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FOREWORD 
 
Thank you for your participation in this randomised controlled trial (RCT) of a 
psychological and educational intervention for cancer survivors with high fear of 
cancer recurrence.  
 
How was this manual developed? 
This treatment manual arose out of a PoCoG Concept Development Workshop held 
in Sydney in October 2008. A group of interested psychosocial clinicians and 
researchers identified that fear of cancer recurrence (FCR) was an important clinical 
issue for many cancer survivors and an important focus for future clinical research.  
 
Following the Concept Development Workshop, an FCR interest group was 
established and a selected number of this group formed a writing committee to try to 
develop a brief multi-modal treatment for FCR that could be delivered in busy ‘real-
life’ clinical settings.   
 
When developing the intervention, it was acknowledged from the outset that FCR is 
not a diagnosable mental disorder but a clinical problem that presents in varying 
degrees in many cancer survivors, and that its associated beliefs, unlike those of 
many mental disorders, are not irrational. Furthermore, the experience of FCR differs 
from common psychological problems in that it is inextricably linked with survival and 
existential issues. Therefore, rather than eliminating or challenging the nature of the 
thoughts associated with FCR, the writing team aimed to create an intervention that 
would teach clients more effective ways to respond to the presence of fears 
associated with potential cancer recurrence, and would address existential issues. 
Furthermore, as FCR is linked to a medical concern, information provision and 
education were seen as important issues that any successful treatment would need 
to address.  
 
A starting point for an FCR model was the Self-Regulation of Executive Function 
(S-REF) Model of emotional disorder. The S-REF model (Wells & Matthews, 1994) 
is a trans-diagnostic model of emotional disorder, which identifies several 
interrelated but distinct components of cognition linked to the development and 
maintenance of distressing emotions.  
 
Meta-cognitive therapy (MCT) (Wells, 2009) is a treatment based on the S-REF 
model. Unlike traditional cognitive behaviour therapy approaches, MCT focuses on 
the metacognitive level without the need to directly challenge the content of negative 
automatic thoughts. Components of MCT that have been selected for inclusion in 
this treatment program include: a) attention training; b) detached mindfulness; and c) 
modifying threat monitoring.  
 
Although learning ways to respond to thoughts about FCR is an important foundation 
of the intervention, it alone does not address the meaning of the cancer coming back 
for an individual’s life. Those who intensely fear cancer recurrence can find 
themselves consumed not only with worries but also unhelpful actions, such as 
excessive medical assessment or hypervigilance about physical sensations they 
would have typically brushed off in the past. People also face a crisis of life direction- 
struggling with what life means to them now, what they want to value and see as 
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important and how to lead a life that matters to them and those they love. 
Components of Acceptance and Commitment Therapy (ACT) have been 
incorporated into this intervention with the aim of addressing some of these 
existential issues related to values and goals. Specific components of ACT 
incorporated into this intervention include: a) a values clarification exercise; b) the 
development of goals; and c) the use of metaphor to illustrate therapeutic principles.  
 
Who is the intervention intended for? 
This intervention is intended for cancer patients who have completed their hospital-
based treatment, are disease free at the end of treatment, and present with clinically 
significant levels of FCR. It is not intended for the majority of cancer survivors who 
have low to moderate levels of FCR or for those with residual disease, poor 
prognosis or metastatic disease, as the issues for these patients are likely to be quite 
different.  
 
Who is this manual for?  
This therapist manual is intended for use by trained and experienced psychologists, 
clinical psychologists and psychiatrists. It assumes a sound understanding of 
traditional cognitive and behavioural therapy techniques, and clinical experience in 
working with cancer patients experiencing FCR.  
 
Due to the fact that this manual forms part of a research project, the structure of 
sessions and the description of the application of techniques are highly prescriptive.  
 
It is acknowledged that in day-to-day clinical practice, clinicians may wish to modify 
the application or selection of techniques described in this manual to suit their own 
clinical style. However, in order to test the efficacy of the treatment set out in this 
manual we request that clinicians participating in the RCT of this intervention 
maintain a high degree of fidelity to the manual as it is set out here. Problems or 
difficulties in the application of the treatment will be an important focus of monthly 
peer-supervision sessions that are designed to complement this manual and 
facilitate fidelity to the treatment program.   
 
What are the aims of the RCT? 
The primary objective of the RCT is to evaluate the efficacy and cost efficacy of an 
intervention (Conquer Fear) based on the Common Sense Model, S-REF and 
Relational Frame Theory, in reducing the impact of fear of cancer recurrence (FCR) 
in disease-free breast and colo-rectal cancer survivors with clinical levels of FCR, 
compared to a relaxation training control intervention.  
 
What will happen after the RCT? 
The eventual goal of this study is to distribute an evidence-based, manualised, 
psychological intervention for FCR to multiple organisations/hospitals in the future. 
This intervention has the potential to reduce FCR and improve the Quality of Life 
(QoL) of patients, and reduce health care costs. The Conquer Fear intervention will 
therefore help to eradicate barriers to appropriate psycho-social care for survivors, 
and has far-reaching service and policy implications in terms of implementing ‘best 
practice’ recommendations for the ever-increasing numbers of cancer survivors. 
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Thank you again for your help with this project. This is an exciting project, and with 
your help, we look forward to learning more about how best to help cancer survivors 
with this common problem. 
 
Regards, 
 
The FCR Intervention Writing Team. 
 
 

                   
Prof. Phyllis Butow Dr. Belinda Thewes  
Chair, PoCoG Clinical Psychologist/ 
Principal Investigator Chief Investigator 
 
 
 
 
  

 

 
Dr. Jemma Gilchrist    A/Prof. Jane Turner 
Clinical Psychologist/   Staff Specialist Psychiatrist/ 
Chief Investigator    Chief Investigator 
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OUTLINE OF TREATMENT PROGRAM 

Session 1: Initial Assessment, socialisation to the model and values 
clarification exercise  

             (90 minutes) 
• Clinical Assessment;  

• What is FCR?; 

• Introduction & orientation to our FCR model and treatment program; 

• Values clarification exercise. 
  
Session 2: Case formulation, discussion of past issues (vulnerability factors) 

and FCR, and introduction to Attention Training   
             (60 - 90 minutes)     

• Case formulation individualising the model; 

• Discussion of past experiences with cancer and past interpersonal or 
attachment issues which may have acted as vulnerability factors;  

• Introduction to Attention Training. 
 
Session 3: Detached Mindfulness 
                 (60 minutes) 

• Introduction to Detached Mindfulness; 

• Demonstration of experiential detached mindfulness exercises. 
  

Session 4: Learning to Live Well and Manage Worry   
            (60 minutes) 

• Normalising some degree of threat-monitoring ; 

• Education about the manifestations of threat-monitoring and avoidance 
behaviours in FCR;  

• Assessing compliance with recommended follow-up care and self-
examination practices; 

• Behavioural guidelines for self-examination and responding to 
symptoms;  

• Worry management techniques;   

• Assess and challenging metacognitive beliefs which may underlie 
excessive threat monitoring or avoidance behaviours. 

 
Session 5: Summary and review: Developing new scripts for responding to 

intrusive thoughts about FCR and physical symptoms. 
              (60 minutes) 

• Re-assess and discuss the degree of change in FCR symptoms 
achieved during the treatment period;  

• Consolidate and strengthen newly acquired strategies for managing 
FCR through relapse prevention. 
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INTRODUCTION AND ORIENTATION TO THE TREATMENT 
PROGRAM 

 
How to use this manual 
The manual is set out in five chapters, where each chapter describes one treatment 
session. Treatment sessions will ideally be conducted on a weekly or fortnightly 
basis; however, flexibility is expected to accommodate client and therapist 
availability. Please try to complete all five treatment sessions within 10 weeks.  
 
Each chapter begins with a background reading section for the therapist containing a 
theoretical introduction to the components of the treatment covered in the session.  
Following this, there is a description of the techniques and examples of how to apply 
the techniques or principles used in the session. Each chapter closes with a case 
study or practical example of the application of the skills contained in the session to 
illustrate the clinical application of the themes set out in the chapter.  At the 
conclusion of each chapter is a session checklist, which is designed to be copied 
and used by therapists in session to help guide the session content and maintain 
fidelity to the treatment manual.   
 
The manual is not intended to be used as a patient manual or workbook and we do 
not recommend sharing excerpts from this manual with clients while the intervention 
is being evaluated. At the rear of this manual you will find an appendix which 
contains the client handouts and worksheets to be used in conjunction with the 
material presented in this manual. 
 
Emotional Adjustment after Treatment  
Receiving a cancer diagnosis, making decisions and coping with treatment may be 
all-consuming, and it is often only on completion of active treatment that the 
individual has time to reflect on what has happened and consider what it means for 
their future.  
 
For many, this is the first occasion where uncomfortable thoughts emerge: “What if?” 
When faced with expressions of doubt, or concern about recurrence, the almost 
inevitable tendency of family and friends is to offer reassurance, thus discouraging 
the individual from expressing their fears and concerns. Similarly, individuals may be 
reluctant to express their concerns to health professionals lest they be seen as 
ungrateful [1]. Inability to discuss such concerns can lead to a sense of disconnection 
from others, and impaired capacity for enjoyment. Whilst this may not meet strict 
criteria for “caseness” it can permeate many aspects of an individual’s life. 
 
Many people, when faced with a diagnosis of cancer, focus on doing everything they 
can to get through each day, and complete treatments with the aim of being cured 
and putting “everything behind” them. People with cancer and their carers are often 
faced with thoughts and comments like “I hope everything will be o.k.”, “just as well 
they got it early”, “I’m strong, others beat it and I can too”, “when the treatment is 
over, life will be normal again”. These thoughts are, of course, different for everyone 
but the theme is usually one of doing everything one can to “beat” the cancer from 
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the outset. The underlying assumption, then, is that any return of the cancer or 
having to face the illness again in the future is something to be feared and avoided.  
 
At the end of treatment, thoughts and comments that might have felt reassuring in 
the beginning often don’t seem as simple anymore.  Suddenly people begin to 
question the real meaning of “beat it” and “OK” and “normal”. At a time when the 
person with cancer, their family and friends feel they should be breathing a sigh of 
relief and devoting themselves to living, a sense of unease can arrive, uninvited, to 
dampen expectations of a bright, healthy, care-free future.   
 
The period after completion of treatment is often complex and one in which fear of 
cancer recurrence can emerge to become a lasting consequence of the cancer 
experience.  
 
After the party’s over: The challenge of survivorship 
The aim of “picking up where one left off” before the cancer diagnosis is a real 
challenge for many cancer survivors. Although completing treatment may mean that 
the short-term side effects of treatment have passed, treatments often leave a 
legacy. Long-term side effects may include fatigue, cognitive changes, and 
permanent changes to body image and sexual function. At a time when people 
expect to feel relieved, elated and optimistic about the future, many survivors find 
they feel insecure, isolated, afraid and abandoned [1]. As contact with the medical 
team diminishes, there is increasing uncertainty about who will answer questions 
about physical or emotional concerns and whether it is ‘safe’ to trust follow-up 
appointments alone to detect new disease. Common concerns and questions voiced 
by survivors in the post-treatment period include:  

• How do I know the treatment worked and what does “worked” mean?   

• I want to hear I’m cured but no-one will say that. 

• I can’t trust my body anymore, it’s let me down.   

• What if the cancer comes back? 

• How will it come back? When will it come back? 

• If it comes back, will I die? When? How? 
 
What is Fear of Cancer Recurrence?  
There is no widely accepted definition of FCR. However, two main definitions are 
generally reported in the literature. The first, the “fear that cancer could return or 
progress in the same place or in another part of the body” [2], adopts the client’s 
perspective of FCR and targets all of the cancer trajectory. The second, ”the degree 
of concern reported by subjects about the chances of cancer returning at a future 
time”, emphasises recurrence more than illness progression [3, 4]. There is currently 
a lack of consensus about the definition of FCR and criteria for more pathological or 
clinical forms of FCR. This may partly explain the considerable variability in reported 
prevalence rates of FCR, which range from 5-89% [5].   
 
Transient FCR is an almost ubiquitous experience for cancer survivors with most 
survivors reporting some degree of fear of recurrence [6]. However for a minority of 
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clients, these fears can be chronic and disabling and interfere with their mood, 
relationships, work, and goal-setting. This is the group who is most likely to benefit 
from FCR-specific interventions and to whom the present intervention is targeted.  
 
Our past research has shown that depending on cancer type, up to 30% of cancer 
patients report a moderate to high unmet need for help with FCR [7]. In recent years 
there has been growing interest in researching and treating FCR amongst cancer 
survivors.  
 
Whilst FCR differs from health anxiety in that the fears associated with FCR are not 
irrational, FCR shares many features with health anxiety. Therefore a starting point 
for this intervention was to try to adapt appropriate and effective elements of 
treatment for health anxiety to the context of FCR for people with a history of cancer.  
 
Theoretical and Psychological Treatment Approaches to Health Anxiety 
A cognitive-behavioural model of health anxiety has been proposed by Warwick and 
Salkovskis [8]. In this formulation, maladaptive health beliefs and schemas are 
formed on the basis of previous illness-related experience. Once formed, these 
maladaptive schemas are activated by an illness-related trigger, giving rise to 
negative automatic thoughts, images and a range of other cognitive processing 
biases. In turn, these changes result in affective (e.g. anxiety and depressed mood), 
physiological (e.g. autonomic arousal and somatosensory amplification), cognitive 
(e.g. rumination and worry) and behavioural (e.g. self-checking and medical 
reassurance seeking) changes, which serve to maintain or exacerbate health 
anxiety.   
 
A central focus of cognitive-behavioural approaches to the treatment of health 
anxiety has been to modify the content of maladaptive beliefs and schemas about 
health, with relatively little attention being given to information processing strategies.  
However, for people with a history of cancer who face a very real risk of recurrence, 
it is inappropriate to challenge the content of their thoughts about recurrence using 
traditional cognitive behaviour therapy approaches.  
 

Key Point: Recent approaches to the treatment of anxiety disorders and health 
anxiety have moved away from directly challenging the content of thoughts 
and schemas, instead placing greater emphasis on changing information 
processing styles and attentional biases (e.g. attention to threat and a 
ruminative cognitive style) which may predispose some individuals to 
experience emotional distress. This metacognitive approach informs the 
intervention described in this training manual. 
 
A New Theoretical Model of FCR  
In this intervention program we have a developed a theoretical model of FCR which 
is informed by several theoretical perspectives. Our model is principally informed by 
the Self-Regulatory Executive Function (S-REF) model of emotional disorder [9], but 
also includes elements of Relational Frame Theory (the theoretical basis for 
Acceptance and Commitment Therapy) [10]. 
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The Self-Regulatory Executive Function Model 
S-REF [9] is a theoretical approach to understanding and treating emotional 
disorders that emphasises information processing style.  
 
Unlike other theoretical models which have been developed for DSM-IV disorders 
(eg. generalised anxiety disorder or hypochondriasis), S-REF is a trans-diagnostic 
approach to the understanding of the development of emotional distress and 
disorder. We believe this is more appropriate for cancer patients, because many will 
not fulfil formal diagnostic criteria for any formal psychological disorder. We believe 
that S-REF and its associated treatment approaches provide a useful framework in 
which to conceptualise and develop potentially effective interventions for FCR. 
 
The S-REF model [9] identifies several interrelated but distinct components of 
cognition linked to the development and maintenance of emotional disorder. It 
proposes that a thinking style called Cognitive Attentional Syndrome (CAS) is a 
universal feature of emotional disorder responsible for prolonging and intensifying 
distressing emotions. CAS consists of:  

1. self focused attention; 
2. worry and rumination; 
3. attentional bias towards threat-related information; and 
4. maladaptive coping behaviours (e.g. suppression, avoidance, minimisation)  

that impair flexible self-control or prevent corrective learning experiences. 
 

Key Point: The S-REF model emphasizes the role of negative beliefs about 
worry or ‘metacognitions’ (e.g. ‘worrying could make me sick’) and positive 
metacognitions (e.g. ‘worrying helps me to avoid problems in the future’) and 
argues that metacognitions underlie the activation of CAS. 
 
Application of S-REF to FCR 
The theoretical model we have created to understand the development and 
maintenance of FCR and to develop the present intervention is primarily based on a 
metacognitive model for Post-Traumatic Stress Disorder (PTSD) developed by Wells 
[11]; and Wells & Sembi [12].   
 
Using the S-REF model of PTSD as a starting point, our theoretical model of FCR is 
based on the assumption that following cancer, it is normal to experience a stress 
response (e.g. autonomic hyperarousal and intrusive thoughts about cancer) and to 
try to cognitively and behaviourally avoid encounters with cancer in the future. The 
model assumes that with time, the stress response and intrusive thoughts about 
cancer naturally subside. For most people who experience relatively low levels of 
FCR this healing process is unhindered and they go on to achieve pre-cancer 
psychological functioning within the first five years post diagnosis [13]. However, it is 
postulated that for those who experience severe or persistent FCR, return to their 
normal pre-cancer psychological state can be disrupted by certain beliefs and/or 
information processing styles adopted by the individual.  
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FCR consists of worry about symptoms, worry about recurrence and the implications 
of cancer recurrence. It also consists of excessive and inflexible monitoring for 
threatening signs and symptoms. These are the variables represented within and 
explained by the S-REF model. Specifically, the model suggests that the level of 
distress and disability associated with FCR is a function of how the individual 
regulates thoughts.  
 
Most people, following detection and treatment of cancer, experience intrusive 
negative thoughts or images about recurrence (e.g. “What if the tumour returns”) or 
intrusive memories or images of treatment. In the S-REF model it is argued that 
FCR thoughts are naturally occurring phenomena and it is the way the 
individual responds to them which determines subsequent emotional 
consequences. Individuals who respond with worry, excessive bodily checking and 
other forms of unhelpful coping such as trying not to think about cancer (thought 
suppression) enter into CAS. As a result, distress is prolonged and intensified. 
However, individuals who accept such thoughts as naturally occurring and do not 
engage in perserverative processing are postulated to have better emotional 
outcomes and QoL. Evidence from treatment studies of metacognitive therapy in the 
anxiety disorders literature provides some preliminary support for this hypothesis 
[14].  
 
S-REF and our model of FCR both argue that beliefs about one’s thoughts (or 
metacognitive beliefs) underlie the activation of CAS and lead to thinking and 
attentional styles that enhance the processing of danger and the selection of coping 
behaviours that prevent more adaptive emotional processing and the natural 
psychological healing response to a traumatic event like cancer.   
 
CAS dominates in individuals with unhelpful metacognitive beliefs, including:  
E.g. “If I worry about cancer coming back I will be prepared for it” 
        “Focussing on signs of recurrence is going to keep me safe” 
        “If I analyse why I feel this way, I’m going to find the answers” 
        “I have no control over my worry about cancer returning” 
        “Worrying about cancer is going to make me sick again” 
        “Bad thoughts can make bad things happen” 
        “Worrying is going to make me lose my mind” 
 
CAS sustains threat-related processing because the person’s attention is locked 
onto the original cancer experience, worry about potential recurrence, attending to 
cancer-related information, excessive bodily checking, and interpreting physical 
symptoms (for which they have attained medical reassurance) as signs of cancer 
recurrence.  
 
We have added to this basic model because the S-REF model of PTSD does not 
capture all issues relevant to FCR.  
 
In addition to the problematic information processing style involved in the 
development of FCR, based on our clinical experience of working with FCR we 
believe a person’s past experience may be important in determining their level of 
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FCR. Although the exact origins of FCR are not yet fully understood, clinical 
experience indicates that vulnerability factors often involve themes of: 

• previous loss and grief;  

• problematic attachment styles;  

• current caring roles; and  

• other concurrent life stressors. 
 

For people with difficulties in the above areas the meaning of potential recurrence is 
likely to be viewed in the context of these life experiences.   
 
Not all cancer patients who experience severe FCR will report such vulnerability 
factors, but we believe that their presence may exacerbate the FCR.   
 
Furthermore, in addition to the features already described by our model we believe 
that the experience of a life threatening illness such as cancer often has a profound 
effect on a person’s self-concept, the meaning their life has, and their values and 
future goals.  
 
FCR is documented as preventing those who suffer it from effectively planning for 
their future [3], and therefore we believe an essential part of any treatment for FCR 
to is address the existential concerns raised by a cancer diagnosis in order to help 
clients to live their lives in accordance with their values and to develop goals for the 
future. 
 
Acceptance and Commitment Therapy (ACT) 
Acceptance and Commitment Therapy (ACT) is a psychological treatment approach 
based on Relational Frame Theory (RFT), a behavioural theory of human language 
and cognition. A core component of ACT is to help clients develop more clarity about 
what is important to them (i.e. their values) and to establish behavioural goals toward 
action which ensures that a person’s life proceeds in accordance with their values.  
 
In addition to providing specific techniques that help address some of the existential 
issues related to FCR, ACT shares much in common with S-REF and Metacognitive 
Therapy (MCT) (i.e. the therapeutic application of S-REF).  
 
Both the MCT and ACT approaches emphasise: 

• The problem of ‘cognitive fusion’, ‘getting caught up with’  thoughts or using 
rumination and directing excessive attention towards worry and unhelpful 
thoughts; 

• The problem of experiential avoidance or suppression of problematic thoughts 
or images; and  

• Learning new skills to help the client accept the presence of unpleasant 
thoughts and emotions whilst simultaneously giving these experiences less 
importance or attention. 
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We believe that some components of ACT are a very useful adjunct to MCT 
approaches because ACT provides specific techniques which help people develop 
behavioural goals to form an alternative and more adaptive focus for their lives rather 
than for worries about cancer recurrence, which are known to prevent future 
planning.  
 
ACT includes specific techniques to help clients clarify their values and develop 
behavioural goals. It is for this reason that values clarification and goal-related 
elements of ACT have been incorporated into the present treatment program as a 
supplement to some of the core MCT techniques, which are designed to address the 
problematic information processing style thought to underlie the development of 
FCR.  
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Educational Components of Our Model and Treatment 
Cancer treatment is a complex process and there are considerable amounts of 
medical information for patients and their carers to receive and understand along the 
way. There is good evidence that patients have great difficulty understanding the 
mathematical concepts involved in communicating risk of recurrence and prognostic 
information [15], and that information which is given is often not retained [16].  
 
There are currently efforts to try to standardise the provision of medical information 
in the post-treatment phase in cancer settings, however to date this has not 
occurred. The current content of information given to cancer patients at this time 
varies considerably and depends largely on the individual patient education style and 
resources of the clinicians by whom they are treated.  
 
Anecdotally, we know many patients do not receive information about physical signs 
of potential recurrence or what to do in response to new physical symptoms should 
they occur after treatment ends. Furthermore, many patients do not accurately recall 
their objective risk of recurrence which can lead to a subjective over-estimation of 
risk of recurrence. In a study involving young women with a history of breast cancer, 
over-estimation of subjective risk has been demonstrated to be a factor related to 
high fear of cancer recurrence when the influence of other clinical, demographic and 
psychological factors are controlled for [17]. Furthermore, little information is 
routinely given to patients about the evidence-based strategies that reduce the risk 
of recurrent cancer.  
 
For this reason, an important component of this treatment program is to provide 
information and education about: 

a) Dealing with the presence of new physical symptoms following cancer 
treatment; 

b) General information about the rationale for and recommended frequency of 
follow-up examinations; 

c) General guidelines for how and when to seek medical advice for suspected 
recurrence; and  

d) Evidence-based behavioural and lifestyle strategies for reducing the risk of 
recurrent cancer.  
 

A graphical representation of our model of FCR is given in Figure 1 below.  A 
simplified version of this model for clients (which does not include theoretical jargon) 
is provided in the Appendix to this manual (See Session 1 Handout 1) and can be 
used in conjunction with the presentation of the model and rationale for treatment. 
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SESSION 1: ASSESSMENT AND VALUES CLARIFICATION, AND 
GOAL SETTING 

Figure 1. A new theoretical model of fear of cancer recurrence 
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1.1. BACKGROUND FOR THE CLINICIAN 
Introduction to the Importance of Clarifying Values and Setting Goals: The 
Experience of Survivorship 
Having an existential crisis about what life means, how a person sees themselves 
and what is important in their world is a hallmark of the survivorship phase. Being 
particularly frightened of cancer recurrence can put those concerns in a ‘pressure 
cooker’ and make the need to make peace with the issues even more important and 
urgent. The concerns themselves then contribute to a stress response and resulting 
physical and emotional sequelae. Thus, ironically, focusing on the uncertainty of 
where life is headed leads to stress, which triggers physical changes, which then 
lead to thoughts that the body doesn’t feel right, which are interpreted as heralding 
the cancer returning, and therefore more distress about having not yet lived life as 
desired. This can feel like an exhausting and inescapable pattern from which people 
feel there will be no respite for the rest of their lives. 
 
“I just want to be ‘normal’ again” 
The desire for life to return to so-called normal is powerful after finishing cancer 
treatments; not only for the patient but the people around them. Patients often report 
the frustrations of others telling them to put the cancer “behind” them, “move on” or 
“get back to normal”. They recognise the well-meaning sentiment, but feel 
emotionally isolated because their perspective is: 
 

• The cancer will never be behind them; 

• Cancer has robbed them of the confidence that a future even exists for them, 
let alone what it may hold; 

• Even if they were successful in putting the illness behind them, this does not 
feel entirely safe, as ongoing monitoring of their health, within sensible limits, 
is necessary; 

• What is there to “move on” to? What should I do with my life now?; and 

• If “going back to normal” means life exactly as it was before, then that feels 
unattainable, and not necessarily desirable. 

 
Feeling like, or being, a different person 
The emotional and physical changes of cancer leave a legacy. For some, this 
involves feeling like a different person and perhaps viewing themselves, others and 
the world in a new light. As a consequence, patients can behave in a way that seems 
out of character. They may be more assertive of their own needs, more determined 
to make change, less tolerant of other’s (especially destructive or unhelpful) 
behaviour or of trivia in life generally.  Many will say that, for example, television 
programmes, magazines or conversations and relationships that they used to enjoy 
seem superficial, pointless and uninteresting after the enormity of what they have 
faced. Frustration and guilt are a natural reaction to that realisation, as are 
bewilderment and rejection for those who experience these changes. Further, the 
adjustment is fluid over time and, just as in other aspects of personal growth, 
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thoughts, feelings and reactions may continue to change as a person adjusts 
emotionally.  
 
Case studies: The impact of fear of recurrence on goals and values 
As a consequence of the existential and/or emotional crisis that cancer brings, 
patients often re-evaluate what is important to them in life and what they want to 
achieve as an individual or within relationships. The values that they held, whether 
they were explicitly recognised by that person or not, can be scrutinised or radically 
shifted.   
 
Michael  
Michael is a businessman in his early 50s who had strived for financial success, 
worked long hours to climb the corporate ladder and sacrificed aspects of his family 
life with the aim of providing for them. He gained considerable self-esteem from his 
work, was highly regarded, continued to work throughout treatment and elected to 
return to full-time work immediately after his radiotherapy for early prostate cancer. 
He has been involved with a support group and has come to realise that prostate 
cancer can recur.  He has become concerned that every ache in his body heralds 
the cancer returning and realises that, if his life was to be foreshortened, there are 
other goals he wants to achieve. Michael gets less pleasure now from the desire to 
move to a “better suburb” and is beginning to think that money is not as important as 
he once thought. He is contemplating working 3 days per week, downsizing the large 
family home now the children are in their late teens and using some of the equity to 
buy a boat and enjoy the water, a hobby he adored as a young man. This change of 
priorities and plans is causing considerable conflict at home as his wife saw the end 
of treatment as a chance to “get back to normal”, move house as planned, upgrade 
the car and pay for an overseas trip and university fees for the eldest child.  
 
Janine 
Janine underwent a mastectomy and chemotherapy for treatment of her breast 
cancer. She completed chemotherapy 6 months ago, although is scheduled to 
remain on hormone treatments for 5 years. She has two small children and has been 
married to John for 15 years. Janine was disappointed in the quality of her husband’s 
support throughout her treatment. Despite long standing ambivalence about their 
relationship since the birth of their first child, prior to her diagnosis she had chosen to 
stay and tolerate the poor communication, lack of affection and “selfishness” of her 
husband. His behaviour throughout treatment, her sadness and anger in response to 
it and the disruption to their intimate life since beginning hormone treatments has 
created further tension. Although the status quo has now been re-established, and 
clearly more effort is being made by John (who had felt overwhelmed with the idea of 
losing his wife to cancer), Janine has completely re-evaluated her commitment to the 
relationship. Her fear of the cancer returning has lead to the realisation that she 
deserves more out of life and her relationships than John has offered for many 
years. She is seriously contemplating separation and is dumbfounded when, for her 
birthday, he gives her a thoughtful gift to mark “the end of the cancer”.  
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What are Values? 
Values are the principles or standards that we use to choose direction in life.  A 
value is not a goal in itself – in that it is not something that humans achieve and then 
stop. For example, if a person holds a value such as ‘it is important to be kind to 
others’, this value is not ‘achieved’ the first time that they decide to be kind to 
another person; it is a principle that a person holds every day of their life, even if 
their behaviour is not always consistent with that value. Values are living and 
breathing, they may change with time, but they offer a scaffold for each of us to plan 
our goals in life and to choose the actions and behaviour we need to achieve them.  
 
