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Abstract 

 

Background: Although psychosocial care has been regarded as central to 

palliative and supportive care, there have been few empirically tested approaches to 

individual intervention. Aim: The subjective experience of advanced cancer patients 

receiving a new manualized brief individual psychotherapy, referred to as Managing 

Cancer and Living Meaningfully (CALM), was examined prior to the initiation of a 

randomized controlled trial testing the effectiveness of this intervention. Design: Semi-

structured interviews were conducted with patients who had a diagnosis of advanced 

cancer, and who underwent the intervention. Setting/Participants: Patients were 

recruited from a large urban regional cancer center in Toronto, Canada. The 10 

interviewees included 7 women and 3 men. All had completed between 3 to 6 CALM 

sessions prior to the interview. Results: The CALM intervention was associated with 

profound and unique patient-identified benefits and no patient-identified risks or 

concerns. Five interrelated benefits of the intervention were identified: 1) a safe place to 

process the experience of advanced cancer; 2) permission to talk about death and dying; 

3) assistance in managing the illness and navigating the healthcare system; 4) resolution 

of relational strain; and 5) an opportunity to “be seen as a whole person” within the 

healthcare system. These benefits were regarded by participants as unique in their cancer 

journey. Conclusions: Findings from a qualitative study suggest that the CALM 

intervention provides substantial benefits for patients with advanced cancer prior to the 

end of life. Findings informed the development of a randomized controlled trial to 

evaluate the effectiveness of this intervention.  
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Managing Cancer and Living Meaningfully (CALM):  

A Qualitative Study of a Brief Individual Psychotherapy for Individuals with Advanced 

Cancer 

 

 

Introduction 

 

Psychological well-being is inevitably challenged in individuals with advanced cancer 

because of the profound and diverse stresses and burdens associated with it. These 

invariably include physical suffering and disability, the threat of impending mortality, 

dramatic alterations in support needs and personal relationships, and the challenge of 

navigating a complex health care system and making treatment decisions that have life 

and death implications [1, 2]. While the primary task at the end of life may be to face 

death with comfort, dignity and a sense of meaning [3, 4], those with a longer expected 

survival from advanced disease must navigate the simultaneous challenge of engaging in 

life while facing the imminence of death [5]. Sustaining such “double awareness” [6] is 

challenging and may lead to states of depression, demoralization [7], and a 

“psychological death” well before the literal end of life [2]. 

Empirically-tested, manualized group therapies for patients with advanced cancer 

have been found to improve psychosocial outcomes [8, 9]. Group interventions are 

considered cost-effective as well as having the potential to offer such benefits as peer 

support [10], normalization of the experience [11], and modeling of successful coping 

strategies [12]. However, recruitment for group interventions for individuals with 

advanced cancer is challenging [11-15]. In addition, individual psychotherapy tends to be 

preferred and is often more feasible to deliver in those with advanced disease; individual 

sessions can be tailored to the needs of individual patients and scheduled flexibly, taking 

into account other hospital appointments and fluctuations in clinical status [10, 11, 15, 

16]. Moreover, individual psychotherapy may be more appropriate for the discussion of 

intimate matters or private fears. Patients with advanced disease may need time to 

process these issues individually or with their partner before they can be shared in a 

group setting and before they feel able to absorb the fears and concerns of others in 

similar situations [12, 16]. 

While some manualized individual interventions included individuals with 

advanced cancer [17], to date, empirically-tested, manualized individual therapies that are 

specifically tailored to the broad range and unique needs of patients living with advanced 

cancer have not been available. Dignity Therapy is a brief individual therapy recently 

designed to address psychosocial and existential distress but is intended for patients near 

the end of life [3]. There is wide variability in the nature and extent of psychosocial care 

provided to patients with advanced disease and no widely accepted guidelines for 

minimal or optimal psychosocial care for this population. The lack of empirically 

supported manualized individual interventions contributes to this variability and to the 

difficulty in establishing practice guidelines [18]. To address this gap we have developed 

a brief, individual, manualized psychotherapeutic intervention designed to promote 

psychological growth and well-being and to alleviate distress in patients with advanced 

cancer [13]. This treatment, referred to as Managing Cancer and Living Meaningfully 

(CALM), was developed by a working group on psychotherapy for patients with 
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advanced disease, taking into account the findings of a longitudinal program of research 

on the psychological well-being of patients with advanced cancer [20, 21]. This paper 

reports findings from a qualitative study of patients participating in the pilot study of this 

intervention. 

