of self-knowledge (HAYES ET AL., 2004).
• The observing self is the location that remains after all content has been subtracted. “For
example, notice what is consistent in answers to the questions ‘What happened to you
yesterday?’ ‘What did you see?’ ‘What did you eat?’ […] The ‘I’ that is referred to is not
just a physical organism, it is also a locus, place, or perspective.” (H AYES ET AL., 2004,
p.195f).
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The juxtaposition of conceptualized and observer selves and the promotion of self as a
perspective serve to undermine the fusion with the conceptualized self.
5. Values come to the fore in the fifth phase: Clients learn to formulate their own values and
begin to orient their lives toward them.
6. Finally, the sixth phase of ACT involves securing a commitment from the client and implementing behavior change strategies.
There are multiple studies reporting the effectiveness of ACT with a number of populations
(Callaghan et al., 2004; Hayes et al., 2006). So far, clinical psychotherapy outcome studies with
palliative care patients have not been conducted. Presumably, some aspects of the intervention would have to be modified.

(c) Values
SCHWARTZ AND B ILSKY'S (1987) circumplex model of human values, empirically tested with
more than 40,000 participants worldwide (SCHWARTZ & B ILSKY, 1990; SCHWARTZ ET AL., 2001),
has not received much attention in psychotherapy. Ten motivationally distinct domains were
derived from sets deemed representative of universal human requirements and validated in
cross-cultural research projects (SCHWARTZ & B ILSKY, 1990). Each value domain was defined in
terms of its central goal (that is, the desired end state to which it is directed).
Values are cognitive representations of goals or motivations that are important to people. They
can be described as emotionally and cognitively relevant principles guiding people’s lives

Figure 1. Theoretical model of structure of relations among 10 value constructs (Schwartz et al., 2001)
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(ROKEACH, 1973). Values are closely connected to needs. However, while needs are not evaluated as “good” or “bad,” values always have a positive connotation. As a transsituational reference system, they offer orientation and influence behaviour (ROCCAS ET AL., 2002). Values
are relatively stable and conceptually related to personality characteristics. However, they are
different constructs: Traits refer to what people are like, values to what people consider important. There is some evidence that, while traits have stronger influence on behavior over which
individuals have little cognitive control, values affect behavior under more voluntary control.
Following Schwartz’s value theory, it has been demonstrated that patients with self-transcendent values (universalism, benevolence), who are concerned about global contexts (“macro
worries”), are more likely to be satisfied in their subjective well-being than patients with “micro
worries” who are concerned with self-enhancement values (power, achievement, hedonism;
Boehnke et al., 1998). Another differentiation is between the value domains openness to
change (self-direction, stimulation, hedonism) and conservation (security, conformity, tradition). Confirming Terror Management Theory, it has been shown that proselfs are more likely
than prosocials to endorse self-transcendent values under mortality salience (GÄRLING, 1999,
JOIREMAN & DUELL, 2005). In palliative care patients, there also is a shift towards self-transcendence (F EGG ET AL., 2005). Compared with healthy adults, palliative care patients scored significantly higher in benevolence and lower in self-enhancement values. Conservation values
(security, conformity, tradition) were correlated with higher levels of individual quality of life.
Values present both resources and difficulties in psychotherapy. Reflecting on lived values or
on opportunities and capacities for behavior in the service of one’s values may create experiences that counter suffering and illness. However, values may become problematic (a) when
they cannot be lived because of situational constraints or a lack of necessary skills, for example; and (b) when conflicts between core values and core needs arise.