A teenager may hold a value which says “I’m here for a good time, not a long time”. 
Their goal is to have fun and so they may choose to engage in risk-taking actions, 
with little focus on or regard for the consequences of those actions. Some years later 
or after a life-changing event such as the premature death of a friend, they may hold 
a different value: “life is precious, it’s important to take care of myself”. That person 
then might set goals to exercise regularly, reduce alcohol and obey the speed limit 
when driving. Their values, as the fabric of their life, have changed with experience. 
As a consequence, they have chosen different goals that support their new chosen 
life direction. 
 
Identifying Life Values 
As people get older and face life’s challenges it is easy to lose sight of the things 
they see as important- the hopes, aspirations, dreams and guiding principles that life 
was ‘supposed’ to be about. The turmoil of facing cancer provides a real opportunity 
to re-connect with those things that are really important and to contemplate, 
recognise and work toward values that give life true meaning and satisfaction. Life 
values can be viewed as a dartboard, where each segment represents a different 
value. The person is the dart, aiming, with purpose, to meet those values in large, 
and small, ways.  
 
There are many domains of life to value including: 

• Relationships (family, social, intimate); 

• Intellectual; 

• Financial; 

• Spiritual; 

• Social, recreation and leisure; 

• Community; 

• Health and physical wellbeing; and 

• Emotional. 
 
Patients do not have to justify to anyone, including themselves, why they hold a 
value - it is not a judgement that is a choice between one thing and another.   
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The Card Sort Exercise (from Ciarrochi and Bailey, 2008) [18] 
This exercise is an excellent way of helping the patient reflect on the values in life 
that are important and worth pursuing, and comparing them with values which, 
despite being less important, still consume their time and attention. 
 
The exercise, which is described below, involves sorting a series of statements 
about values that are printed on cards into 3 piles indicating those values which are 
most and least important to the person.  
 
After the cards have been sorted, ask the patient to discuss what they found was 
important. Focus on their non-verbal reactions to see what makes them enliven or 
sparkle and reflect on that with them. These values are likely to be a good focus at 
the next stage of taking actions to work towards those values. 
 
Lastly, enquire of the patient whether they were surprised at how insignificant some 
of the values seemed in comparison to others? It is common for people to spend 
fruitless time pursuing values despite the fact that are unimportant. 
 
Goals and Committed Action 
In ACT there is an awareness that once a person has determined what they value in 
life, they can begin to set goals, which are the building blocks of working towards 
those values. Taking committed action involves breaking the goals down into smaller 
steps that can be acted upon with motivation and purpose. 
 
Case examples 
Michael 
Having realised that there is a chance of recurrence of his early prostate cancer, 
Michael has re-evaluated the importance of financial wealth in his life. He might 
express his goals as “I want to enjoy the simple things in life” or “Even though I will 
earn less, I want to have more leisure time” or “my wife’s opinion is important to me”. 
The goals this translates to include “I would like to buy a boat and learn how to sail 
properly” or “I will work three days a week”.  Steps for committed action will involve “I 
will approach the local sailing club and enquire about sailing lessons” and “I will talk 
to my wife and request that we see a financial planner together to determine the 
impact of working three days”. 
 
The purpose of focusing on the difference between values and goals is to help the 
patient appreciate that satisfaction comes from living a life that is consistent with 
what is important to them. This may not involve complete self-indulgence and 
doesn’t negate the need for compromise in relationships (their partner is also trying 
to live the life that matters to them) but does provides a strong foundation for future 
direction and happiness. 
 
Janine 
The experience of cancer has crystallised what she values about a relationship. If 
asked about her values she may be able to articulate “I want to be able to talk to 
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John openly” or “I want to be offered affection by a partner in my life”. Goals of her 
relationship may then be “I want to get counselling to work on our communication” 
and “I want both John and I to show affection towards one another”. Breaking those 
down into manageable actions could include “I will make an appointment for 
counselling and discuss strategies to talk with John about my frustration in the 
relationship during treatment” and “I will make an effort to kiss John goodbye and 
smile when he goes to work in the morning”. Of course, these goals may change 
over time and new goals may include any aspect of the spectrum, such as specific 
ways to improve their intimate life or shared activities; or a plan to negotiate terms of 
separation. The values have remained consistent, but the means of achieving them 
can be flexible. 
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1.2. SESSION MATERIAL 
Time allowed: 90 minutes 
Session Goals 
The primary aims of the initial therapy session are to: 

• conduct a thorough bio-psychosocial assessment; 

• gain a shared understanding of FCR; 

• present and explain the model of FCR used in the present intervention; 

• explain that cancer can affect an individual’s values and goals; 

• provide the client with an overview of the treatment and the rationale for its 
components; 

• encourage the patient to reflect upon value and goal changes from their own 
perspective; 

• help the patient to clarify their values using a card-sort exercise; 

• assist in the development of goals and steps to action those goals; and 

• discuss how committed action necessitates a willingness to tolerate some 
distress and discomfort when barriers and problems are encountered. 

 

PART 1:  Assessment and Socialisation to the Model (60 minutes) 
 
FCR-focussed Assessment 
Consistent with usual clinical practice it is recommended that a thorough bio-
psychosocial history is taken at the first session.  
 
In addition to the standard assessment domains covered by a psychological 
assessment of people with cancer, it is recommended that an FCR-focused 
assessment includes questions about:  

• Circumstances surrounding the initial diagnosis of cancer; 

• The client’s views about finishing treatment; 

• The client’s understanding of their objective risk of recurrence (i.e what were 
they told about their risk of recurrence over 5 years or 10 years) and views of 
their perceived risk of recurrence as a percentage (0-100%). If the perceived 
risk is higher than the objective risk – reasons for why they feel more 
vulnerable; 

• If their perceived risk of recurrence fluctuates – how likely they feel recurrence 
is (%) at its peak and at its lowest; 

• The exact content and frequency of thoughts about FCR (including specific 
questions about any imagery experienced relating to FCR); 

• Degree of bother caused by FCR; 

• Triggers; 
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• The functional impact of FCR (emotional, physical, financial, inter-personal, on 
life goal and future planning); 

• The meaning of potential recurrence for self and others; 

• Cognitive techniques for coping with FCR; 

• Other coping strategies for dealing with FCR (including specific questions 
about behavioural or emotional avoidance e.g. alcohol use, avoidance of 
particular places, people or situations); 

• Current frequency of follow-up care appointment and routine medical 
investigations; 

• Self-examination and surveillance behaviours; 

• Frequency of unplanned or unscheduled medical appointment or 
investigations because of concerns about potential recurrence; 

• Carer/family levels of FCR and degree of openness of communication about 
FCR; and 

• Goals for FCR treatment. 
 
An example of a completed assessment template for a FCR-focused assessment is 
shown below and a blank form provided in the Appendices to this manual (see 
Appendix 1).  
 
It is recommended that therapists use this template as a guide during the initial 
assessment session to help ensure that all areas pertinent to FCR are covered. It is 
also a useful place to summarise scores on pre-treatment standard measures.  
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FEAR OF CANCER RECURRENCE INTERVENTION 

 
Patient ID/code 
number: 

MRN 567-448-907 

Date of 
consultation: 

16/4/2009 

Person 
completing this 
form: 

Judy Feelgood (Clinical Psychologist)                                                      
please print 

 

 

 
 
 
 
 
 
 

Cancer diagnosis 
Diagnosis, stage 
 

Stage 2 Br Ca- node positive (4 +ve nodes) 

Date of 
diagnosis 

January, 2008 

Circumstances 
of diagnosis e.g. 
perceived delay, 
symptoms not 
adequately 
assessed 

Self-detected lump. Delay in final diagnosis due to Xmas 
holiday period.  

Treatments 
including  
perceived 
problems e.g. 
protracted 
nausea, 
admissions with 
neutropaenia 

Mastectomy 
Chemo- Tolerated well. Mild nausea and hair loss 
RadioRx- Found to be more challenging than chemo. Skin 
problems at site of irradiation. Extreme fatigue during Rx.  
Hormonal Rx- Arimidex (5 years) 

Intimate relationships and caring roles 
Marital status Married (Husband- Neil) 
Length of 
relationship 

15 years 

Perceived 
quality of 
relationship  
e.g. supportive, 
does not feel that 
partner 
understands 

Supportive relationship. Husband is very positive and ‘a good 
problem- solver’, however client feels unable to share her fears 
about recurrence with husband as she is worried he may see 
her as being ‘negative’ and is fearful of the emotional impact 
on him.  Husband works full-time and long hours (bank 
branch manager).  

Dependent 
children/other 
caring roles 
including 
previous recent 
roles 

Son- Karl (aged 7yrs) 
Daughter – Jasmine (aged 4yrs) 
Client is the primary carer for her children as husband works 
long hours. Mary has no siblings and is the main carer for 
her elderly father who remains living at his home in a 
nearby suburb. Feels she is the ‘organiser’ for her whole 
family.  
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Personal background 
Early life – all 
trauma including 
exposure to 
violence or abuse 

Supportive family of origin. Father school principal.  No 
siblings. Described a happy family life in early childhood. 
Mother’s death from BrCA at 13yrs.  

Experiences of 
loss e.g. parental 
death, 
separations from 
family 

Mother died of breast cancer when Mary was aged 13 years 
old. She spent approximately 18 months living with maternal 
aunt’s family after her mother’s death as her father suffered 
severe depression and was hospitalised for same for several 
months following the death of his wife. 

Educational 
achievements 
including work 
history prior to 
cancer diagnosis 

Primary school teacher. Previously employed full-time. Has 
recently returned to relief teaching work at local school.  

Characteristics 
of interpersonal 
relationships 
e.g. loner, tends 
to isolate 

Generally describes a good relationship with husband and 
children, however feels that because they are all focussed on 
“being positive” and “beating cancer”, she is unable to share 
recurrence fears with family members. Worries they will 
become anxious about her dying. 

Premorbid 
personality e.g. 
quiet, anxious 
always a worrier 

Describes self as perfectionist, driven, likes to plan ahead, 
and always a worrier. 

Risk factors for psychosocial distress 
History of 
depression or 
anxiety including 
treatments 

Nil formal psych diagnoses. Experienced grief and problems 
of adjustment following mother’s death. Few friends at high 
school although performed well academically. Felt prolonged 
grief and sense of isolation in late adolescence which 
resolved when she started teachers college aged 19 years.  

Current 
psychotropic 
medication 

Nil 

History of 
alcohol or other 
substance 
abuse  

Nil 

Other medical 
illness  including 
perceived burden 
of disease 
 

Psoriasis (mild) and osteoarthritis. Is concerned by 
worsening of joint pain since commencing on hormonal 
therapy. Feels this impacts significantly on daily quality of 
life and mobility. New or worsening joint pain often triggers 
fears about recurrence (specifically bone metastases).  

Current occupational and social functioning 
Educational 
achievements  

Teachers college  

Current and 
previous 
occupational 
functioning  

Was employed on a full-time basis as primary school teacher 
prior to cancer diagnosis. Has recently returned to casual 
relief teaching. Finding work difficult due to post-Rx fatigue 
and perceived cognitive difficulties. Feels unable to perform 
as well as she used to at work.  
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Characteristics 
of interpersonal 
relationships 
e.g. loner, tends 
to isolate 

Describes self as a perfectionist, highly-driven. Has always 
been a worrier. Generally gregarious and a ‘joiner’ and has 
good relationships with family and friends and colleagues. 

Cognitions about cancer  
Preoccupation 
with fear of 
recurrence e.g. 
how often, type of 
thoughts  

Feels almost certain her cancer will return (90% chance). 
Daily thoughts about potential recurrence. Feels a great deal 
of personal responsibility to remain vigilant to signs of 
potential recurrence. Worried that severe joint pain sign of 
recurrence. Fears about her husband and his ability to cope 
with the children if her cancer were to recur or if she were to 
die. Like her father, she fears her husband would not cope. 
Fears he may throw himself into work if she died thus 
neglecting the children’s needs.  

Positive 
metacognitions 
e.g. “If I think 
about the cancer 
coming back I will 
be prepared for it” 

Identifies benefits in being constantly vigilant. Says the more 
she thinks about cancer recurrence the more she can be 
actively looking for signs of recurrence and believes it will be 
detected earlier in which case she believes any treatment is 
likely to be more effective.  

Negative 
metacognitions 
e.g. “Worry is 
going to make me 
sick” 

Feels her worry is beginning to isolate her from otherwise 
loving relationships with her family. Is concerned about the 
impact of worry on her immune systems believes that worry 
and stress will make her more prone to recurrence. 

Response to 
cognitions 
including 
attempts to 
suppress 
thoughts/keeping 
busy 

Rumination, especially at night, suffers from periodic bouts 
of insomnia especially in early hours of the morning. Tries to 
keep busy with family life. Will visit doctor for reassurance 
when worry builds up to unmanageable levels. 

Behaviours in relation to cancer 
Checking e.g. 
self-examination/ 
frequency  

Daily breast self-examination. Regularly palpates joints for 
signs of bone pain (metastases).  

Attendance for 
medical follow-
up e.g. outside of 
scheduled 
appointments 
 

Two unscheduled appointments with oncologist in past 
12months.  Frequently visits GP for a range of health issues. 
Believes that regular contact with her GP will keep her safe.  
 

Seeking out 
information 
about cancer on  
internet or other 
sources 
 

Active member of several breast cancer consumer groups. 
Always reads newsletter looking for information or stories 
about recurrence.  

Request for 
tests not offered 
routinely by 
doctor 
 

Recently attended a private clinic for full body MRI. Did not 
tell her husband, GP or oncologist about this test.  

Changes in 
social 

No major changes in relationships, but feels more isolated 
from family due to feeling like she must keep her fears about 
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interactions e.g. 
avoidance of 
people who don’t 
understand/lack 
of closeness or 
frustration in 
intimate 
relationships 

recurrence to herself.  

Current expressed concerns 
Impact on family 
life 
 

Is worried by the impact of FCR on her family life and her 
relationship with her husband.  

Occupational 
performance 

Has recently returned to work, feeling like she is not 
performing as well as she used to. Troubled by fatigue and 
perceived cognitive problems at work.  
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Standardised Assessment Measures 
In addition to the clinical interview, for the purposes of the research study and 
informing clinical practice, clients will be asked to complete the following 
standardised assessment measures immediately prior to the first session, 
immediately after the final session, plus 3 and 6 months after completing treatment 
(by mail). 
 
Fear of Cancer Recurrence will be assessed using the 42-item Fear of Cancer 
Recurrence Inventory (FCRI) [6], the most comprehensive multi-dimensional scale of 
FCR available, and suitable for patients with mixed cancer diagnoses. It has been 
found to be internally consistent (α = 0.75 to 0.91 across subscales) and stable over 
a two-week interval (r = 0.58 to 0.83 across subscales), and has a robust factor 
structure. The FCRI has convergent validity with other standardised measures of 
FCR (CARS, FRQ) (r = 0.66 to 0.77) and discriminant validity with QOL amongst a 
large sample (n=600) of Canadian cancer patients with mixed tumours [6]. 
Respondents rate the degree to which symptoms or issues affect them on a Likert 
scale ranging from 0 (‘not at all’ or ‘never’) to 4 (‘a great deal’ or ‘all the time’). Higher 
scores indicate higher FCR. 
 
Fear of cancer recurrence will also be measured using the Concerns About 
Recurrence Questionnaire (CAR-Q), which is a 5 item purpose designed 
questionnaire developed by Dr Thewes, to act as a brief screen of FCR. Inclusion of 
this measure is evaluating its sensitivity to clinical changes in FCR as a result of 
treatment. 
 
Cancer-specific distress:  will be assessed with the 15 item Impact of Event Scale 
(IES) [19] with two subscales: intrusion and avoidance. The scale has been widely 
used in oncology settings with demonstrated reliability and validity in this population 
[20]. 
 
General distress: will be assessed with the Depression, Anxiety, Stress Scale, short 
form (DASS21). This measure is sensitive to changes in depression, anxiety and 
stress in both cancer [21, 22] and non-cancer populations receiving psychosocial 
interventions [23]. The DASS21 has high construct validity and each of the 
subscales has good internal consistency [24, 25], and norms for the general 
Australian population are available [26]. Although the DASS21 has been used widely 
in longitudinal psychosocial studies, test re-test reliability has not been established in 
a cancer population. However, the full 42-item version of the DASS has good test 
retest reliability [27], and given the short form was created by choosing the items 
which had the highest loadings on each of the 3 factors from the original, it is likely 
the DASS21 would have acceptable test retest reliability. 
 
Quality of Life (QoL): will be assessed with the AQoL8D. It is a health-related QOL 
instrument specifically developed for use in people with mental health problems – it 
is sensitive to change after psychosocial interventions since it includes domains such 
as mental health, coping, self-worth, happiness, relationships, along with the other 
subscales assessing more functional aspects of QOL; independent living, pain, and 
senses. The AQoL8D [28, 29] also allows the calculation of quality-adjusted-life 
years (QALYs) to be determined (through the health state utility scoring algorithm). 
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QALYs are the outcome metric of choice for economic evaluations as they allow 
comparison of results both within and across different health conditions. 
 
Unmet needs: will be assessed using the Information sub-scale of the Survivors 
Unmet Needs Survey, which includes needs relating to finding information, knowing 
which information to trust and worrying about cancer recurrence and spread [30]. 
This 8-item scale was derived using factor analysis of responses from 550 
heterogeneous cancer patients from Canada. It has high internal consistency 
(Cronbach’s alpha = .93) and is highly correlated with other unmet needs sub-scales 
such as Access and Continuity of Care (.81), Emotional Health (.79) and 
Relationships (.75) indicating good construct validity. It also has good test-retest 
reliability. 
 
Model measures: 
Metacognitions will be measured with the Metacognitions Questionnaire-30 (MCQ-
30). The MCQ-30 is a 30 item questionnaire with 5 subscales (6 items each) 
measuring: 1. Cognitive confidence (“I do not trust my memory”), 2. Positive beliefs 
about worry (“worrying helps me cope”), 3. Cognitive self-consciousness (“I am 
constantly aware of me thinking”), 4. Uncontrollability and danger (“my worrying 
thoughts persist no matter how I try and stop them”, “worrying is dangerous for me”),  
5. Need to control thoughts (“not being able to control my thoughts is a sign of 
weakness”). These subscales assess different aspects of beliefs about worry, which 
are relevant to the FCR model proposed here. The MCQ-30 has good convergent 
validity [31] and good test re-test reliability [32].  
 
Therapeutic alliance has consistently been shown to be associated with treatment 
outcome [33]. As such it is important to evaluate and control for the impact the 
therapist-patient relationship has on treatment outcome. Bordin’s (1979) model of 
alliance emphasises three aspects of the therapeutic relationship that influence 
patient-therapist alliance: agreement on the goals of therapy between patient and 
therapist; patient’s agreement with the therapist that the tasks or activities of therapy 
will achieve the desired goals; and the quality of the interpersonal bond between the 
patient and therapist. Based on Bordin’s model of therapeutic alliance the Working 
Alliance Inventory was developed [34]. However, the short-form revised (WAI-SR; 
[35]), has better psychometric properties than the original, with subscales 
possessing good internal consistency (Cronbach’s alpha ranging from .85 to .90), 
and a three factor structure representing each aspect of the model that has been 
replicated by others [36]. The WAI-SR is a 12-item questionnaire with 3 subscales (4 
items each) that assess the agreement on goal, the agreement on tasks that achieve 
the goal, and bond between patient and therapist. 
 
Treatment expectancy has been shown to predict treatment outcomes in a variety 
of contexts (e.g. CBT and physical therapy for the treatment of chronic lower back 
pain; [37]). As such, treatment expectancy will be measured using the 
credibility/expectancy questionnaire (CEQ; [38]). This is a 6 item questionnaire with 
two subscales (3 items each) measuring expectancy and credibility. The 
questionnaire has good test re-test reliability with a 1 week interval (alpha = .83) but 
not at a 3 month interval, the subscales also demonstrate good internal consistency 
[38]. 
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Treatment satisfaction will be evaluated using a single question assessing overall 
satisfaction with the therapy. 
 
Data Collection Considerations  
When commencing a new client in the trial, please try to ensure: 

• The client has completed their pre-treatment questionnaire prior to their first 
session (remind them when confirming the appointment time);  

• That if they have forgotten to complete the pre-treatment questionnaire, you 
ask the client to complete it before leaving your office (or if this is not possible 
to return it to the research team within 48 hours); and  

• You remind the client to complete the post-treatment questionnaire as soon as 
possible after the final session. 
 

Please Note: Complete data sets will be crucial to effectively evaluating the 
intervention.   
 
Presenting the Model and Rationale for the Intervention 
Gaining a shared understanding between therapist and client of the nature of FCR, 
and the factors which contribute to its development and maintenance is a very 
important component of the intervention and will enhance client buy-in and 
motivation for treatment.  
 
The therapist should discuss each of the points below with the client at the 
introductory treatment session.  
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Summary: The FCR Model proposed for this project 

 
1) Fear of cancer recurrence is the fear that cancer will come back either in the 

same place or another part of the body; 
 

2) It is very common and almost everyone with a diagnosis of cancer 
experiences it from time to time; 

 
3) Research tells us that somewhere between 10-30% of people with a history of 

cancer (depending on their cancer type) experience moderate to severe 
problems with FCR and want professional help to manage it; 

 
4) For some people FCR can have a big impact on their mood, relationships, 

and ability to make plans for their future;  
 

5) We believe that certain beliefs, in particular those about the nature and 
importance of worry, can underlie a particular style of coping with worry which 
is problematic; 

 
6) This problematic style of dealing with worry includes: rumination (e.g. 

repeatedly turning worries over and over in one’s mind), attention towards 
threat-related information (e.g. like having a radar which is particularly attuned 
to detecting information about and signs of potential cancer recurrence), self-
focussed attention (e.g. being very aware of one’s bodily sensations and 
thoughts), and attempts to control, avoid or suppress thoughts about potential 
recurrence. These strategies all make the worries worse;  

 
7) Furthermore, having cancer and worries about potential recurrence can 

change the way a person sees themselves (self-concept), and what they see 
being important in life (values) and these changes are often not discussed. 
FCR can make it very difficult to make plans for the future, which can 
contribute to the problem, making it worse as the person can feel rudderless 
and have little to direct their energies towards;  

 
8) We believe that certain life experiences  such as past losses (particularly 

those involving cancer), past traumatic life events, caring roles and other 
sources of psychological stress can also make people more vulnerable to 
experiencing FCR; and 

 
9) Many people also have a lack of information about how best to monitor their 

health and stay healthy after a cancer diagnosis. 
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Using Metaphor to Introduce the Model and Treatment Rationale 
An important therapy skill in ACT is the use of metaphor. Metaphors can be used to 
explain complex concepts through illustration and experiential learning. It is 
recommended that the therapist uses the following metaphor to supplement the 
more didactic explanation of the model and therapy for all clients.  
 
The following transcript was originally developed to explain the principles of ACT by 
Russ Harris [39] but it is equally relevant to explaining some of the basic principles of 
the intervention described in this manual.  

Therapist: It is often quite hard to explain the rationale for this treatment 
program, so would it be OK with you if I showed you what it is about by using a 
metaphor? 
Client: Sure. 
Therapist: Great (Therapist picks up a hardcover book or clipboard and shows it 
to the client).  I want you to imagine that this book represents all the difficult 
thoughts and worries and feelings about potential cancer recurrence that you 
have been struggling with up until now.  
I’d like you now to take a hold of it and grip it as tightly as you can so that I can’t 
pull it away from you. (Client grips it tightly).  
Now I’d like you to hold it up in front of your face so that it is almost touching your 
nose. (The client holds the book up to their face, blocking view of both the 
therapist and the surroundings).   
Now what is it like trying to have conversation with me when you are so caught 
up with these worries? 
Client: Very difficult. 
Therapist: Do you feel connected or engaged with me? Are you able to read the 
expressions on my face? If I were doing a song and dance routine now would you 
be able to see it? 
Client: No. 
Therapist: And what is your view of the room like while you are so caught up 
with these worries? 
Client: I can’t see anything except the book in front of me. 
Therapist: So while you are completely absorbed in these worries, you are 
missing out on a lot. You’re disconnected from others around you and the world 
around you. Notice too that while you are holding on tightly to these worries you 
cannot do the things that make your life work. Check it out- grip the book as 
tightly as you can. (Client grips the book tightly) Now if I ask you to drive a car, or 
hug someone, or cook dinner, type on a computer, or cuddle a baby while you 
are holding on tightly to this could you do it?  
Client: No. 
Therapist: So while you are caught up with this stuff, not only does it disconnect 
you from others but it makes it very difficult to do the things you want to in life, the 
things that make you happy and make your life work. 
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Client: Ok. I see what you mean.  
Therapist: Is it Ok with you if I bring my chair right beside you? There is 
something else I want to show you.  
Client: Sure. 
Therapist: Can I just check if you have any shoulder or back problems? I just 
want to check (because this part involves a bit of physical exertion).  
Client: No. 
Therapist: What I’d like you to do is place both hands flat on the book and I am 
going put my hands on the other side. Now I’d like you to push the book away 
from you. Push firmly, but not so hard that you knock me over. (As the client 
pushes away the therapist leans more into the book) Just keep pushing.  So here 
you are trying to get rid of these worrying thoughts by pushing them away. You’ve 
been doing this for a long time now, and are they going anywhere?  
Client: No 
Therapist: Sure you can keep them at arm’s length but what is the cost to you? 
Client: It’s not too bad. 
Therapist: We’ve only been doing this for a few seconds but how would you feel 
after a whole day of this? 
Client: Pretty tired I imagine. 
Therapist: And if I asked you to drive a car, or hug someone, or cook dinner, 
type on a computer, or cuddle a baby while you are pushing this away could you 
do it?  
Client: No. 
Therapist: What is it like trying to have a conversation with me while we are 
doing this? 
Client: Very distracting. 
Therapist: Do you feel a bit closed off of cut-off? 
Client: Yes. 

(Therapist stops resisting the book, eases off the pressure and takes the book 
back). 
Therapist: OK, let’s try something different now. Let’s just place the book in your 
lap, is it ok if we just let it sit there? (Client nods). Now isn’t that a lot less effort? 
How are your shoulders feeling now? 
Client: A lot better. 
Therapist: Now you are free to invest your energy in doing something you really 
want to, something meaningful and constructive. If I asked you to you to drive a 
car, or hug someone, or cook dinner, type on a computer, or cuddle a baby with 
the book just sitting there, you could do it now, couldn’t you? 
Client: Yes.  
Therapist: And what is it like trying to have a conversation now as opposed to 
doing this (Therapist mimes holding the book up in front of face) or this (Therapist 
mimes pushing book away)? 
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Client: It is a lot easier.  
Therapist: Do you feel more engaged with me? Can you read the expressions 
on my face? 
Client: Yes.  
Therapist: The problem is absolutely still there. And of course you don’t want it, 
who would want all these painful thoughts and feelings? But notice, now that this 
stuff is just sitting there and you are not holding on to it or struggling against it, it 
is having much less of an impact on you.  
Now in an ideal world I’m sure this is what you would like to do (Therapist mimes 
throwing the book away on the floor). But here’s the thing, that is precisely what 
you have been trying to do and it is not working, those thoughts are still there. 
You’ve been making a great deal of effort to get rid of these fears (give examples 
from clients own experience e.g. you’ve been checking your breasts every day, or 
trying to push those thoughts out of your mind when they happen, or distracting 
yourself with other things) but despite all your best efforts they keep showing up. 
They may go away for a short while but they keep on showing up. So even 
though every instinct in your body tells you to do this (Therapist mimes throwing 
the book away) that strategy clearly doesn’t work.  
So here is what this program is all about. We are going to help you to do this 
(Therapist picks up book and drops it is her lap and let’s go of it, holding arms up 
in a gesture of freedom). By living with those thoughts and giving them less 
attention you will have a lot more free to do what you really want to in life. We are 
going to learn some new skills called Attention Training and Detached 
Mindfulness that are going to help you pay less attention to these thoughts when 
they occur. We are also going to talk about the way having cancer has impacted 
on what’s important to you and try to develop some concrete plans for the future 
so you can do what you really want to. Having this direction will help those 
worries seem less important. What we really want to try to help you to do is to 
create a rich and meaningful life whilst accepting the uncertainty that goes with it.  

 

Key Point: The aim of the components of this intervention is not to get rid of 
worries about recurrence completely - that is unlikely to be possible - but to 
help clients give them less importance and less attention than they currently 
do and to develop goals for the future which will give their lives purpose, 
meaning and direction. 
 
Following explanation of the model and the principles of treatment it is worth 
checking the client’s understanding and response to it. Some examples of questions 
which may clarify their reactions are listed below:  

• How does this explanation of fear of recurrence and our treatment program sit 
with you?;  

• Does it make sense to you and does it reflect some of your own experiences 
with fear of cancer recurrence?; 

• Do the components of treatment make sense to you? Do they sound like 
strategies that may be of some help to you? 
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Troubleshooting 
Therapy doesn’t always go smoothly. Some clients may not understand your 
explanation of the model or object to use of the metaphor. When one approach does 
not work so well (ie. didactic explanation of the model or metaphor) you may prefer 
to emphasise the other approach to help enhance the client’s understanding.  
 