 

CALM Goals and Process 

CALM is rooted in several broad theoretical traditions, including relational theory 

[22], attachment theory [23], and existential psychotherapy [24]. It also shares features 

with manualized supportive expressive [25], and meaning-centered [26] group 

psychotherapies applied to patients with advanced disease. The CALM intervention 

draws upon and complements these interventions, but is distinct from them in that it is 

designed as an individual therapy intended for patients with advanced disease to address 

the practical, relational, and existential domains of experience [19].  

CALM is a semi-structured intervention that consists of 3 to 6 individual sessions, 

each lasting 45 to 60 minutes, delivered over 3 months, with the option of 2 booster 

sessions depending on clinical need. The intervention provides support and the 

opportunity to reflect and process thoughts and emotions evoked by the disease and its 

implications. It is designed both to relieve psychosocial distress and to promote 

psychological growth and development, a goal that has been regarded as achievable in 

this population [27]. CALM sessions cover four broad domains: i) symptom management 

and communication with health care providers; ii) changes in self and relations with close 

others; iii) spiritual well-being or sense of meaning and purpose; and iv) issues related to 

advance care planning and to end of life (thinking of the future, hope and mortality). All 

of these domains have been identified as common areas of concern and sources of 

distress in advanced cancer populations [28]. The domains provide a framework for the 

CALM therapist, who aims to explore them with the patient over the course of the time-

limited therapy. However, the domains are often overlapping and the allocation of time to 

each domain is individualized, based on the concerns that are most salient or pressing to 

each patient.  

Although CALM is an individual therapy, participation of the designated primary 

caregiver (usually the spouse or other family member) in one session is encouraged, 

allowing for more effective assessment and enhancement of family adjustment. While the 

first session is conducted face-to-face, follow-up sessions may be conducted over the 

phone when disability or geographic distance limits the ability to attend sessions at the 

hospital.  CALM is designed to be delivered by trained mental health professionals with 

experience in psychosocial oncology. We have thus far trained social workers, 

psychologists, psychiatrists, psychiatric residents, and oncologists to deliver this 

intervention.  

The purpose of the present study was to understand the subjective experience of 

advanced cancer patients receiving this new, brief individual psychotherapy and to 

explore its associated patient-identified benefits and risks or concerns. This information 

was collected prior to the initiation of a funded, randomized controlled trial testing the 

effectiveness of this intervention.  
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Method 

Procedure and Sampling 

This pilot study of the CALM intervention was conducted at Princess Margaret 

Hospital (PMH), of the University Health Network, a large urban regional cancer center 

in Toronto, Canada. The study received approval from the University Health Network 

Research Ethics Board, and all participants provided informed written consent.  

Training of CALM therapists prior to this pilot study and ongoing supervision by 

the clinician investigators who developed the intervention (GR and SH) was provided. 

Therapists were deemed competent to provide CALM after attending an initial 4-hour 

training session, and 15 hours of case supervision. Weekly group supervision sessions for 

case formulation and discussion, aimed at ensuring treatment adherence, competence and 

ongoing skill development continued through the treatment process. 

Potential participants in CALM were identified through referrals to psychosocial 

services at PMH. Eligible patients were 18 years of age or older, fluent in English, had a 

diagnosis of advanced cancer with an expected survival of greater than 6 months, and 

were interested in individual psychotherapy to assist in coping with their cancer 

experience.  

A member of the research team (EF) who was not involved in the development or 

delivery of the CALM therapy designed the qualitative study and collected the qualitative 

data. Consecutive sampling of patients who had completed at least 3 sessions of CALM 

therapy was employed. The researcher contacted eligible patients to explain the 

qualitative interview and arrange a meeting time with interested participants. Participants 

were interviewed on average within 2 to 3 months of their last CALM session (with a 

range of 2 weeks to 8 months). The consent form was reviewed with the researcher and 

completed prior to starting the interview. Recruitment ended when data saturation had 

been reached.  

Interviews 

Semi-structured interviews were carried out with CALM participants. Initially, 

participants were given the opportunity to provide a free narrative related to their 

diagnosis and the impact of cancer on their lives. Then they were asked about their 

experience of the CALM therapy and to what extent the CALM experience contributed to 

changes in their cancer experience. Lastly, participants were asked about the nature, 

quality, and impact of other support that they received during their cancer experience.  

