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Abstract

Objective: Relapse fear is a common
psychological scar in cancer survivors. The
aim of this study is to assess the effects of
an abridged version of Acceptance and
Commitment Therapy (ACT) in breast cancer
patients.

Method: An open trial was developed
with 12 non-metastatic breast cancer patients
assigned to 2 conditions, ACT and waiting
list. Interventions were applied in just one
session and focused on the acceptance of
relapse fears through a ‘defusion’ exercise.
Interference and intensity of fear measured
through subjective scales were collected
after each intervention and again 3 months
later. Distress, hypochondria and ‘anxious
preocupation’ were also evaluated through
standardized questionnaires.

Results: The analysis revealed that ‘defusion’
contributed to decrease the interference of the
fear of recurrence, and these changes were
maintained three months after intervention
in most subjects. 87% of participants showed
clinically significant decreases in interference
at follow-up sessions whereas no patient in the
waiting list showed such changes. Statistical
analysis revealed that the changes in interference
were significant when comparing pre, post and
follow-up treatment, and also when comparing
ACT and waiting list groups. Changes in intensity

Resumen

Objetivo: El miedo a la recidiva es una se-
cuela psicolégica habitual en supervivientes de
cancer. El objetivo de este estudio es valorar
los efectos de una version breve de la Terapia
de Aceptacion y Compromiso (ACT) en pacien-
tes de cancer de mama.

Método: Se realiz6 un ensayo abierto en el
que participaron 12 pacientes no-metastdsicas
distribuidas en 2 condiciones, ACT vy lista de
espera. La intervencion se aplic6 en una tnica
sesion individual y se centré en la aceptacion
del miedo por medio de un ejercicio de “de-
fusion”. Después de cada intervencion y en
el seguimiento trimestral se midieron la inter-
ferencia y la intensidad del miedo mediante
escalas subjetivas. Ademas, las participantes
completaron las escalas HADS, MINIMAC e
IBQ.

Resultados: El 87% de pacientes que reci-
bieron la intervencion mostré disminuciones
clinicamente significativas en interferencia del
miedo a la recidiva en el seguimiento trimes-
tral, lo que no ocurri6 en ninguna paciente en
lista de espera. Los cambios en interferencia
fueron estadisticamente significativos en las
comparaciones pre, post y seguimiento, y tam-
bién en la comparacién con lista de espera.
Asimismo se observaron cambios en intensi-
dad, malestar emocional, preocupacion ansio-
sa e hipocondria.
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of fear, distress, anxious preoccupation and
hypochondria were also observed.

Conclusions: Exposure through ‘defusion’
techniques might be considered a useful
option for treatment of persistent fears in
cancer patients. This study provides evidence
for therapies focusing on psychological
acceptance in cancer patients through short,
simple and feasible therapeutic methods.

Keywords: Acceptance and Commitment
Therapy, ACT, cancer, psycho-oncology, relapse
fear.

Conclusiones: La exposicién mediante téc-
nicas de “defusion” puede ser considerada una
alternativa terapéutica para el tratamiento de
miedos persistentes en pacientes de cdncer.
El estudio aporta evidencia de la utilidad de
técnicas orientadas a promover la aceptacion
psicolégica en pacientes oncoldgicos aplicadas
mediante métodos terapéuticos breves y senci-
llos que son bien admitidos por los pacientes.

Palabras clave: Terapia de Aceptacién y
Compromiso, ACT, céncer, psicooncologia,
miedo a la recidiva.

INTRODUCTION

Relapse fear is one of the most fre-
quently recorded scars in cancer survi-
vors. It is a characteristic reaction in
cancer patients, typically referred to as a
‘Sword of Damocles” which threatens the
person and his family for the rest of his
life®. The possibility of illness progression
or relapse seems to be the main worry
shared by cancer patients® and is quite
persistent despite the passage of time'.
This fear can be increased by information
disseminated through the media and by
constant reminders of the disease includ-
ing experiencing minimal physical symp-
toms®. It is more common after diagnosis,
at the beginning and at the end of medical
treatment® and just before check-ups?”.
Some studies have found a connection
between psychopathological reactions
and relapse fear®?"

Different techniques have been pro-
posed to manage fears, intrusive thoughts
and problematic worries. Some of them,
such as thought stopping‘?, are aimed to
eliminate or suppress problematic or nega-
tive thought. Other known techniques, for
example ‘cognitive restructuring’ or ‘ration-
al emotive therapy’, are targeted to modify
or restructure irrational thoughts"'2. A
third perspective is oriented to the accept-
ance of negative thoughts. Acceptance is

included in various techniques used in
the psycho-oncology field as an expres-
sion of feelings in ‘Supportive-Expressive
Group Therapy’"™, ‘Adjuvant Psychological
Therapy’™ and narrative therapies'™, but
particularly in ‘Acceptance and Commit-
ment Therapy’ (ACT)"°.