Whilst it is recommended that the therapist uses both a didactic explanation of the 
model and the aims as well as illustration by metaphor, the metaphorical approach 
alone may be better suited to clients who are less ‘psychologically minded’, less 
articulate or for clients whose first language is not English. Specific objections to the 
metaphor above and how to respond effectively to those objections (as it is applied 
to ACT) can be accessed at the following webpage: 
 
http://www.actmadesimple.com/upimages/nutshell_metaphor_objections_and_respo
nses.pdf 
 
PART 2: Understanding the Changes in Values and Goals (30 minutes) 
The purpose of this section is to demonstrate that values can shift, to assist in 
working out if and how the patient’s values have changed and what is important to 
them now, and then to devise concrete ways of working towards the life they want to 
lead. You may want say something like: 
 
There are times in a person’s life, such as at major birthdays, a wedding, a natural 
disaster or world event that as individuals, we re-evaluate what is important to us 
and whether we are living a life consistent with what matters. Many people find that 
having cancer is one of those times. For those who are particularly frightened about 
cancer coming back, the desire to lead a life with value, purpose and happiness 
becomes even more important. Others’ well-meaning encouragement to “put it 
behind you” and “get back to normal” can feel frustrating and unattainable. Life can 
feel as if it will never be “normal” again and, what’s more, a life just as it was before 
the cancer might not be what a person is looking for. Striving for a ‘new normal’ 
though, is possible. You may have done this before in life; after having children, 
changing careers, getting married or at the end of a long-term relationship.  
 
Have you noticed any changes, in the way you look at life now? 
 
As people face life’s challenges it is easy to lose sight of the things they see as 
important; the hopes, aspirations, dreams and guiding principles that life was 
‘supposed’ to be about. The turmoil of facing cancer provides a real opportunity to 
re-connect with those things that are really important; to contemplate, recognise and 
work towards values that give life true meaning and satisfaction. Life values can be 
viewed as a dartboard, where each segment represents a different value. The 
person is the dart, aiming, with purpose, to meet those values in large, and small, 
ways.  
 
There are many domains of life to value including; 

• Relationships (family, social, intimate); 

• Intellectual; 

http://www.actmadesimple.com/upimages/nutshell_metaphor_objections_and_responses.pdf
http://www.actmadesimple.com/upimages/nutshell_metaphor_objections_and_responses.pdf
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• Financial; 

• Spiritual; 

• Social, recreation and leisure; 

• Community; 

• Health and physical wellbeing; and 

• Emotional. 
 
 
Card Sort Exercise  
Below is an example of the way in which you may wish to introduce the card sort 
exercise. 
 
“This exercise is a good way to start thinking about what you do and don’t want in 
life.   
 
You will see a pile of cards with statements on them. The statements are about 
different values in life that you may or may not hold, or see as important. I would like 
you to sort the cards into 3 piles: 

1. These values are not very important to me; 
2. These values are of moderate importance to me; and 
3. These values are of highest importance to me. 

 
Now, go through the cards again and pick the 10 values that are most important to 
you. If the most important value(s) is not on the card, then write it on a new card. 
 
So, can you tell me a bit about why you sorted the cards as you did? Why do you 
find those values important?  
 
Were you surprised at how unimportant some values seem compared to others?  
 
When you think of it, are there times you spend devoting to values that don’t really 
matter to you while neglecting those that do?” 

 
Commit to making change: Goals and Actions 
Now the patient is becoming more clear about what is important in their life, and how 
some of that may have shifted, they can start devising actions that help them to 
experience what matters in their life. Goals are the building blocks they use to 
navigate towards values; actions are the specific ‘nuts and bolts’ of how those goals 
are met. Here are some examples to help the patient understand how values are 
less specific, they are ideals and principles in life, and actions are very specific and 
may need to be flexible to circumstance. The specific ways in which somebody is a 
“true friend” may be very different at 16 than 80 years old, for example. 
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Value Goal Action 

To have a loving 
relationship with my son 

To give him more 
attention 

To attend his football match 
this Saturday and talk to him 
about it afterwards. 

To be physically fit To get more exercise To go for a walk at 8am this 
Wednesday for half an hour. 
To attend ballroom dance 
classes at the community 
centre on Thursday evenings. 

To feel calm & relaxed To prioritise time for 
myself more often 

Attend a yoga class with my 
friend this evening. Read a 
magazine while I eat my lunch 
each day instead of checking 
my e-mails. 

To be a better friend Listen to my friends 
more often 

Next time I talk to a friend, I 
will make an effort to listen 
and ask them questions. I will 
aim not to be distracted with 
the things I have to do. 

To live life well after 
having cancer 

To feel less worried 
about every ache and 
pain 

I will read through the 
guidelines for who I should 
contact with any new 
symptoms. I will resist rushing 
straight for reassurance if 
there is not an emergency. 

 

If the patient is struggling to make a distinction between a goal and a value, it can be 
worth asking questions such as “why do you want to do that?”. If there is an answer, 
then it is likely the statement is a goal [18]. 
 
Example 1 

Patient: I want to be active  
Therapist: Why do you want to do that? 
Patient: Because being mobile enough to live independently is important to 
me 
 

Example 2 

Patient: I want to show my wife more affection 
Therapist: Why is that important to you? 
Patient: Because I want her to feel how much I love her 

 

As patients begin to choose committed actions to work towards goals and values it is 
important for patients to understand that not immediately achieving those ideals does 
not mean that they “fail” at their value or don’t ‘deserve’ it in some way.  It is 
important to see that even small steps bring them closer to their aspirations.  
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HOMEWORK 
 
Understanding FCR and the treatment approach 
Give the client a copy of the FCR model handout (Session 1, Handout 1) and ask 
them to read over this material at home. 
Beginning to understand your values and goals 
There are two main sections to this component of the homework. Firstly, to provide 
the opportunity for patients to reflect on their own values in different domains of their 
lives (Session 1, Handout 2) and secondly, to determine the goals and actions that 
patients can commit to in order to make these changes in their lives (Session 1, 
Handout 3). Ask the client to complete the two worksheets which facilitate these 
aims prior to the next session. 
Preparation Reading for Session 2 on Impact of Past Experiences 
Give clients Session 2, Handout 1 which shows the link between past experiences 
and FCR using clinical vignettes. Clients should be told that the examples chosen do 
not cover all issues and the examples given may not be relevant to them, but it are 
intended as a guide to help promote the discussion about how past concerns can 
impact on FCR.  
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1.3. SESSION 1 CHECKLIST 

□ Conduct a detailed psychosocial assessment paying special attention to FCR 
related issues  

□ Explore client’s goals for treatment 

□ Present model and rationale for treatment 

□ Address any questions 

□ Check credibility of model and rationale and explore motivation for treatment 

□ Introduce values and goals 

□ Complete the card-sort exercise 
 
HOMEWORK 

□ Complete “What Values are Important to You” (Session 1, Handout 2) and 
“Willingness and Commitment Worksheet” (Session 1, Handout 3) at home. 

□ Read “The Impact of Past Life Experience and Personality Factors on Fear of 
Cancer Recurrence” (Session 2, Handout 1) at home. 
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SESSION 2:  DISCUSSION OF VULNERABILITY FACTORS, CASE 
FORMULATION AND INTRODUCTION TO ATTENTION TRAINING.   

2.1  BACKGROUND FOR THE CLINICIAN 
Why is consideration of past experiences important? 
The origins of FCR are not fully understood, but clinical experience indicates that 
contributing issues involve themes of previous loss and grief, attachment issues, and 
caring roles [40]. This is consistent with research demonstrating high levels of FCR 
in clients treated for breast cancer who were younger than 50 years of age, who also 
had children [41]. No person comes to a diagnosis of cancer without a past life, and 
this influences their adjustment: “The experiences gathered during living one’s life 
are a part of today as well as yesterday. Events of the present can be checked 
against the past, and events of the past contribute to the meanings assigned to 
present happenings”[42]. It is inescapable that a person’s appraisal of the cancer 
experience will be influenced by their past experiences. A life of social adversity may 
contribute to a sense of pessimism and limited expectations of success in any area 
of life, including health.  
 
Themes of bereavement and loss or emotional neglect figure prominently in those 
whose fear of cancer recurrence is sufficiently troubling for them to seek treatment. 
After experiencing bereavement, the individual faces a number of tasks:   

a) accepting the reality of the loss;  
b) experiencing the pain and grief;  
c) adjusting to a world without the deceased, and  
d) finding an enduring connection to the deceased whilst embarking on a new life 

[43].  
 

It is clear that the experience of bereavement inevitably shapes one’s world view 

[44], with the potential to “undermine one’s faith in the world as an ordered and 
secure place” [45]. Hence future adverse events may be interpreted more negatively, 
based on the felt experience of the loss. 
 
Research has demonstrated increased risk of depression in adult life for those 
bereaved before the age of 11 years [46], and death of a mother whilst an 
adolescent has long-term effects on women’s subsequent adjustment and 
relationships [47]. It is clear that it is not only the experience of bereavement, but the 
substantial changes which follow that influence longer-term adjustment. The 
surviving parent must cope with their own grief and the practical demands of caring 
for children and finances; these often result in some degree of withdrawal from the 
child and profound changes in daily life: “the threat to social belonging may 
reverberate throughout the child’s social network” [48].  
 
Francine Cournos, now a Professor of Psychiatry at Columbia University has 
described poignantly the impact of her mother’s death from breast cancer when 
Frances was just 11 years of age, her father having died 8 years previously [49]. Her 
mother’s pending death was never broached, and she describes the utter desolation 
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and loneliness, and the readiness with which she continued to be fearful of 
abandonment, even well into adulthood. 
 
Clinical application: case studies 
The following case vignettes are designed to highlight the ways in which past 
adversity resonates with the diagnosis of cancer, affecting appraisal of the 
experience, assumptions about the future, and cognitions about how to cope after 
completion of treatment for cancer. The health professionals involved in their care 
were unaware of their childhood trauma, and their anxiety thus made no sense.  
 
Case vignette 1: 
Mandy was a 37 year-old woman who was diagnosed with breast cancer and 
underwent surgery, followed by chemotherapy and radiotherapy. Six months after 
completion of treatment, she continued to worry about the diagnosis, was fearful that 
the cancer would recur, and could not be reassured by her oncologist, who referred 
her for psychological assessment. 
 
Mandy was a single mother of a 15-year-old daughter, Ellie. Mandy’s childhood was 
marked by parental discord, her father leaving the family on several occasions 
before a permanent separation when Mandy was 6 years of age. Her mother 
withdrew after the separation, and forbade Mandy to mention her father. Mandy 
recalled vainly hoping for many years that if she was exceptionally good her father 
might return. Mandy had a series of unstable relationships before becoming 
pregnant, her partner abandoning her before her daughter was born. Her own 
daughter represented a precious chance to “undo” her own experience of poor 
parenting and Mandy set high expectations of her own performance as a mother, 
vowing to always protect her daughter from emotional hurt. 
 
The following issues were identified by the therapist as being points of intervention: 

• Mandy revealed that she examined her breast up to thirty times per day;  

• She thought about her childhood repeatedly, and this was associated with 
thoughts such as “The only thing in my life that has ever been good has been 
Ellie, but I’ll probably die from the cancer. I’ve got to look after myself, I can’t 
leave Ellie without a mother.”; 

• Mandy was sceptical about the chance of being helped by any therapy: “I’m 
too damaged by my past.”; 

• She felt that no-one had looked out for her during her childhood, so she was 
isolated (“I’m on my own”) so could leave nothing to chance regarding her 
health. “If I don’t keep a close watch on my health anything could happen.”  

 
The Therapist responded to Mandy’s concerns as follows: 

• The therapist used the analogy of a fish-hook to help Mandy see how her 
present life remained linked to the past: “holding onto the past is like having a 
fish on the end of a hook. Whilst you carry that fish on the hook around you 
are connected to your past and struggling with it.” 
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• The therapist explored with Mandy her sense of worth as a person and the 
constrictions she had placed on herself, valuing being a “better mother” as the 
most important thing. They were able to reflect on goals and values and 
Mandy thought about what mattered to her more broadly than the narrow 
focus on her mothering role; 

• In the story of the “Ugly duckling” a young swan is seen critically by others 
because he didn’t fit their views and expectations of appearance. Although the 
story describes how the “duckling” was accepted by the swans as beautiful 
when he had grown, in fact it was the same duckling, only others’ perceptions 
about him had changed. Through this example, Mandy could see how easy it 
is to make critical judgments, but these might only be one of many different 
points of view, and that no single view had more intrinsic “right” than another.    

 
Case vignette 2: 
Rachel was a 52 year-old married woman who had been treated for colorectal 
cancer. Despite being told that her prognosis was good, she worried about the 
possibility of the cancer recurring and became so anxious prior to follow-up medical 
appointments that she would vomit, and on one occasion fainted. When a well-
meaning nurse told her to take some deep breaths and calm down she felt deeply 
ashamed, and ruminated for several weeks about her “inadequacy” and inability to 
cope. 
 
Rachel’s childhood was characterised by extreme poverty, and she was too 
embarrassed to ask friends to play because of the derelict family home. Her mother 
was frankly abusive, and told Rachel that she would “never amount to anything”. 
Rachel coped by working hard at school and in adult life established a successful 
career as a seamstress, specialising in wedding gowns. Rachel felt well-supported 
by her husband Ted, but guilty about the burden she was placing on him. She had 
two adult daughters with whom she had a good relationship. 
 
Rachel’s experience of childhood was that one should “keep a low profile” and not 
create any disruption. She learned to be vigilant about being hit or verbally abused, 
and had become adept at scanning the environment for signs of unrest which might 
herald a maternal outburst. Into adult life she maintained an anxious disposition, 
however the experience of cancer was challenging because she had “not seen it 
coming”. 
 
The following issues were identified by the therapist as being points of intervention: 

• Rachel was highly self-critical and interpreted her anxiety as a sign of 
weakness. She felt that she should stop being so anxious but the more she 
tried to “let go” the worse it seemed to become; 

• Rachel felt that because of her early experiences it was impossible for her to 
ever be a confident person; 

• Rachel saw anxiety as destructive and was concerned that it would increase 
the risk of the cancer coming back. She wanted to free herself of anxiety as a 
means of ensuring that she did not experience a cancer recurrence; 
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• Rachel was self-conscious about the perceived responses of others in her 
environment and interpreted even neutral comments critically. She was very 
fearful of “making a fool of myself”, so put pressure on herself to “try to appear 
calm” when attending clinic appointments; 

• She was concerned about upsetting others and often apologised to others, 
even without being sure why. 

 
The therapist responded to Rachel as follows: 

• The therapist indicated to Rachel that life for some people could be seen as a 
Tug-of War: “Many people have bad experiences in their past that are difficult 
to let go of. Struggling with your past is like having a tug-of-war. You can keep 
pulling, struggle, use all your energy doing this and feel trapped by this fight or 
choose a different path. By putting down the rope you may find you 
experience a greater sense of freedom, and more energy to devote to living 
for the future.” 

• The therapist explored with Rachel whether trying to rid herself of anxiety and 
avoid stress had been helpful; 

• With reflection, the notion of anxiety as dangerous and to be avoided was 
gradually challenged. Rachel was able to identify that on many occasions 
anxiety had “been my friend” moving her to achieve work deadlines, complete 
wedding garments which were beautiful and flawless, to attend to business 
responsibilities in a timely manner - “so maybe I don’t have to fight this thing”; 

• Rachel was gradually able to see her anxiety in relation to follow-up 
appointments as normal, to be anticipated, but that it would not last forever 
“it’s like a long-haul flight – pretty awful while you are going through it, but you 
just go along with it if you really want to have that overseas holiday”. 

 
Case vignette 3: 
Francesca was a 44 year-old woman who had been treated for carcinoma of the 
cervix. She was married to Stefan and had two daughters aged 13 and 11 years. 
Francesca was reluctant to resume her former work as a librarian, and requested 
ongoing medical certificates to remain on sick leave 12 months after completion of 
treatment. When her General Practitioner explored the reasons for her reluctance to 
return to work, she said that she was convinced the cancer would come back and 
she needed to be at home to look after the girls, but was reluctant to elaborate. 
 
Francesca had experienced sexual abuse by her father from the age of 10 years. 
Her father threatened her with retribution if she disclosed, saying that she would be 
sent away to an institution. She disclosed the abuse to her mother when she was 14, 
as she was terrified that she might become pregnant. Her mother’s reaction was to 
slap her and tell her not to tell lies. She ran away from home at 14 years of age, and 
engaged in casual sexual relationships and illicit drug use, and made several suicide 
attempts. She met Stefan when she was 19. She considered that Stefan had “saved” 
her, but she had never discussed the abuse with him. She was determined to protect 
her own children from abuse, and had never allowed them to sleep over at a friend’s 
home.  
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The following issues were identified by the therapist as being points of intervention: 

• Francesca was guilty about her past sexual experiences, and believed that 
through exposure to HPV she might have “brought the cancer on myself”;  

• Her initial decision not to tell Stefan about the abuse was based on shame 
and fear that he would leave her. However since the cancer diagnosis she 
had ruminated about his reaction if she told him, and felt paralysed by guilt. 
She felt that to disclose the abuse now would mean that he would be angry 
and reject her for “keeping vile secrets”; 

• Francesca felt that only her intense vigilance had kept her children safe from 
abuse and that if she was not there to protect them they would be at great 
risk. However she believed that if she admitted this to Stefan he would think 
she was accusing him of being a poor father.    

 
The therapist responded to Francesca as follows: 

• The therapist acknowledged that life had been difficult for Francesca.  

• The therapist listened to Francesca’s discussion of guilt and grief about 
possibly contributing to the development of the cancer through her sexual 
behaviour in the past without rushing to reassure. In so doing, the therapist 
was modelling the ability to tolerate sadness and regret without trying to avoid 
it or displace it onto other things. 

• The therapist made the analogy about having been dealt a hand of cards. 
Francesca had been dealt a very poor hand of cards, and she was unable to 
put them back. However the goal of this therapy was to help her focus on 
playing that hand as best as she could. This meant moving away from an 
assumption that she was powerless. 

• The therapist asked Francesca to consider her assumption that Stefan would 
inevitably behave in the same critical way as her mother. Francesca 
acknowledged that he was in fact a very different person, and viewing his 
potential response in terms of the past meant that she felt “stuck” and 
powerless.   

• The therapist used a fairy tale to illustrate how attempting to take control does 
not always help, and in fact can contribute to problems. In the fairytale of 
Sleeping Beauty, the king banished needles to protect his daughter from the 
wicked fairy’s spell, whilst not equipping his daughter with information and skill 
to avoid the dangerous objects herself. Hence the princess pricked her finger 
on a needle, because she was unaware of the spell that the fairy had cast and 
the need to exercise care with needles. Francesca came to see that 
controlling every aspect of her daughters’ lives increased their dependence on 
her and denied them the chance to acquire knowledge and the capacity to 
regulate their own lives as they matured. 

 
 
Attention Training 
The Attention Training Technique (ATT) has been selected for inclusion in this 
treatment program because it is in keeping with the metacognitive formulation of 
FCR used as a framework for the intervention, and because of its demonstrated 



44 

potential to alter habitual responses to intrusive thoughts, images and worry about 
health [50].  
 
Self-focussed attention and threat monitoring (i.e. self-checking and bodily 
surveillance) are key ingredients in worry and rumination about potential cancer 
recurrence. ATT involves the regular practice of auditory listening tasks to develop 
conscious attentional control. ATT interrupts unhelpful information processing 
routines rather than their declarative content (i.e. the specific thoughts) involved in 
these routines.   
 
Key Point: ATT is not a distraction technique and it is not intended to be used 
in response to worries about cancer recurrence.  
 
The cognitive avoidance of feared negative thoughts is well known to increase 
the frequency and intrusiveness of those thoughts (Grayson et al).   
 
The primary aim of the Attention Training Technique (ATT) is to teach clients 
to apply their attention more flexibly, a bit like going to the gym for attention.  
 
Regular practice of ATT means that when FCR does occur the clients will be 
better able to interrupt excessive and inflexible self-focussed attention and 
avoid getting stuck in cycles of preservative worry and rumination.  
 
 
The ATT procedure lasts approximately 12 minutes and consists of three 
components: 

1. Selective attention task (5 minutes): This consists of guiding attention to 
individual sounds among an array of competing sounds at different spatial 
locations, with the instruction to give intense attention to specific individual 
sounds whilst resisting distraction by others. 

2. Rapid attention switching task (5 minutes): This consists of instructions to 
shift attention between individual sounds and spatial locations with increasing 
speed as this phase progresses. At the beginning of this phase approximately 
10 seconds is devoted to different individual sounds. Subsequently, the speed 
of switching is increased to one sound every 5 seconds.  

3. Divided attention task (2 minutes): The ATT ends with a brief (2 minute) 
divided attention task. In this task the client is asked to expand the depth and 
breadth of attention by attending to multiple sounds in multiple locations 
simultaneously. 

 
Typically between 6 and 9 sounds, combined with spatial locations are introduced 
into the exercise. A minimum of three competing sounds are used within the practice 
room, a further two sounds are identified in the near distance outside the room, and 
two or more sounds in the far distance. The near distance is defined as outside the 
room but within the building, and the far distance is usually outside the building. The 
task can be practiced by a person trained in the technique without aids (once it is 
mastered) or with the aid of an audio-recorded ATT practice tool.  
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Clients are asked to choose a visual focus point and maintain this throughout the 
practice. For the introductory session, therapists may wish to place a dot on the wall 
for the client to use as a focal point.  
 
 

Key Point: It is very important that ATT is not practiced when the client is in a 
state of acute worry or anxiety. ATT is not intended to be used as a technique 
for the immediate alleviation of anxiety. 
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2.2 SESSION MATERIAL  
Time allowed: 60 minutes 
Session Goals  
 The goals of this session are to: 

• Review home-work on goals and values work; 

• Assist the client to experience and understand the relationship of past 
experiences of trauma, grief and loss (where they exist) to current adjustment 
and fears of cancer recurrence, rather than attempting to divert thoughts away 
from the distress;  

• Reflect non-judgementally on past experiences, and “be with” the client, in 
effect modelling the capacity to bear pain and sadness rather than avoid it or 
displace it onto other things; 

• Helping clients to juxtapose past experiences of helplessness and a lack of 
control with their current situation, in which they can exercise choices about 
how they respond to fears and plan for their future; 

• Provide a coherent case formulation of the presenting problem based on the 
model of FCR presented in Session 1; 

• Present a rationale for the use of ATT; 

• Provide an experiential demonstration of ATT; and 

• Establish guidelines for daily home-based practice. 
 

Key Point: A goal of this session is to help clients acknowledge and accept 
that past events cannot be changed. However, the future can be changed.  
Therefore the focus of treatment will be on:  

• reappraisal of the meaning of FCR; 
• clarifying values and goals; 
• trying to establish plans so that the future can be lived in accordance 

with those new values; and   
• learning new skills and ways of thinking to help respond to FCR. 

 
PART 1:  Discussion of Past Issues (40 minutes) 
A client handout is included in this manual to illustrate the relationship between past 
experience and manifestations of FCR using case vignettes. This handout should be 
given at the end of Session 1 and read for homework in preparation for Session 2. It 
is important to explain when giving this material to clients that the vignettes 
presented in the handout do not cover all past issues, or may not be of relevance to 
them but are intended as a guide to help them understand how past issues can 
impact on FCR for some people.  
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It may be useful to introduce the discussion of past experience by saying something 
like the following: 
  
“We have found that past experiences can shape the meaning that people give to 
their cancer experience and can make fear of cancer recurrence worse. The handout 
I gave you last session summarises the way that some life experiences can impact 
on fear of cancer recurrence for some people. Today, I want to spend a bit of time 
talking with you about this issue and trying to understand if and how your past 
experiences have influenced your level of fear of cancer recurrence.” 
 
Some useful probe questions to open discussions about past issues: 

• What did you think after reading the handout about links between past life 
events and fear of cancer recurrence? Were you able to see any connections 
with your own past experiences? 

• How do you think your experience of {x,y,z} may have influenced your worry 
about cancer coming back? 

• What are your greatest concerns if the cancer did come back? What would 
that mean if that happened?  

 

Key point: The aim of discussing past events is to try to increase the client’s 
awareness of the way in which their past life events have informed the 
meaning of FCR. It is important to emphasise that a comprehensive reframing 
of past experiences is unlikely to be achievable within this single therapy 
session but may develop over time in therapy.  
 
The ensuing discussions may involve elicitation of painful feelings and memories. An 
important goal of this discussion will be to reflect non-judgementally on past 
experience, and “be with” the client, in effect modelling the capacity to bear pain and 
sadness rather than avoid it or displace it onto other things. 
 
Following some time for elaboration of relevant themes it will be important that the 
therapist helps the client to move on to a focus on future action rather than dwelling 
on past issues. The therapist should acknowledge and help the client to understand: 

• They have suffered adversity (Hand of cards metaphor); 

• Whilst the client may not have had control in the past, the client has control 
over ensuring that their future life is lived in accordance with their present 
goals and values; 

• Developing an understanding of the meaning of past events and that they may 
have influenced their vulnerability to FCR is an important step in reducing it; 

• The past cannot be changed. Developing acceptance of what has happened 
in the past will reduce future suffering (Fish hook, Tug of war Metaphors); 

• A comprehensive reframing of the meaning of past experiences is unlikely to 
be achievable within a single therapy session.   

 
Some metaphors drawn from Acceptance and Commitment Therapy (ACT) (shown 
above in brackets) may be a useful way to illustrate some of these points. Selection 
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of specific metaphors will depend on the client characteristics. Therapists can modify 
metaphors to suit client need or where appropriate develop their own. See below for 
some examples of metaphors which may be useful to illustrate some of these points. 

ACT Metaphors Application 
Hand of cards Imagine we are playing a card game and I have been dealt a 

poor hand of cards. I can’t change my cards so I really have two 
choices about how to play the remainder of the game. I can 
either walk away from the game and avoid losing but potentially 
miss out on enjoyment, or I can choose to play the game as 
best I can with the cards that I have, accepting that I don’t know 
what the outcome will be. 

Tug of war Imagine you are playing tug of war with an anxiety monster. 
You are holding one end of the rope and the monster the other, 
and in between there is a bottomless pit. You can pull harder 
but each time you do, so does the monster, or you can drop the 
rope. If you drop the rope the anxiety monster is still there but 
you don’t need to struggle with it.  

Fish Hook Sometimes we can be joined to our past like a person fishing 
who has a fish on the end of their hook. We can struggle with 
that fish for hours on end, or we can just let go of it and focus 
on doing something else.   

Struggle switch Imagine that we all have a switch in our heads called the 
struggle switch. When it is switched on we struggle against any 
emotional discomfort that shows up; we try our best to get rid of 
it or avoid it. Like “Oh no! Here is that horrible feeling again. 
Why does it keep coming back? How do I get rid of it?” So now 
I’ve got anxiety about my anxiety. In other words my anxiety 
gets worse. I’m even more anxious and I might get angry about 
my anxiety. “It’s not fair, why does this keep happening?” Or I 
might get depressed “Not again.  Why do I always feel like 
this?” Suppose I am able to turn off my struggle switch. In this 
case, whatever feelings show up, no matter how unpleasant, I 
don’t struggle with them. If anxiety shows up I don’t struggle, I 
just say “Okay, here’s that feeling again. Here is tightness in my 
chest. Here is a knot in my stomach. Here is my mind predicting 
bad things in the future again”. It is not what I would want to 
happen, and it is not what I like to happen, it is still unpleasant, 
but I’m not going to waste my energy and time struggling with it. 
Instead, I’m going to take control and put my energy into doing 
something that is meaningful to me. When the switch is on it is 
like an emotional amplifier; we can develop anxiety about our 
anxiety, or depression or anger about our anxiety. With the 
struggle switch off our anxiety levels still rise and fall, that is 
unavoidable and a normal part of life, but we’re not wasting our 
time struggling with anxiety. 

Reference: Harris, 2009 adapted from Hayes et al 1999 [10, 39]  
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Troubleshooting 
An absence of relevant past experiences 
Where no trauma, grief or loss issue are identified on assessment, the therapist may 
wish to focus this session on further socialisation to the model and the identification 
of other psychosocial stressors and how they may act as vulnerability factors to 
FCR. More time can also be devoted to the introduction and practice of attention 
training.  
 
Client wants to remain focussed on past 
It will be important for themes about past experiences to be understood and their 
impact on FCR contextualised, but care should be taken to ensure that they do not 
dominate future therapy sessions or are used as a means of distraction from 
discussions relating directly to FCR, which is the main purpose of treatment.  
  
Unresolved Trauma and Post-traumatic Symptoms or Other Adverse Reactions 
As is the case in usual care, the basic principle of any therapeutic approach is to do 
no harm. If it becomes apparent through the course of discussing past experiences 
that a client has significant unresolved trauma and post-traumatic symptoms, or that 
post-traumatic symptoms emerge and persist, or the client becomes extremely 
distressed following discussion of past experience, therapists should cease 
delivering the structured intervention program as it is described here and address the 
presenting issues using standard care techniques. Once these issues have been 
resolved the client may continue with the intervention if the therapist feels this is 
appropriate. If the client does not wish to continue with the intervention they should 
be asked if they are happy to continue completing study measures. 
 
If any adverse event occurs during the course of the intervention therapists should 
immediately contact the study coordinator to discuss their concerns and to advise 
the research team of the adverse reaction to the therapy and intention to discontinue 
the intervention. The Human Research Ethics committees responsible for the ethical 
approval of this study will be notified of any adverse events. 
 