Analysis 

Interviews were audio-recorded and professionally transcribed verbatim and 

managed using the qualitative software program Nvivo8. Transcripts were systematically 

coded into anticipated (namely, the four CALM domains) and emergent themes using 

thematic analysis [29]. This is an iterative process whereby an initial set of themes are 

coded and a tentative coding scheme is developed. Within each transcript, one segment of 

text may be coded into more than one category, and some of the text may not be deemed 

relevant to any category [30]. Then, the tentative codes are applied to new transcripts, 

and revised to adjust for new information, until no new codes emerge [29, 31]. Coding 
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was conducted by one researcher (RN), and then reviewed by other members of the 

research team, including the researcher who conducted the interviews (EF).  

 

Results 

Sample 

Twenty-six patients were identified as eligible for CALM therapy between 

February, 2009 and August, 2010 and all consented to undergo CALM. These patients 

were all referred for psychosocial care by their oncologist for concerns including anxiety, 

difficulty coping, and depression.        

Of those, 17 (65%) patients completed at least 3 CALM sessions. Reasons for 

withdrawal of the 9 patients who did not complete 3 sessions included: geographic 

relocation (n=2), loss of interest (n=3), and death (n=4). Of these 9 patients who did not 

complete at least 3 CALM sessions, 5 completed 2 sessions, and 4 completed 1 session.  

Of the 17 patients who completed at least 3 sessions of CALM, 10 (59%) patients 

participated in the qualitative interviews. Of the remaining 7 patients, 3 died before being 

approached by the researcher, 2 patients refused to participate in interviews due to 

declining health, and 2 patients were unreachable.  

The 10 patients who participated in the qualitative interviews included 7 women 

and 3 men, who ranged in age from 49 to 70 years (Mean=59; SD=7.79). Eight 

participants self-identified as Caucasian, one as Asian, and one as Black. Eight were 

married and living with their spouse; 2 were single, with one living alone, and one living 

with adult children. The types of advanced cancer faced by these participants were 

diverse and included: lung (n=2), Hodgkin's lymphoma, breast, ovarian, prostate, 

cervical, brain, sarcoma, and multiple myeloma.  

Of the 10 interviewees, 6 received CALM therapy from a master's level oncology 

social worker, 3 from a psychiatrist, and 1 from an oncologist. Participants completed 

between 3 to 6 CALM sessions at the point of the interview; 4 patients were interviewed 

after completing 3 sessions, 3 were interviewed after 4 sessions, 1 was interviewed after 5 

sessions, and 2 were interviewed after 6 sessions.   

Interviews with participants ranged in duration from 45 to 90 minutes. In 2 cases, 

at the request of the patient, spouses were present during the interview and actively 

participated. Spouses who were present during the interview were asked to sign a 

companion consent form allowing the interview to be audio-recorded and transcribed. 

Interviews were conducted at a place of convenience to the patient; 6 of the interviews 

were conducted at the hospital, 3 were conducted over the phone, and 1 interview was 

conducted in the participant’s home due to compromised mobility.   

 

Findings 

All participants valued the CALM intervention and indicated that it made a 

positive and unique contribution to their cancer experience. No participants reported any 

risks or concerns associated with CALM. Five interrelated themes were identified based 
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on participant accounts of their CALM experience, which were: 1) a safe place to process 

the experience of advanced cancer; 2) the permission to talk about death and dying; 3) 

assistance in managing the illness and navigating the healthcare system; 4) the resolution 

of relational strain; and 5) the opportunity to “be seen as a whole person” within the 

healthcare system. These themes are discussed in detail below. Together, they capture the 

overall contribution of CALM to the participants’ cancer experience. This contribution 

was unique in that it provided an experience which was not encountered anywhere else 

along the participants’ cancer journey.  

A safe place to process the experience of advanced cancer. Participants spoke of 

the diagnosis of advanced cancer as bringing a heightened and urgent need for reflection 

and re-evaluation of plans and priorities. They spoke of the need to “define what living 

life to the fullest” means, to “reevaluate my life and what I place emphasis on”, to find 

meaning in life when “everything that gave you self-worth and identity is just slowly 

being taken away from you”, and to attend to new fears and concerns regarding pain and 

suffering at the end of life. Participants found in CALM a “safe place” in which these 

issues could be “verbalized” and processed through a dialogue with a trained health 

professional. Participants said that without such an opportunity, it might have been too 

difficult and overwhelming to reflect on the experience of advanced cancer. As one 

participant said: “it’s almost like I let myself think about it [my depressed feelings], 

because I knew I had a safe place to talk about it.”    