(d) Meaning-in-Life
Many seriously ill patients question the meaning of their disease, the (remaining) meaning in
their life and regarding their future. Questions as to how to maintain meaning in one’s life or
how to restore it gain in significance. For this reason, we extend the third wave therapies to
include this component. The following paragraphs will outline a few positions on the topic
“meaning-in-life”.
Questioning the “meaning in one’s life” must be distinguished from questioning the “meaning
of life” (e.g., Leibniz’ question: “Why is there something rather than nothing?”). For pragmatic
reasons, psychotherapy focuses on the discovery of personal meaning in one’s life. Questions
as to the meaning of existence in general are more appropriately addressed by philosophy.
However, one may assume that both kinds of meaning are required for effective coping with
suffering, illness, and death (WONG & F RY, 1998).
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The construct “meaning-in-life” has only recently entered clinical research. MOADEL ET AL.
(1999) surveyed cancer patients and assessed their most important needs: 40% of the
patients needed help discovering meaning in their life. M EIER ET AL. (1998) found that 47% of
the physicians who had granted at least one request for assisted suicide cited the patients’ “loss
of meaning in their lives” as a reason for the request. Furthermore, B RADY ET AL. (1999)
showed that cancer patients who reported a high degree of meaning in their lives were able
to better tolerate severe physical symptoms than patients who reported lower scores.
F RANKL'S (1976) achievement was to draw attention to the significance of existential questions
for psychotherapy. His personal history as a survivor of the Nazi concentration camps led him
to develop logotherapy, which subsequently underwent multiple extensions and modifications
(L ÄNGLE ET AL., 2005). Frankl defines “meaning” as the manifestation of values, which occurs
via three main paths: Creativity (e.g., work, deeds, dedication to causes), experience (e.g., art,
nature, humor, love, relationships, roles), and attitude (one’s attitude toward suffering and existential problems). Some of Frankl’s basic concepts include: “1. Meaning of life – life has meaning and never ceases to have meaning even up to the last moment of life, meaning may
change in this context but it never ceases to exist. 2. Will to meaning – the desire to find meaning in human existence is a primary instinct and basic motivation for human behavior. 3.
Freedom of will – we have freedom to find meaning in existence and to choose our attitude
to suffering” (B REITBART, 2002, pp. 7-8).
WONG (1998b) summarized the criticisms raised against logotherapy: The main weakness of
logotherapy is that its principles are stated in philosophical terms or in metaphor. This vagueness precludes scientific analysis. Another common critique of logotherapy is that it overemphasizes values and spirituality. The third criticism alleges that Frankl’s writings are faithfully proclaimed by many of his disciples as if they were “the sacred scriptures”. Within the logotherapy movement, there seems to be little evidence of critical self-examination and creative tension.
Contrary to Frankl’s approach and to existential therapy, Maslow (1943) assumes that individuals’ needs are organized hierarchically. His hierarchy of needs consists of five levels: physiological needs; needs for safety; needs for belonging/love; needs for esteem; and, finally, selfactualization.
The four lower levels are grouped together as “deficiency needs”, while the top level is referred
to as “being needs”. While our deficiency needs must be met, our being needs are continually shaping our behavior. The basic concept is that the higher needs in this hierarchy only come
into focus once all the needs that are lower down in the pyramid are mainly or entirely satisfied. GASIET'S (1981) approach, postulating a hierarchical organization of physiological core
needs, fundamental interpersonal needs, and needs for social status and meaning, is similar.
ALLPORT (1955) differentiates between deficiency and growth motives. Growth motives include
long-range purposes and striving toward distance and goals.
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Figure 2. Maslow's (1943) Pyramid of Needs.

ANTONOVSKY'S (1997) salutogenesis focuses on what allows people to maintain or restore their