PART 2: Attention Training Technique (20 minutes) Presenting Clients with a 
Rationale for ATT 
In order to engage the client in this component of treatment and to ensure 
compliance with home-based practice, it is essential that a metacognitive formulation 
of FCR be established, and a credible and acceptable rationale for ATT is presented 
at the outset of the session.  
 
Rationale for Attention Training 

With a metacognitive model of FCR in mind, the rationale for ATT must emphasise 
that the technique is not intended to achieve a ‘blank mind’ free from intrusive 
thoughts or inner experiences. Similarly, the rationale counteracts the use of active 
thought suppression. It emphasises that the technique teaches people to deal with 
thoughts or inner experiences which intrude into conscious as ‘noise’ which should 
not be resisted.  



50 

 
Unrealistic expectations and assumptions about the technique should be elicited 
prior to practicing the technique. A common misconception is that the technique 
should ‘block out’ unwanted thoughts or feelings. The therapist should emphasise 
that the goal of the exercise is to be aware of thoughts or experiences but for 
attention to be directed away from them as instructed in the task, even though the 
patient is fully aware of the presence of painful thoughts or experiences. This 
technique differs from thought avoidance which usually involves efforts to block out 
or suppress unwanted thoughts. In contrast, during ATT, the client remains fully 
aware of the presence and content of any unwanted thoughts but these thoughts are 
not given attention because they are viewed as a transient mental experience in an 
array of thoughts that may come and go throughout the practice.   
 
A suggested way to present a rationale for ATT to clients is given below: 
 

Fears and anxiety about cancer returning are an unpleasant and upsetting 
experience for many people with a history of cancer. Almost everyone who has 
had a diagnosis of cancer will experience thoughts (or images) about cancer 
coming back from time to time. However, for some people thoughts about cancer 
returning or extreme awareness of bodily sensations can become a persistent 
problem when people attend to them a great deal.  
 
Most people who experience a lot of fear about cancer returning (or fear about 
the implications of cancer returning), don’t recognise how much their attention 
has become locked onto these thoughts and feelings. It is this ongoing focus on 
thoughts and bodily sensations, which tends to prolong the negative feelings 
associated with them. Unfortunately, once this pattern of thinking develops it 
becomes almost “automatic” and is difficult to interrupt.   

 
The aim of the technique that I am going to teach you today is to become more 
aware of the focus of your attention and to strengthen your ability to control your 
attention. It is a bit like going to the gym for your attention. These exercises are 
not intended to be used when you have these worries, but doing these exercises 
regularly will help build up your ability to be more flexible with your attention when 
these worries occur.  
 
They are a bit like specific exercises to help strengthen your “Attention Muscle”.  
Being more flexible with your attention when worries occur, will free you up to no 
longer be so habitually attuned to your internal thoughts or bodily sensations.  
 
The technique I am going to teach you is called Attention Training. It lasts for 12 
minutes and involves listening to an array of sounds so that you shift your 
attention firstly to a particular sound, then between sounds, then to a range of 
sounds simultaneously.  
 
It is very important to understand that the aim of the technique is NOT to distract 
you from upsetting thoughts or images or bodily feelings, and NOT to ignore 
those experiences.  
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The aim of this technique is not to see upsetting thoughts entirely eliminated. But, 
with regular practice of the technique the intention is that it will give you the ability 
to have those thoughts but to give them less attention when they do occur.  

 
Credibility Check 

It is useful at this point to elicit from the client a sense of how useful they think it 
might be to learn ATT.  
 
The therapist could use a rating scale of 0-100 to elicit a sense of credibility or just 
gauge through discussion their belief in the rationale presented. Low levels of 
credibility (Wells recommends 40 or below) should be discussed further, and beliefs 
and concerns about ATT elicited.   
 
A common concern for clients may be that learning to focus attention away from 
bodily sensations may be “inviting trouble” and placing them at increased risk of 
recurrence because they will learn to ignore bodily sensations. In the event of this 
concern the therapist should emphasise, that ATT is not about ignoring new pain or 
new bodily sensations. It is about learning to give less attention to persistent thinking 
about particular pains or bodily sensations that keep on occurring, despite having 
been checked out. It should also be emphasised that an important part of this 
treatment program is going to be learning how to deal with regular check-ups and 
follow-up investigations, and aches and pains. In fact a whole session will be 
devoted to this topic in Session 4 of the program.   
 
To address this concern it may be helpful in this event to say something like: 
 

“The ATT technique lasts for 12 minutes and it is hoped that regular daily practice 
of this technique will teach you greater flexibility with your attention and that the 
practice will generalise into the other times in your daily life. It is a bit like a gym 
for your attention. But practice of the ATT does not explicitly ask you to ignore 
bodily sensations or thoughts about cancer. Nor will you be asked to explicitly 
divert attention away from these thoughts outside of the designated practice 
times. Later on in this treatment program we will spend a whole session together 
discussing dealing with aches and pains, and follow-up investigations. In the 
meantime, until we have a better chance to discuss these issues, do you think 
would be willing to trial diverting attention away from (but not ignoring) bodily 
sensations during practice sessions?” 
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Self- Attention Rating Scale 
The Self-Attention Rating Scale is an important index of effectiveness of the 
procedure in counteracting CAS. The scale is shown below and a handout of the 
scale is reproduced in Appendix 1. 
 
“At this moment in time how much is your attention focused on yourself or on your 
external environment? Please indicate by giving me a number on the scale”:  
 
 
 
-3       -2               -1                 0                1                 2                3 
 
Entirely 
externally-
focused 

 Equal 
amounts 

 Entirely 
self- 
focused 

 
 
The therapist administers the self-attention rating before the first in-session practice 
of the ATT and then immediately after practicing. Typically, a reduction of at least 2 
points in self-focus is achieved after the first practice session. If this is not the case, 
the therapist should explore the possible reasons for lack of positive change and 
focuses on dealing with them.  
 
Causes of little change might include a lack of effort due to the low credibility of the 
rationale or the use of counterproductive strategies during practice, such as thought 
suppression, daydreaming, and diversion of attention to worry. In these cases the 
rationale should be reinforced and emphasis given to prioritising the attention task 
rather than competing processes. The technique should then be practiced again.  
 
Basic Instructions for ATT  
A set of instructions for implementing the ATT are given below. In the instructions 
different sounds are designated as S1, S2, S3, etc. While at least three of these 
sounds are discrete consistent sounds, some designated sounds are often spatial 
locations in which there is no predetermined consistent sound.  

 
“I would like you to focus your gaze on a dot that I have placed on the wall. 
Throughout the exercise try to keep your eyes fixed on the dot. I’m going to ask 
you to focus your attention on different sounds inside this room and outside of 
this room. I will ask you to focus your attention in different ways. It doesn’t matter 
if thoughts and feelings come into your mind. The aim is to practice focusing your 
attention no matter what you might become aware of.  
 
“To begin with, focus on the sound of my voice (S1). Pay close attention to that 
sound. No other sound matters. Try to give all of your attention to the sound of 
my voice. Ignore all of the other sounds around you. You may hear them but try 
to give all of your attention to the sound of my voice. Focus only on the sound of 
my voice. No other sound matters. Focus on this one sound.  
 
“Now turn your attention to the sound I am making as I tap on the desk (S2). Pay 
close attention to that sound, for no other sound matters (pause). Try to give all of 
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your attention to the tapping sound (pause). Closely monitor the tapping sound 
(pause). If your attention begins to stray or is captured by another sound, refocus 
on the tapping sound (pause). No other sound matters. Give this one sound all of 
your attention (pause). Continue to monitor this sound and if you are distracted 
return your attention to it (pause).  
 
“Now focus on the sound of (S3; e.g., the ticking of a wind-up timer) (pause). Pay 
close attention to that sound, for no other sound matters (pause). Try to give all of 
your attention to the sound of the timer (pause). Closely monitor the sound the 
timer makes (pause). If your attention begins to stray or is captured by another 
sound, refocus on the timer (pause). No other sound matters. Give this one 
sound all of your attention (pause). Continue to monitor this sound and if you are 
distracted return your attention to this sound as soon as you can (pause).  
 
“Now focus your attention on sounds that you might hear outside of this room, but 
nearby. Focus on the space outside and behind you (S4). Pay close attention to 
that space and try to detect sounds that might occur there. Even if there are no 
sounds keep your attention on that space. Try to give all of your attention to it 
(pause). Closely monitor for sounds there (pause). If your attention begins to 
stray or is captured by a sound elsewhere, refocus on that place. No other sound 
matters. Give all of your attention to that place and what you might hear there. 
Continue to monitor and if you are distracted return your attention to it (pause)...”  
 

The instructions in the above paragraph are repeated for additional sounds (S5—7) 
and/or spaces (e.g., on the left, on the right, and in the far distance).  
 

“Now that you have identified and practiced focusing on individual sounds and 
locations I am going to ask you to quickly shift your attention between them as I 
call them out (pause). First, focus on the tapping sound (S2), no other sound 
matters (pause). Switch your attention and focus on what you might hear behind 
you in the near distance (S4) (pause). Pay close attention to (S4), no other sound 
matters. Now turn your attention to (S7), no other sound matters (pause). Turn 
your attention again this time to the sound of the timer (S3) (pause). Now switch 
and focus on the tapping sound (S2) (pause). Now focus on (S6) (pause), now on 
the sound of (S5) (pause): (S4) ... (S2) ... (S3) etc.  
 
“Finally, I want you to expand your attention. Make it as broad and deep as 
possible. Try to absorb all of the sounds and all of the locations that you have 
identified at the same time. Try to focus on and be aware of all of the sounds both 
inside and outside of this room at the same time (pause). Covertly count the 
number of sounds that you can hear at the same time (pause). Try to hear 
everything simultaneously. Count the number of sounds you can hear this way.” 
  
“This concludes the exercise. How many sounds were you able to hear at the 
same time?” 

 
Client Feedback  
Following implementation of the above procedure the therapist asks the client to re-
rate the intensity of self-focus using the bipolar rating scale. Reductions of 2 points 
are typical in the first sessions. Failure to achieve this level of change is a marker for 
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possible difficulties that should be explored. The ATT should be repeated in these 
cases with the necessary adjustments made.  
 
Failure to reduce self-focus can be caused by misunderstanding of the rationale for 
the ATT. In particular, clients might try to control or suppress thoughts, or they might 
be dividing their attention between continuing with worry/rumination while partially 
directing attention externally. Some clients are reluctant to relinquish their own 
mental control strategies which would be necessitated by fully engaging the ATT. In 
these circumstances fears concerning such a shift in strategy should be examined 
and challenged.  
 
The therapist also asks about the general experiences that might have occurred as a 
result of the ATT. The technique can produce perceptual changes such as mild and 
temporary increased sensitivity to external stimuli and metacognitive experiences 
that are unusual for clients such as experiences of temporary mental quiescence that 
should be normalized.  
 
Finally, the therapist should ask about the ease with which the client could perform 
the technique. The therapist should state that the technique is intended to be 
demanding and it requires practice.  
 
It is most important that the therapist is aware of statements by the client that 
indicate unhelpful assumptions about the use of the ATT. For example, some clients 
assume that they were unable to practice effectively because they had intrusive 
thoughts or feelings during the procedure. Here, the therapist normally reemphasizes 
that the aim of the technique is not to remove awareness of inner events but to 
practice controlling attention in a particular way. One strategy is for the therapist to 
suggest that it is useful to experience intrusive thoughts and feelings during practice 
as these normally bind attention to them and the aim is to have flexible control even 
in the presence of these “inner noises.”  
 
HOMEWORK 
A crucial component of the ATT is consistent practice of the technique for homework. 
Usually, clients are asked to practice twice a day, but in reality most clients only 
manage to do this once a day. Practice should be scheduled for approximately 12 
minutes and the sequence used in the session should be followed. The ATT 
Summary Sheet (see Session 2: Client Handout 3 in the Appendix) is given as a 
reminder of how to practice and as a means of monitoring homework.  
 
The ATT Summary Sheet acts as a focus of discussion in which three potential 
sources of sound can be identified or obtained and noted, thereby increasing 
compliance. For example, one client decided to take a radio into a spare room in the 
house where he would practice, and he tuned this between channels to generate 
noise. He decided that he would play some music on his stereo that was located in 
an adjacent room, but he could not think of another type of sound he could use. After 
some discussion with the therapist he decided to buy a wind-up cooking timer as a 
further noise- generating device. He built the rest of the procedure around listening 
for incidental sounds at locations outside. The therapist is encouraged to complete 
the ATT Summary Sheet in the introduction to ATT session to demonstrate how to 
use it in home-based practice.  



55 

 
Troubleshooting 
Occasionally setbacks are encountered in administering the ATT. Some common 
setbacks and suggested solutions are as follows:  
 
Failure to Practice  
Use the ATT Summary Sheet to increase practice rates. Continued failure to practice 
may be due to poor understanding of the reasons for using the technique. If this 
cause is suspected, the therapist should reiterate the rationale and seek a shared 
metacognitive understanding of the problem of FCR and the reasons for using the 
ATT technique.  
 
Motivation to Continue FCR Worry and Rumination  
Some clients do practice ATT but they view it as something that interferes with their 
preferred strategy of ruminating/worrying. Thus, the motivation to continue worrying 
remains. There are two ways in which this occurs. First, worry or rumination can 
continue in parallel with practicing the ATT such that the person has long periods in 
which he or she has no active mental engagement with sounds because his or her 
resources are diverted to ruminating. Second, the person can view the ATT as a 
chore that must be done quickly so that he or she can return to thinking about 
problems.  
 
In these circumstances it is necessary to review the disadvantages of worrying and 
ruminating and help the client to see how these strategies have not resolved FCR in 
the past and they are unlikely to do so in the future. In Session 4 the therapist will 
introduce worry and rumination postponement strategies (see Session 4) which can 
be used to deal with residual worry.  
 
Misuse of ATT as Distraction or Safety Behaviour  
The client may apply the ATT as a direct means of avoiding emotions and threat. 
Some clients use the technique as a form of distraction from emotions, as a means 
of controlling anxiety or panic, or as a means of suppressing ruminative thinking. The 
therapist must detect these instances and reinforce the concept that the technique 
should not be used as a coping strategy. It is useful in these circumstances to use 
metaphor to convey the idea that the ATT is a means of general “mental fitness 
training” and not a form of avoidance.  
 
It is not desirable to use the ATT as a coping strategy because this transforms it into 
a form of cognitive or emotional avoidance, which is a problem because it may 
interfere with emotional processing and maintain erroneous beliefs about the danger 
and consequences of thoughts and feelings. It is helpful for the therapist to explain 
the counterproductive effects of using the ATT as an active coping strategy.  
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Subsequent ATT Sessions  
All subsequent treatment sessions should begin with a review of homework practice 
as recorded on the ATT Summary Sheet. Any problems arising should be discussed 
and resolved. Sessions then proceed with therapist-guided practice of the ATT.  
 
The therapist explores competing demands on the ATT effects, such as engaging in 
checking of the self, worry and rumination, and any attempts to monitor and control 
inner experiences. The therapist should highlight the incompatibility of these 
processes with attention-training effects. The client is asked to ban these processes. 
For example, the therapist introduces the idea that bodily checking and worry 
interfere with developing effective levels of mental control and mental agility because 
they lock attention into familiar and old response patterns that emphasize threat 
rather than establish control over attention.  
 
Case Vignette  
Julia 
Julia was a 43-year-old married woman diagnosed and treated for Stage 1 breast 
cancer. She had two teenage children and prior to her diagnosis she worked as a lab 
assistant in a pathology laboratory. Julia’s father had abandoned her mother when 
she was two years old, and at the age of 15 years Julia lived with a maternal aunt 
and her family for a period of 12 months while her mother recovered from a major 
car accident. She recalled this period of her life as one of great unhappiness and 
identified the events of that time as a trigger to leaving home at age 16 years 
following completion of her leaving certificate (Year 10) and not going on to complete 
university education in medicine as she had previously hoped to do.  
 
Despite receiving best-practice cancer treatment and being assured her prognosis 
was good, following her breast cancer treatment she experienced a great deal of 
concern about the cancer returning, having to go through chemotherapy again and 
concern about how her children and husband would cope if she were to have a 
recurrence or die as a result of a cancer recurrence. In order to try to avoid cancer 
recurrence Julia said she would palpate both breasts each night in bed before going 
to sleep. This self-examination would last about 10 minutes, and trigger thoughts 
about cancer recurrence. Unsurprisingly, she subsequently reported a great deal of 
difficulty getting to sleep. Julia reported she would also conduct frequent breast self-
examination at other times of day in response to any unusual pains or twinges in 
other parts of her body. Julia frequently read cancer-related articles in medical 
journals, and subscribed to survivors internet forums and would read cancer-related 
newsletters and bulletins for survivors for news of any new cancer treatments to 
prevent secondary breast cancer recurrence.  
 
Julia described a range of physical symptoms including frequent abdominal pain, 
chest pain, headaches and arrhythmia. Julia attended 6 monthly follow-up 
appointments with her oncologist, but would frequently visit her GP between 
scheduled follow-ups to investigate other pains. The medical investigations of these 
symptoms had been extensive and revealed no cause for her symptoms. Despite 
reassurance she was concerned that the tests might have failed to detect a small 
recurrence which would with time develop into metastatic disease.  
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Her therapist suggested that a technique called attention training be tried to 
determine if it could reduce her excessive body-focused processing. The therapist 
explained that she had become very anxious about recurrence and as a result very 
focused on bodily sensations. The therapist pointed out that this altered body 
awareness could in fact be exacerbating her physical symptoms, and that this 
anxiety needed to be managed before considering additional medical testing outside 
of her routine cancer follow-up investigations.  
 
The role of these processes was illustrated by asking Julia what happened to her 
anxiety when she focused on her body (“Do you become more or less aware of pain 
symptoms?”). The therapist also explored what happened to the aches and pains 
when Julia became intensely worried about her health. This was contrasted with 
examining what happened to the anxiety about recurrence when she was absorbed 
in domestic tasks or activities related to caring for her family. A discussion ensued 
about how Julia would run a mental check of her body when she became aware that 
she had not been focusing on her symptoms for a while, helping her to see the role 
of altered body awareness.  
 
The therapist introduced an experiment to show how alterations in body awareness 
produced by attention could influence subsequent perception. Julia was asked to 
focus on sensations in her fingertips to see if there were any feelings there. She 
described a feeling of tingling. The therapist then asked her to be aware of her 
fingertips but to shut out that tingling feeling. Julia discovered that she was unable to 
be aware of her fingertips and to shut out the tingling in them. In this way the 
therapist helped her to understand how turning attention toward the body and 
dwelling on sensations can lock attention onto them such a way that it can change 
her subsequent awareness.  
 
A technique was also used in which the therapist illustrated the role that assigning 
personal importance to things has in locking attention onto them. Julia was asked to 
think about the common experience of getting a new car in a particular colour (for 
example red) and subsequently noticing that there seemed to be a large number of 
red cars on the road. This observation was used as an illustration of how personal 
significance attached to events has the power to make someone witness more of 
them even if little had actually changed. Julia realised that after having a diagnosis of 
cancer she had become aware of the fact that many more people seemed to be 
diagnosed with cancer, although in reality the number of people with cancer had not 
changed – it was her perception (and even her new tendency to seek out that 
information) which was altered.  
 
The rationale for ATT was presented with an emphasis on learning to regain control 
of attention and reduce worry and the significance given to symptoms so that body 
awareness could return to a normal state.  
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ATT was introduced in Session 2 of the treatment program and practiced at each 
subsequent treatment session. Julia was asked to supplement in-session practice 
with once daily home-based practice and to record her progress on the ATT self-
monitoring sheet. In the fourth session the therapist also introduced worry 
postponement and instructed the client to ban her bodily checking outside of routine 
follow-up appointments and monthly breast self examination after her menstrual 
period.   
 
In other sessions the therapist worked on beliefs about the importance of focusing on 
and worrying about bodily symptoms (i.e. perceived benefits of worry and excessive 
self-focussed attention), and gaining a better understanding of her fears and 
concerns for her children’s future safety and well-being. In this case the ATT formed 
a substantive component of the treatment for reducing FCR.   
 
Conclusion 
ATT is designed to increase executive control and to interrupt perseverative self-
focused processing. It is likely that ATT increases flexibility in cognitive control that is 
impaired in people with very high levels of FCR. ATT is aimed at modifying central 
control processes, reversing unhelpful processing styles, and improving the flow of 
more adaptive information into consciousness that can change the content of what 
we know.  
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2.3 SESSION 2 CHECKLIST 
Part 1 Discussing Past Issues and Vulnerability Factors to FCR and Case 
Formulation (60 Minutes) 

□ Review Homework for Session 1 (ask client if you can retain a copy of the completed 
goals handout as you will be revisiting this in the final Session of the program). 

□ Review Material in Handout Titled “Impact of Past Life Experiences on FCR” 

□ Explore meaning and potential impact of relevant past life experience on client’s level 
of FCR 

□ Present a coherent case formulation (including vulnerability factors) of clients’ 
experience of FCR 

□ Use metaphors to emphasise acceptance of past life events, and control over future 
events to ensure future action is consistent with goals and values 

Part 2 Introducing Attention Training (30 Minutes) 
The first ATT session should follow the structure and content outlined below:  

□ Review the general metacognitive model of FCR, emphasizing the role of difficult-to-
control self-focused attention and processing (eg. rumination, body scanning, 
checking behaviours) in problem maintenance.  

□ Present the rationale for the ATT using idiosyncratic material wherever possible. 

□ Illustrate the role of self-focus in the form of worry and self-monitoring, using a 
idiosyncratic self-attention experiment if possible.  

□ Check the credibility of the rationale. Take steps to increase understanding of the 
model if necessary.  

□ Rate current level of self-focussed attention.  

□ Administer the therapist-guided ATT.   

□ Rerate the level of self-focus and elicit feedback.  

□ Review the ATT Summary Sheet with the client (see Session 2 Client Handout 3 in 
the Appendix) and complete the list of sounds. 

□ Elicit feedback and ask the client to summarise the session. 
 
HOMEWORK 
□    Set daily ATT as homework and instruct in use of ATT diary (see Session 2 Client 

Handout 3 in the Appendix). 
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SESSION 3: DETACHED MINDFULNESS   

3.1 BACKGROUND FOR THE CLINICIAN 
In this session the client is introduced to the concept of detached mindfulness (DM) 
and we describe several basic techniques that can be used to train individuals in the 
rapid and flexible use of this metacognitive strategy.  
 
DM was originally described by Wells and Matthews [52]. It concerns the manner in 
which an individual relates to his or her cognition and the development of flexible 
control of attention and thinking styles. The ATT covered in the previous chapter 
offers a specific strategy designed to impact on and improve flexible control of 
attention and to strengthen the ability to disengage from unhelpful ways of relating to 
inner experiences. DM techniques are focused more on developing meta-awareness 
in the context of suspending conceptual processing and distancing or separating self 
from cognitive events.  
 

Key Point: DM has been described as a state of awareness of internal events, 
without responding to them with sustained evaluation, attempts to control or 
suppress them, or respond to them behaviourally. It is exemplified by 
strategies such as deciding not to worry in response to an intrusive thought, 
but instead allowing the thought to occupy its own mental space without 
further action or interpretation in the knowledge that it is merely an event in 
the mind. (Wells, 2005b, p. 340) 
 
As the name implies, DM has two features: (1) mindfulness and (2) detachment. DM 
consists of both features simultaneously. Let’s address each of these components in 
turn, beginning with mindfulness. We use the term “mindfulness” in DM to refer 
specifically to being aware of inner cognitive events, namely, thoughts, beliefs, 
memories, and feelings of knowing. Effectively, the use of the term “mindfulness” is 
intended to refer to awareness of thoughts and beliefs where attention can be flexibly 
focused on such inner experiences without being locked onto any one of them.  
 
We use the term “detachment” to refer to two further factors. The first and most 
important dimension of detachment denotes detachment of any reactive engagement 
with the inner event. That is, the person refrains from further appraisal of or attempts 
to cope in response to the inner event. The concept of DM contains the antithesis of 
the CAS. It is about stopping any conceptual or behavioural involvement with inner 
experiences. It consists of abandoning worry, rumination, suppression, control, threat 
monitoring, avoidance, or attempts to minimize (nonexistent) threat in response to 
cognition.  
 
The second component of detachment involves the person experiencing an inner 
event as an occurrence that is independent of general consciousness of the self (i.e. 
the individual has a perspective in relation to the event in which consciousness is 
located separately from it). It is as if the person is aware of the perspective of the self 
as an observer of the thought or belief. This feature is harder to grasp. Therefore, an 
example may help to illustrate the construct. This example is based on a Sylvia a 66 
year old woman with a history of breast cancer.  
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Therapist: It sounds as if you often have thoughts the possibility of cancer 
returning.  
Client: Yes, almost every day I think about the way my body feels and think ‘has 
the cancer come back?’  
Therapist: So how aware are you of repeatedly thinking “has the cancer come 
back”?  
Client: I’m always thinking it whenever I get an ache or pain or feel tired or run 
down.  
Therapist: Of course. But how often do you stop and consciously reflect on the 
fact that you have had that thought again?  
Client: I don’t, it just happens and I start to feel my breasts for tender spots or 
lumps. 
Therapist: So the first thing you can do is simply to stop and be consciously 
aware of having the thought. That is called mindfulness.  
Client: Yes, but what if the thought is true?  
Therapist: Irrespective of whether it is true or not, it is still a thought. 
Client: Yes, but I can’t ignore it.  
Therapist: Ignoring the thought isn’t the idea of mindfulness. I want you to 
become aware of it as a thought in your mind, one that you can observe. I want 
you to become mindful of it.  
Client: How would I know it is just a thought? 
Therapist: What else could it be?  
Client: Well, it could be true.  
Therapist: Whether it is true or not, it will always be a thought. Whether it is true 
or not, I would like you to practice detachment from it and see it as a thought 
separate from yourself.  
Client: I’m not sure what you mean.  
Therapist: Let’s practice being mindful and see if I can show you what I mean. 
Can you have the thought “what if the cancer has come back?” right now?  
Client: Yes.  
Therapist: Can you close your eyes right now and have the thought “what if the 
cancer has come back?”?  
Client: Okay.  
Therapist: Now pay attention to that thought. Don’t do anything to change it. 
Take a step back in your mind and look at the thought and as you do so 
concentrate on where you are as the observer watching that thought in your 
head. Concentrate on what it feels like to be detached from that thought. Can you 
observe that as a thought separate from the sense of yourself?  
Client: Yes, I can.  
Therapist: Can you detach yourself from your thoughts like that in future?  
Client: Yes, but I will still need to check my body for lumps and tenderness. 
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Therapist: Part of detachment from the thought involves watching it as an 
observer and postponing doing anything else in response to it. How long do you 
think you could you postpone checking your body for?  
Client: I’m not sure.  
Therapist: What about postponing it for an hour to start with?  

 
In this example the therapist introduces the concept of mindfulness in terms of the 
client increasing her subjective awareness of the occurrence of thoughts about 
potential recurrence. This awareness begins to build the scaffolding to support the 
shift to the metacognitive mode in which thoughts are seen as events in the mind. In 
this process the therapist encourages the client to refrain from evaluating whether or 
not the thought is a fact by emphasizing that it remains a thought irrespective of its 
validity. The client’s main task is to be aware of the thought as a mental event and to 
experience it as such. The dialogue continues with the introduction of detachment in 
the form of separating the self from the thought and disengaging coping responses 
(i.e. postponing bodily self-examination).  
 
Aims of Detached Mindfulness 
There are several aims in using DM: 

• to shift clients away from experiencing thoughts and into the metacognitive 
mode of becoming a more objective observer of cognition who has the ability 
to see thoughts as mental events; 

• as a means of interrupting perseverative processing in the form of worry and 
rumination; 

• to increase executive control over the allocation of attention; and 

• to escape the influence of thoughts on self-concept.  
 
The effect of DM is determined by how it is used and the rationale for using it.  
 

Key Point: It is imperative that DM is not used as an avoidance technique to 
avoid or eliminate “dangerous thoughts” a misuse that could maintain the 
mistaken belief that thoughts can cause harm.  
Instead, the aim is to teach clients to use it as a tool to help them relate to 
thoughts in a new way that necessitates inaction. It is a “have the thought and 
do-nothing about it” strategy. 
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Difference between Detached Mindfulness and Other Forms of Mindfulness 
Practice 
The term “mindfulness” has been used in many different ways in the psychological 
literature. It has been linked to a state of effortful and conscious controlled 
processing [53], a state that is opposite to “mindlessness”.  
 
Mindfulness first gained prominence as a term equated with Buddhist meditation 
(e.g. Kabat-Zinn [54]). DM does have some similarity to the concepts of mindfulness 
derived from meditation practices, but it is also different from these approaches.  
 
From the meditation perspective, mindfulness has been described as “paying 
attention in a particular way: on purpose, in the present moment, and non-
judgmentally” [54]. This is a very broad description that partially covers DM and 
would also capture some features of attention training, but omits some of the unique 
features of DM.  
 