Participants commonly stressed that the safe, non-judgmental atmosphere of the 

CALM therapy was unique; all spoke of the difficulty discussing the experience of 

advanced cancer with family members or close friends. Participants described the 

reluctance to confide in others as emerging out of their wish to “protect” and to avoid 

“burdening” their loved ones with this new reality, and from their sense that their illness 

made others “uncomfortable”, “afraid”, or want to “pull away.” By contrast, they found 

that CALM therapy was an “arena for venting”, in which they could “dump” and 

“unload” their thoughts and feelings freely, and let “the floodgates open up.” As one 

participant described:  

“I guess the thing that I liked most about it [CALM] was that I could go and sort 

of whine if I wanted to, to somebody who was not a friend and not a family 

member…a person that I could go talk to and say whatever I wanted and not feel 

that I was going to put a burden on a friend or a family member. That was the 

most important thing to me. I’d say whatever I wanted, whatever I was concerned 

about, that was okay” (Participant #7) 

The sense of a safe space and time for reflection and communication was 

supported by the perception that the therapist is “a professional that’s seen this before.” 

The ability to speak with someone who is “knowledgeable about cancer” and who can 

“empathize in a very grounded, rooted way” added to the feeling of being understood and 

helped “normalize” emotions, physical symptoms, and concerns. Moreover, the 

opportunity to express emotions and concerns within a safe, non-judgmental environment 

allowed participants to gain new understanding, and to “work through” difficult 

emotions. In relation to this aspect of therapy, participants highlighted the importance of 

the therapist “steering me to go deeper” and asking “concrete and relevant questions” 
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while still being “gentle”, “not intrusive”, and “[not] trying to take me down any paths 

that I don’t want to go.”  

 

The ability to validate, normalize, and work through emotions in therapy was 

considered by participants to bring them a greater sense of peace and ability to cope. As 

one participant said:  

“It [CALM] is certainly making me more able to deal with the cancer. I think it’s 

helping me deal more effectively in all areas of my life…My life is better 

knowing I have a safe place for these things, which I didn’t necessarily have 

before” (Participant #6)  

Processing emotions was also associated with a sense of “growth as a person” and 

a greater capacity to face impending death. As one participant said:  

“I have to prepare myself for death, and she [the therapist] is managing to [help 

me] because feeling that I’m able to grow as a person, makes me feel like I will be 

able to handle death in a peaceful way” (Participant #5) 

The permission to talk about death and dying. Participants felt that there was an 

unspoken taboo about raising the topic of death and dying with friends and family, 

although this issue was what often concerned them the most. CALM was the only place 

in which a discussion of death and dying was encouraged and experienced as “part of the 

agenda.” The opportunity for this subject to emerge openly was experienced by them as a 

“huge relief.” Moreover, the chance to talk about death and dying in therapy helped 

patients to overcome their fears of raising this issue with loved ones and to initiate much-

desired open discussions with them:    

 

“When I spoke about death, my mom would get very upset…she didn’t want to 

hear it and I needed to talk about it…[after talking to my therapist] I told my mom 

that I’m not afraid of dying. I said, ‘you know, Mom, with my sickness, anything 

is possible so we have to talk about it whether you want to hear it or not.’ So now 

she’s open whenever I’m talking about things like that, she will sit down and 

listen….and I’m not afraid to talk anymore” (Participant #2) 

Assistance in managing the illness and navigating the healthcare system. The 

cancer-related expertise of the therapists allowed them to assist patients in managing the 

illness, its symptoms and side-effects, and in navigating the healthcare system. 