Regarding efficacy, studies have shown
detrimental effects of efforts to avoid cog-
nitive contents, especially in the long
run'". Research on thought suppression
reveals that asking subjects to avoid spe-
cific thoughts can increase the frequency
of these thoughts!'®2%. Inefficacy of avoid-
ance as a coping strategy in cancer pa-
tients, is marked by a huge amount of
research?'??. Suppression is a specific
avoidance strategy, which when used as
a primary strategy of coping is associated
to a high level of depressive and obsessive
symptoms'”. Greater suppression efforts
of intrusive thoughts have proved to be
correlated with greater discomfort associ-
ated with such thoughts"?. An ineffective
pattern of suppression has been detected
in cancer patients”. ACT promotes ex-
posure as it is suggested in the most ef-
fective studies focusing on coping with
cancer?*?%, Nevertheless, acceptance in
ACT involves exposure not to avoided
situations but to avoided private events
(including thoughts or worries) which ac-
company the experience of cancer. Pos-
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sible benefits of ACT applied to cancer
patients are being highlighted®2%. Prom-
ising preliminary data has been present-
ed through case studies®®3" and clinical
trials?93239. Benefits of ACT are related
with improvements in emotional dis-
tress?®, mood?3¥, quality of life@#293233),
depression®?2%, health behavior®, post-
traumatic growth and spirituality®” and
valued areas®?. Improvements in distress,
mood and quality of life seem mediated
by variable ‘psychological flexibility’9.
Additional research is needed, including
studies oriented to clarify the contribu-
tion of different components of ACT to
patients’ progress. A previous study®® is
the direct precedent of this work. It ex-
plored usefulness of acceptance-based
techniques to cope with usual worries
in a subclinical healthy sample, through
an ACT-based brief protocol. 20 students
with maladaptive and intense concerns
were randomly assigned to 2 conditions
(ACT vs. waiting list). After treating par-
ticipants” concerns through a one-session
ACT-based exposure procedure, concerns
diminish in their intensity and interfere
significantly less in the following 6 weeks.
The present exploratory study replicates
the last study applying the same proce-
dure in breast cancer patients with a high
level of relapse fear which interfered with
actions in valued areas of their life. The
objective was assessing the effects of a
specific component of ACT oriented to
manage relapse fears, in order to explore
its possible benefits in cancer patients’
distress and activity.

METHODS
Participants

The study involved 12 women with dif-
ferent degrees of psychological scars after

breast cancer diagnosis. They had partici-
pated in activities organized by the Span-

ish Cancer Association (AECC), and were
aged between 31 and 74 (M = 49.4, SD
= 14.3). Inclusion criteria were stage |
or Il breast cancer diagnosis, absence of
other chronic or threatening diseases, no
previous severe psychological disorders,
not receiving psychological treatment,
a clinically significant degree of distress
measured by HADS, and revealing some
degree of fear or concern about recurrence
whose intensity reached a minimum of 4
on a scale of 1 to 10 (a score of 10 meant
extremely high intensity of fear of recur-
rence). Inclusion criteria also included fear
affecting/interfering at least one valuable
area. This meant that not only intensity
of fear was considered, but also to what
extent this fear affected their behavior in
any important or valued area of their life.
Degree of interference was also evaluated
with a minimum of 4 on a 1-10 scale (a
score of 10 meant extremely high interfer-
ence of fear with their behavior in a valued
areas). 15 patients initially participated, 8
of who received the intervention and the
other 7 constituted the waiting list used as
control. However, 3 patients in the waiting
list condition left the study before comple-
tion so their data are not presented. Table
1 shows the characteristics of participants
at baseline. Valued areas affected by the
thoughts about recurrence were mainly
those for domestic responsibilities (in 7
patients), and to a lesser extent on leisure
(4 patients). Other affected areas were “re-
lationship with children”, “social relation-
ships” and “study”.

Study design

This is an open trial with pre-, post-
and 1 and 3 months follow-up measures
with between-group and within-participant
comparisons. In the clinical condition
(called ‘ACT’), participants were treated
through a short intervention protocol, ap-
plied in a single one-hour individual ses-
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Table 1. Main characteristics of participants

Time from . . Emotional Fear Fear
Participant ~ Age  diagnosis Mar]til Medlcal** distress***  Intensity Interference
(months) status treatment 0-42 1-10 1-10
1 48 41 M CT,RT, M 13 6.5 6.5
2 50 24 M CT,M 15 5.5 7.5
3 59 42 M CTRT,T 24 8.5 7.5
4 38 7 M CT,RT M 12 5 5
ACT 5 40 1 M L 37 10 8
6 38 12 M CT,RT M 17 7.5 6.5
7 67 24 M RT, L 17 5 4.5
8 35 3 S CT L 16 5 8.5
Mean 46.9 19.2 18.9 6.6 6.7
9 74 66 S M 22 9 8
10 31 24 S CT RT, L 17 9 4
Control 11 45 46 M CT,RT, L 22 5 5
12 68 84 RT, M 25 6 6
Mean 54.5 55 21.5 7.2 5.7

Note: *S = single, M = Married, **CT = chemotherapy, RT = radiotherapy, M = mastectomy, L = lumpectomy,
*** Emotional distress was measured by the overall score on the HADS questionnaire. Values above 12 indicate

significant levels.

sion, held one week after the ‘pre’ evalua-
tion and functional analysis. ACT abbrevi-
ated protocol included three components.
The first on values clarification, the second
led to acceptance, and the third consist-
ing of a ‘defusion’ exercise. Results from 8
ACT condition participants were compared
with data from 4 patients in the waiting list
(called ‘CONTROL). Practical limitations
related to the fact that the participants in-
cluded in each condition resided in dif-
ferent cities prevented randomization and
collect exactly the same measures in both
groups (as will be shown below).

Acceptance and Commitment Thera-
py"'®3” based protocol components are de-
scribed below (a more detailed protocol
can be obtained from the first author, and
a detailed description of ACT components,
metaphors and exercises can be found at
the mentioned handbooks).

— Assessment of satisfaction and val-
ues clarification. The main objective was
to help participants to discriminate how
sometimes they were not acting in accord-
ance with their values, and how those oc-
casions, when deviated from their worthy
goals, could be related to the presence of
barriers associated with cancer. For this
purpose the ‘garden metaphor’ was suc-
cinctly presented®”.