In the work of Kabat-Zinn [54, 55] mindfulness is equated with paying attention. 
Paying attention to the breath is used as a means of focusing on moment-to-moment 
experience. Such attention offers a means of directly experiencing the moment 
without thinking about it. This includes being aware of the thought stream without 
judging it, cultivating trust in the self, and “letting go,” or accepting things as they are. 
This kind of mindfulness is much more general than the concept of mindfulness in 
DM, and despite containing reference to awareness without thinking, is imprecise 
and somewhat contradictory. In particular, it requires daily practice and focusing on 
breathing to anchor attention, which suggests some kind of body-focused 
processing. Bodily-focused processing is not likely to of benefit to clients with a high 
level of somatic hypervigilance, common in fear of cancer recurrence.  Furthermore, 
it is difficult to reconcile cultivating trust in the self and acceptance with the absence 
of some form of value judgment. The features of mindfulness as practiced in 
meditation appear to conflict with one another and stand apart from the features of 
DM that eschew all forms of judgment and bodily focus. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



64 

Conceptual and practical differences between mindfulness in DM and 
mindfulness used in other contexts:  
• DM does not involve meditation.  
• DM does not require extensive and continuous practice.  
• DM does not require broader features of mindfulness such as increasing 

present-moment awareness. 
• Mindfulness in meditation tends to use body-focus exercises such as 

focusing on the breath to bring attention back to the present if it is 
captured by thoughts.  

• DM does not have body-focused anchors for attention.  
• DM specifically concerns developing meta-awareness of thoughts rather 

than present-moment awareness.  
• Mindfulness has many meanings with a limited consensus. The definition 

and features of DM are more tightly specified in advance.  
• DM separates meta-awareness from detachment.  
• DM is specific about the suspension of conceptual processing.  
• DM is specific concerning the suspension of goal-directed coping.  
• DM is specific in the concept of separation of sense of self from mental 

phenomena.  
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3.2 SESSION MATERIAL 
Time Allowed: 60 minutes 
 
Session Goals: 
The goals of this session are to: 

1. Present a rationale for the use of Detached Mindfulness as a technique to 
reduce FCR 

2. Demonstrate DM using experiential exercises 
 

Presenting a Rationale for Detached Mindfulness 
The following is an example of how detached mindfulness might be introduced to the 
client. 
 
“In past sessions we have talked about the worries you have been having and how 
they hold you back or make life difficult for you. If your mind is anything like mine, 
there are probably lots more worries and negative thoughts in there. There’s actually 
a good reason for that, because our minds have evolved to think negatively. Our 
primitive ancestors lived in a world of constant danger with big animals with big teeth 
around every corner. So back then it was very helpful to be constantly thinking 
“watch out, there could be a bear in that cave” or “is that person a friend or an 
enemy?” Our minds have evolved into a very effective “avoid danger machine”. This 
is normal and everyone’s mind does it. The trouble is when we have experienced 
real danger in the past, we can become good at trying to avoid danger in the future 
and so caught up in these thoughts that they can begin to take over.  
 
The technique I want to teach you today is called ‘detached mindfulness’.  As the 
name suggests it is about: 

• being more aware or more mindful of your thinking; 

• stepping back from your thoughts, and becoming like an observer of your own 
thoughts; 

• learning that the self is much greater than just the content of our thoughts; 

• learning to see thoughts as just one form of passing internal event; and 

• accepting your thoughts for what they are and observing them without 
engaging with them or reacting to them or trying to get rid of them.  

 
We know that trying to get rid of worries about cancer recurrence by distraction or 
avoidance isn’t a particularly effective strategy. The aim of detached mindfulness 
is not to get rid of worries about cancer recurrence but to help you learn to get 
less caught up in them. If you learn to view your thoughts more objectively as 
passing internal events, like leaves floating down a stream or clouds passing in the 
sky, they can cause less distress or the distress can be much shorter.  
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The best way to demonstrate what I mean is to give you a chance to experience 
detached mindfulness. Let me give you some examples of how you can practice it.” 

 
Introduction to DM Techniques 
This section presents some basic techniques to promote a state of DM. The therapist 
should select several (3-4) of these experiential techniques to introduce and 
demonstrate DM. Selection of techniques should be based on the therapist’s 
assessment of the techniques that are most suited to client’s presentation and 
personality style. You can use the Handout “Detached Mindfulness” (Session 3, 
Handout 1) in session to discuss and present these exercises.  
 
1. Free-Association Task  
In this task the therapist asks the client to sit quietly and watch the “ebb and flow” of 
thoughts or memories that are triggered spontaneously by verbal stimuli. The aim is 
not to actively think about items or memories but to watch the spontaneous events or 
lack of such events in consciousness. The task is introduced in the following way:  
 

“So that you can become familiar with using detached mindfulness, it is helpful to 
practice in response to spontaneous events in your mind. By doing this you can 
learn to relate to these events in a new way. In a moment I will say a series of 
words to you. I would like you to allow your mind to roam freely in response to 
each word. Do not control or analyse what you think, merely watch how your 
mind responds. You may find that nothing much happens, but you may find that 
pictures come into your mind. It doesn’t really matter what happens. Your task is 
to passively watch what happens without trying to influence anything. Try this 
with your eyes closed. I’m going to say some words now:  
 
apple, birthday, seaside, tree, bicycle, summertime, roses 
 
What did you notice when you watched your mind? The idea is that you should 
apply this strategy to your negative thoughts and feelings. Just watch what your 
mind does without getting caught up in any thinking process.”  
 

2. Tiger Task  
In this task participants are asked to passively observe non-volitional aspects of 
imagery as a means of experiencing DM. The following instructions are used to 
implement the procedure:  
 

“So that you can feel what detached mindfulness is like and what you need to do 
to experience it, I want to introduce you to an exercise. We call this the ‘tiger 
task.’ In a moment I’m going to ask you to close your eyes and form an image of 
a tiger. Let’s do that now: close your eyes and conjure up an image of a tiger. Do 
not attempt to influence or change the image in any way. Just watch the image 
and the tiger’s behaviour. The tiger may move, but don’t make it move. It may 
blink, but don’t make it blink. The tiger may wag its tail, but don’t make it do that. 
Watch how the tiger has its own behaviour. Do nothing, but simply watch the 
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image, see how the tiger is simply a thought in your mind, that it is separate from 
you and it has a behaviour all of its own.” 
 
Following practice, the therapist then asks the client about the movements the 
tiger made and how the image changed: “Did you make the tiger move or did it 
happen spontaneously?”  

 
When the client experiences the movements as spontaneous, this is brought to the 
client’s attention as an experience of DM. The therapist then asks if this process can 
be applied to spontaneously occurring thoughts of a negative kind.  
 
3. Thought Suppression Experiment  
When clients are highly invested in controlling and avoiding particular thoughts, and 
when they erroneously equate the concept of DM with having a blank mind, the 
suppression—countersuppression experiment is particularly useful. In these cases it 
is important that the therapist distinguishes between suppression and DM so that 
client misunderstanding and misuse of DM is minimised. This technique consists of a 
brief period of attempting to suppress a target thought contrasted with a subsequent 
period of thought awareness. An example of this technique is given below:  

 
“It is important that you learn the difference between detached mindfulness and 
trying to control or avoid thoughts. Trying to stop thoughts is a form of active 
engagement with them since you are trying to push them out of your mind. 
Pushing something is hardly leaving something alone and so this effort backfires 
and you remain in contact with your thoughts.  
 
“For example, how can you push against a door and not be in contact with it by 
some means? Let’s see this effect in action. For the next 3 minutes I don’t want 
you to think about a blue giraffe. Don’t allow yourself to have any thought 
connected with it, try to push it away. Off you go.”... 
 
“What did you notice? Did you think of a blue giraffe?  
 
Let’s now try detached mindfulness and see what happens. For the next 3 
minutes let your mind roam freely and if you have thoughts of blue giraffes I want 
you to watch them in a passive way as part of an overall landscape of thoughts. 
Try that now.  
 
“What did you notice? How important was the thought of the blue giraffe the 
second time around?” 

 
The therapist could then discuss how suppression gives thoughts extra salience and 
importance and how DM can be used to allow thoughts to roam freely as passing 
events in the mind that do not require an active response. The procedure may then 
be repeated asking the client to become aware of being the separate observer of the 
thought.  
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4. Clouds Metaphor  
In some versions of this task participants were asked to use imagery to respond to 
thoughts: thoughts were to be imagined as printed on clouds and allowed to drift 
across the sky. However, in this form the task involves responding to thoughts and 
then transforming them. As such it is not a true version of DM. Another version is 
now preferred in which clouds are simply used as a metaphor to convey the 
experience of DM. The therapist can offer the following account:  
 

“One way to understand detached mindfulness and what it requires is to consider 
experiencing your thoughts as you would experience clouds passing you by in 
the sky. The clouds are part of the Earth’s self-regulating weather system, and it 
would be impossible and unnecessary to try and control them. Try to treat your 
thoughts and feelings like you would treat passing clouds and allow them to 
occupy their own space and time in the knowledge that they will eventually pass 
you by.”  
 

5. Naughty Child Metaphor  
This metaphor helps the client to understand the different effects of active 
engagement with thoughts versus detached awareness (mindfulness). The therapist 
gives the following instruction:  
 

“You can think of detached mindfulness as similar to the way you might deal with 
a child. How would you manage a child misbehaving in a store? You could pay a 
great deal of attention to the child and try to control the child’s behaviour. But if 
the child craves attention this response could make things worse. It is better not 
to actively engage with the child but to keep a passive watch over the child 
without doing anything.  
 
“Your negative thoughts and beliefs are like that child. If you pay them a great 
deal of attention, if you control them or use punishment, they misbehave even 
more. It is better not to try and control or actively engage with them just keep a 
watching manner over everything. As you do this, try to be aware of yourself as 
the observer of these things.”  

 
6. Passenger Train Metaphor  
This is an alternative to the clouds metaphor described above. Here the client is 
asked to deal with intrusive thoughts and feelings in the same way that he or she 
would deal with an express train passing through a station:  
 

“It is helpful to think of yourself as a passenger waiting for a train. Your mind is 
like a busy station and your thoughts and feelings are the trains passing through. 
There is no point in trying to stop and climb aboard a train that is passing by. Just 
be a bystander and watch your thoughts pass through. There is no point in 
climbing aboard to be whisked away to the wrong place.”  
 

7. Verbal Loop  
The repeated presentation of thoughts either by a recording device or through 
repeated vocalization has the effect of decreasing their attentional salience and 
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diminishing their meaning because they are experienced more as sounds than as 
inner conveyors of information. This technique is presented with a metacognitive 
rationale as follows:  
 

“I would like you to listen to a recording of your intrusive thoughts [or repeat 
quietly to yourself your thought. . . As you do so you should relate to them in a 
special way. Treat the thoughts as a set of sounds and do not engage with them 
in any other way. They are merely sounds in the outside world. Keep in mind as 
you listen that you are simply a listener safe in the knowledge that thoughts are 
not facts, they are simply events in your mind.”  

 
8. Detachment: The Observing Self  
We have seen that detachment includes both disengagement of control and 
conceptual processes and experiencing thoughts or beliefs as an observer with no 
further divisible sense of consciousness. It is a core felt sense that has no 
propositional reference and no further point of regression. It is a singular sense of 
self. In this state the individual is observer of the thought and separate from any 
thought itself.  
 
This level and experience of DM is accomplished by asking clients questions that 
direct their attention in a particular way during their monitoring of thoughts. These 
questions are usually incorporated in the above experiential techniques to intensify 
the experience of DM once awareness and discontinuation of conceptual processing 
has been achieved. Specifically the client is asked during these exercises:  
 

“Are you the thought or the person observing the thought?” 
“Try to be aware of your location and what it is like to be the observer. You exist 
entirely separately from thoughts.”  
“Are you the belief or the person observing the belief? Try to be aware of how 
your consciousness as the observer is separate from your beliefs.”  

 
9. Daydreaming Technique  
Typically we become completely immersed in daydreams and live them as 
momentary reality. The practice of shifting to detached observer during daydreaming 
can provide a powerful subjective experience of DM.  
 
The therapist asks the client to engage in a pleasant daydream, such as driving an 
exotic car or relaxing on a tropical beach. Then the therapist asks the client to allow 
the daydream to continue but to step back and be aware of the self in the present as 
observer of the daydream as it unfolds.  
 
Reinforcing the Use of DM Using Socratic Dialogue 
On completion of experiential exercises, the therapist can reinforce DM during the 
course of treatment by asking questions when a negative thought or belief is 
activated. Suggested questions include the following:  

• “Are you the belief or the person that observes and uses that belief?”  
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• “Is that thought important or is it a passing event in your mind?”  

• “Can you see yourself as separate from that idea?”  

• “What are the advantages of practicing being separate from that thought?”  

• “In future, can you separate your sense of self from the mere occurrence of 
that thought?” 

 

Application of DM to FCR Thoughts 
Application of DM to the usual thoughts that trigger FCR is recommended in 
conjunction with teaching skills in postponement of worry and rumination (see 
Session 4). Unlike many mindfulness-based therapies it is not essential that the 
client practice DM techniques intensively. However, regular (i.e. daily) practice of 
ATT is recommended as a more structured and intensive means of achieving 
executive control.   
 
In order to help clients use DM when they experience triggers to FCR, it is useful to 
identify the types of common thoughts that trigger FCR worry and to explain that 
these are precisely the situations where they can use DM. The series of questions 
below may assist you to explore these issues: 
 

• When you start to worry about cancer recurrence, what are some of the 
typical thoughts you have that start off or trigger this kind of worry? (e.g.  “has 
the cancer returned?” “I’m going to make myself sick again if I….”) 

• Do you experience particular images or memories that trigger your fears of 
cancer returning? (e.g. flashbacks to cancer treatment; images of death or 
suffering) 

• Do certain physical symptoms or illnesses trigger your FCR? (e.g. headaches, 
aches, colds and flus, stomach upset) 

• Do certain mental or emotional states trigger your FCR? (e.g. feeling anxious, 
wound-up, having difficulty concentrating) 

• What external events or situations tend to trigger your FCR? (e.g. follow-up 
appointments, cancer stories in the media,  conversations about cancer or 
illness) 

 
“When you experience these trigger thoughts and sensations in the future you 
may find that detached mindfulness can help you not get so caught up with your 
worry about recurrence. For homework, I am going to ask you to try to practice 
using DM in response to thoughts and sensations that trigger your FCR. Rather 
than engaging with the thought or sensation and getting caught up in it, next time 
you have one of these thoughts or sensations I want you to try to just step back 
from it and be aware of it, and just observe it. Does that make sense to you?” 

 
Troubleshooting 
Throughout its usage the therapist normally tracks the client’s goals in using the 
technique and monitors examples to ensure that it is used appropriately. The 
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therapist should be aware of misuse of DM as a distraction technique, a means of 
avoiding anticipated threat, and as a means of anxiety control.  
 
A 46-year old man who had recently completed treatment for prostate cancer 
described how he had inconsistent results applying DM, stating that “I’m not always 
successful in making my thoughts go away.” A very useful discussion followed in 
which the therapist discovered that he had been inappropriately trying to stop 
negative automatic thoughts rather than applying DM to them and interrupting 
conceptual analysis of those thoughts.  
 
Home-Based Practice of DM 
The application of DM to FCR worry is a task set for homework. The client is 
instructed to notice the triggers for worry/rumination and unhelpful coping behaviours 
such as avoidance/suppression (CAS) and to apply DM to the trigger thought. 
Typically, DM is combined with other techniques such as the worry/rumination 
postponement technique (see Session 4), which facilitates detachment of continued 
processing from initial intrusions.  
 
At the following session the therapist reviews the range of thoughts to which DM was 
applied, with a view to increasing this application and enhancing the client’s 
awareness of triggers for CAS. The therapist should make careful note that DM is 
not inappropriately applied as a coping strategy aimed at preventing exposure to 
perceived threats.  
 
In order to determine an effective frequency of the technique, the therapist asks 
about the proportion of triggers to which DM has been applied. As a rough rule of 
thumb, the therapist aims to achieve a 75% application rate during treatment. Where 
the rate of application is substantially below this an effort should be made when 
reviewing the homework for this session to identify and overcome the problems the 
client is having applying DM to FCR trigger thoughts.  
 
HOMEWORK 

• Ask client to practice at least one of the DM exercises shown on Session 3, 
Handout 1 for homework 

• Ask client to record examples of using DM when they next experience FCR 
trigger thoughts  

• Ask client to estimate what proportion of the time they were able to use DM in 
response to FCR trigger thoughts  

• Continue daily practice of ATT 
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3.3 SESSION 3 CHECKLIST 

□ Review ATT home-based practice  

□ Practice ATT in session 

□ Introduce Concept of Detached Mindfulness 

□ Use experiential techniques to demonstrate the practice 
 
HOMEWORK 

□  Provide handout material and set DM homework task to practice application of 
DM to trigger thoughts for FCR 

□  Continue daily practice of ATT 

□  Give the client a copy of Session 4, Handout 1 in the Appendix “The 
Metacognitions About Health Anxiety Questionnaire (MCQ-HA)” and ask them 
to complete it prior to Session 4. If you think the client able to, ask them to 
transfer item scores into the scoring key for you to review together in the next 
session  
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SESSION 4: LEARNING TO LIVE WELL AND MANAGE WORRY  

4.1 BACKGROUND FOR THE CLINICIAN 
An important issue for health professionals working with people with cancer is to 
encourage alertness to the possibility of recurrent disease without exacerbating 
distress to a level that impairs daily functioning [56].  Many patients with excessive 
fears of recurrence, however, become preoccupied with detecting signs of possible 
cancer recurrence and report excessive personal checking behaviours [57], such as 
conducting frequent bodily self-examinations or frequent visits to their cancer unit or 
general practitioners [17, 56]. Furthermore, for some people with a history of cancer, 
whilst they may be aware of cancer related cues and information, their anxiety about 
cancer recurrence manifests itself as avoidance of appropriate medical surveillance 
in follow-up care or avoidance of appropriate self-examination in an attempt to 
minimise or suppress worry. 
 
Threat-monitoring and Avoidance  
The existence of a bias towards threat-related information appears to be a feature of 
all anxiety conditions [58]. In our model of FCR excessive threat monitoring and 
behavioural and cognitive avoidance are central features of Cognitive Attentional 
Syndrome (CAS) and as such deserve specific attention in this treatment program.  
 
Threat monitoring usually takes the form of increased attention to signals of potential 
recurrence with a view to reducing the risk of danger. Some degree of threat-
monitoring in the presence of a history of life-threatening disease is adaptive and to 
be encouraged, however, excessive threat-monitoring (over and above medical 
recommendations) may contribute to heightened FCR and maintain and exacerbate 
the on-going cycle of worry.  
 
Threat monitoring in FCR can range from those patients who say they are simply 
more aware of their bodies, to those who keep an active lookout for new symptoms, 
to those who frequently self-examine their bodies or present for frequent medical 
examinations (well over and above standard follow-up care practices). The latter 
group is most likely to suffer FCR.  
 
Table 1 below provides some of the specific examples of behaviours that may be 
associated with excessive threat monitoring and avoidance in some of the common 
forms of cancer. 
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Table 1 Examples of Behaviours Associated with Excessive Threat Monitoring 
and Avoidance in Common Cancer Diagnoses 
Cancer Type Threat-monitoring behaviour Avoidance Behaviours 
All types Hypervigilance for aches and 

pains and physical symptoms 
 
Use of unnecessary testing (e.g. 
total body MRI scans)  
 
Frequent use of the internet to 
gather information about cancer 
and cancer recurrence 

Not attending follow-up tests or 
appointments 
 
Avoiding recommended self-
examination  
 
Not attending other 
recommended cancer screening 
programs 

Breast More than monthly breast self-
examination  

Refusing to do BSE because 
everything feels like a lump.  
 
Not telling other family members 
of BRCA status when known, to 
avoid possibility of a new cancer 
diagnosis in family 

Colorectal Checking every bowel motion for 
changes in consistency, blood 

Missing appointments for 
colonoscopy or follow-up scans 

Prostate Requesting multiple PSA tests 
from different providers 

Missing appointments if a 
miniscule rise occurs in PSA 

Head and 
Neck cancer 

Frequent self examination of the 
inside of mouth and palpation of 
throat and neck 
 
Frequent requests for clinical 
examination of the tumour site 

Non-compliance with guidelines 
for risk-reduction (e.g. ceasing 
smoking, reducing alcohol 
consumption) 

 

 
Inappropriate coping strategies such as excessive self-examination and other forms 
of excessive threat monitoring or avoidance, can provide temporary relief from FCR 
by giving immediate reassurance, but such relief is usually short-lived, and in the 
long-run these behaviours only serve to increase FCR [5, 56, 59] 
 

Normalising threat monitoring as an adaptive way to avoid danger 
In learning how to identify and manage dangerous situations it is necessary to 
identify potential threats in our environment. This allows us to eliminate or avoid 
potential risks. After a cancer diagnosis a person is particularly aware of risks that 
are perceived as relating to a recurrence of their cancer. While it develops as a 
normal response to a life-threatening situation, this checking can become excessive 
and anxiety-promoting. 
Impact of excessive threat monitoring 
When a person engages in excessive threat monitoring it can impact on all domains 
of their life. Physically people may check daily for manifestations of cancer returning. 
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This can involve interpreting normal physical aches and pains as being a symptom. 
This can also lead to excessive visits to GP’s, cancer care coordinators or cancer 
specialists. It is worth noting that some forms of excessive checking can even cause 
physical symptoms, for example constant prodding of the breasts can increase 
breast soreness in those who check excessively. 
 
Emotionally, excessive threat monitoring can mean that people become extremely 
anxious. Socially, the person can feel rejected by their loved ones as they are 
reassured that “it is all over” and that they “don’t need to worry” anymore about the 
cancer as “it is all gone”. Such reassurance does nothing to reassure the person, 
and only reinforces how little others understand the fear the person is experiencing. 
Spiritually, excessive threat monitoring can lead to a crisis of faith as the person may 
feel so convinced that the cancer will return that blame that god/the universe for 
doing this to them to again (even though it has not happened yet). 

 
Metacognitive Beliefs About Threat-Monitoring and Avoidance 
In addition to behaviours that accompany excessive threat monitoring, patients with 
high FCR often hold both positive and negative beliefs about the role and function of 
worry about potential recurrence and threat-monitoring. 
 
Examples of positive beliefs about the importance of threat monitoring include: 

 “Being constantly on the lookout for symptoms means I am likely to detect a 
recurrence sooner” 
 “Being alert to danger will keep me safe” 
“If I ignore physical symptoms I am tempting fate” 
“Doctors often make mistakes” 

 
Examples of negative beliefs about the meaning and danger of symptoms  

“All new aches and pains are a sign that the cancer is coming back”  
 “All physical symptoms should always be investigated” 
“I need to have complete certainty about physical symptoms” 

 
Conversely, amongst patients who manifest their FCR by avoiding all reminders of 
cancer, metacognitions may relate to the need to control thoughts. Meta-cognitive 
beliefs such as: 

“I must not think about cancer, or I’ll never get over it” 
“If I don’t think about cancer, I won’t get upset by it” 
“I don’t want to check myself in case I find something bad”  

 
Such beliefs may lead to non-compliance with recommended follow-up regimens and 
self-examinations.  
 
Finding a balance between vigilance and hyper-vigilance for possible symptoms of 
recurrence can be a challenge for all cancer survivors. However, finding the balance 
for patients with high FCR can be especially difficult. A key aim of this phase of the 
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intervention is to help clients find an appropriate middle ground between vigilance 
and hyper-vigilance.   
 
The main purposes of this phase of the intervention will be to identify and discuss 
excessive threat-monitoring or avoidance of appropriate medical surveillance and 
promote surveillance behaviours in accordance with the patient’s medical advice.  
 
Secondary aims of this phase of the intervention will be to promote general lifestyle 
behaviours which are associated with well-being following cancer, and to provide 
education about the nature and role of follow-up care.  
 
Worry Management Techniques 
Two specific techniques that clients will be encouraged to apply to residual worries 
about cancer recurrence are: 

a) Detached Mindfulness (covered in Session 3) 
b) Worry postponement 

 
Worry postponement is the idea of recording and delaying the processing of worries 
to a designated later time point. The clinical practice of worry postponement 
originated as a stimulus control technique designed to weaken the association 
between worry and various other internal and external stimuli [60] and it has been 
incorporated into many cognitive anxiety treatment programs. Worry postponement 
should be introduced as part of a metacognitively-focused treatment as a means of 
enhancing detached mindfulness and as a means of challenging metacognitive 
beliefs about the uncontrollability of worry [51]. It has also been conceptualised as a 
form of response prevention [61]. 
 
Worry postponement is entirely consistent with detached mindfulness because by 
practicing the delay of worry to a designated period, clients can learn to disengage 
from and suspend conceptual processing and judgement of worry. Whilst some may 
be concerned that worried postponement actually promotes worry, paradoxically, 
research from the GAD literature suggests that the simple act of delaying worry often 
makes worries seem far less significant at the designated worry time and often 
clients do not feel the need to return worries at all [61]. 
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4.2 SESSION MATERIAL 

Time Allowed: 60 minutes 

Session Goals: 
The specific goals of this session are to: 

a) Normalise some threat-monitoring as an adaptive way to avoid danger; 
b) Discuss the impact of excessive threat-monitoring or avoidance on FCR in 

light of the treatment model; 
c) Provide education about the manifestations of threat-monitoring and 

avoidance behaviours in FCR; 
d) Assess compliance with recommended follow-up care and self-examination 

practices; 
e) Establish some agreed upon behaviours around self-examination and threat-

monitoring (i.e. consistent with the patient’s medical advice); 
f) Reinforce use of detached mindfulness;  
g) Teach worry postponement;  
h) Assess and challenge metacognitive beliefs which may underlie excessive 

threat monitoring or avoidance behaviours; and 
 

via Bibliotherapy (Homework Reading) 
i) Provide general education about the nature and role of follow-up care; and 
j) Provide general education about lifestyle behaviours that may help to reduce 

overall risk of developing a cancer recurrence.  
 
Introducing the Concept of Threat-monitoring and Avoidance, and Rationale 
for the Session 
A helpful starting point for this session is to open the discussion by introducing the 
concepts of threat monitoring and avoidance. The therapist may wish to say 
something like: 

“We know that being on the lookout for signs of danger after a traumatic event is 
a normal, and automatic human response. It is part of how we as a species have 
learned to survive. From an evolutionary perspective being alert to cues or 
reminders of dangerous situations helps us to survive because it helps us to 
recognise danger and take steps to avoid it.”  

 
Examples that could be used to illustrate this point might include a caveman entering 
a cave and encountering a dangerous animal, or walking down a dark alley at night.  

“In the case of someone with a history of cancer it is certainly helpful to become 
more body aware and noticing changes in one’s body. However, whilst it is 
helpful for people who have been in dangerous situations to become a bit more 
aware of danger cues, problems can occur when they become overly sensitive to 
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these cues -  a bit like a radar that picks up everything including lots of white 
noise.   
Some people who have had a diagnosis of cancer in the past report being 
extremely aware of every bodily sensation, every ache and pain, or every change 
in the body and they find that this heightened awareness distressing because it 
starts to trigger worries about cancer coming back. Similarly some people report 
noticing information about cancer everywhere for example noticing stories or 
information about cancer on the television, in their conversations with others, in 
the print media, on the internet, and so on.   
Constant awareness of cancer keeps these people locked into their past 
experience and worries about cancer returning. We call this habit of being highly 
sensitive to cancer information ‘threat monitoring’. Threat monitoring can include 
things like frequently feeling parts of the body that were affected by cancer to 
check for changes, or frequently visiting the doctor to get symptoms investigated. 
Some people who become overly sensitive to cancer-related information start to 
engage in threat-monitoring whilst others do the opposite and might try to avoid 
thinking about it altogether or try to avoid coming in contact with any reminders of 
cancer.  
Avoidance can include things like not attending follow-up visits, or avoiding doing 
regular self-examinations in accordance with medical recommendations.  
Research tells us that both excessive threat monitoring and avoidance only work 
temporarily in providing reassurance and relief from worry, and that in the long 
run they make worry worse and keep it going.  
Uncertainty about the future after cancer is unavoidable. What we are aiming to 
do in this part of the treatment program is to help you learn to live with that 
uncertainty so that it does not dominate your life. To help you do this and live 
better with the unavoidable physical symptoms that you will experience from time 
to time, we want to help you achieve a state of ‘body awareness’. Body 
awareness is a middle ground somewhere between ignoring physical symptoms 
and excessive threat monitoring.  
In particular we want to help you to do physical checks as frequently as your 
doctors recommend, and to teach you some worry management skills to help you 
stick to this plan. If you start to worry more as a result of checking more or less 
frequently than you currently do we will show you some specific techniques to 
help you deal with those worries.  
I will also give you some information to take home and read about follow-up care, 
as we think having a better understanding of what follow-up care is, why it exists 
and how to get the most out of it helps people to worry less about cancer 
recurrence.  
In addition, there are lots of things that you can do for yourself to help you stay 
healthy after cancer and so I will be giving you some information to read about 
lifestyle changes that reduce the risk of cancer coming back.” 

Impact of excessive threat-monitoring or avoidance on FCR in light of the 
treatment model 
It is useful at this point to re-introduce the treatment model by showing clients the 
diagram of the model and explaining how excessive threat monitoring and avoidance 
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(both cognitive and behavioural) are central features of the problematic information 
processing style that we believe contributes to and maintains FCR. It is also worth 
highlighting again how unhelpful metacognitions fit into the model. 
 