Participants reported many specific examples of such assistance, including receiving 

guidance on how to resolve financial issues affecting treatment and caregiving, and to 

arrange wills and power of attorney. In the excerpt below, one participant recalled the 

help the therapy provided her in assisting her young child adapt to her illness: 

“[CALM] gives you the opportunity to have somebody there that’s also a 

resource…for instance, at the beginning I was concerned about my son. How I 

would be able to tell him I had cancer? So in that respect the therapist was very 

good because she provided me with literature and she gave me ideas on how to 

deal with it so that was a big help, actually that was a huge help” (Participant #1) 
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This help was not only of practical benefit but its provision was emotionally 

meaningful within the therapeutic relationship, serving to enhance the bond with the 

therapist. Also, this assistance often had an impact on more than one life domain. For 

example, as captured by the excerpt below, the therapist helped one patient and his 

spouse to understand that his aggression and irritability may have been a side-effect of 

steroid medication. This information helped them to cope together with the “steroid 

storm” that had been so disturbing to both of them, and restored their relationship: 

 “One of the things that he [therapist] really has helped both of us with is the side 

effects of steroids. He really helped us so much because the steroids really have a 

negative effect on [my husband] as far as his personality. We shared that with him 

and he helped us to understand that that’s a perfectly normal thing to happen, and 

helped us to deal with it. We’ve always had a wonderful, really close relationship, 

but it was not good for the last year and a half because I was never used to this 

side of [my husband] that was coming out because of the side effects, so he 

[therapist] walked us through what he called the ’steroid storm’” (Spouse of 

Participant #9) 

 
The resolution of relational strain. A major struggle for participants brought on 

by the diagnosis of advanced cancer was the management of relationships with family 

members and their wider social circle. Participants felt that although those around them 

wanted to support them, it was often difficult for their loved ones to support them in ways 

that they experienced as helpful. For example, one participant reported that her husband 

“is so worried what the chemo’s going to do to me, that instead of communicating and 

giving me that support, he doesn’t communicate at all.” In this regard, participants valued 

the opportunity to bring family members to CALM sessions and to utilize these sessions 

to communicate with them in new and effective ways. For example, one participant said 

that a joint CALM session allowed both her and her husband to “be distraught together” 

without increasing each other’s distress for the first time, because of the presence of the 

therapist who “was a grounding, safe person that we knew was there.”  

In addition to the impact on their relationships with spouses, participants 

described CALM as helping them better understand and navigate the reactions of others 

to their diagnosis:   

 “[Cancer] is recalibrating my relationship with friends, or renegotiating…there 

are people who desperately want to be part of this because they want to help. And 

there are people who are very uncomfortable with this and don’t even want to talk 

about it and then there are people that may want to help but I actually don’t want 

them to help. So there’s the working your way through that…the therapy helped 

me let other people be who they are. I can choose not to be around someone 

whose reaction to this makes me uncomfortable…they’re not a bad person 

because it makes me uncomfortable, there’s no reason that they should know any 

better, it’s just what it is” (Participant #6)   

 

The opportunity to “be seen as a whole person” within the healthcare system. 

Participants described forming a strong bond with their therapists. They experienced the 

therapists as providing “understanding, warmth, kindness”, as individuals they could trust 
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and who “stood by me”, and who relate to them first and foremost as “a whole person.”  

In the context of a fragmented healthcare system in which they needed to be seen by 

different specialists, participants also appreciated the opportunity to have several sessions 

with the CALM therapist, and that they were able to maintain contact with their therapists 

after the termination of the intervention:   

  

 “I found it helpful when we parted that she [therapist] said the door is open, if you 

run into an issue that, you know, I can’t handle I could come back. So the door is 

not slammed in my face…So I felt that, you know, if the need arises I can come 

back…it’s like a relief valve” (Participant #10)  

 

The sense of “being heard” and “being seen” within the medical system, as a 

result of CALM, was profound. Participants regarded it as an experience which was not 

encountered anywhere else in their cancer care, and felt that it uniquely added to their 

experience of their care:      

 “I think it’s really important to provide funding for this kind of care and I think 

I’m probably more aware of it just because my husband has had cancer, heart 

surgery, and another kind of cancer. He has so many doctors and nobody puts it 

together. Everybody kind of looks at him as: “there’s a lung problem and there’s a 

bone problem, and there’s a skin problem”, so everybody is solving these little 

problems and nobody is looking at him as a person, and this therapy has been the 

only opportunity for us to be looked at as people by the medical system. And I 

think that that is really important because you are more than the sum of your 

parts. … certainly you need to fund drugs and everything else but somewhere 

along the line there also has to be the type of funding that looks at who people are 

in their entirety and that’s what a program like this does for people like my 

husband and myself” (Spouse of Participant #4)  