health in the presence of persistent burdens and stressors. He coined the term sense of coherence to describe a global attitude that expresses the degree to which a generalized, lasting, and
dynamic feeling of trust, composed of comprehensibility, manageability und meaningfulness,
is present.
The classical coping model according to L AZARUS AND FOLKMAN (1984) was expanded to
include a meaning component. FOLKMAN AND GREER (2000) speak of meaning-based coping,
when unachievable goals are abandoned and new ones are formulated, which then seem to
become worthwhile or achievable.
Giving meaning to negative events in times of crisis may constitute a form of control. It may
help the person to make sense of these negative events and bolster his or her self-worth (F EGG,
2004, H ILBERT, 1984, SNYDER & P ULVERS, 2001, TAYLOR, 1983). Several authors (e.g., DEVOGLER
& EBERSOLE, 1981; EBERSOLE & DEPAOLA, 1987; EBERSOLE & DEPAOLA, 1989; ERIKSON, 2003;
TAYLOR & EBERSOLE, 1993) propose a dependence between the questions for meaning and a
person’s developmental level or age cohort. JANOFF-B ULMAN AND YOPYK (2004) describe two
different concepts of meaning: one revolving around comprehensibility, the other around significance. In the aftermath of an extreme, negative life event questions arise about the comprehensibility of the event. There is a human need for a “comprehensible, meaningful and just
world” (LERNER, 1980). Positive illusions of control or influence over one’s own fate (TAYLOR,
1989) may constitute physically healthy individuals’ basis for mental health. On the other hand,
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a meaningless world, in the sense of a random, incomprehensible world, is one that induces
intense anxiety and dread. Coping processes following a diagnosis of a serious illness involve
moving from a blanket perception of randomness and uncontrollability to attempts to minimize
these views. Importantly, the literature also points to a potentially positive impact of traumatic
life events on meaningfulness. The term “posttraumatic growth” reflects this new attention to
the “benefits” of victimization (C ALHOUN & TEDESCHI, 2001; TEDESCHI ET AL., 1998). Between
75 and 90% of victims gain in strength through suffering and report a greater appreciation of
life, particularly in life domains such as close relationships, nature, and spirituality (Tedeschi et
al., 1998). Survivors reprioritize what is important to them: They make conscious choices about
how to live their newly valued lives.
Although the importance of meaning has been repeatedly emphasized, there is no agreedupon definition of meaning. Even the nature and the number of the domains that may comprise or influence meaning is unclear: B AUMEISTER (1991) lists four1; R EKER AND WONG (1988)
twelve2 sources of meaning. One has the impression that other authors do not differentiate
(a) meaning-of-life from meaning-in-life, (b) comprehensibility as meaning, (c) comprehensibility as a relation among events, and (d) meaning as a consequence of a value-directed life,
etc.
Meaning-in-life probably occurs on different levels. Baumeister and Vohs (2002) distinguish
lower and higher levels: Low levels involve concrete, immediate, and specific meanings, whereas high levels invoke long time spans and broad concepts. A shift upward to a higher level of
meaning is typically experienced as a very positive event that brings satisfaction and pleasure.
But a happy life and a meaningful life do not seem to be the same thing. B AUMEISTER (1991)
reviewed evidence showing that having children reduces parents’ happiness and life satisfaction, but that this loss of happiness may be compensated by an increase in meaningfulness. It
would be excessive to conclude that happiness and meaningfulness are opposites. Rather,
meaning may be necessary but not sufficient for happiness (B AUMEISTER & VOHS, 2002).
R EKER ET AL (1987) view meaning-in-life structurally as an idiographic, three-dimensional construct composed of cognitive, motivational, and affective components. The cognitive component consists of the individually constructed value system within which people deem themselves and their environment meaningful. Motivationally, it implies the selection and the pursuit of activities and goals, which seem worthwhile within the individual’s value system. Finally,
the affective component encompasses feelings of contentment and fulfillment, evoked by the