Check here: 

a) that the client understands this relationship;  
b) how credible the rationale for the session is to them; and  
c) whether they have any questions before proceeding.  

 
Assessing compliance with recommended follow-up care and self-examination 
practices 
Once the client has a thorough understanding of the rationale for reducing excessive 
threat-monitoring and avoidance, assess their degree of compliance with 
recommended follow-up care and self-examination practices: 
 
The following questions may help you to do so: 
 
Self-examination 

• What self-examination practices were you told to do by your doctors? 

• How often were you told you should be checking your body? 

• Were you shown how to do it correctly? 

• How often do you self-examine your {insert body part}? 

• What exactly do you look for? How much time does it take? 

• Do you regularly feel or examine any other parts of your body for signs of 
potential recurrence? Which ones? How often? 

 
Compliance with follow-up care 

• Do you still have follow-up care appointments? How often are these visits? 

• What do you do if you are concerned about potential symptoms in between 
these appointments? 

• How frequently do you talk to your GP or oncologist outside regular scheduled 
appointments? 

• Do you see any other health practitioners on a regular basis (eg. nurses, 
dieticians, naturopaths etc)? Do you talk to them about possible cancer 
recurrence? 

• Have you ever had additional tests (eg. total body scans, MRI, blood tests) at 
your own request? 

• Have you ever missed follow-up appointments? What gets in the way of 
attending?  
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Establishing agreed-upon behaviours around self-examination and threat-
monitoring  
The nature and frequency of self-examination practices will vary depending on the 
type of cancer the patient has had. If the therapist has only limited knowledge about 
these, where possible, seek advice from a specialist clinician with knowledge in this 
cancer type prior to this session so that you are informed about what is standard 
advice for the patient’s type of cancer prior to the session. Any information you are 
given should obviously be treated as background information, and you should not 
use it to override any individual advice that the client has been given by their own 
doctor(s).   
 
Below is a table showing common self-examination practices for common cancer 
types and the recommended frequency with which they should be performed in 
people with a history of cancer. This information is general in nature and intended to 
provide the therapist with background information. It should not replace individual 
advice the patient has received from their doctor.  
 
Table 2. Common cancer types and recommended self-examination practices  
Cancer Type Self-examination 

Practice/ Symptoms 
to monitor for 

Frequency Comments 

Breast Breast self-examination 
 
Changes in breast 
tissue or skin  
 
Nodes above collar 
bone 
 
New pain in bones 

Monthly  
 
Ongoing, flexible 
 
 
Ongoing, flexible 
 
 
Ongoing, flexible 

After menstrual period for 
pre-menopausal women. 

Colon Blood in stool Ongoing, flexible Mainly reliant on medical 
scans (e.g. Colonoscopy) 
to detect symptoms of 
recurrence.  

Lung Change in cough 
 
Coughing blood 
 
Unexplained weight 
loss 

Ongoing, flexible 
 
Ongoing, flexible 
 
Ongoing, flexible 

 

Head & Neck  New lumps in head or 
neck 
 
Coughing or spitting 
blood 

Ongoing, flexible 
 
 
Ongoing, flexible 

 

 
Where the results of your assessment about self-examination and compliance with 
follow-up care indicate the client is either self-examining parts of their body too 
frequently or not frequently enough, you should try to develop a written contract with 
the client that they will only examine their body as often as is recommended.   
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Some clients may additionally be unnecessarily examining parts of their body that 
are not recommended forms of self-examination for that type of cancer (e.g. a breast 
cancer survivor who regularly palpates their abdomen in the absence of symptoms 
looking for signs of liver metastases).  

 
Developing a Written Agreement about Self-Examination and Medical 
Surveillance 

Note: This strategy is only appropriate for those who excessively monitor symptoms 
or who report avoidance of self-monitoring or medical surveillance based on your 
assessment of these behaviours. Where features are not present this section should 
be omitted.   

 
Use the form Session 4, Handout 2 “Guidelines for Checking Your Symptoms 
Sensibly” in the appendix section of this manual to develop a written agreement with 
clients about the nature and frequency of self-examination and medical surveillance.  
 
If you believe that a client has misunderstood their doctor’s advice, one homework 
task prior to completing the form themselves at home might be to seek clarification 
from their doctor about the type and frequency of self-examination they recommend. 
The form can then be reviewed at the beginning of Session 5. Where the client is not 
sure if they should be self-examining their body, unsure of how often they should do 
it, or how to do it correctly they should similarly be encouraged to contact their doctor 
(or Care Coordinator if appropriate) to seek advice about how and when to self-
examine their bodies for signs of potential recurrence as part of the homework for 
this session.  
 
If no bodily self-examination is recommended for the particular type of cancer the 
client presents with, then self-examination in the absence of new symptoms should 
be banned altogether.  
 
Some of the following questions may be useful when completing the behavioural 
contract: 

• Can you explain to me your understanding of why we are asking you to only 
self-examine once every (time frame)? 

• How do you feel about doing it less often/ more often than you were 
previously? 

• Do you think you will worry about doing self-examination more/less 
frequently? 

• What do you think you could do to manage the worry about not doing it as 
frequently (i.e. for clients who over examine)? / more frequently? (i.e. for those 
who avoid self-examination) 

• What might get in the way of doing self-examination (specify time frame)? 
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Responding to New Symptoms 
Show the client the Appendix handout on “Living Well After Cancer” Session 4, 
Handout 4 and refer them to the sections on ‘Taking an Active Approach to Picking 
Up Problems’ and ‘Responding to New Symptoms’ which are copied in the text box 
below. Explain this section provides some general guidelines about how and when to 
deal with possible symptoms of recurrence.  
 
1.3 Taking an active approach to picking up problems 
In Australia there are national screening programs for breast, cervical and bowel 
cancer. These regular checks are one of the best health habits to get into. People 
who are at high risk may also be able to have tests for prostate, skin, breast, bowel 
and cervical cancer. 
 
The Cancer Council website (www.cancervic.org.au) has information about cancer 
screening, and further information can be obtained by calling the Cancer Council 
Helpline on 13 11 20.  
 
Being ‘body aware’ can be a useful technique – for example developing a habit of 
checking the skin, breasts or testicles every month for any abnormal changes. 
However it is important that this checking does not become too frequent or take over. 
 
Possible signs of cancer are: 

• A lump anywhere in the body that won’t go away 

• Changes to a mole  

• Cough or hoarseness that won’t go away 

• A change in bowel habits: diarrhoea or constipation for more than six weeks 

• Any abnormal bleeding 

• Unexplained weight loss. 
 
Of course, these symptoms can be due to conditions other than cancer, and should 
be assessed by a doctor. 
 
1.4  Responding to new symptoms 
The doctor who has provided your treatment can give you information about 
symptoms that you should look out for and report. They can also give you some idea 
about how likely they believe it is that any symptoms might occur. People differ in 
their attitude towards getting “every last bit of information”, some instead preferring 
to “just take things as they come”. 
 
Developing new symptoms does not necessarily mean that the cancer has come 
back. A lot of symptoms will have nothing to do with cancer. As a general rule, if a 
symptom doesn’t go away in a week, or if it is very severe, it is best to make an 
appointment for review by a GP or your treating specialist. 
 
The skills you have learned in this treatment program may help to keep worry in 
check in the period that you are waiting for mild symptoms to resolve.  
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Ask the client to agree to this rule about responding to new symptoms if they 
frequently visit their doctors. Add it to the written agreement. Once again explore 
attitudes towards this agreement? 

• How do you feel about using this as a general rule of thumb about when to 
seek medical advice? 

• What do you think you could do to manage any worry in the week that you are 
waiting for mild or transient symptoms that you are not sure about to settle 
down? 

 

Skills to Manage Residual Worry  
Clients who are asked to change their habits with regards to self-examination or 
medical reassurance seeking may experience some increased worry as a result of 
either response prevention or cessation of avoidance behaviours.  
 
Detached Mindfulness 
Clients should be reminded that Detached Mindfulness, which was covered last 
session, is a skill that they can practice when faced with residual worries about 
cancer recurrence.  
 
To practice the application of DM to worrying thoughts about cancer recurrence the 
therapist could say something like: 
 

“I’d like you to bring that trigger thought to your worry into your mind. Allow the 
trigger thought just to be in your mind but do nothing with it. Don’t push it away, 
don’t try to reason it through or work it out. Just observe it. It is only a thought” 

 
Worry Postponement 
An additional skill that may be of benefit to help clients cope with worry about the 
meaning of possible symptoms or FCR is worry postponement.  
 
Instruction for Worry Postponement 
The instructions for worry postponement are very straight forward and are 
summarized as follows: 

• Worry postponement is not trying to get rid of, or suppress, thoughts. We 
know that trying to ignore troubling thoughts simply does not work. The more 
you try to put something out of your mind the more it comes back; 

• Worry postponement is about noticing thoughts when they occur and 
promising oneself to return to them later at a designated time; 

• Encourage the client to recognise worry triggers and say to themselves 
something like the following when they occur “Here I am starting to worry 
again. I’m going to just leave this thought alone and not deal with it now. I’ll 
deal with it later”; 

• Get them to set aside 10-20 minutes of the day, late in the day but at least 2 
hours before bedtime, to think about any worries that arise during the day; 

• Encourage the client to actively worry and try to problem solve all the worry 
thoughts they had during the day in this designated time slot; 
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• If the person experiences a lot of worry during the day they may wish to write 
them down to help remember them later; 

• It is very important to keep the worry time-limited and to stick to the chosen 
limit; 

• If worrying thoughts occur after the designated worry period they should be 
dealt with the same way the next day; 

• Worry time is not compulsory. If the client does not feel the need to worry 
about things later or if the issue is no longer a concern at the worry time that is 
fine; and 

• Once worry is postponed, encourage clients to make a concerted effort to 
bring their full attention back to the present moment and get on with some 
engaging activity. 

 
A handout on worry postponement is included in the appendix of this manual for this 
session (Session 4, Handout 3).  
 
Assessing and challenging metacognitive beliefs which may underlie 
excessive threat monitoring or avoidance behaviours 
Several methods can be used to assess metacognitions about cancer recurrence.  
 
Informally, metacognitive beliefs about FCR held by the client may be known to the 
therapist as a result of past discussions in previous sessions.  
 
The following questionnaire can also be a useful clinical tool to assess some cancer 
recurrence-specific metacognitions.  
 
Ask the client to complete (and even score the MCQ-HA if you feel they are able to 
do so) prior to this session. Using the scoring key found in the Appendix (Session 4, 
Handout 1) the therapist can identify and discuss problematic domains of 
metacognitions.  Where it is evident that the client strongly endorses cancer 
recurrence-specific metacognitions, it is worthwhile discussing the impact that these 
beliefs have on FCR and testing their validity. You may wish to give particular 
attention to trying to challenge beliefs about the uncontrollability, benefits and 
dangers of FCR.  
 
Metacognitions About Health Anxiety Questionnaire (MCQ-HA; Bouman & 
Meijer, 1999).  
The MCQ-HA is a 27-item questionnaire measuring health-specific metacognitive 
beliefs and attitudes. The wording of the MCQ-HA has been modified slightly here to 
make it more suited for the purposes of this intervention. The term “cancer 
recurrence” has been used to replace “serious disease” in this version of the scale. 
 
Five subscales assess different types of health-specific metacognitions:  

a) uncontrollability and interference (UC) of thoughts (e.g. “When I try to stop 
my thoughts about cancer recurrence, I cannot manage”, “Worrying about 
cancer recurrence decreases my concentration on other things”);  

b) cognitive self-consciousness (CSC)(e.g. “I tend to critically examine my 
thoughts about cancer recurrence”);  
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c) responsibility (RESP) (e.g. “I can protect myself against a cancer recurrence 
by thinking a lot about it”);  

d) negative consequences (NEG) (e.g. “When I worry about cancer recurrence, 
chances increase that I will actually have one”); and  

e) positive beliefs (POS) (e.g. “Worrying helps me to organise my thoughts 
about a cancer recurrence”).  

 
Interpretation of MCQ-HA Score 
The MCQ-HA was originally developed for research purposes rather than for clinical 
applications. A clinical cut-off score for the MCQ-HA is yet to be determined. 
However, in the absence of a clinical cut-off, the MCQ-HA scores can be used in 
several ways for the present clinical application. Firstly, therapists can scan the 
individual  item scores together with clients to identify particular items on which 
participants report moderate to high scores (i.e. score of 3 or 4) and identify whether 
high scoring items cluster in particular domains of metacognition. These domains 
may then benefit from being the focus of some cognitive challenging work. Secondly, 
it may be of interest to compare the participant’s total score on the MCQ-HA to that 
of relevant reference groups from previous research work conducted by the authors 
of the scale. See the table below for mean scores from three samples including: a) a 
clinical sample of patients with hypochondriasis; b) a general practice sample; and c) 
a student sample. Scores greater than one standard deviation or above the mean of 
the clinical sample may indicate that there is a particular need for the clinician to 
spend some time discussing specific domains of metacognitions with the participant 
and some suggestions for how to do so are included below.  
 
Table 3. Means and Standard Deviations of MCQ-HA scores broken down by 
sample from Bouman and Meijer (1999) 
Scale/Subscale Hypochondriacal 

Patients (n=14) 
General population 
controls (n=25)* 

University Student 
sample (n=122)  

Mean SD Mean SD Mean SD 
MCQ-HA Total 64.1 11.3 36.7 9.4 37.1 8.5 
UC 34.6 7.7 14.5 3.0 14.8 4.2 
CSC 10.4 2.6 7.4 3.3 7.5 2.8 
RESP 3.8 1.2 3.6 1.8 3.3 0.9 
NEG 11.4 3.0 7.6 2.9 7.3 2.6 
POS 3.9 1.3 3.6 1.1 4.3 1.6 
*Controls were matched to clinical sample for age and gender 
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Strategies for challenging beliefs about the uncontrollability of FCR 
Some of the following questions can be helpful to challenge beliefs about the 
uncontrollability of FCR: 

• What happens to your worry about cancer recurrence when the phone rings or 
when your child needs your attention? 

• What happens to FCR when you go to sleep? 

• What happens to FCR when you use skills that we have learned like detached 
mindfulness? 

Behavioural experiments 

One way to be sure you that cannot lose control of your FCR is to deliberately 
push it and see what happens. Can you think of a recent worry about FCR? I’d 
like you to really focus on it and try to lose control of that worry. Off you go, try it 
now. 

 
Strategies for challenging negative beliefs about the danger of FCR 
Some of the following questions can be helpful to challenge beliefs about the danger 
of FCR: 

• How do you know that your FCR is harmful? 

• How long have you been worrying about recurrence? Have you developed one 
yet? 

• What is the mechanism by which worry about FCR cause cancer recurrence? 

• You seem to also believe that FCR has benefits (i.e. for those with high scores 
in positive domain), how can it be harmful and beneficial? 

 
Strategies for challenging positive beliefs about FCR 
Some of the following questions can be helpful to challenge beliefs about the benefits 
of FCR: 

• Do you have any evidence that FCR is beneficial? 

• What happens when you start to experience FCR? How does it make you 
feel? How does that fit with it being helpful? 

• If worry helps protect people from cancer recurrence, it must mean that those 
people who worry more about it get fewer recurrences. Is that right? 

• Does FCR let you look at your chances of getting a recurrence from all angles 
including the positive? 

 

Bibliotherapy: Information about Follow-up Care and Lifestyle Changes to 
Reduce the Risk of Cancer Recurrence.  
In addition to attention to the metacognitive techniques described in this treatment 
program, it is likely to be useful for clients to receive information about practical 
aspects of cancer survivorship, and help them understand the normal follow-up for 
their cancer, how to respond to symptoms, and to gain information about lifestyle 
strategies which have been demonstrated to reduce the risk of cancer recurrence. 
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4.3  SESSION 4 CHECKLIST 

□ Review homework from previous session 

□ Practice ATT in session 

□  Introduce the concept of threat-monitoring and avoidance and rationale for    
the session 

□  Assess self-examination and medical surveillance behaviours 

□  Evaluate whether the assessment suggests excessive self-monitoring or 
medical surveillance, or alternatively avoidance of self-monitoring or medical 
surveillance. Develop a written agreement around these behaviours using 
Session 4 Handout 2 “Guidelines for Checking Your Symptoms Sensibly” 

□  Remind client about the use of Detached Mindfulness as a cognitive technique 
to deal with residual FCR 

□  Instruct in the use of the worry postponement technique 

□ Assess FCR-specific meta-cognitions using the MCQ-HA and discuss the 
results in session. Identify whether there are any problematic beliefs of 
domains of metacognition and use Socratic questioning techniques to 
challenge the validity of these beliefs 

□  Provide client with handout material on Information about Follow-Up Care and 
Lifestyle Changes and set as homework to read  

 
HOMEWORK 

□  Continue daily practice of ATT 

□  Practice use of DM and worry postponement in response to residual FCR 

□  Consult with medical staff and complete handout “Guidelines for Checking 
Your Symptoms Sensibly” at home for review next session if client unable to 
complete in session due to a lack of information about what self-monitoring 
they should be doing or what symptoms they should look out for 

□  Give clients a copy of the 9-item FCRI Severity Index and ask them to 
complete it on the day of or just prior to their final treatment session  

□  If client did not give permission for you to take a copy of their goals handout 
(homework for Session 2) ask them to bring the completed form along to the 
final session as this will be revisited in Session 5.  
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SESSION 5: TREATMENT SUMMARY AND RELAPSE PREVENTION  

5.1 BACKGROUND FOR THE CLINICIAN 
Once the client has a greater awareness and understanding of FCR and has 
developed new strategies for dealing with it, the final stage of treatment will be to 
review and consolidate the components of the treatment program, and to teach 
relapse prevention strategies. Relapse prevention, was originally developed as a 
strategy to help people recover from addictions. More broadly defined it includes 
cognitive and behavioural self-control strategies designed to teach individuals who 
are trying to maintain changes in their behaviour how to anticipate and cope with the 
problem of relapse. Relapse refers to a breakdown or failure in a person's attempt to 
maintain change in any set of behaviours. Like other cognitive-behavioural therapies, 
relapse prevention combines behavioural and cognitive interventions in an overall 
approach that emphasizes self-management [62]. 

5.2 SESSION MATERIAL 
Time Allowed: 60minutes 

Session Goals 
At the completion of treatment, when clients have gained a better understanding of 
their FCR and learned new skills to manage their fears, the final steps of treatment 
are to:  

• Demonstrate and discuss the degree of change in FCR symptoms achieved 
during the treatment period;  

• Review progress with attaining values-based behavioural goals set in Session 
1; and 

• Consolidate and strengthen newly acquired strategies for managing FCR 
through relapse prevention. 
 

Post Treatment Re-Assessment of FCR Severity 
In order to measure whether and to what extent a reduction of FCR severity has 
occurred during treatment, clients will be asked to complete the 9-item FCRI Severity 
Index before this session. The results of the 9 item severity scale should be scored 
and discussed with the client at the final session. Where reductions in severity have 
occurred clients should be praised for the change they have achieved, and it may be 
helpful to explore which aspects of treatment they found most helpful and if they 
believe any other factors may have contributed to a reduction in the severity of their 
FCR symptoms. If no change or worsening of severity of FCR has occurred during 
the treatment period, it is recommended that the therapist explore with the client what 
they believe may have contributed to the maintenance or elevation of their symptoms 
of FCR during the treatment period. It may also be useful in this scenario to examine 
the details of the severity subscale responses to see if positive changes in particular 
areas (e.g. a reduction in frequency of FCR) is obscured by changes in other severity 
domains (e.g. increase in perceived risk of recurrence).  
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Review of Values-Based Goals 
Some time in this session should be devoted to reviewing progress with the values-
based goals discussed in Session 1 and 2 of the program. If possible have a copy of 
the goals homework sheet completed for Session 2 (Session 1, Handout 3) to guide 
the discussion. Where clients have not been able to work towards these goals 
discussion could centre on the following questions: 

• What have been some of the barriers or obstacles to working on your goals? 

• What can be done to eliminate those barriers so that you can start to work 
towards those goals?  

• Is a revision of goals necessary? 
 
New Plans for Dealing with Fear of Cancer Recurrence 
The development of new plans or scripts for responding to old situations or triggers to 
FCR is an important component of relapse prevention.  
 
Of particular importance is the need for the client to maintain awareness of the 
impact of worry, rumination, threat-monitoring and excessive self-examination (where 
present), and avoidance behaviours.   
 
To facilitate this goal, a “New Plans for Dealing with FCR” (Session 5, Handout 1 in 
the Appendix) can be developed in session and summarised in the worksheet below.  
 
Implementation of this strategy has three components. First a comprehensive range 
of triggers should be elicited. The results of the Triggers Subscale of the FCRI 
completed at the initial pre-treatment assessment could be brought along to session 
and may be useful to facilitate this discussion if the client has difficulty recalling the 
situations or events that previously triggered FCR. Secondly, a detailed set of 
statements written in the first person can be written on the summary sheet which 
captures the old patterns of responding to triggers and the new plans for responding 
to triggers learned as part of treatment. Thirdly, the client should be encouraged to 
repeatedly implement and rehearse the new plan in the future. 
 
Eliciting Triggers 
To help clients identify a comprehensive list of their triggers to FCR and complete 
Session 5 Handout 1 “New Plans for Dealing with FCR” a range of questions such as 
those suggested below can be posed. 

• Do you experience particular images or memories that trigger your fears of 
cancer returning (FCR)? (e.g. flashbacks to cancer treatment; images of death 
or suffering) 

• Do you experience particular types of negative thoughts that trigger your 
FCR? (e.g. “has the cancer returned?” “I’m going to make myself sick again if 
I…”) 

• Do certain physical symptoms or illnesses trigger your FCR? (e.g. headaches, 
aches, colds and flus, stomach upset) 

• Do certain mental or emotional states trigger your FCR? (e.g. feeling anxious, 
wound-up, having difficulty concentrating) 
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• What external events or situations tend to trigger your FCR? (e.g. follow-up 
appointments, cancer stories in the media, conversations about cancer or 
illness) 
 

Identifying Old Plans 
The list developed in the exercise above can then be used to complete the old plan 
section of the summary sheet (Session 5, Handout 1).  
 
The section headed “Attention Focus” summarises how attention was previously 
directed in response to identified triggers. Clients should be encouraged to use this 
section of the worksheet to develop a statement or set of statements in the first 
person and in the past tense which summarised their previous attentional responses 
to triggers. For example:  

“I focussed on my body and scanned my body for pain” 
“ I focussed on the feelings inside my throat” 
“I became very self aware” 
“In order to reduce my fears I was always on the lookout for information about 
cancer” 
 

The section headed “Behaviours” is for developing summary statements of 
behavioural responses to past triggers. For example: 

“In order to reduce my fears I examined my (insert body part) feeling carefully for 
lumps” 
“In order to prevent cancer coming back I read everything I could find about 
cancer” 
“In order to reduce my fears I cancelled medical appointments” 
“I avoided conversations about cancer” 
“I avoided going to any place that reminded me of cancer” 

 
The section headed “Thinking Style” is for summarising the past worry and ruminative 
processes that were used in response to triggers. For example: 

“I asked myself what if this is a sign of the cancer coming back?” 
“I started to try to work out exactly what would happen next if the cancer came 
back”  
“I ruminated and dwelled on all the practicalities that I would need to put in place 
to ensure my family were cared for” 
“I would start to think about how my family would cope if I got sick again” 
“I would start to worry about the treatment that I would need to have and how I 
would cope with side-effects if the cancer came back” 

 
Developing New Plans 
The section titled “New Plan” is for developing a summary statement of new cognitive 
attentional and behavioural responses to old triggers. Skills taught during treatment 
should be incorporated into these statements where the clients found them helpful.  
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Examples of new plans for dealing with triggers are given below under each of the 
sections of the summary sheet. Statements should be developed in the first person 
and future tense. 
 
Attention Focus 

“When I start to worry about cancer returning I will avoid focusing my attention on 
any sign of aches or pains in my body. Rather than trying to get rid of them in 
future l will treat these worry triggers as ‘noise’ which are tolerated but not given 
much attention.” 

 
Behaviours  

“I will avoid repeatedly re-examining my breasts outside of my usual monthly 
breast self-examination times.” 
“I will avoid spending prolonged periods in front of the bathroom mirror looking at 
my mouth and throat and only check the inside of my mouth and throat for signs 
of recurrence once a month.” 

 
Thinking Style 

“When I start to worry and ruminate about the cancer coming back I will use worry 
postponement to stop the rumination.” 
“When I start to worry and ruminate I will try to used detached mindfulness to 
observe myself having the thought rather than engaging with it.” 
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5.3 SESSION 5 CHECKLIST 

□ Review homework from previous session 

□ Practice ATT in session 

□ Discuss reading material from session 4  

□ Review and discussion of Post-Treatment FCR Severity (from FCRI Severity 
scale) 

□ Developing New Plans for Dealing with FCR - completion of worksheet in 
session 

 
HOMEWORK 

□ Continue ATT practice at home 

□ Continue use of cognitive skills covered (Detached Mindfulness, Worry 
Postponement, and Challenging Unhelpful Metacognitions) in this program in 
response to any residual or recurring FCR 

□ Instruct client to return to the written form “New Plans for Dealing with FCR” to 
help them deal with FCR if and when they experience a relapse. 
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WHAT VALUES ARE IMPORTANT TO YOU? 
In this exercise, we would like you to carefully reflect on your general life directions and 
on what you value or think is important. You may find that the domains overlap, or that 
some domains are more important than others or that you invest more effort into some 
values than other values; this doesn’t matter. When you complete the exercise, do not 
put in material things you want to achieve like “a new car”, we will focus on this later. 
Don’t agonise about what you should value or what others expect you to. This exercise is 
for you and the answers cannot be right or wrong. Ask yourself “if no-one knew I was 
working on this, what would I write”? 
 
Marriage/Couple/Intimate Relationship 
For most people, intimate relationships are very important. This is the relationship you 
have with your “significant other”: your spouse, lover or partner. If you are not in such a 
relationship right now, you can still answer these questions in terms of what you aspire to 
find in such a relationship. What kind of person would you like to be in the context of an 
intimate relationship? It might help to think about specific actions you would like to take, 
and then to use those to dig down to the underlying motives for such actions. What are 
those underlying motives? How do they reflect what you value in your relationship? Do 
not put down goals (like “getting married”); there will be an opportunity for those later. 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
Parenting 
 
Think about what it means to you to be a mother or father, what would you like to be 
about in this role?  If you don’t have children, you can still answer this question. What do 
you want to be about in supporting this role in others? 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
Family Relations (other than intimate relations and parenting) 
 
This domain is about family, not about your husband or wife or children, but about other 
areas of family life. Think about what it means to be a son, daughter, aunt, uncle, cousin, 
grandparent, or in-law. What would you like to be in your family relationships? You may 
think about this broadly or only in terms of your immediate family. What values would you 
like to see manifest in your life in this area? 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
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Friendship/Social Relations 
 
Friendships are another area of personal relations that most people value. What kind of 
friend would you like to be? Think about your closest friends and see if you can connect 
with what you would like to have show up in your life regarding your friends. 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
Career/Employment 
 
Work and careers are important for most people because that area is where a great deal 
of your life is spent. Whether your work is humble or grand, the question of values in 
work is important. What kind of an employee do you most want to be? What do you want 
to stand for in your work? What kind of a difference do you want to make through your 
job? 
 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
Education/Training/Personal Growth and Development 
 
This area can cover all kinds of learning and personal development. School-based 
education is one. But this area includes all the things you do to learn as well. Working 
through this treatment program could be an example. What type of learner do you want 
to be? How would you like to engage with that area of your life? 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
Recreation/Leisure 
 
Recreation, leisure and relaxation are important to most of us. It is in those areas that we 
recharge our batteries; the activities in this area are often where we connect with family 
and friends. Think about what is meaningful to you about your hobbies, sports, play, 
holidays and other forms of recreation. In those areas, what would you like to have 
manifest in your life? 
 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
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Spirituality 
 
By spirituality we don’t necessarily mean organised religion, although that could certainly 
be included in this section. Spirituality includes everything that helps you feel connected 
to something larger than yourself, to a sense of wonder and transcendence in life. It 
includes your faith, spiritual and religious practices, and your connection with others in 
this domain. What do you most want to be about in this area of your life? 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
Citizenship 
 
How would you like to contribute to society and be a member of the community? What do 
you really want to be about in social/political/charitable and community areas? 
 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
Health/ Physical well-being 
 
We are physical beings and taking care of our bodies through diet, exercise and sound 
health practices is another important domain. What do you want to have revealed in your 
life in these areas? 
 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
From Hayes & Smith (2005) Get out of your mind and into your life: The new Acceptance and Commitment 
Therapy. New Harbinger Publications Inc., Oakland. 
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What value do you want to put into play (or more into play) in your life? Values are 
like guiding stars. You set your course by them, but you never actually reach them or 
permanently realise them. 
_______________________________________________________________________
_______________________________________________________________________ 
 
Now pick a goal that you would like to achieve, with respect to the value, which would 
let you know that you are “on track”. 
_______________________________________________________________________
_______________________________________________________________________ 
 
Now pick an action(s) that will lead you to accomplish that goal. 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
What internal “stuff” seems to stop you from achieving that goal? 
 