 

Discussion 

 

The subjective experience of CALM, a brief psychotherapy for patients with 

advanced cancer, was explored in a qualitative study of 10 patients who underwent at 

least 3 sessions of CALM during the pilot study of this intervention. The findings from 

this study demonstrate that CALM therapy was associated with profound and unique 

patient-identified benefits and no patient-identified risks or concerns. The positive effect 

of CALM was attributed by participants to the opportunity it gave them for 

communication and reflection, to assistance with practical problem-solving, and for the 

support it provided them in addressing the complex and distressing issues that the cancer 

had evoked within themselves and their family members. CALM was a unique 

experience in that the participants did not receive this kind of profound and practical 

experience anywhere else along their cancer journey.  

Participants in the CALM therapy valued having a time and place to discuss 

disturbing and potentially frightening matters related to their disease, their treatment and 

their prognosis. The importance of this safe place for them was underscored by the 
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urgency they felt to address life priorities and existential issues brought on by the 

diagnosis of advanced cancer. This sense of urgency was also identified in previous 

studies on the experience of individuals with advanced cancer [32, 33]. Also, despite 

feeling that their family cared about them, participants often felt isolated by their desire 

to protect their loved ones from the emotionally distressing implications of their 

condition [32-35]. Participants reported that the opportunity to talk freely in the CALM 

sessions provided emotional relief, greater understanding of their thoughts and feelings, 

and a sense of peace and personal growth. The latter is a goal that has been considered 

achievable in this population [27]. 

Our findings highlight important nonspecific therapeutic attributes of the CALM 

therapist. These include the nonjudgmental and empathic posture of the therapist and 

support for the reflective process. With regard to the latter, patients reported valuing the 

therapist’s “insider’s” perspective, which facilitated problem-solving and helped patients 

to feel that their experience could be more readily understood. This served to substantiate 

that CALM can be taught to and provided by a variety of oncology professionals as long 

as they have some previous training in psychotherapeutic principles, and can take an 

empathic and sensitive stance with their patients. We believe that a strength of the CALM 

intervention is that therapists from multiple disciplines can be trained to deliver CALM 

therapy as long as the integrity of the therapy is continuously monitored. While there may 

be discipline-specific differences amongst therapists in cancer-related knowledge, there is 

also much commonality amongst therapist in this respect, and the CALM intervention 

does not fundamentally vary based on the provider’s expertise.  

It is possible that our free narrative interview strategy resulted in findings that 

highlight more nonspecific therapeutic attributes than specific ones and that explicit 

interview questions about the domains that the CALM intervention aims to target could 

have revealed more CALM-specific benefits. Having said that, the general therapeutic 

attributes that we identified have also been reported by others in regard to 

psychotherapeutic interventions with cancer patients [36, 37]. For example, in a 

qualitative study that compared between the experiences of cognitive-behavioural therapy 

versus relaxation therapy for cancer patients, it was reported that the element that patients 

found most helpful was identical across the two approaches, namely, the therapist’s 

ability to respond in a caring and empathic manner to their concerns [35].     

Patients in CALM therapy reported appreciating the flexible structure of the 

therapy, which respected their individual needs regarding the pacing and content of the 

sessions, and the opportunity in CALM to address both practical and existential issues. 

That combination of the practical and the profound is central to CALM, and has been 

recognized by others as an important attribute of psychotherapy in the context of cancer. 

For example, Boulton et al. [38] reported that although patients served by psycho-

oncology services appreciated the opportunity to express feelings and to reflect, their 

most common source of dissatisfaction with counseling in this context was that it was too 

abstract and not practical enough. Notably, our analysis suggests that the provision of 

practical support in sessions was not only perceived as valuable in its own right but that it 

also enhanced the depth of the therapeutic relationship. The nature of this practical 

support may vary depending on the needs of the patients and the discipline-specific 

knowledge of the therapist. 
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There was a reverberating benefit of CALM in that it empowered participants to 

discuss issues with their families or close friends that they had previously found difficult 

to address. In particular, participants found the opportunity to discuss mortality-related 

concerns in the CALM sessions to be uniquely valuable and relieving, and that it 

facilitated subsequent conversations with family members. Indeed, we [21] and others 