— Component led to acceptance. Ori-
ented to make discriminate between be-
ing focused on private events and being
focused on the important goals in life, as
well as the ineffectiveness of attempts to
suppress private events. Participant’s ex-
perience was discussed, and the cost of
suppression attempts were also discussed
when valuable actions were abandoned.
Then, the possibility of acceptance was
introduced, meaning ‘acceptance of
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thoughts as thoughts’. This established the
discrimination between thoughts about the
future and the future itself, and between
having concerns and behaving as if those
concerns were true.

— Defusion. It included an exposure
exercise to private events. Patients were
asked to imagine their concerns placed in
a photo album. If thoughts appeared as
images they were invited to view them
as photos pasted on the album pages. If
thoughts appeared as words they were
invited to see them written as sentences.
During the exposure they were invited to
deliberately contemplate disease related
concerns. Patients were asked to practice
the exercise throughout the week each
time thoughts and concerns appeared.
They were encouraged to ‘contemplate
thoughts as thoughts’, especially when
they saw themselves stuck, and then were
asked to choose between moving for-
ward recognizing their thoughts as simple
thoughts, or staying still and following the
‘suggestive element’ of their thoughts. Par-
ticipants were assessed 1 week after the
intervention (post). Follow-up data was
collected 1 and 3 months later. As it was
mentioned above, due to practical limita-
tions, data from patients in the waiting list
were only collected coinciding with the
pre assessment and the 3 month follow-
up. Data analysis included within-subject
as well as between-group comparisons.
Statistical comparisons were performed as
described below.

Assesments

Participants were assessed through
scales and self-reports. All instruments are
referenced below. Hospital Anxiety and
Depression Scale HADS®® is a short and
simple 4-point Likert-type scale specifi-
cally designed to measure anxiety and de-
pression in patients with physical illnesses
which has been widely used with can-

cer patients®?. It also provides an overall
measure of emotional distress. It has been
validated with cancer patients“? show-
ing adequate internal consistency and
test-retest reliability“”. MINIMAC“? is an
abridged version of Mental Adjustment to
Cancer Scale® including five subscales
covering different ways of coping with
cancer. Original and Spanish version of
MINIMAC have been validated showing
adequate internal consistency“?. In this
study, only scores from Anxious Preoccu-
pation subscale were considered. IlIness
Behavior Questionnaire IBQ“ provided
an additional measure of the presence of
concerns about cancer through the Withe-
ley Index“*® which evaluates level of hy-
pochondria. A Spanish version has been
properly adapted and validated®”.
Participants were also evaluated
through Subjective Scales referred to the
prior week. These scales are self-report
measures of experienced fear, similar
to the ones used in previous studies on
ACT“®. Intensity and interference scales
have been already mentioned as they
have been used as inclusion criteria. Pa-
tients were asked to express overall as-
sessments of the fear of recurrence in
terms of its intensity and interference with
valued actions on a 1-10 scale. Subjective
scales were also used to assess the extent
to which participants in ACT condition in-
creased the frequency of valued actions,
the degree of satisfaction with these valu-
able actions, the degree of usefulness of
exposure strategies practiced in session
and when carrying out valuable actions,
and the difficulty to practice these strate-
gies, always referred to the previous week.
The scale called ‘Frequency of valued ac-
tions’ showed evaluation of the patient on
actions consistent with their own values
(for example, engaging in helping their
children with their homework in spite the
presence of fear and feeling like staying
alone). Frequency of valued actions was
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evaluated from 1 (never acting coherently
with personal values) to 5 (very often act-
ing coherently with personal values). The
scale ‘degree of satisfaction with valuable
actions’ ranged from 1 (not at all satisfied
with her valuable actions) to 10 (very sat-
isfied with her valuable actions). The scale
‘degree of usefulness of exposure strate-
gies’ ranged from 1 (not useful at all) to 5
(very useful). The scale ‘difficulty’ ranged
from 1 (not difficult at all to practice the
strategies they learnt during the session)
from 5 (very difficult).

Statistical analysis

Statistical analysis are presented us-
ing non-parametric tests adjusted to the
small sample size, Mann-Whitney U test
for comparisons between-group and Wil-
coxon test for within-subjects compari-
sons, a significance level of 95%. Effect
size (Cohen’s d) was also calculated for
the main variables at T and 3 months. Cri-
terion to consider large effect size (d=0.8)
was based on Cohen®?.

RESULTS

Firstly, pre-treatment differences com-
paring both conditions (ACT and Control)
are analyzed. Later, results from statisti-
cal analysis and size effect are presented.
Finally, results are completed which data
referred to an analysis based on clinical
significance. This is particularly relevant
from a functional and ideographic ap-
proach®?. Comparisons considered data
obtained at pre-treatment, post and fol-
low-ups (at one and three months) for
every subject in both conditions in inten-
sity, interference, emotional distress, anx-
ious preoccupation and hypochondria.
3 month follow-up data is presented in
detail considering that long-term main-
tenance of changes is the most relevant
measure of effectiveness.

Pretest differences

No statistically significant differences
in age (p = 0.57), intensity (p = 0.57),
interference (p = 0.57) and distress (p =
0.214) between the participants in the ACT
condition and the control condition were
found (see data in table 1). Differences
were found in diagnosis time (p = 0.028).
Patients in ACT condition had been diag-
nosed more recently (M = 19.2 months, SD
= 16.1) compared to control condition (M
=55, SD = 25.8).