Emotions and sensations? 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
 
Unhelpful rules (musts, shoulds) and evaluations (such as “I’ll never be any good at this”, 
“What is the point in trying”)? 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
The key here is to look at this private stuff as what it is – just stuff – not what it says it is.  
Private stuff seems more powerful than reality sometimes. It often says it is something 
that is dangerous or something that is literally true. Take anxiety. It says it is powerful, 
like you have to run away from it or listen to what it says. Notice how “anxiety” is just a 
word that describes a bunch of thoughts and feelings. Notice how you can have those 
thoughts and feelings and still do what you value. 
 
Are you willing to make room for the thoughts and feelings that show up as a 
result of your committed action? 
 
YES: Go forward with your journey and experience it! 
NO: Go back, choose a different valued action, and repeat this exercise. 
 
From Ciarrochi & Bailey (2008) A CBT Practitioner’s Guide to ACT. New Harbinger Publications INC. 

Oakland. 
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THE IMPACT OF PAST LIFE EXPERIENCE AND PERSONALITY FACTORS ON 
FEAR OF CANCER RECURRENCE 

Every person who is diagnosed with cancer is different. For some people the diagnosis 
might have come “out of the blue” but for others there may be experiences in their life 
that not only affected whether or not they thought that they might get cancer, but also 
how they adjusted after a diagnosis.  
 
The following list briefly outlines some examples of the way in which personality style or 
past experiences might affect an individual’s response to a diagnosis of cancer. You 
might find it helpful to look at these examples and think about factors which might have 
affected how you adjusted to your diagnosis of cancer and the ways a variety of issues 
might have affected concerns you have about the possibility of the cancer coming back. 
 
Client name Background Issue Response to cancer diagnosis 
Michael 
54 years old 

Always had low confidence and had to 
work hard at school. Coped by “putting 
everything” into his business. 
Highly successful businessman.  
Every success meant that he set new 
and higher goals.  
Diagnosis of prostate cancer came “out 
of the blue” 

Michael was fearful that the 
cancer might come back and that 
would mean that he couldn’t 
achieve all of his goals. 
He started thinking about the 
cancer all the time to the point 
where he couldn’t make plans in 
his business, then became more 
concerned that he “wouldn’t be on 
top of his game”. 

Janine 
43 years old 

Difficult marriage in which she felt 
unsupported by her husband. 
Husband not affectionate towards their 
children aged 10 and 7 years. 
Had thought about leaving the 
marriage. 
No extended family for support.  
Diagnosed with breast cancer after she 
found a breast lump. 

After a diagnosis of breast cancer 
Janine became terrified that the 
cancer could come back and that 
her children would not be cared 
for, as she felt that she could not 
rely on her husband. She spent all 
of her free time on the internet 
looking up information about 
breast cancer. 

Mandy  
37 years old 

Unhappy childhood in which parents 
were critical and unsupportive. 
Coped by being independent. 
Devastated when her partner left her 
with a small baby – vowed to always be 
a “good mother” unlike her own mother. 
No ongoing contact with family. 
 
 
 
 
 
 

Even though the prognosis was 
good, Mandy felt that a return of 
her cancer might rob her of the 
chance to have a good 
relationship with her own daughter 
as she grew up. This was really 
important to Mandy who wanted 
so badly for “something to be good 
in my life”. 
Mandy started checking her 
breasts for lumps every day so 
that she could “be on the safe 
side”. 
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Rachel 
54 years old 

Childhood of extreme poverty and 
difficulty having relationships with other 
children because of shame about her 
home. 
Always a nervous person. 
Husband Ted very supportive and when 
Rachel repeatedly made comments that 
“I’m sure it will come back” he tried to 
reassure her. 
The nurses in the clinic told Rachel to 
“just keep calm” whilst she was waiting 
for appointments.  

Some people are anxious people, 
just like some people are tidy and 
some are not. A person who has 
always been anxious is likely to be 
anxious about a diagnosis of 
cancer. 
When her husband reassured her, 
Rachel was hearing the message 
that there was indeed something 
to be concerned about. 
When the nurses told her to be 
calm Rachel felt so ashamed that 
she became even more anxious. 

Francesca 
44 years old 

Experienced sexual abuse by an uncle 
during her late childhood. 
During her teenage years became 
“pretty wild” and experimented with 
drugs and casual sexual relationships. 
Always felt guilty and ashamed and 
never told anyone, even her husband 
Stefan whom she met some years later. 
  

Francesca was terrified that the 
cancer of the cervix might be “my 
own fault” because of multiple 
sexual partners but she felt too 
guilty to talk about it. 
Became very protective of her 
daughters so that they would 
never be abused. This extended to 
fear of the cancer coming back 
which would mean that she 
couldn’t be there to protect them. 
She did not really think that Stefan 
would ever abuse her daughters 
but started thinking that he 
couldn’t protect them the way she 
could. 
Because she had never told 
Stefan about her past, she could 
not explain her fears to him. 
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SELF-ATTENTION RATING SCALE 
 
BEFORE ATT 
 
At this moment in time how much is your attention focussed on yourself or on your 
external environment? Please indicate by selecting a number on the scale below: 
 
  
 
       
 
-3     -2              -1              0             1              2              3 
 

    Entirely                                  Equal amounts                                Entirely self-focused                                                                                     
externally- focussed                                                                                                                                                                                                                                                                                                              
 

 
 
 
 
 
 
 
 
 
AFTER ATT 
 
At this moment in time how much is your attention focussed on yourself or on your 
external environment? Please indicate by selecting a number on the scale below: 
 
  
 
       
 
-3     -2              -1              0             1              2              3 
 

    Entirely                                  Equal amounts                                Entirely self-focused                                                                                     
externally- focussed                                                                                                                                                                                                                                                                                                              
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ATTENTION TRAINING TECHNIQUE (ATT) 
 

When people get anxious or stressed they tend to direct their attention in particular ways. 
For instance, in such situations is not uncommon for people to: 
 

(i) Become highly self-conscious and aware of sensations in our bodies (e.g. aware 
of physical sensations such as their breathing or heartbeat, or butterflies in 
stomach).  

(ii) Focus a lot on past problems (e.g. going over and over things that happened in 
the past in our minds).  

(iii) Focus on the difficulties or demands of the stressful situation (e.g. feeling 
overwhelmed by the situation, thinking a lot about how difficult the present 
situation is that we find ourselves in, and feeling unable to cope).  
 

These forms of self-preoccupation are all ways of using our attention. Of course, this is 
all very normal and we all do it to from time to time. The problem is, when we 
regularly direct our attention in this way, it can set up a cycle of self-focused attention that 
only serves to increase worry and stress, maintains low mood and promotes unhelpful 
behaviours.  
 
Thus, when we focus lots of attention on a problem we become more sensitive to it and it 
begins to amplify. “The more we focus on it, the more it grows”. A good example of 
sensitivity and amplification is listening to a tap dripping in the middle of the night. Have 
you ever noticed how irritating a sound like a dripping tap can become when we direct 
our attention towards it? 
 
But what about distraction? 
A technique that is often used to break our attention is distraction (i.e. turning our 
attention away from something).  
 
Whilst distraction can sometimes be useful as a strategy, it does not always work very 
well, particularly when we choose to try to deliberately distract ourselves.   
 
For example, when people experience negative thoughts or feelings they are often 
advised by others to “just forget about it” or “ignore it”. However, a major problem of 
distraction techniques is that distraction requires you to keep in mind the very thing 
that you are trying to ignore. In addition, it also assumes that people have the ability to 
redirect their attention as instructed, yet they may simply not possess this degree of 
attentional control.    
 
Interruption 
Alternatively, using all your attention in an absorbing activity (like work or exercise or 
reading) can interrupt us from directing too much attention towards ourselves and lead to 
less negative thinking and an improvement in our mood.  
 
The better we are able to switch from an excessive focus on the self (e.g. repetitive worry 
about cancer returning) to other forms of information (e.g. what is happening in the 
present moment), the more likely we are to think, feel and perform better.  
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Yet, most people rarely make any serious attempts to change the way they focus their 
attention. Presumably this is because people develop automatic, habitual ways of using 
their attention and that these habits often feel beyond their control.  
 
There is, however, an increasing amount of scientific evidence to indicate that people can 
train their attention and, in so doing, become less likely to fall victim to high levels of 
worry and unpleasant emotions.      
 
The Attention Training Technique (ATT)  
The Attention Training Technique that you will be taught in this program is based upon 
some of this research.  
 
It involves the use of some simple techniques that are designed to give you better 
attentional control.  
 
Specifically, the ATT will attempt to develop three (3) skills: 
 

• Focused Attention: the ability to sustain attention on one source of information 
when, and as required;  
 

• Attention Switching: the ability to shift attention flexibly between different sources of 
information; 

 
• Divided Attention: the ability to maintain a state of “detached mindfulness” by 

simultaneously attending to several sources of information.  
 
Attention training is NOT like watching TV! Watching TV is a very passive activity. 
That is, when we watch TV, we allow our attention to be captured and it gets led around 
by someone or something other than us.     
 
In contrast, Attention Training is like going to a GYM for your attention! That is, the 
attention training exercises are just like using gym equipment – the more you exercise 
your attentional muscles, the more you build them up, the more ability you develop. 
 
But gym equipment is only useful inside the gym, as it is merely preparing people for 
higher performance outside the gym. After all, no one has yet won the Tour de France on 
the back of an exercise bike! It is important to realise that the equipment used in training 
is rarely appropriate for what happens in the real world.  
 
So it is with Attention Training. The techniques you will learn in this program are not 
intended to be used in response to anxiety or worry about cancer recurrence.  
 
Rather, they are designed to help you develop a greater ability to control your attention in 
day-to-day life and learn a greater number of possible responses (as your attention is 
less likely to be captured by your negative thoughts, worry, physical feelings and bodily 
sensations).   
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The Importance of Regular Practice  
 
Of course, old habits can be hard to change and it will require some regular practice!  
 
As such, this program is about getting you started with your Attention Training practice 
and helping you to maintain your practice at home.     
 
Over the coming weeks we ask you to plan some daily practice of ATT lasting 
approximately 12-15 minutes per day. In this handout you will find instruction on how to 
prepare for ATT, how to practice ATT at home and a chart on which to record your 
progress with your home-based practice.  
 
 
 
Acknowledgments 
The information contained in this information sheet was developed by the Metacognitive Therapy Institute. 

For further information see www.mct-institute.com.
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ATTENTION TRAINING AT HOME 
Getting yourself organised 

 
Being able to do the Attention Training exercise at home may require a little preparation 
on your part. This is because, to do it well, you will need to hear about nine different 
sounds.  
 
So, if there aren’t that many sounds naturally at home, you will need to create them 
yourself.  
 
Step 1:  
We would like you to identify or create: 

i 
 
3 sounds in the room that you will choose to do the Attention Training exercise 
(e.g. a clock, radio tuned to music, the hum of a fan) 
 

ii 
 
3 sounds in the near distance 
 (e.g. microwave, wind chimes, TV in another room, dishwasher)  
 

iii 
 
3 sounds in the far distance 
(e.g. traffic, rain, wind, birds, jackhammer) 
 

   
If you cannot create your own sounds you can use the guided CD of the Attention 
Training Technique which your therapist can give you free of charge. 
 

The Attention Training Exercise 
 

For Attention Training to be effective, it needs to be practiced regularly. You are asked to 
practice the exercise below once a day (for 10-15 mins) for the next 5 weeks. While you 
are learning, use the monitoring log to record each time you complete the exercise.  
 

Step 2:  
The exercise is carried out in the same way as it was during your therapist session: 

i 
 
Focus attention on individual sounds for about 30 seconds each (5 minutes in 
total) 
 

ii 
 
Rapidly shift your attention between each sound for about 5 minutes   
 

iii 
 
Widen your attention and try to listen to as many sounds as possible 
simultaneously (3-5 minutes) 
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Helpful Hints 

 
What to do 

 

DO choose a time to practice when you are generally at your most 
relaxed (e.g. early morning)  
 
DO get adequate rest. The exercise won’t work very well if you 
drop off to sleep every time you sit down for a moment 
 
DO think of attention training as a skills training program (i.e. 
training in the skill of attention control) 
 
DO attempt the practice exercises. Attention Training won’t work if 
you don’t spend time using the skills 
 
 

What not to do 
 

DON’T choose a time when you are likely to be interrupted (e.g. at 
work) or that isn’t realistic (e.g. on the train)    
 
DON’T worry if your mind wanders during practice. Just gently 
bring it back to the task 
 
DON’T use Attention Training as a way of coping with bad events  
 
DON’T be discouraged if you have some difficulty with the task at 
first. You will improve with practice 
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Attention Training Technique (ATT) Home-Based Practice Summary Sheet 
For ATT to be effective it needs to be practiced regularly. The following chart allows 
you to record when you have practiced the technique and record any observations, 
questions or comments you would like to discuss with your therapist.  
Rate how self-focused you were before and after each practice.  

-3 -2 -1 0 1 2 3 

Entirely 
externally 
focused 

  Equally 
amounts 

  Entirely self-
focused 

 
Bring this sheet with you to each therapy session.  
We
ek 

How self 
focused are 
you? 

Mon Tue
s  

Wed Thur
s 

Fri Sat Sun Comments / Questions 

1 Before         

 After         

2 Before         

 After         

3 Before         

 After         

4 Before         

 After         

5 Before         

 After         
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We
ek 

How self 
focused are 
you? 

Mon Tue
s  

Wed Thur
s 

Fri Sat Sun Comments / Questions 

6 Before         

 After         

7 Before         

 After         

8 Before         

 After         

9 Before         

 After         

10 Before         

 After         

 Acknowledgments The information contained in this information sheet was developed by the 
Metacognitive Therapy Institute. For further information see www.mct-institute.com 

http://www.mct-institute.com/


Session 3: Client Handout 1 
Detached Mindfulness 

 - 16 - 

DETACHED MINDFULNESS 
 
Detached Mindfulness (DM) has been described as a state of awareness of internal 
events (e.g. thoughts or feelings) without any attempt to judge, react or suppress them.   
 
Practicing DM means being more aware or more mindful of your thinking. It involves 
learning to:  

• Step back from your thoughts, and become an observer of your own thoughts 
• Understand that the self is much greater than just the content of our thoughts 
• See thoughts and feelings as forms of passing internal events 
• Accept your thoughts and feelings for what they are and observing them without 

judging them or reacting to them or trying to get rid of them.  
 
We know that trying to get rid of worries about cancer recurrence by distraction or 
avoidance is not an effective strategy. It might work for a short time, but the thoughts 
come back sooner or later. The aim of detached mindfulness is not to get rid of 
worries about cancer recurrence but to help you learn to get less caught up in 
them.  
 
If you learn to view your negative thoughts more objectively and not as facts but as 
subjective and passing internal events, like leaves floating down a stream or clouds 
passing in the sky, they can cause you much less distress or the distress that they do 
cause can be much shorter.  
 
Below are some examples of exercises you can use at home to practice experiencing a 
state of detached mindfulness.  
 
Free-Association Task  
With your eyes closed think about the following words in turn:   
 
Apple, Birthday, Seaside, Tree, Bicycle, Summertime, Roses.  
 
Allow your mind to roam freely in response to each of the words and just observe what 
happens when you watch your mind. What do you notice? The idea of this task is that 
you can apply this same approach to your negative thoughts and feelings. Next time 
worrying thoughts occur, just watch what your mind does without getting caught up in any 
thinking process. 
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Tiger Task  
With your eyes closed form an image of a tiger. Do not attempt to influence or change the 
image in any way. Just watch the image and the tiger’s behaviour. The tiger may move, 
but don’t make it move. It may blink, but don’t make it blink. The tiger may wag its tail, but 
don’t make it do that. Watch how the tiger has its own behaviour. Do nothing, but simply 
watch the image, see how the tiger is simply a thought in your mind, that it is separate 
from you and it has a behaviour all of its own. After the practice notice whether you made 
the tiger move or did it happen spontaneously? 
 
If you are able to experience the movement as spontaneous this is a state of DM. You 
can apply this form of observation to thoughts or images of a negative kind and see what 
happens with them. Do they change?   
 
Thought Suppression Experiment  
It is important to learn the difference between detached mindfulness and trying to control 
or avoid thoughts. Trying to stop thoughts is a form of active engagement with them since 
you are trying to push them out of your mind. Pushing something out of your mind is 
hardly leaving something alone and so this effort backfires and you remain in contact with 
your thoughts.  
 
For 3 minutes try to avoid all thoughts about a blue giraffe. Don’t allow yourself to have 
any thought connected with it, try to push it away. What did you notice? Did you think of a 
blue giraffe? 
   
Now let your mind roam freely for 3 minutes and if you have thoughts of blue giraffes 
watch them in a passive way as part of an overall landscape of thoughts. What do you 
notice? How important are any thoughts about  a blue giraffe the second time around?  
 
Clouds Metaphor  
One way to understand detached mindfulness and what it requires is to consider 
experiencing your thoughts as you would experience clouds passing you by in the sky. 
The clouds are part of the Earth’s self-regulating weather system, and it would be 
impossible and unnecessary to try and control them. Try to treat your thoughts and 
feelings like you would treat passing clouds and allow them to occupy their own space 
and time in the knowledge that they will eventually pass you by.  
 
Naughty Child Metaphor  
You can think of detached mindfulness as similar to the way you might deal with a child. 
How would you manage a child misbehaving in a store? You could pay a great deal of 
attention to the child and try to control the child’s behaviour. But if the child craves 
attention this response could make things worse. It is better not to actively engage with 
the child but to keep a passive watch over the child without doing anything. 
  
Your negative thoughts and beliefs are like that child. If you pay them a great deal of 
attention, if you control them or use punishment, they misbehave even more. It is better 
not to try and control or actively engage with them just keep a watching manner over 
everything. As you do this, try to be aware of yourself as the observer of these things. 
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Passenger Train Metaphor  
In order to experience a state of detached mindfulness it is helpful to think of yourself as 
a passenger waiting for a train. Your mind is like a busy station and your thoughts and 
feelings are the trains passing through. There is no point in trying to stop and climb 
aboard a train that is passing by. Just be a bystander and watch your thoughts pass 
through. There is no point in climbing aboard to be whisked away to the wrong place. 
 
Verbal Loop  
The repeated presentation of thoughts either by a recording device or through repeated 
vocalization has the effect of decreasing the amount of attention you give them and 
diminishing their meaning because they are experienced more as sounds than as 
conveyors of information. To experience this first hand, repeat quietly to yourself a 
thought and as you do so you should relate it in a special way. Treat the thought as a set 
of sounds and do not engage with it in any other way. It is merely a set of sounds in the 
outside world. Keep in mind as you listen that you are simply a listener safe in the 
knowledge that thoughts are not facts, they are simply events in your mind. 
 
Daydreaming Technique  
It is typically the case that we become completely immersed in daydreams and live them 
as momentary reality. The practice of shifting to detached observer during daydreaming 
can provide a powerful subjective experience of detached mindfulness. Try engaging in a 
pleasant daydream, such as being in a relaxing favourite place or driving an exotic car or 
whatever else you care to imagine. Allow the daydream to continue but to step back from 
it and try to be aware of the self in the present as an observer of the daydream as it 
unfolds.  
 
Acknowledgments  
Adapted From A Wells (2009) Metacognitive Therapy for Anxiety and Depression, Guildford Press, New 
York.  
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The statements below refer to the way people consider their thoughts about possible 
cancer recurrence.  
 
Please indicate how much you agree with each statement.  
 

1 2 3 4 
Do not 
agree 

Agree 
slightly 

Agree 
moderately 

Agree very 
much 

 
 

1. Worrying helps me to organise my thoughts about cancer 
recurrence. 

1 2 3 4 

2. Worrying about cancer recurrence decreases my 
concentration on other things. 

1 2 3 4 

3. When I try to stop my thoughts about cancer recurrence, I 
cannot manage.  

1 2 3 4 

4. I am concerned about the fact that I worry about cancer 
recurrence.  

1 2 3 4 

5. Worrying about cancer recurrence helps me to better cope 
with my anxiety for it.  

1 2 3 4 

6. I tend to critically examine my thoughts about cancer 
recurrence.  

1 2 3 4 

7. It takes great effort not to think about cancer recurrence.  1 2 3 4 

8. 
I often feel something is wrong with my way of thinking 
because it is so hard to stop my thoughts about cancer 
recurrence.  

1 2 3 4 

9. When I worry about cancer recurrence, chances increase that 
I will actually have one.  

1 2 3 4 

10. When I have thoughts about cancer recurrence I find it hard 
to ignore them. 

1 2 3 4 

11. I find myself weak if I cannot stop thinking about a cancer 
recurrence.  1 2 3 4 

12. I can protect myself against getting a cancer recurrence by 
thinking a lot about it. 1 2 3 4 

13. I tend to scrutinise my thoughts when I worry about cancer 
recurrence. 1 2 3 4 

14. I sometimes think that getting a cancer recurrence can be a 
punishment for the fact that I am so much preoccupied with it.  1 2 3 4 

15. Thinking a lot about cancer recurrences I could have/get, is 
beneficial to me. 1 2 3 4 

16. I believe I can actually make myself ill by worrying a lot about 
cancer recurrence.   1 2 3 4 
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17 If I cannot control my thoughts about cancer recurrence, I 
cannot function properly.  1 2 3 4 

18. I am very much aware of the way I think about cancer 
recurrence.  1 2 3 4 

19 
I often think something is wrong with my thoughts because I 
am so preoccupied with a cancer recurrence whose presence 
has not been demonstrated. 

1 2 3 4 

20. When I worry about the possibility of getting a cancer 
recurrence, I have little control over these thoughts. 1 2 3 4 

21 My thoughts about cancer recurrence are abnormal because 
they differ from the way other people think about them.  1 2 3 4 

22. I find myself egoistic when I spend a lot of time worrying 
about cancer recurrence. 1 2 3 4 

23. If I would not control my thoughts about cancer recurrence, I 
would go mad. 1 2 3 4 

24. When I am preoccupied with cancer recurrence, it is my own 
fault when I get ill.  1 2 3 4 

25. I am strongly aware of my thoughts about getting a cancer 
recurrence. 1 2 3 4 

26. I find worrying a lot about cancer recurrence is a normal way 
of coping with them.   1 2 3 4 

27. When I think a lot about cancer recurrence this protects me 
against actually getting ill. 1 2 3 4 
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Metacognitions About Health Anxiety 
Questionnaire (MCQ-HA; Bouman & Meijer, 1999).  
 
Scoring Key 
Items are rated on a 4-point scale (1 = 
do not agree, 4 = agree very much), with 
higher scores (maximum of 108) 
indicating more unhelpful 
metacognitions. 
 
Uncontrollability - 12 items 
(Score range 12 - 48) 

Item 
 

Score 

2  
3  
4  
7  
8  
10  
11  
14  
19  
20  
21  
22  

Subscale 
Total 

 

 
Cognitive self-consciousness - 4 items 
(Score range 4 - 16) 

Item  
  
 

Score 

6  
13  
18  
25  

Subscale 
Total 

 

 
Responsibility - 3 items  
(Score range 3 -12) 
Item 

 
Score 

12  
24  
27  

Subscale 
Total 

 

 
Negative consequences - 5 items 
(Score range 5 - 20) 

Item 
 

Score 

9 
 

 

15  
16  
17  
23  

Subscale 
Total 

 

 
Positive beliefs  - 3 items  
(Score range 3 -12) 

Item 
 

Score 

1  
5  
26  

Subscale 
Total 

 

 
 
Subscale
  
 

Score 

UC  
CSC  
R  
NC  
PB  
Total  
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GUIDELINES FOR CHECKING YOUR SYMPTOMS SENSIBLY 
 

This exercise is designed to help you set some sensible limits around the way you 
check for changes in your body, how often and what you do if you notice changes. 
Every change is not cause for alarm! For changes that persist, remember to use 
common sense in taking steps to address them. Managing fear of recurrence is not 
about over-reacting to everything OR about placing your head in the sand and 
ignoring serious symptoms. This exercise aims to help you to practice calm, 
common-sense and problem solving. 
 
Self-Examination (You can discuss the specifics with your doctor) 
 
My self-examination goal is to: (e.g. Conduct breast self-examination on a monthly 
basis, check the inside of my mouth and throat for changes once every month) 
 

______________________________________________________________________ 

______________________________________________________________________ 

 
 
What I will do is: (e.g.. Conduct a thorough check of both breasts and chest wall) 
 

______________________________________________________________________ 

______________________________________________________________________ 

 

When I will do it is: (e.g. after my monthly menstrual period; have a PSA test when 
recommended) 

______________________________________________________________________ 

______________________________________________________________________ 

 
 
What I need in order to achieve this goal is: (e.g. Visit breast nurse for another 
demonstration in how to do BSE effectively; discuss which doctor will order the PSA) 

______________________________________________________________________ 

______________________________________________________________________ 
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Responding to New Symptoms 
 
To help me find a balance between attending to new symptoms and not letting my 
anxiety run away with me I can ask myself: 

• what else can explain this? (e.g physical exertion like gardening; a long day out; 
an un-related illness) 

• has this happened before/what was the outcome then? 
 
I will seek help if the following general symptoms occur: 
 

• A lump anywhere in the body that won’t go away 
• Changes to a mole 
• Cough or hoarseness that won’t go away 
• A change in bowel habits: diarrhoea or constipation for more than six weeks 
• Any abnormal bleeding 
• Unexplained weight loss. 

 
Additional symptoms that my doctors have advised me to look out for are: 
 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
 
As a general rule, I will make an appointment to see my GP or oncology specialist 
if a new symptom: 

a) doesn’t go away in a week, or 
b) if it is severe or painful. 

 
 
If I feel worried about cancer recurrence whilst I am trying to decide about whether 
to make an appointment or while waiting see a doctor I can: (e.g use detached 
mindfulness in response to worry triggers, discuss my concerns with a person that will be 
able to support me, use worry postponement) 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
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LEARNING TO POSTPONE YOUR WORRY 
 
What is Worry Postponement? 
Worry can occur at any time or place, often without you being aware of its exact triggers. 
As such, worry can be very interfering when going about your daily life. A strategy to deal 
with this problem is to postpone your worry to a particular worry period. By learning to 
postpone your worry, it will be less intrusive in your life and you will be managing your 
worry effectively, giving you a greater sense of control. The steps to postpone your worry 
are outlined below. Be prepared to practice this approach over and over again. It does 
take some time and patience. 
 
1. Create a worry period: 

• To begin, choose a particular time, place, and length of time (no more than 20 
minutes) for worrying. This time, place and duration should be the same each day 
(e.g. 6pm, study, 10 min) 

• Make this place unique and comfortable, free from distractions. It should not be 
somewhere you go to regularly, like a lounge room chair. Rather somewhere you 
assign for the worry period only. 

• The time should be convenient so you can regularly follow through with the task, 
and at least 2 hours before bed time. 

 
2. Postpone your worry 

• As soon as you become aware of a worry, tell yourself that you will postpone it to 
the worry period. 

• If you need to, note your worry briefly on paper (in a couple of words only).  
• Remind yourself that you will have time to think about it later, no need to worry 

about it now; you will be in a better position to deal with the worry in the worry 
period; and there are more important or pleasant things to attend to right now, 
rather than worry. 

• Turn your focus to the present moment and the activities of the day to help let go 
of the worry until the worry period has arrived. Tip: You can use some of the 
detached mindfulness strategies you have learned in this program to help you 
detach yourself from any remaining worry.  

• Finally, decide what is the most important and best thing you can practically do for 
yourself right now. Take immediate action to do something that is practical, 
positive, pleasant, active or nurturing. 
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3. Come back to your worries at the designated worry period: 
When your worry period comes around, settle yourself down at the place you had 
planned and take some time to reflect on the worries you had during the day. Some 
points to remember are: 
 

• Only worry about the things you have noted if you feel you must. 
• If all or some of the worries you wrote down are no longer bothering you or no 

longer seem relevant, then no further action is required. 
• If you do need to worry about some of them, spend no longer than the set amount 

of time you specified for your worry period. It may also be helpful to write your 
thoughts and a plan of action on paper rather than worrying in your head. You can 
do this in whatever way feels right to you. 

 
Note: Later on you will learn more specifically what to do with your worries, but for now 
just focus on the process of postponing your worries throughout the day and only 
worrying at a set time of the day. Worry postponement may seem like a strange thing to 
do, and it may seem like an effort to carry a notepad around to jot down your worries and 
commit to sitting down and reflecting on the days worries at a set time every day. It is 
important to do this at the start because you are developing a difficult and new skill. But 
with time and practice in this formal way, you will be able to do it effectively more 
informally. Also, typically people predict that they won’t be able to postpone their 
worrying, but often people are surprised that they are actually able to postpone many of 
their worries, and experience a greater sense of control. 
 
Acknowledgements  
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INFORMATION ABOUT FOLLOW-UP CARE AND LIFESTYLE CHANGES TO 
REDUCE THE RISK OF DEVELOPING CANCER RECURRENCE  

 
 
Introduction 
In addition to the specific techniques you have learned in this treatment program to keep 
worries about cancer recurrence to a manageable level, there are a number of simple 
lifestyle changes you can make which may reduce the risk of developing a secondary 
cancer. Many of these lifestyle changes also reduce the risk of developing other health 
problems like cardiovascular disease and diabetes. We have compiled information about 
these lifestyle changes below.  
 
Furthermore, follow-up care can be confusing for many people. What follow-up care 
entails and the rationale for why it occurs is often poorly understood. We have included 
some information below about follow-up care and some suggested questions you might 
wish to ask your doctor to help you get the most out of your follow-up appointments.  
 