[38] have observed that silence in families about end-of-life issues is common in the 

context of advanced cancer and problematic for patients in this circumstance. As has been 

noted in group interventions, the opportunity to discuss death and dying in the safety of 

therapy helps to reduce the associated anxiety and sense of isolation [39]. Furthermore, 

our findings suggest that CALM has the potential to facilitate relational growth and 

improve the ability of patients and their family members to support each other. This is 

noteworthy given the negative impact of advanced cancer on family caregivers’ 

psychological well-being [40, 41] and marital functioning [41]. All participants in our 

study utilized the option to invite a spouse or family member to participate in CALM 

sessions, and perceived the joint sessions as uniquely beneficial. This finding 

demonstrates that optimal psychosocial care for individuals with advanced cancer must 

take into account the patient-caregiver unit [42, 43].                

Lastly, the private nature of the conversation and the individual relationship with 

the therapist was emphasized by all participants as being important in the perceived 

benefit of CALM. This is consistent with the findings that a positive therapeutic 

relationship is associated with beneficial psychotherapy outcomes in both non-medical 

populations [44], and in cancer patients [9, 35, 37, 45]. In the context of advanced cancer 

and a busy medical setting, a meaningful relationship was recognized by participants as 

rare and unique. In contrast to many other interactions with health care providers in the 

cancer setting, the CALM intervention allowed participants to feel seen as whole persons 

within the healthcare system. In this way, CALM appeared to act as an antidote to the 

sense of dehumanization and compartmentalization that can affect both patients and 

health care providers in high volume medical settings that treat seriously ill patients [46].   

While we believe that all advanced cancer patients who are interested in 

psychotherapeutic support may benefit from CALM, resource constraints may enable 

only those who are distressed to be offered this intervention. Consequently, our current 

randomized controlled trial testing the effectiveness of this intervention aims to 

demonstrate a reduction in depressive symptoms and other distress markers in the 

intervention group compared to usual care. Toward this end, recruitment strategies in the 

randomized controlled trial involve selectively recruiting participants based on their 

depression scores on routine distress screening conducted in oncology outpatient clinics, 

rather than based on referrals to psychosocial care, as in the present pilot study. The 

present qualitative study was an important first step prior to the implementation of the 

randomized controlled trial [47]. By highlighting patient-identified benefits of CALM, 

this study informed the therapeutic intervention by emphasizing the importance of 

elements such as empathy, pacing, the emotional meaning of practical support, and 

inquiry into dying and death-related concerns. Further, it served to confirm the relevance 

of secondary outcome measures chosen for the randomized controlled trial, including 

measures of post-traumatic growth, spiritual well-being, relationship quality, and distress 

related to dying and death.  
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There are a number of limitations to the present study. The participants were all 

English-speaking patients receiving care in a large urban comprehensive cancer center 

and so may not be representative of the general population of cancer patients. Further, the 

participants were selected cases identified for referral to a psychosocial oncology clinical 

service and therefore may not be representative of a broader cross-section of patients with 

advanced disease. While this limitation may have biased our findings towards a positive 

evaluation of CALM, the data helped us identify the elements of CALM that patients find 

to be most helpful. Some of the limitations of the present study will be overcome in the 

large randomized controlled mixed-method trial which is now underway.  

 

Conclusion 

 

Although psychosocial care has been regarded as central to palliative and 

supportive care, there have been few empirically-tested approaches to individual 

intervention. CALM is unique in that it is a brief, semi-structured, manualized individual 

intervention tailored to the needs of patients with advanced disease, addressing the 

multiple practical, relational and existential challenges that both they and their families 

face. The qualitative findings reported here regarding this novel psychotherapeutic 

intervention are most encouraging, suggesting that it provides benefit for patients at a 

uniquely vulnerable time in their lives.  

An intervention such as CALM has the potential to preserve quality of life and 

psychological well-being at a critical time before disease progression limits mobility and 

social engagement. The psychological state of flux produced by the diagnosis or 

progression of disease and by the threat of mortality may trigger not only psychological 

distress but also a greater openness to psychological help. An intervention such as CALM 

may give voice to what might otherwise be unspeakable and may diminish the sense of 

isolation that may affect those facing progressive disability and decline. Such approaches 

which are manualized and clinically relevant, can be taught, disseminated, and can 

contribute to the “search for meaning, well-being and self-care” [46] that may be 

important for patients who face the suffering and threat of mortality associated with 

advanced disease. 
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