1 1. Need for purpose, 2. values, 3. sense of efficacy, 4. self-worth.
2 1. Meeting basic needs (e.g. food, shelter, safety), 2. leisure activities or hobbies, 3. creative work, 4. personal
relationships (familiy or friends), 5. personal achievement (education or career), 6. personal growth (wisdom
or maturity), 7. social and political activism (e.g. peace movement, antipolluation campaigns), 8. altruism, 9.
enduring values and ideals (truth, goodness, beauty, justice), 10. traditions and culture (heritage, ethnocultural
association), 11. legacy (leaving a mark for posterity), 12. religion.
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achievement of goals and by a positive attitude toward life. The cognitive component provides
a basis for the motivational and affective components as well.
Meaning-in-life can be defined as an “individually constructed, culturally based cognitive system that influences an individual’s choice of activities and goals, and endows life with a sense
of purpose, personal worth, and fulfillment” (WONG & F RY, 1998, p. 406-407).
It is hypothesized that authentic personal meaning involves all three elements. The absence of
any one element will undermine personal meaning. Subsequently, WONG (1998a) added additional components: social (comprising love, caring, relationship) and personal categories (comprising intelligence, education).

6. Psychotherapy in Palliative Care
A small but growing literature is developing on psychotherapeutic interventions for palliative
care patients. We will limit our discussion to those interventions that are based on the principles described in the preceding sections.
CHOCHINOV (2003) defines dignity as a multifactorial construct which incorporates physical,
pychological, spiritual, and social aspects of the illness experience. A factor analysis suggested
six dimensions describing aspects of the dying patients’ experience (H ACK ET AL., 2004): Pain,
intimate dependency, hopelessness/depression, informal support network, formal support network, quality of life. In a qualitative analysis (CHOCHINOV ET AL., 2002b), three major categories
emerged: Illness-related concerns, a dignity conserving repertoire, and a social dignity inventory. Loss of dignity is associated with both psychological and symptom distress, heightened
dependency needs, and loss of will to live (C HOCHINOV ET AL., 2002a).
In Dignity Psychotherapy (CHOCHINOV, 2002), patients are offered the opportunity to speak of
issues they hold to be most important, such as recounting aspects of their life they feel most
proud of, things they feel are or were most meaningful, the personal history they would most
want remembered; or words they might provide in the service of helping to look after their family and friends, such as hopes, wishes, or directives for those they will soon leave behind.
Dignity psychotherapy sessions are taped, transcribed, edited for clarity, and quickly returned to
the patient. Dignity therapy is found to increase purpose, dignity, and the will to live. It reduces
depressive symptoms and is helpful also for the family (C HOCHINOV ET AL., 2005).
Meaning-Centered Group Psychotherapy (MCGP) is designed to help patients with advanced
cancer to sustain or enhance a sense of meaning, peace and purpose in their lives (B REITBART,
2002; B REITBART ET AL., 2004; GREENSTEIN, 2000; GREENSTEIN & B REITBART, 2000). The eightweek MCGP program (one one-and-a half hour session per week) includes the following sessions: 1. Summary of concepts of meaning and sources of meaning. 2. Cancer and meaning.
3 and 4. Meaning derived from the historical context of life. 5. Meaning derived from attitudinal values. 6. Meaning derived from creative values and responsibility. 7. Meaning derived
through experiential values. 8. Termination and feedback.
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MCGP uses a mixture of didactics, discussion, and experiential exercises that focus on particular themes related to meaning and advanced cancer. With this manualized group intervention,
patients are assigned readings and homework tailored to each session’s theme, which is then
discussed in the following session. Participants must be willing to help create meaning, both
for themselves and for the other group members. The intervention aims to help expand possible sources of meaning by teaching the philosophy of meaning on which the intervention is
based; by group exercises and homework for each individual participant; and by open-ended
discussion, which may include interpretive comments from group leaders (Breitbart, 2002).
The following approaches are not limited to palliative patients: In Meaning-Centered
Counseling MCC (WONG, 1998b), key concepts of existential psychology and logotherapy are
translated into cognitive processes that can be operationalized and subjected to empirical
research. MCC affirms that with proper counseling, all individuals can learn to live with dignity,
meaning, and purpose even when they believe their lives are not worth living because of suffering or loss of dignity. MCC is “a hybrid from an unlikely marriage between existential psychotherapy and cognitive/behavior psychology” (p. 403). Specific therapeutic goals include:
(a) Help clients to gain insight about their core values, deep-seated beliefs, existential concerns,
and the inner workings of their minds; (b) help clients to clarify their values and have clearer
ideas of what they really want in life; (c) equip clients with the necessary skills to cope effectively with life’s many demands; (d) provide social validation and establish meaningful relationships.
KEYES AND COLLEAGUES (2002) distinguish subjective and psychological wellbeing. Subjective
wellbeing encompasses a global evaluation of life in terms of contentment and balance of positive and negative affect. Psychological wellbeing concerns existential life questions and comprises six dimensions: Self-acceptance, positive relations with others, autonomy, environmental mastery, purpose in life, and personal growth (R YFF & SINGER, 1996). The Psychological
Wellbeing Scales measures these dimensions and shows differences regarding age, gender,
and cultural factors (RYFF & KEYES, 1995, RYFF & SINGER, 1996), personality (SCHMUTTE & RYFF,
1997), aging (H EIDRICH & RYFF, 1993), life changes (KLING ET AL., 1997, KWAN ET AL., 2003)
and difficult life events (R YFF ET AL., 1998).
Based on this multidimensional model FAVA ET AL. (1998) developed Wellbeing Therapy, which
aims at enhancing the patient’s mental wellbeing with techniques from cognitive behavioral
therapy (FAVA & R UINI, 2003). This kind of therapy is used for affective disorders, among others (FAVA ET AL., 1998), for relapse prevention in depression (FAVA ET AL., 1998), and for psychosomatic problems (FAVA, 1999).
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7. Strategic Brief Therapy and Strategic Functional Family Therapy
Strategic Brief Therapy (SULZ, 1994) is of multifaceted interest in palliative care: first, the formulation of a survival strategy aids the patient in his or her individual relationship formation;
moreover, Strategic Functional Family Therapy (SULZ & H EEKERENS, 2002) provides a valuable
approach for addressing the often challenging relationship issues among family members in an
inpatient context.