Based on statistical significance analysis

As it can be seen in table 2, the mean
score in intensity of fear in ACT group
diminished from 6.62 at pre-treatment to
3.37 at 3 months. This decrease was found
statistically significant (p = 0.017). Inten-
sity mean score in Control Group showed
a no significant (p=0.655) more reduced
decrease, from 7.25 at pre-treatment to
6.62 at 3 months. The changes were much
clearer in the interference variable. It di-
minished from 6.43 at pre-treatment to
2.38 at 3 months in ACT condition. Drops
in interference were significant at post
treatment (p = 0.043), at 1 month (p =
0.018) and 3 months (p = 0.012). By con-
trast, in control group mean score in in-
terference did not decrease but increased
from 5.75 to 6.43 at 3 months, although
changes were not statistically significant
(p=0.180).

Significant drops in ACT condition
comparing the pre-treatment and later
measures were also found in emotional
distress at 1 month (p = 0.027), and also
in anxious preoccupation at post-treatment
(p = 0.035) and at 3 months (p = 0.016).

Comparisons between ACT and Con-
trol groups at 3 months showed statisti-
cally significant decreases in intensity (p =
0.048) and interference (p = 0.008) but not
in distress (p=0.283) (table 3).
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Effect size

A large effect size"” (see table 3) was
found in intensity at 1T month (d=1.74) and
3 months (d=1.75), in interference at 1
month (d=2.43) and 3 months (d=2.47),
and in anxious preoccupation at T month
(d=0.84) and at 3 months (d=0.82). A large
effect size was also found at T month in dis-
tress (d=1.05) and hypochondria (d=0.94).

the waiting list. As shown in Figure 1, the
change was more evident in interference.
37% of patients (3 out of 8) showed clinical-
ly significant interference decreases at post
treatment and 87% (7 out of 8) at 3 months,
whereas patients of the waiting list condi-
tion showed no changes in this variable.

Reductions below the cut-off point not-
ed by HADS authors’®® were taken as cri-
terion of change of distress. Figure 2 shows

Table 4. Effect size (Cohen's d)

Intensity Inteference  Distress Anx. Preoc. Hypochondria
ACT Pre-1 month 1.74 2.43 1.05 0.84 0.94
Pre-3 months 1.75 2.47 0.59 0.82 0.22
Control  Pre-3 months ~ 0.31 -0.39 0.82

Based on clinical significance analysis

Based on the authors’ clinical experience
with subjective scales, a drop of at least 20%
of the initial score was considered as a cri-
terion of clinically significant change in the
intensity and interference of fear of recur-
rence. As seen in Figure 1, 25% of patients
(2 out of 8) showed clinically significant de-
creases in post treatment and 50% (4 out of
8) at 3 months, versus 25% (1 out of 4) in

how the percentage of subjects with sig-
nificant emotional distress is reduced from
100% to 62% (5 out of 8 patients) after
treatment and to 50% (4 out of 8) at 3
months, whereas subjects in the waiting
list showed no clinically significant de-
crease of distress levels at 3 months.
Reductions below the cut-off point of
Whiteley Index reported by the authors“
were adopted as a criterion of clinically
significant change in hypochondriasis. As

Figure 1. Percentage of participants with clinically significant decreases in
intensity and interference of the fear of recurrence
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shown in Figure 3, the percentage of pa-
tients with clinical intensity in hypochon-
dria decreased from 62% (5 out of 8) before
the treatment to 37% (3 out of 8) at post
treatment and at 3 month follow-up. De-
creases in scores below the cut-off point
noted by MINIMAC authors’*? for anxious
preoccupation were taken as criterion of
clinically significant change. Figure 3 shows
the decrease in the number of patients with
clinically significant levels of anxious pre-
occupation from 50% (4 out of 8) at pre-
treatment to 12% (1 out of 8) at 3 months.

In addition, at 3 months all patients in
ACT condition a medium or high increase
in the frequency of valued actions com-
pared to pre-test. The rise was high or very
high for 62% of the ACT participants (5 out
of 8) and medium for 37% (3 out of 8).
Also at 3 months, 62% (5 patients out of 8)
reported that they had increased their satis-
faction with their actions in the presence of
fear. 87% (7 of out 8 patients) indicated that
the utility of the exposure exercise was me-
dium (2 patients) or high (5 patients). More-
over, at 3 month follow-up, 75% of ACT

Figure 2. Percentage of participants with clinically significant
reductions in distress
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Figure 3. Percentage of participants with clinically significant level of anxious
preoccupation and hypochondria
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participants (6 out of 8) issued reports re-
garding usefulness of the learned strategies
(e.g., “When | visualize the thoughts they
seem more familiar to me, not so scary” or
“it has helped me to know that thoughts are
words and nothing that | thought was real,
but it was in my head “). The difficulty of
the trained exposure strategy was evaluated
by most of participants as medium or low
(only one reported a high difficulty during
the first week and none at the follow-up).
In summary, considering all data presented
before, at 3 months follow-up, 7 out of 8
patients (87%) showed clinically significant
improvements in interference and 4 (50%)
in intensity. Furthermore, the detailed with-
in-subjects analysis shows that 5 out of 7
patients with clinically significant decreas-
es in interference (62%) also show clini-
cally significant changes in any of the self-
report measures. Clinical improvements in
interference are always connected to some
usefulness index at 3 months follow-up.

DISCUSSION

Within-subject and  between-group
analysis reveal that the implementation of
a short protocol based on ACT focused on
exposure to private events was followed by
a decrease the interference of the fear of
recurrence. Data showed a large effect size
of treatment on interference and statisti-
cally significant decreases on this variable
were also showed by comparisons between
ACT and control groups at 3 months, and
by comparisons in ACT group between
pre-treatment and 1 and 3 months after
treatment. Clinically significant decreases
of interference were observed in 87% of
participants at 3 months. By contrast, in-
terference of relapse fears not only did not
decrease but also increased in patients in
control group at 3 months.

Moreover, such interference changes
were accompanied by clinically significant
decreases in the intensity of fears in 50% of

participants, and these drops were also sta-
tistically significant when comparing pre,
post and follow-up inside ACT group, and
when comparing ACT and control group at
follow-up. These changes were associated
with clinically and statistically significant
decreases in anxious preoccupation at 3
months, and with clinically significant de-
creases in distress in 50% of patients at
3 months. The changes were also accom-
panied by verbal reports that corroborate
the usefulness of the intervention in rela-
tion to issues such as increasing valuable
actions, satisfaction with such actions or
greater tolerance of the of fear recurrence
thoughts.

Nevertheless, the limitations of this
study should be considered. First, the
very small number of participants, which
reduces the scope of the findings. Other
limitations include the lack of randomiza-
tion (as ACT and waiting list subjects lived
in different locations) and the fact that the
sizes of both groups were different. Both
groups were also different in time from di-
agnosis. As control was not complete over
the manipulated variables, we can not as-
sure that the detected change is due solely
to the intervention. Also it must be no-
ticed that exactly the same data could not
have been collected in control group (just
pre and 3 months follow-up), and some
subjects abandoned the waiting list. Also
criterion for clinical significant change in
interference and intensity may be consid-
ered weak. Anyway, clinical criteria for the
rest of variables are based on standardized
questionnaires and these analyses should
be considered as a complement of statisti-
cal analysis, as effect size is large for these
variables. These are the reasons why it is
suggested to take this study as a prelimi-
nary approach. The need for further studies
with cancer patients to provide additional
data is highlighted. Anyway, in spite of
these limitations, we consider this study
provides new data which specifically sup-
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port the usefulness of defusion techniques,
essential components of ACT, focused on
acceptance of disturbing thoughts and
worries in cancer patients, which is a main
goal for these patients as mentioned.

In this sense, it should be noted that
in this study drops in the interference of
fear do not necessarily mean a decrease in
intensity of fear, emotional distress or anx-
ious preoccupation. This is consistent with
ACT approach. It means that interference
decreases even though the intensity re-
mains high. In fact, the aim of the interven-
tion is not fear disappearance. Moreover,
in some cases they increase their intensity.
ACT does not pursue ‘content changes’ but
‘contextual changes’. It promotes changes
in aversiveness or in discriminative func-
tion of fears. In most cases this will not
lead to avoidance or suppression attempts
anymore, which have been linked to valu-
able activity interruption or abandon. Fears
are then contemplated as thoughts and
the task is ‘making room’ for them, which
means a change in their function without
necessarily altering its shape or frequency.
Thus, subjects leave the context of control
of private events which encourages avoid-
ance attempts and instead they focus on
valued actions. That is, private events and
valued actions are now set in a coordina-
tion, and not an opposition framework. In
this context, it can be assumed that fears
are not ‘the enemy’, but are part of the
way. This changes can be seen in the oral
reports of patients, reflecting a greater de-
gree of distancing and ‘deliteralization’
(‘Now 1 live it as something distant, before
| was obsessed’), a decrease of aversive-
ness (‘it is present but it does not hurt as
before’, ‘I have not forgotten it... every day,
for any reason, it comes again... there it
is, I can’t say | don't think about it... but
it interferes less every day’). Some patients
admitted treatment was useful for them to
discriminate that they had previously been
suppressing fears that they did not even

recognize. Addressing them through the
exposure exercise helped them to over-
come fears (‘it has helped me to overcome
something that | realized | had not over-
come even if | thought | had... if you start
looking, there it is, although you had hid-
den it... when you realize that, you try to
accept it'). Data warn us that cancer survi-
vors’ emotional reactions and fears rarely
disappear, and rarely equate in frequency
to healthy subjects®”. Available interven-
tions focusing on learning to live with these
reactions and reducing their interference
can result extremely useful. It should be
noted that the impact of the intervention
is more relevant as time passes. Decreases
in intensity and interference of the fears
and clinical changes were higher during
follow-up. This associated with practice
improvement has already been detected
in the previous study®®, and is consistent
with data from experimental and clinical
studies®. It can be pointed out as an ad-
vantage of this intervention whose effects
are not reduced over time, but rather, be-
come deeper, which is a desirable goal in
any psychological intervention.
Interventions such as the one pre-
sented here represent a new perspective,
from which painful or negative thoughts
harbored cancer patients, can be man-
aged. Psycho-oncology pioneer Holland®?
reported how therapists and society have
made cancer patients believe that feel-
ing sad, scared, upset, angry or thinking
pessimistically is unacceptable, and that
if the patient does not control their emo-
tions all the time, he can lose the battle
against cancer. This ‘tyranny of positive
thinking’ means that unfounded supersti-
tious beliefs are deep-rooted, establish-
ing causal relationships between attitudes
or positive thoughts and cancer healing.
Blaming the patients and making them
feel responsible for the clinical course of
their illness, or patients hiding their fears
or delaying seeking help have been the
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consequences. Therapeutic approaches
aimed at controlling and reducing the fre-
quency of private events do not provide
an alternative to the promoted by culture
‘control  context’. Therapeutic alterna-
tives are needed, aimed to handle pain-
ful thoughts acting as barriers, and ACT
can be considered an effective approach
for this purpose. Unlike other approaches,
ACT can achieve unusually fast reduc-
tions in credibility, though not necessarily
in the frequency of negative thoughts®*>%.
These declines are associated with ‘cog-
nitive deactivation” and willingness to ex-
perience the private negative events ACT
provides. It is specifically associated with
the favorable results this therapy yields®>.
In this context we should note the rele-
vance of the central technique, exposure
to private events, and its power at ‘deac-
tivating’ the most diverse fears. Data sup-
port the importance of non-avoidant versus
avoidant coping strategies®® and the role of
experiential avoidance as a core of many
psychological problems®”. Cancer experi-
ence is one of the many possible aversive
experiences which can elicit a pattern of
avoidance behavior of thoughts and feel-
ings. Even if this pattern is not compat-
ible with a formal diagnosis of PTSD, the
‘traumatic’ consequences may be present
a long time after the disappearance of the
event which triggered this avoidance reac-
tion. It may have a significant impact on
life functioning®®, although not all pain-
ful events are traumatic®. Even though
avoidance or control of the private or in-
ner experience often becomes a goal of
survivors after a traumatic experience®,
suppression of private events seems to
be linked to greater severity, longer per-
sistence of symptoms, more frequency of
rumination and less efficient coping® 2. In
this context, how early the psychological
intervention is provided can be considered
a key issue. Interventions like the one in
this study aimed at exposure rather than