A core concept of the Strategic Brief Therapy is the survival strategy (SULZ, 2001) which contains the following logic:
“Only if I (observable behavior) … and as long as I never (avoidance of emotion) … may I
preserve (fulfillment of core needs) … and may I prevent (avoidance of putative consequences of emotion) …”
Aspects related to approach and avoidance connect the survival strategy to motivational
schemata. Survival strategies have the following characteristics (S ULZ, 1994):
(a) Unjustified generalizations (mistaking particulars for the whole)
(b) Dichotomous thinking (either/or, “and” – as a third solution – does not exist)
(c) Flawed causal reasoning (e.g., my behavior will cause my dad to leave us)
(d) Mistaking thoughts and feelings for actual events (e.g., if I feel I hate him and I have
the thought to kill him, this will happen)
(e) Overestimating other people’s power (e.g., he does not need me; he is far superior to
me)
(f) Underestimating one’s own power (e.g., I won’t be able to live without him or without
his positive attention).
Survival strategies are mostly implicit, unarticulated and unconscious. While such a rule may
have contributed to surviving and maintaining the homeostasis at an earlier childhood developmental level, it has become dysfunctional in adulthood. Difficult situations lead to symptom
development, which prevents a revision of the survival strategy based upon actual experience.
Therapy aims at an explicit formulation of the survival strategy and subsequent testing of the
strategy against reality, in the sense of empirical hypothesis testing (W RIGHT & B ECK, 1986) via
action that deliberately counters the strategy.
When working with palliative care patients, it is important to know the implicit survival strategy
as it concerns the building of reciprocal relationships (G RAWE, 1992). Upon conducting a vertical behavioral analysis (C ASPAR & GRAWE, 1982), the more superordinate plans of the patient
are identified and his or her identity goals are met in a complementary or alternative fashion.
The following table gives a summary of self-concept, worldview, core motives, behavioral patterns, and survival strategy of some clinically frequent personality types. For a more comprehensive treatment, the reader is referred to SULZ (1994) and F YDRICH (2001). The complementary relationship formation is primarily focused on the core motives that underlie the
respective personality style.
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survival strategies of selected personality styles. Adapted from Fydrich (2001) and Sulz (1994).
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Strategic functional family therapy (SULZ & H EEKERENS, 2002) is based on M INUCHIN'S (1981)
structural approach, HALEY'S (1977) strategic view of family homeostasis, and ALEXANDER AND
BARTON'S (1976) functional analysis of family patterns.
M INUCHIN (1981) categorized family structures with regard to their internal (intra-familial) and
external boundaries (between family and environment) and identified four common forms of
dysfunction:
1. Enmeshment (extreme closeness, diffuse boundaries between individuals),
2. Overinvolvement (as a form of excessive responsiveness and boundary transgression),
3. Rigidity (strong resistance to any form of change), and
4. Conflict avoidance (mostly by one member of the parental dyad).
The target of therapy is the restoration of clear boundaries and the hierarchy as well as the
communication of effective problem-solving strategies.
While HALEY (1977) points to the stabilizing effects exerted by mental and psychosomatic
symptoms on the family homeostasis, ALEXANDER AND BARTON (1976) investigate the instrumentality of the familial (i.e., problematic) behavioral patterns and focus individual therapy on
discovering novel behavioral alternatives that might fulfill the same function as the dysfunctional behavior or the symptom. Similarly to the individual level, family survival strategies may
also be formulated on the level of the family system, where they encompass the core family
needs, the core family anger, the core family anxiety, and family behavioral patterns (S ULZ &
H EEKERENS, 2002):
“Only if the family always (behavioral patterns of use to the family) … and if the family never
(avoidance of patterns harmful to the family) … the family can maintain (core family need)
… and the family can avoid (avoidance of a core family threat) ….”
The strategic functional family therapy focuses on the individual, on the family subsystems
(e.g., parents-children, male-female, etc.), and on the family as a whole with regard to the functional and dysfunctional behavioral patterns that may appear on the intra-familial level on the
one hand and in interaction with the environment on the other. Especially in an inpatient context, conflict-laden relationships are frequently experienced: Already protracted conflict situations as well as those partially exacerbated by the stress and the role strain connected with the
life situation place a considerable burden on the therapeutic team. It is often helpful to understand these conflicts in the context of the family survival strategies as defined during team sessions and supervisions. Analogously to working with the survival strategy on the individual level,
relationship building complementary to the survival strategy of the family may significantly
reduce the problematic behavioral patterns.
In the case of dysfunctional family communication, i.e., ambiguous or self-contradictory messages or the avoidance of particular content or the erroneous decoding of unambiguous mes-
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sages, the promotion of open communication or specialized communication training is indicated. Often, family members assume to protect each other by disregarding or discounting the
terminality of a family member’s medical condition. In clinical practice, an open family conversation is almost always experienced as a relief, for the energy required for avoiding a particular situation does not have to be expended anymore. Specialized communication training may
also be conducted to improve communication: This training consists of psychoeducational elements with concrete instructions and practical exercises (SCHULZ & VON THUN, 2001).
If a disruption in the family homeostasis has occurred, e.g., because a family member fell ill,
the following therapeutic strategy is recommended: (a) after having analyzed the homeostasis
of all individuals, subsystems, and family systems, the individual as well as the family survival
strategies are formulated. (b) Through role-play or other scenic presentation, each family member is able to experience the effects of his or her effort to maintain the homeostasis on other
members of the family. Special attention is given to the consequences of the changed role constellation due to a family member’s illness. (c) The other’s response attempting to restore or
maintain his or her homeostasis may further displace the family homeostasis from equilibrium.
(d) For this reason, alternatives for generating a new homeostasis are worked out. (e) These
solutions are presented and jointly discussed. (f) Repeated role-plays or scenic presentations
test the effects of the novel homeostatic effort. (g) Over time, the jointly achieved result is
examined. Subsequent sessions work on further improvement.