avoidance from the initial moments follow-
ing the aversive experience could be ex-
tremely helpful for preventing the develop-
ment and chronicity of avoidance patterns.
It can ease coping with extremely aversive
experiences such as cancer diagnosis and
treatment. In brief, as Frankl stated®, the
most fruitful approach to life implies focus-
ing on, rather than diverting attention from,
unwanted experiences.

To conclude, it should be noted that
most results point in the same direction
through the different analysis. Study goals
were achieved, the effectiveness of a short
ACT-based protocol for breast cancer pa-
tients was showed, and a previous study
was replicated showing similar results. Sig-
nificant changes were achieved after a sin-
gle intervention session, and were consist-
ent with ACT perspective. The importance
of developing short, effective, inexpensive
protocols such as the one presented here
should be noted.

REFERENCES

1. Meyer L, Aspegren K. Long-term psycho-
logical sequelae of mastectomy and breast
conserving treatment for breast cancer.
Acta Oncol 1989;28:13-18.

2. Vickberg SM. Fears about breast cancer
recurrence. Cancer Pract 2001;9: 237-
243. Doi:10.1046/].1523-5394.2001.
009005237 .x

3. Herschbach P, Keller M, Knight L, Brand|
T, Huber B, Henrich G, Marten-Mittag.
Psychological problems of cancer pa-
tients: a cancer distress screening with
a cancer-specific questionnaire. Brit ]
Cancer 2004; 91 504-11. Doi:10.1038/
5j.bjc.6601986

4.  Mehta SS, Lubeck DP, Pasta DJ, Litwin
MS. Fear of cancer recurrence in pa-
tients undergoing definitive treatment for
prostate cancer: Results from CaPSURE. ]
Urol 2003;170:1931-3. Doi:10.1097/01.
ju.0000091993.73842.9b



Acceptance of relapse fears in breast cancer patients: Effects of an ACT-based abridged ... 19

10.

11.

12.

13.

14.

15.

16.

17.

Ferrell BR, Grant M, Funk B, Otis-Green S,
Garcia N. Quality of life in breast cancer
survivors as identified by focus groups. Psy-
chooncology 1997;6:13-23. Doi: 10.1002/
(SIC)1099-1611(199703)6:1<13::AlID-
PON231>3.0.CO;2-S

Arnold EM. The cessation of cancer
treatment as a crisis. Soc Work Health
Care 1999;29:21-38. Doi:10.1300/
J010v29n02_02

Rutgers EJT. The follow-up of patients trea-
ted with breast cancer (PhD thesis). Uni-
versity of Amsterdam: Amsterdam, 1986.
Humphris GM, Rogers S, McNally D, Lee-
Jones C, Brown J, Vaughan D. Fear of re-
currence and possible cases of anxiety and
depression in orofacial cancer patients.
Int ] Oral Max Surg 2003;32:486-91. Doi:
10.1016/50901-5027(03)90399-1

Greer S, Moorey S, Baruch JD, Watson M,
Robertson BM, Mason A, et al. Adjuvant
psychological therapy for patients with
cancer: a prospective randomised trial.
Brit Med ] 1992;304:675-80.

Wolpe J. The practice of behavior therapy.
New York: Pergamon Press, 1969.

Beck AT, Rush AJ, Shaw BR. Emery G.
Cognitive therapy of depression. New
York: Guilford, 1979.

Ellis A, Grieger R. Handbook of rational-
emotive therapy. New York: Springer,1977.
Spiegel D, Classen C. Group therapy for
cancer patients: a research based hand-
book of psychosocial care. New York: Ba-
sic Books, 2000.

Moorey S, Greer S. Psychological therapy
for patients with cancer: a new approach.
Oxford: Heinemann Medical Books, 1989.
Pennebaker JW. Writing about emotional
experiences as a therapeutic process. Psy-
chol Sci 1997;8:162-166.

Hayes SC, Stroshal KD, Wilson KG. Ac-
ceptance and Commitment Therapy: The
process and practice of mindful change.
New York: Guilford, 2011.

Wegner DM, Zanakos Sl. Chronic thought
suppression. J Pers 1994;62:615-640.