8. Theoretical Foundation: A “hot-cool”-Perspective
SULZ (1994) views the homeostatic effort as the central principle governing humans. He differentiates a voluntary from an autonomous mentality: The voluntary mind is our conscious
sensing, perceiving, feeling, thinking, and behaving. It is governed by the autonomous mind,
which treats our conscious mental apparatus “as a puppeteer would treat a marionette” (S ULZ,
2001). Analogous terms are experiential and rational systems (E PSTEIN, 1993) or implicit and
explicit systems (GRAWE, 1998). Homeostasis is achieved through self-regulation, i.e., through
organization without external directed control. This occurs through self-reinforcement (see
automatic reinforcement, HAYES ET AL., 2004). Moment-to-moment positive (reinforcing) and
negative (weakening) feedback processes generate a dynamic equilibrium. Concurrently, new
order parameters emerge that in turn generate stable equilibrium states (S ULZ, 2003).
M ETCALFE & JACOBS (1996) proposed a two-system framework for understanding the process
of self-control or “willpower” in the delay of gratification paradigm (M ISCHEL & EBESEN, 1970):
an emotional, hot system and a cognitive, cool system. The amygdala-based emotional, hot
system is largely under “stimulus control”, characterized by direct rapid automatic triggering,
conditioned responding, inflexibility, stereotyping, and affective primacy. In contrast, the hippocampus-based cognitive cool system is the locus of cognitive mediational processes, gener-
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ating thoughtful reflective reactions. It is narrative, recording autobiographical events, complete
with their spatial-temporal context, giving knowledge about sensations and emotions, thoughts,
actions, and context into an ongoing narrative that is coherent, goal sensitive, and strategic. It
is argued that the evolutionary adaptive value of the hot system comes from allowing quick
fight-or-flight responses under threat conditions without the need for time to think (M ETCALFE
& JACOBS, 1996). Such an emergency system can become maladaptive, however, if activated
indiscriminately in situations that require patience and reflective, strategic behavior.
Normally, encoding in the two systems is thought to operate in parallel, with the cool system
encoding the contextual panorama and the hot system contributing a “highlighting” of the
specifically fear-provoking (or emotional) aspects of the experience. Although at relatively low
levels of stress, the two systems work together, hot-system processing begins to dominate the
cool system as stress levels and negative arousal increase. The hot system and the cool system seem to respond differently to increasing stress. “The cool system shows a non-monotonic
response to increasing stress, much like the classic Yerkes-Dodson-Law. At low levels of stress,
mineralocorticoid receptors in the hippocampus produce an increase in responsivity, but at
higher levels of stress the successive occupation of glucocorticoid receptors, in addition to the
mineralocorticoid receptors, causes the hippocampus to become less responsive, and eventually, at extremely high levels, dysfunctional.” (M ETCALFE & JACOBS, 1996 , p. 2). Exposure to
chronic stress has been shown to be correlated with volume decreases in the hippocampus
(SAPOLSKY, 1996). In contrast, the hot system shows a simple increase in responsivity to
increasing stress (MCGAUGH, 1989).
The differential reactivity of these two systems in the presence of stress explains the necessity
to activate problems within therapy, one of the change processes according to Grawe (1998):
for only at a moderate arousal level is the cool-system sufficiently activated to develop novel
problem-solving strategies or to allow a recoding of distressing material (e.g., in trauma therapy). A purely rational disputation in a completely relaxed state, in contrast, does not lead to any
change. Clinical experience raises the question whether increasing stress actually prompts a
completely linear increase in the activity of the hot-system, as postulated. Exposure with
response prevention demonstrates a different experience: After having spent sufficient time in
the stress or fear-producing situation, habituation occurs, i.e., the arousal level decreases. It
would be helpful to empirically test Metcalfe & Jacobs' (1996) system in this regard.
“Thus, effective self-regulation hinges on being able to access cooling mechanisms to attenuate negative arousal and suppress hot system activation when needed” (M ISCHEL & AYDUK,
2002, p. 115). For this reason, especially the frequently extremely stressful situations of palliative care patients require a sufficiently large arsenal of “cooling strategies”: Among those are –
as described above – directed attention techniques (RODRIGUEZ ET AL., 1989, LEVY ET AL.,
2001), mindfulness, values work, meaning-in-life, and spirituality. The hot system comprises
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Figure 3: The cool and the hot systems during low and extreme stress (cf. Metcalfe & Mischel, 1999,
p. 15).
The left panel shows the hot/cool systems under low levels of stress. The right panel shows the
effects of extreme stress as seen with many palliative care patients: The hot system is hyperresponsive, whereas the cool system is becoming dysfunctional. Both systems show so-called "hot spots”
(i.e., fragments of feeling unconnected to other hot spots) and cool representations (differentially
intercorrelated).

survival strategies (SULZ, 1994) and motivational schemata (GRAWE, 1998). The findings of
AYDUK ET AL. (2002) support the adaptive value of activating a cooling strategy under hot,
arousing conditions that otherwise elicit automatic, hot-system responses.
In summary, many of the described techniques and interventions of “third-wave” therapies
(e.g., mindfulness, acceptances, values work) as well as meaning-in-life, spirituality, and survival
strategies can be categorized into the “hot-cool” perspective. Cooling strategies help palliative
care patients to compensate for the hyperactivity of the hot system. In general, there is a considerable need for the development of psychotherapeutic interventions specialized for palliative care patients. Most of the treatment programs described in the preceding paragraphs are
still in development, and the evidence for their use is too sparse to recommend any of these
programs for daily clinical practice. Interventions for family members are also needed, for the
impending death of their family member or partner may thrust them into a critical life situation.

9. Case Vignette
A 53-year-old patient approached me some time ago and said, “I need new ideas and strategies, so bad news won’t affect me anymore.” She had been diagnosed with a malignant lymphoma a few months ago and, according to the doctors, had only a few months to live. She
said she would like to process the terminality of her illness and develop perspectives that
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allowed her to meaningfully live out her remaining time. For quite some time she had felt some
pressure on her heart, but the results from a previous medical examination had been unremarkable.
During assessment of the patient’s history, it was noteworthy that the patient always considered herself too small with regard to her physical size of 156 cm. She did not go to college
(“That’s not necessary for women”), unlike her brother who became an historian and whom
she “always looked up to and admired.” Her mother was emotionally withdrawn. The patient
reported having had a positive and friendly relationship with her father.
Christine, as I choose to call this patient, showed the following survival strategy: “Only if I am
consistently friendly, lively, in motion, and if I never show my anger unmasked or am at rest, then
I can maintain sufficient attention and interest and can avoid loneliness and disappointment.”
There were no known physiological or physical preexisting conditions. The functional pressure
on Christine’s heart had occurred previously, several years ago when her daughter entered a
relationship with a man who abused alcohol and had lost his job in the course of his substance
use disorder: Christine had feared that her daughter could “socially drift” or get pregnant by the
man. As the relationship fell apart, Christine’s problem also remitted.
During her mental health assessment, Christine reported discomfort and distressing thoughts
of death and dying, feelings of loneliness and strong feelings of tension and arousal. In personal interactions, she was very friendly and attentive. Diagnostically, an adjustment disorder
(F43.2) was warranted; the criteria for a somatization disorder were not met.
The patient identified as her current resources: her relationship with her husband, with whom
she had had a very long loving relationship; generally her family, which included a son and his
family in addition to the now adult daughter; the family home, where she felt safe; her creativity (pottery and painting) as well as her engagement in the Catholic Church.
A SMiLE was administered and repeated at three different points in time (in two-month intervals).
The family domain (including the children in addition to the husband) was the most important
area and even had increased by the time of the fourth assessment. Physically defined power
(e.g., bicycling, gardening, etc.) was named only during the first two assessments and was then
replaced by mental power (e.g., inner balance, gaining strength from religion). Employment
was important only at the first assessment point, then leisure activities became increasingly
importance. Health was only mentioned during the first three visits. Finally, cultural activity constituted an additional domain (especially reading and listening to music). Across visits, creativity (pottery and painting) constituted a consistently important domain for meaning in life.
This simple example illustrates that three of the initially named domains were replaced in the
course of the repeated assessments (employment, health, and power). Domains that required
activity and effort lost their importance as the tumor progressed. The importance of family
clearly increased. If – as is the practice in numerous questionnaires – only the physical function had been assessed across time, one would conclude that the patient’s quality of life had
continually decreased as her illness progressed. However, a consideration of the patient’s con-
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Figure 4. The patient’s individual meaning in life as therapy progressed.
The diagram depicts the relative importance of five domains relevant to the patient’s individual
meaning in life, which sum to 100%. Furthermore, the global index of individual meaning in life is
presented. The figure does not indicate the patient’s contentment in any of these domains.

tentment with each domain even indicates a slight increase in the patient’s overall meaning in
life in the course of therapy (as shown by the thick line in Figure 4).
Similarly, the patient’s values were formulated by using the exercise “What do you want your
life to stand for” described in H AYES ET AL. (2004). Christine considered the question, “Who am
I and who do I want to be”, and how she wanted her family members to remember her: What
she wished her husband to think of her after death, and what she wanted her children, relatives, and friends to remember about her. The “Schwartz Value Survey” was also completed.
The following image emerged on her values disk (Figure 5).
Self-direction, as independence, autonomy, and personal control, was predominant, followed
by universalism and benevolence. The survival strategy had already indicated Christine’s striving for autonomy and her heightened activity level. This also related to her high level of creativity. Benevolence was also strongly pronounced and had been expressed for years with
Christine’s social engagement with diverse charities. In addition to other people’s wellbeing,
she was especially concerned with the wellbeing of the family members closest to her, for
whom she greatly cared. Finally, universalism also showed a special emphasis: Christine’s
engagement in “fair trade” also encompassed an interest in equality and understanding of
minority populations. Additionally, she worried about ecological nutrition and a careful treatment of nature.
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Figure 5. The patient’s value domains