18.

20.

21.

22.

23.

24.

25.

26.

27.

Clark DM, Ball S, Pape D. An experi-
mental investigation of thought suppres-
sion. Behav Res Ther 1991;29:253-7.
Doi:10.1016/0005-7967(93)90074-5
Trinder H, Salkovskis PM. Personally re-
levant intrusions outside the laboratory:
long-term suppression increases intrusion.
Behav Res Ther 1994;32:833-842.

Rassin E, Diepstraten P. How to sup-
press obsessive thoughts. Behav Res Ther
2003;41:97-103.

Stanton AL, Danoff-Burg S, Huggins ME.
The first year after breast cancer diagno-
sis: Hope and coping strategies as pre-
dictors of adjustment. Psychooncology
2002;11:93-102. Doi:10.1002/pon.574
Hack TF, Degner LF. Coping responses
following breast cancer diagnosis predict
psychological adjustment three years later.
Psychooncology 2004;13:235-47. Doi:
10.1002/pon.739

Rowland JH. Intrapersonal Resources: Co-
ping. In Handbook of psycho-oncology,
J.C. Holland. New York: Oxford University
Press, p.44-57

Epping-Jordan JE, Compas BE, Osowiec-
ki DM, Oppedisano G, Gerhardt C, Pri-
mo K, et al. Psychological adjustment in
breast cancer: processes of emocional
distress. Health Psychol 1999;18:315-26.
Doi:10.1037/0278-6133.18.4.315 -

Paez M, Montesinos F  Luciano C.
Una nueva aproximacién al tratamiento
de problemas psicolégicos de pacientes
con cancer. La Terapia de Aceptacion y
Compromiso. In Manual de psicologia
de la Salud, LA Oblitas. Psicom: Bogota,
2006.

Karekla M, Consantinou M. Religious co-
ping and cancer: Proposing an acceptan-
ce and commitment therapy approach.
Cogn Behav Pract 2010;17:371-81.
Doi:10.1016/j.cbpra.2009.08.003
Montesinos F, Herndndez B, Luciano C.
Aplicacién de la Terapia de Aceptacién
y Compromiso en pacientes enfermos de
cancer. Anal Modif Cond 2001;27:503-23.



20

Francisco Montesinos & Carmen Luciano

28.

29.

30.

31.

32.

33.

34.

Pdez M, Montesinos F. Efectividad de la
Terapia de Aceptacién y Compromiso en
el tratamiento del trastorno corporal en
una mujer mastectomizada. Paper pre-
sented at VI Symposium Nacional sobre
Casos Clinicos de Trastornos Psicopatol6-
gicos. Granada, 2005.

Pdez M, Luciano C, Gutiérrez O. Trata-
miento psicolégico para el afrontamiento
del cancer de mama. Estudio comparativo
entre estrategias de aceptacién y de control
cognitivo. Psicooncologia 2007;4:75-95.
Rost AD, Wilson K, Buchanan E, Hilde-
brandt MJ, Mutch D. improving psycho-
logical adjustment among late-stage ova-
rian cancer patients: examining the role
of avoidance in treatment. Cogn Behav
Pract 2012;19:508-517. Doi:10.1016/j.
cbpra.2012.01.003

Feros DL, Lane L, Ciarrochi J, Blackledge
JT. Acceptance and Commitment Therapy
(ACT) for improving the lives of cancer
patients: a preliminary study. Psychoon-
cology 2013;22:459-64. Doi: 10.1002/
pon.2083

Hawkes AL, Chambers SK, Pakenham KiI,
Patrao TA, Baade, P, Lynch B, et al. Effects
of a telephone-delivered multiple health
behavior change intervention for colo-
rectal cancer survivors (‘CanChange’) on
quality of life, fatigue and health beha-
viors: A randomized controlled trial. J Clin
Oncol 2013,31:2313-21. Doi: 10.1200/
JCO.2012.45.5873

Hawkes AL, Pakenham Kl, Chambers SK,
Patrao TA, Courneya KS. Effects of a mul-
tiple health behavior change intervention
for colorectal cancer survivors on psycho-
social outcomes and quality of life: a ran-
domized controlled trial. Ann Behav Med
2014; 48:359-70. Doi: 10.1007/s12160-
014-9610-2.

Angiola JE, Bowen AM. Quality of
life in advanced cancer an acceptan-
ce and commitment therapy view.
Couns Psychol 2013;41:313-35.
Doi:10.1177/0011000012461955

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Mojtabaie M, Gholamhosseini S. Effecti-
veness of Acceptance and Commitment
Therapy (ACT) to reduce the symptoms of
anxiety in women with breast cancer. |
Soc Issues 2014;4:522-7.

Montesinos F. Significados del cancer y
aceptacion psicolégica. Aprendiendo a
convivir con el miedo (PhD thesis). Edi-
torial Académica Espanola: Saarbriicken,
2011.

Wilson KG, Luciano MC. Terapia de Acep-
taciéon y Compromiso (ACT). Un trata-
miento conductual orientado a los valores.
Madrid; Piramide: Madrid, 2002.
Zigmond AS, Snaith RP. The Hospital
Anxiety and Depression Scale. Acta Psy-
chiatr  Scand 1983;67:361-370. Doi:
10.1111/j.1600-0447.1983.tb09716.x
Caro |, Ibanez E. La Escala Hospitalaria de
Ansiedad y Depresion: su utilidad practica
en psicologia de la salud. Boletin de Psi-
cologia 1992;36:43-69.

Lopez-Roig S, Terol MC, Pastor MA, Neipp
MC, Massuti B, Rodriguez-Marin J, et al..
Ansiedad y depresion. Validacion de la es-
cala HAD en pacientes oncolégicos. Rev
Psicologia Salud 2000;12:127-154.
Spinhoven PH, Ormel ], Sloekers PP. A
validation study of the Hospital Anxiety
and Depression Scale (HADS) in diffe-
rent groups of Dutch subjects. Psychol
Med  1997;27:363-70.  Doi:10.1017/
50033291796004382

Watson M, Law M, Dos Santos M, Greer
S, Baruch J, Bliss J. The Minimac: further
development of the Mental Adjustment
to Cancer Scale. ] Psychosoc Oncol
1994;12:33-46. Doi:10.1186/1471-2407-
11-283

Watson M, Greer S, Young ], Inayat
Q, Burgess C, Robertson B. Develop-
ment of a questionnaire measure of ad-
justment to cancer: the MAC scale. Psy-
chol Med 1988;18:203-9. Doi:10.1017/
50033291700002026

Ferrero J, Barreto MP, Toledo M. Mental
adjustment to cancer and quality of life



Acceptance of relapse fears in breast cancer patients: Effects of an ACT-based abridged ... 21

45.

46.

47.

48.

49.

50.

5T1.

52.

53.

54.

in breast cancer patients: an exploratory
study. Psychooncology 1994;3:223-32.
Doi: 10.1002/pon.2960030309

Pilowski I, Spence ND. Manual for the
IlIness Behavior Questionnaire (IBQ). Ro-
yal Adelaide Hospital: Adelaida, Australia,
1983.

Pilowski I. Dimensions of hypocondriasis.
Br ) Psychiatry 1967;113: 89-93.

Llor B, Godoy C, Nieto J. Factorizacién y
depuracién del cuestionario IBQ en po-
blacién clinica espanola. An Psiquiatria
1993;9:263-7.

Paez-Blarrina M, Luciano C, Gutiérrez-
Martinez O, Valdivia S, Rodriguez-Val-
verde M, Ortega, J. Coping with pain
in the motivational context of values
comparison acceptance-
based and a cognitive control—based
protocol. Behav Modif 2008;32:403-22.
Doi:10.1177/0145445507309029
Cohenkkk J. Statistical power analysis for
the behavioral sciences (2nd ed.). Hillsda-
le, NJ: Erlbaum, 1988

Jacobson NS, Truax P. Clinical signifi-
cance: a statistical approach to defining
Meaningful change in psychotherapy re-
search. ] Consult Clin Psychol 1991;59:12-
9. D0i:10.1037/0022-006X.59.1.12

Ruiz FJ. A review of Acceptance and
Commitment Therapy (ACT) empirical
evidence: Correlational, experimental
psychopathology, component and outco-
me studies. Int J Psychol Psychol Ther
2010;10:125-62.

Holland JC, Lewis S. The human side of
cancer. Living with hope, coping with
uncertainty. New York: Harpercollins,
2001.

Bach P, Hayes SC. The use of Acceptance
and Commitment Therapy to prevent the
rehospitalization of psychotic patients: A
randomized trial. J Consult Clin Psychol
2002;70:1129-39. Doi: 10.1037//0022-
006X.70.5.1129

Hayes SC. Acceptance and Commitment
Therapy, relational frame theory, and the

between an

55.

56.

57.

58.

59.

60.

61.

62.

63.

third wave of behavioral and cognitive
therapies. Behav Therapy 2004;35:639-65.
Doi:10.1016/50005-7894(04)80013-3
Bond FW, Bunce D. Mediators of change
in emotion-focused and problem focused
worksite stress management interventions.
J Occup Health Psychol 2000;56:877-84.
Doi:10.1037/1076-8998.5.1.156

Suls J, Fletcher B. The relative efficacy of
avoidant and non-avoidant coping stra-
tegies: A meta-analysis. Health Psychol
1985;4:249-88.

Hayes SC, Wilson KG, Gifford EV, Follette
VM, Stroshal K. Experiential avoidance and
behavior disorder: A functional dimensio-
nal approach to diagnosis and treatment.
J Consult Clin Psychol 1996;64:1152-68.
Doi:10.1037/0022-006X.64.6.1152
Higgins AB. The dialectic of trauma: Trau-
ma symptoms and resiliency in older wo-
men. Dissertation Abstracts International:
Section B: The Sciences and Engineering
2000: 61(2B);1084.

Walser RD, Hayes SC. Acceptance and
trauma survivors: Applied issues and pro-
blems. In Follette V, Ruzak J, Abueg F, edi-
tors. Trauma in context: A cognitive be-
havioral approach to trauma. New York:
Guilford Press: 1998;256-277

Morgan IA, Matthews G, Winton M. Co-
ping and personality as predictors of
posttraumatic intrusions, numbing, avoi-
dance, and general distress: a study of
victims of the Perth flood. Behav Cogn
Psychoth 1995;23:251-64. Doi:10.1017/
$135246580001586

Ehlers A, Mayou RA, Bryant B. Psycholo-
gical predictors of chronic posttraumatic
stress disorder after motor vehicle acci-
dents. J] Abnorm Psychol 1998;107:508-
19. D0i:10.1037/0021-843X.107.3.508
Aaron JD, Zaglul H, Emery RE. Posttrau-
matic stress following acute physical in-
jury. ] Pediat Psychol 1999;24:335-43.
Doi: 10.1093/jpepsy/24.4.335

Frankl V. Man’s search for meaning. Bos-
ton: Beacon Press, 2006.