The strongly pronounced self-transcendence of the patient is demonstrated by many seriously ill patients close to death (F EGG ET AL., 2005) of by experimental participants during conditions of mortality salience (JOIREMAN & DUELL, 2005). However, a one-sided orientation of the
value structure might become evident too: If the value disk would be thrown like a Frisbee, its
flight would be extremely unsteady or it would even crash because of the displacement of its
gravitational point. A stabile flight path requires a symmetric form and a balanced, even distribution of mass (cf. Hauke in this issue). Therefore, the therapeutic work determined which values could be found in the neglected domains of “self-enhancement” and “conservation” and
could be strengthened.
It became evident that the patient neglected herself through her lively, consistently active
behavior pattern. After empirical tests of the previously formulated and defined survival strategy had weakened the old patterns step-by-step, Christine was able to permit herself the
domain “hedonism”: Enjoying, pampering herself, and being pampered by others. Here, the
“little school of taking pleasure” was combined with other exercises from “Euthymic Therapy”
(LUTZ, 2000). Another domain that gained in importance was “safety”. This domain is particularly important for seriously ill patients, for they often experience an extreme loss of control due
to their illness. For the patient, religion and the unconditional support of her family provided
the sources of security and stability.
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One further aspect of the patient’s survival strategy was addressed in therapy: Her avoidance
of anger and rage. Role-plays as well as repeated empirical hypothesis testing taught Christine
to contact her avoided feelings and to express them appropriately, e.g., to her partner but also
to her doctors. She began to ask for more emotionality from her husband: She reported feeling livelier and rediscovering her “sassy” side.
Immediately at the start of therapy, mindfulness training was initiated: Christine began to sit
mindfully for ten minutes three times per day. She was instructed to focus on her breath and
to observe her thoughts, feelings, physical reactions, memories, and internal images during this
time. This practice was supported by audio-CDs. Moreover, Christine took regular lessons with
a yoga teacher.
In a behavioral therapeutic context, it was rather unusual that the patient reported several
dreams, which were discussed with her. In my opinion, one of these dreams is related to the
patient’s progression in mindfulness practice and demonstrates the increasing activity of the
observing self:
Masses of snow fall
From a window I observe gigantic masses of snow that crash into unknown depths. The
snow forms silent clouds, almost similar to the smoke columns of Aetna erupting at this
time, only in the opposite direction. Then I turn to a window in a right angle to the left and
see a huge roof avalanche plunging. I do not feel any fear in the presence of these events,
but I have the feeling that I have been walking around in different rooms for a while. It is
not cold, and I have food.

When anxiety emerged, the following thought helped her to manage her anxiety: “I view my illness as an adventure. My life is my adventure.” She actively processed death and dying: She
read the “Tibetan Book of Living and Dying”, while she also began to consciously enjoy her last
summer together with her husband and experienced phases of intense vitality: “I awoke this
morning with an urgent thought: I want to live, live, LIVE, LIVE, live, live, LIVE LIVE LIVELIVELIVELIVELIVE …………!!!!!!!!!!!!!!!!!!! The wish to let go with dignity is still present, still is there, but
it is far away “ (one of the patient’s emails to the therapist).
When the fear of death grew stronger, she practiced breathing techniques that she learned in
prenatal classes: She tried not to counter the fear, to breathe into it and not to engage in resistance. She commented this practice as follows: “I attempt to become a willow bending in the
wind and not the pine that breaks.”
Music became more important to her as well: “Since I peacefully have listened to Beethoven’s
piano sonata ‘The Hunt’, I tend to compare my mood to it. Although I still had a chemo day
ahead of me, I was touched by the light and joyful flowing of the melody and I related it to all

M. J. Fegg: Strategic Therapy in Palliative Care (page 271-308)

299

european psychotherapy

European Psychotherapy/Vol. 6 No. 1. 2006

levels of my inner life. That is, I feel quite well and cheerful … and I find my path acceptable,
even if it is a bit crazy.”
Christine learned to pay more attention to self-care and to reduce excessive responsibility: For
example, her sister-in-law took over caring for Christine’s demented mother. Christine took
more frequent breaks, which led to a clear reduction of her somatoform heart problems.
In addition to being able to express anger and to reduce her responsibilities, Christine deliberately implemented breaks for serenity and recovery. The value work produced increases in her
ability to enjoy/hedonism (concerning her partnership as well as her experience of nature) and
in security through her family’s support and her spirituality. She developed several anxiety management strategies, did not avoid fear, and integrated mindfulness training into her everyday
life.
When the disease progressed and Christine became physically weaker, the continuity of the
psychotherapeutic work was maintained by conducting home visits. Christine passed away
peacefully in the presence of her family.
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