1. Follow-up care after completion of cancer treatment 
After completion of treatment (which might have included any combination of surgery, 
chemotherapy and radiotherapy), the medical team will make a plan for your ongoing 
care. In the busy time after treatment is finished, it is easy to forget what has been 
discussed about follow-up as it may seem less critical than receiving active treatment.  
 
 
 
 
 
 
 
 
As a general rule, most people will see their doctor every three to four months for two to 
three years after their treatment finishes. As time goes on, check-ups gradually become 
less frequent, so that after a couple of years, checks may be at six-monthly or yearly 
intervals until reaching five or 10 years. The frequency of follow-up visits depends on the 
type of cancer and treatment, and for some forms of cancer (for example, breast and 
bowel cancer) this schedule is determined by standard national guidelines for follow-up 
care. Your oncologist and the Cancer Council Helpline (13 11 20) can provide information 
on these. 
 
Research is underway to try to find out whether follow-up actually improves survival, 
should a cancer recur. Doctors need to know: whether survival is improved when a 
recurrent cancer is found at follow-up, before symptoms occur or whether survival is the 
same if a recurrent cancer is treated when symptoms occur, without regular follow-up.  
 
 
 
 
 

 
Many people find it helpful to have a written Care Plan outlining the frequency of 
follow-up visits and providing information on investigations that may be necessary.  
Speak to your doctor if you would like a written care plan for your follow-up care. 
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1.1 The purpose of follow-up care 
It is important for you to understand the purpose of follow-up visits. In general, follow-up 
visits allow the doctor to: 

• check on progress 
• monitor any ongoing treatments (for example women treated for breast cancer 

may commonly be taking hormone-blocking treatments for five years or longer) 
• assess emotional adjustment 
• assess any new symptoms  
• arrange investigations in some cases, depending on the particular cancer and 

treatment. In the case of breast cancer, for example, research has shown that 
having regular scans, X-rays and blood tests does not improve long-term survival, 
so these are not recommended as part of routine follow-up care.  
 

1.2 Questions which may be useful to ask about follow-up 
Follow-up visits are also an opportunity for the client to ask questions, and receive 
information from their doctor (for example to ask about reports in the media about a new 
cancer treatment). Writing a list of questions is often helpful to ensure that all of the 
client’s concerns are addressed in follow-up appointments. Examples of some questions 
include:  

• What can I do to reduce the chance of my cancer coming back? 
• Why do I need check-ups? 
• What happens during check-ups? 
• How often will I need to come for check-ups? 
• Are check-ups effective: do they always show up problems if there are any? 
• What symptoms should I be looking out for? 
• What tests will I have if a follow-up appointment shows signs that the cancer 

may have come back? 
• How long will it be before I can get on with living my life again without always 

thinking about my cancer? 
• What should I do if I have any new symptoms between appointments? 
• How long will I have to take the medications that I am on? 
• Are there any side effects from the drugs that I am taking? 
• Who will manage any long-term side effects such as pain and fatigue? 
• What other long-term side effects might I have? 
• Is there any treatment for the side effects that I may have? 
• Where can I go to get further information about my follow-up care? 
• Will my GP be involved in my follow-up care? 
• What can I do to make it easier going back to work and getting back into my 

social life again? 
 

If you see doctors other than your cancer specialist it is very important that you tell them 
about your cancer and its treatment. 

 
1.5 Taking an active approach to picking up problems 
In Australia there are national screening programs for breast, cervical and bowel cancer. 
These regular checks are one of the best health habits to get into. People who are at 
high risk may also be able to have tests for prostate, skin, breast, bowel and cervical 
cancer. 
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The Cancer Council website (www.cancervic.org.au) has information about cancer 
screening, and further information can be obtained by calling the Cancer Council Helpline 
on 13 11 20.  
 
Being ‘body aware’ can be a useful technique – for example developing a habit of 
checking the skin, breasts or testicles every month for any abnormal changes. However it 
is important that this checking does not become too frequent or take over. 
 
 Possible signs of cancer are: 

• A lump anywhere in the body that won’t go away 
• Changes to a mole 
• Cough or hoarseness that won’t go away 
• A change in bowel habits: diarrhoea or constipation for more than six weeks 
• Any abnormal bleeding 
• Unexplained weight loss. 

 
Of course, these symptoms can be due to conditions other than cancer, and should be 
assessed by a doctor 
 
1.6  Responding to new symptoms 
The doctor who has provided your treatment can give you information about symptoms 
which you should look out for and report. They can also give you some idea about how 
likely they believe it is that any symptoms might occur. People differ in their attitude 
towards getting “every last bit of information”, some instead preferring to “just take things 
as they come”. 
 
Developing new symptoms does not necessarily mean that the cancer has come back. A 
lot of symptoms will have nothing to do with cancer. As a general rule, if a symptom 
doesn’t go away in a week, or if it is very severe, it is best to make an appointment for 
review by a GP or your treating specialist. 
 
The skills you have learned in this treatment program may help to keep worry in check in 
the period that you are waiting for mild symptoms to resolve.  
 
1.7  Making sense of survival statistics 
Doctors often talk about ‘5-year’ or ‘10-year’ survival for different types of cancer. These 
statistics cause a lot of confusion and concern for many people. 
 
Basically ‘5-year survival’ and ‘10-year survival’ refers to the percentage of people who 
are living five or 10 years after their diagnosis with a certain type of cancer. For example, 
about 83 out of every 100 men (83%) diagnosed with prostate cancer will be alive five 
years after they are diagnosed. This doesn’t mean that all these men are cured. But it 
does not mean that they will only live for five years either! 
 
Some patients may be cured but for others their cancer will come back (recur) in this five-
year period. They may have another lot of treatment and continue to live for many more 
years. For some patients the cancer will come back after the five years. 
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Generally, the more time that goes by, the less likely it is that the cancer will come back. 
The more years that a person lives without the cancer coming back, the higher the 
chance of a complete cure. This is true for most types of cancers. 
 
1.6 How accurate are the statistics? 
Five-year and 10-year cancer survival rates are very general. They include everyone with 
that type of cancer at all stages and grades of the disease. People treated effectively at 
an early stage can generally count on their survival being better than the average five-
year or 10-year rate, while people treated while their cancer is at a later stage may have 
a slightly poorer outlook. 

 
No statistic can say exactly what will happen for a particular individual.  

Every person is unique. 
 
1.7 Are survival rates improving? 
Statistics take many years to collect and therefore are usually slightly out of date. For 
example, for a person diagnosed with cancer in 2006, the five-year survival rate available 
may be from 2002. With cancer treatments improving all the time, the outcome is likely to 
be better than it would have been reported in 2002. It may be reassuring to know that 
statistics such as five-year survival rates are likely to change and improve for many types 
of cancers in the next 20 years. 
 
1.8  Coping with anxiety before check-ups 
Many cancer survivors say that they begin to feel very anxious before their routine check-
ups. Sleeping problems, having bad dreams and feeling more general aches and pains 
than usual are not uncommon in the lead-up to the appointment. Some people say that 
they suffer from mood swings and poor appetite. 
Some people find that the following strategies help: 

• Taking a close friend or relative to the check-up 
• Making the day something to look forward to, by planning to do something special 

after the appointment, like going out for a meal, or buying a treat 
• Framing check-ups as positive opportunities to increase the chance of any 

problems being picked up early, when they are easier to treat. 
 
2. Keeping well through a healthy lifestyle 
There is increasing research showing that a healthy lifestyle reduces the chance of 
cancer coming back and reduces the risk of new cancers developing. A healthy way of 
living also has lots of other benefits such as reducing the risk of developing heart 
disease, high blood pressure and diabetes. However before you make any big changes 
to your lifestyle, for example starting a new exercise program or changing your diet, you 
should make sure that it is safe for you. Your doctor or nurse can also support you 
through any changes you are making and help to ensure that positive changes are long-
lasting. 
 
2.1 Healthy eating 
A healthy balanced diet is an important part of staying well after treatment for cancer. 
There is no particular diet or food that can cause or cure cancer. However, a balanced 
diet that gives all nutrition needed and keeps weight in the healthy range can help to 
reduce the risk of cancer coming back after treatment. Weight gain can be a side effect of 
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cancer treatment and it can be very difficult to lose the weight again. This information 
gives some advice about healthy eating and weight control. 
 
2.2 Dietary recommendations 
Australian dietary recommendations for adults are listed below. These apply to all adults, 
regardless of whether or not they have been treated for cancer: 
• Enjoy a wide variety of nutritious foods 
• Eat plenty of breads and cereals. Choose wholegrain cereal products (such as 

wholemeal bread and brown rice) where possible, instead of processed foods like 
white bread and white rice 

• Eat five or more servings of fruit and vegetable each day (a serving size is about a 
handful) 

• Drink two or more litres of water each day 
• Eat less fat and more fibre 
• Keep a healthy body weight by balancing physical activity and how much you eat 
• Limit intake of alcohol (see section 3.4 below for guidelines) 
• Limit the amount of sugar and foods containing added sugar you eat 
• Don’t eat too much red or processed meat: choose fish, poultry or vegetarian options 

for some meals 
• Choose low-salt foods and limit added salt. 

 
If you are overweight, even a modest amount of weight loss (ie, 5-10% of your body 
weight or 5-10kg for a 100kg person) has been shown to confer significant health 
benefits, including reducing the risk of most chronic diseases, like diabetes and heart 
disease, and improving long-term management for those with such conditions. Modest 
weight loss, for those who are overweight following a diagnosis of cancer, may also 
reduce the risk of cancer recurrence. Modest weight loss can be achieved through 
regular physical activity and a healthy diet. If you have concerns about your weight and 
would like to lose weight talk to your GP about referral to appropriate weight loss services 
in your local area (eg. dietician, weight loss group at local hospital etc). 
 
2.3 Keeping well through physical activity 
Research has shown that there is a strong link between cancer and physical activity. 
Physical activity after a diagnosis of cancer has many benefits, including improvements 
in quality of life, immune function, body image and lower levels of fatigue, pain, 
depression, anxiety and stress. Regular physical activity also helps with weight control; 
and this may reduce the risk of cancer coming back. In addition, physical activity has 
many other health benefits, such as reducing the risk of developing other cancers and 
other health problems like cardiovascular disease and diabetes, and helping most people 
to look and feel better! 
 
Most people find that activities they enjoy are much easier to continue long-term. It is 
important to choose activities that can fit into normal routine, and it is helpful to think of 
movement as an opportunity, not an inconvenience. 
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2.4 Physical activity as part of daily life 
Any activity done as part of normal daily routine can be used to increase physical activity 
level and benefit health. Every day activities include: 

• Doing some gardening instead of watching TV 
• Walking up the stairs instead of using the lift 
• Doing home duties, such as vacuuming, sweeping or washing the car 
• Parking the car further away from the shopping centre and walking the extra 

distance. 
 

3. Exercise and Physical Activity 
3.1 Planned physical activity 
There are three types of planned activities that will help to improve health and fitness: 
 
a) Aerobic activities 
These activities increase heart rate and help to improve overall fitness. Examples are 
walking, golf, tennis, treadmill exercise, dancing and dragon boat racing. 
 
b) Resistance (strength-based) activities 
These activities help to build muscles or prevent muscle loss. However, doing them 
correctly is important for safety. Accessing professional advice on how to get started, for 
example from a physiotherapist, exercise physiologist or accredited exercise professional 
at a local gym is helpful. The use of an elastic band or light weights at home can also be 
useful. 
 
c) Stretching (flexibility) activities 
These activities help to improve flexibility. The same professional who helps with strength 
activities can demonstrate stretching activities.  
 
The aim should be to work towards moderate-level, aerobic exercise, like brisk walking, 
for 30 minutes a day, at least 5 times per week. Resistance exercises (to increase 
muscle strength) are also recommended 2–3 times per week. Those who have not been 
very physically active in the past will take many months to build up to this level of activity 
and there is no need to rush things. 
 
Key concepts: 
• Some is better than none 
• More is generally better than less BUT 
• Start slowly, and increase slowly 
 
3.2 When not to exercise 
It is recommended to not exercise in the following contexts: 

• A temporary minor illness, such as a cold or viral infection, or feeling unusually 
unwell 

• Chest pain 
• Unusual fatigue and/or muscle weakness 
• Recurring leg pain or cramps 
• Bone, back or neck pain of recent origin 
• Vomiting (in the last 24–36 hours) 
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• Feeling of disorientation or confusion 
• Dizziness, blurred vision or faintness 
• Sudden onset of difficulty in breathing 
• Known blood counts that are below normal 
• Foot or ankle sores that won’t heal, or 
• Any other unusual sensation. 

 
Medical review is recommended for the above symptoms. 
 
3.3 Exercise and safety 
Keeping several factors in mind can help to maintain safety and comfort: 

• Wearing loose-fitting, comfortable and light clothing 
• Wearing comfortable, proper-fitting and closed-in shoes 
• Having a water bottle and drinking plenty of water before, during and after 

exercise  
• Using sun protection if exercising outdoors – sunscreen and hat 
• Exercising in an area with good air flow and avoiding getting over-heated. If 

exercising in the middle of the day, using shaded areas or exercising indoors 
(ensuring there are open windows/doors and/or good air conditioning) 

• Starting slowly and ending slowly during each exercise session 
• Stopping if something’s not right 

 
After each session, people who have not been active for some time may experience 
slight muscle soreness following the first few sessions. This is normal, will not last, and 
can be minimized by: 

• Starting each session slowly 
• Doing cool-down activities (like slow walking or gentle stretching) 

 
Developing any of the following conditions while being active means that exercise 
should be stopped, and medical advice sought: 

• Chest pain, pressure or heaviness, or tingling in your arms 
• Unsteady, rapid or fluttery heartbeat 
• Any other unusual feeling, such as dizziness or faintness 

 
3.4 Keeping well by reducing risk factors for cancer: 
a) Smoking  
More than 10,000 Australians are diagnosed with a smoking-related cancer each year. 
Lung cancer is the most common, but smoking is also closely linked to cancer of the 
bladder, kidney, mouth, stomach and oesophagus.  
 
The Quitline (13 7848) will mail a free Quit pack. Trained Quitline advisers can help with 
practical and expert advice, which can also be obtained on the website: www.quit.org.au 
 
Most people who try to quit smoking don’t succeed on their first attempt so it is important 
not to feel daunted, rather viewing each attempt to quit as a rehearsal for future success. 
 

http://www.quit.org.au/
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b) Alcohol  
Alcohol is a known risk factor for cancer. Besides cancer, heavy use of alcohol can cause 
short-term and long-term health problems such as cirrhosis of the liver, alcohol 
dependence, strokes, suicide, injury and car accidents. 
 
There is convincing evidence that alcohol is associated with an increased risk of cancers 
of the mouth, pharynx, larynx, oesophagus, colorectum (in men) and breast. Alcohol 
probably increases the risk of colorectal cancer in women and liver cancer. Unlike 
cardiovascular disease, there is no evidence that alcohol at any level has any protective 
effect against cancer. The Cancer Council recommends that people limit or avoid 
drinking alcohol. 
 
Those who do not drink should not take up drinking alcohol. For people who do drink 
alcohol, the recommended amounts are an average of no more than 2 standard drinks a 
day for men, and an average of no more than 1 standard drink a day for women. A 
standard drink contains 10g alcohol, and is equal to 285mL full strength beer, 450mL of 
low alcohol (light) beer, 100mL wine and 30mL spirits. 
 
People should also avoid binge drinking (excessive drinking in one session), and have 
one or two alcohol-free days per week. 
 
 
 
 

 
c) Sun protection 
Most cancers diagnosed in Australia each year are skin cancers. Every year, more than 
1200 Australians die from skin cancer. Yet it is almost totally preventable, through use of 
shade when possible, especially when UV radiation is high: between 10 am and 3 pm. 
Wearing hats that shade one’s face and neck, loose-fitting protective clothing and 
sunglasses also help.  
 
Weather forecasts across Australia give information about when UV radiation is high 
during the day. Further information is available on the SunSmart website 
www.sunsmart.com.au. 
 
 
Sources of Further Information about Living Well After Cancer 
 
Survivorship: 
1. Peter MacCallum Cancer Centre (Victoria) www.petermac.org/Survivorship 
2. Australian Cancer Survivorship Centre www.petermac.org/cancersurvivorship 
3. Cancer Council Victoria. Survivorship: Just take it day to day- A guide to surviving life 

after cancer. Available free from www.cancervic.org.au 
4. American Society of Clinical Oncology (ASCO): Survivorship 

www.cancer.net/patient/Survivorship 
 

Smoking and alcohol together have a synergistic effect on cancer risk. This 
means the combined effects of smoking and alcohol are significantly greater 
than the risk from the individual risks added together. 
 

http://www.petermac.org/Survivorship
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Healthy eating: 
1. The Victorian Cancer Council’s booklet Nutrition and Exercise contains useful 

information. Telephone 13 11 20 or visit www.cancervic.org.au 
2. The National Health and Medical Research Council dietary guidelines provide detailed 

recommendations about healthy eating for all Australians. Information can be found at 
www.nhmrc.gov.au. 

3. Cancer Council Australia. Diet and alcohol information. 
www.cancer.org.au/cancersmartlifestlyle 

4. Westmead Breast Cancer Institute. ‘Nutrition after breast cancer.’ www.bci.org.au 
5. Westmead Breast Cancer Institute. ‘Ray of Hope’ Cookbook. Information at 

www.bci.org.au 
6. BreastCancer.org www.breastcancer.org/tips/nutrition 
 
 
Alcohol guidelines: 
National Health and Medical Research Council. Alcohol Guidelines 2009. 
www.nhmrc.gov.au/publications 
 
Support and information services: 
 
Cancer Council Helpline 
This is part of the Cancer Council. It is a confidential service. Telephone 13 11 20. 
Monday – Friday, 8.30am – 8pm. 
 
Other telephone helplines 
Lifeline can provide information, counselling and referral for people with health and 
family-related problems. Telephone 13 11 14 (24 hours, seven days). 
 
Cancer Connect 
This is a program run by the Cancer Council. It connects people who have had cancer 
with volunteers who have had a similar cancer. All volunteers are trained and are 
supported by a program coordinator and the cancer nurses from the Cancer Council 
Helpline. Telephone 13 11 20. 
 
Carers 
The Carers Advice Line provides information and support for people caring for people 
with illness and disability: Telephone 1800 242 636. The Cancer Council Helpline (13 11 
20) can also provide information about Cancer Connect for carers. 
 
Financial assistance 
Centrelink can provide information on Commonwealth Government disability, sickness 
and carers payments. Telephone 13 27 17. 
 
Your general practitioner (GP) 
If you don’t have a GP, call your local health centre for information about GPs in your 
area. 
 

http://www.cancervic.org.au/
http://www.nhmrc.gov.au/
http://www.bci.org.au/
http://www.bci.org.au/
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Home help 
Local councils provide a range of community and in-home services, including foster care 
for children, meals on wheels, housekeepers and respite care. Contact through the 
council listing in the White Pages. 
 
Home visitors 
DoCare (see the White Pages) and the Australian Red Cross Society (03 9345 1800) can 
organise home visitors. Other charitable organisations may be able to help, as may a 
local cancer support group. For further information, telephone the Cancer Couuncil 
Helpline on 13 11 20. 
 
Legal advice and information 
See your solicitor or call the Cancer Council Helpline (13 11 20)  for a list of Community 
Legal Centres. 
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 0 1 2 3 4 
 Not at all A little                     Somewhat A lot A great deal 

1. I am worried or anxious about the possibility of cancer recurrence  0 1 2 3 4 

2. I am afraid of cancer recurrence  0 1 2 3 4 

3. I believe it’s normal to be worried or anxious about the possibility of 
cancer recurrence  

0 1 2 3 4 

4. When I think about the possibility of cancer recurrence, this triggers 
other unpleasant thoughts or images (such as death, suffering, the 
consequences for my family)  

 
0 

 
1 

 
2 

 
3 

 
4 

5. I believe that I am cured and that the cancer will not come back  0 1 2 3 4 

6. In your opinion, what is your risk of having cancer recurrence?  0 
 

1 
 

2 
 

3 
 

4 

7. How often do you think about the possibility of cancer recurrence? 
0                      1                               2 3  4 

        Never          A few times a month         A few times a week       A few times a day        Several times a day 

8. How much time per day do you spend thinking about the possibility of cancer recurrence? 
0                      1                              2 3  4 

I don’t think about it  A few seconds               A few minutes                 A few hours                 
 Several hours 

9. How long have you been thinking about the possibility of cancer recurrence? 
0                      1                              2 3  4 

 I don’t think about it A few weeks A few months A few years Several years 
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SCORING INSTRUCTIONS: 
• Reverse score item 5 
• Sum responses to all items  

 
 

 
TOTAL SCORE= 
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NEW PLANS FOR DEALING WITH FEAR OF CANCER RECURRENCE 
 
Instructions: It is important to be aware of the triggers for your old way of coping 
or “your old plan” for dealing with FCR. When you notice an old trigger or other 
aspects of your old plan in action, it is important to shift to using your “new plan”. 
Your new plan is a set of new strategies that you have learned in this treatment to 
help you cope with fears of cancer recurrence.  
 
Old Plan New Plan 
Old responses that contributed 
to feeling high levels of fear of 
cancer recurrence were: 
 
 

1. ATTENTION FOCUS 
(e.g. I constantly scanned my 
body for signs of pain, and 
attended closely to all worries 
about recurrence) 
 
 
 
 
 
 
 
 

 
2. BEHAVIOURS 

(eg. I felt the area around my scar 
every day) 
 
 
 
 
 
 
 
 
 

 
3. THINKING STYLE  

(eg. I used to believe that 
‘Worrying is going to bring back 
the cancer’) 
 

 
 
 
 
 
 
 
 

New responses that help me to overcome FCR: 
 
 
 
 

1. ATTENTION FOCUS  
 
 
 
 
 
 
 
 
 
 

2. BEHAVIOURS 
 
 
 
 
 
 
 
 
 

3. THINKING STYLE  
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INTRODUCTION TO THE CONQUERFEAR GROUP MANUAL 
This Appendix is a therapist treatment manual for ConquerFear-Group, a psychological and 
educational intervention for fear of cancer recurrence (FCR) delivered in a group format. 
ConquerFear was originally developed by the PoCoG FCR Intervention Team in Australia as an 
individually delivered treatment1. It has since been adapted to a group format at Aarhus University 
and Aarhus University Hospital in Denmark in collaboration with the developers of the original 
ConquerFear. The adaptation process and the results of feasibility and pilot studies are described 
in Tauber et al. (2021)2. A randomized controlled trial evaluating the efficacy of ConquerFear-
Group on women treated for breast cancer is expected to be published ultimo 2022. The purpose 
of the present manual is to inform therapists about delivering ConquerFear in a group setting.  

 

HOW TO USE THIS MANUAL 

This manual covers the content specifically relevant to the group format. Introduction to the 
concept of FCR and background information about the treatment program can be found in the 
manual for ConquerFear delivered in an individual format (p. 7-14). Background information on 
each session as well as trouble shooting notes can likewise be found in the original manual and 
is referred to throughout the group manual. While the group manual has been tested in a sample 
of women treated for breast cancer, the intervention is based on transdiagnostic approaches and 
can be used across the cancer population. This is in compliance with the original ConquerFear 
manual, which was developed for FCR in a mixed cancer population. The group intervention can 
be delivered either face-to-face or online. A blended approach is not recommended. The ideal 
number of participants in a group is eight (+/- two). 

The manual is divided into six chapters, each representing one session. The first session is 
delivered individually, while the remaining five sessions are delivered in groups. All participants 
in one group should ideally complete the first individual session within a time-span of two weeks. 
The subsequent group sessions are recommended to be completed weekly. Client handouts and 
worksheets to be used in conjunction with this manual are included in the Appendix. It is 
recommended to provide each participant with a folder for organizing the handouts and 
worksheets provided during the treatment program. We recommend that all group sessions are 
led by two therapists. 

 

Contact information 

For further information or interest in collaboration, please contact: 

Nina M. Tauber, email: ninat@psy.au.dk 
Mia S. O’Toole, email; mia@psy.au.dk 
Robert ‘Bobby’ Zachariae, email: bzach@rm.dk 
  

mailto:ninat@psy.au.dk
mailto:mia@psy.au.dk
mailto:bzach@rm.dk
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OUTLINE OF TREATMENT PROGRAM 
Session 1 (Individually delivered): Assessment and Discussion of Vulnerability Factors (90 
min) 

• Clinical assessment. 
• Introduction to the FCR model and explanation of the rationale for the therapy. 
• Discussion of past experiences which may act as vulnerability factors. 
• Case formulation. 

Session 2 (Delivered in Group): Group Introduction and Clarification of Values (120 min) 

• Introduction of group members and discussion of expectations.  
• Introduction to the treatment program.  
• Introduction to values and goals. 

Session 3 (Delivered in Group): Introduction to Detached Mindfulness and Attention 
Training (120 min) 

• Reviewing homework. 
• Revisiting the FCR model and identification of triggers.  
• Presentation of detached mindfulness. 
• Introduction to the attention training technique.  

Session 4 (Delivered in Group): Detached Mindfulness and Metacognitions (120 min) 

• Reviewing homework.  
• Continued discussion of Detached Mindfulness.  
• Assessing and challenging metacognitive beliefs.  

Session 5 (Delivered in Group): Worry Postponement and Education about Appropriate 
Follow-up Behavior (120 min) 

• Reviewing homework.  
• Revisiting worry postponement.  
• Educating about and discussing appropriate follow-up behavior. 

Session 6 (Delivered in Group): Treatment Summary and Relapse Prevention (120 min) 

• Reviewing homework.  
• Discussion about values and planning of future goals. 
• Creating plan for dealing with FCR in future situations. 
• Final group discussion.  
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SESSION 1: ASSESSMENT AND DISCUSSION OF VULNERABILITY 
FACTORS 
 

1.1 SESSION MATERIAL 

Timeframe: 90 minutes (individual session) 

Session Goals 

The goals of the initial individual session are to: 

• Conduct a thorough biopsychosocial assessment. 
• Gain a shared understanding of FCR. 
• Present and explain the FCR Model. 
• Provide the patients with an overview of the treatment and the rationale for its components. 
• Guide the patients to gain insight into the relationship of past experiences of trauma, grief, 

and loss (where they exist) to current adjustment and fears of cancer recurrence. 
• Reflect non-judgmentally on past experiences and “be with” the patients, modeling the 

capacity to bear pain and sadness rather than avoid it or displace it onto other things. 
• Help patients juxtapose past experiences of helplessness and lack of control with their 

current situation where they can exercise choices about how to respond to fears and plan 
for their future. 

• Provide a coherent case formulation of the presenting problem based on the FCR Model. 

Handouts 

• Handout 1.1. How Fear of Cancer Recurrence Develops. 
 

PART 1: Clinical Assessment (45 minutes) 

Objective: Obtain a thorough biopsychosocial assessment of the patients with particular emphasis 
on FCR. It is recommended that special focus be given to:  

• Circumstances surrounding the initial diagnosis of cancer. 
• The patient’s views about completing treatment (how does this emotionally affect the 

patients). 
• The patients’ understanding of their objective risk of recurrence (i.e., what were they told 

about their risk of recurrence over 5 or 10 years) and views of their perceived risk of 
recurrence as a percentage (0-100%). If the perceived risk is higher than the objective risk 
– what are the reasons they feel more vulnerable? 

• If the patients’ perceived risk of recurrence fluctuates, what is the highest and lowest 
perceived risk (%)? The therapist should also explore reasons for why the perceived risk 
of recurrence fluctuates. 

• The exact content and frequency of thoughts about FCR (including specific questions 
about any FCR-related imagery). 
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• The level of distress caused by FCR. 
• Triggers. 
• The functional impact of FCR (emotional, physical, financial, inter-personal, on life goals 

and future planning). 
• The meaning of possible recurrence for self and others. 
• Cognitive techniques for coping with FCR (e.g., suppression of thoughts or distraction). 
• Other coping strategies for dealing with FCR (including specific questions about 

behavioral or emotional avoidance, e.g., alcohol use, avoidance of particular places, 
people, or situations). 

• The current frequency of follow-up care appointments and routine medical investigations. 
• Frequency of unplanned or unscheduled medical appointments and self-examinations 

because of concerns about recurrence. 
• Career/family levels of FCR and degree of openness and communication about FCR. and 
• Goals for FCR treatment. 

An example of a completed assessment template can be found in the manual for individually 
delivered ConquerFear (p. 23-26). 

It is recommended that the therapist use this template as a guide during the initial assessment 
session to help ensure that all areas pertinent to FCR are covered. It is also a useful place to 
summarize scores on pre-treatment standard measures.  

 

PART 2: Presenting the FCR Model and Rationale for the Intervention (35 minutes) 

Objective: Gaining a shared understanding of the nature of FCR and explaining the rationale for 
the therapy.  

Gaining a shared understanding between therapist and patients of the nature of FCR and the 
factors which contribute to its development and maintenance is a very important component of 
the intervention which will improve patients’ buy-in and motivation for treatment.  

 

Brief Presentation of the FCR Model 

Explain the FCR model (Handout 1.1. How Fear of Cancer Recurrence Develops). The 
therapist should discuss each of the points below with the patients. Particular attention should be 
paid to the challenges of worrying too much or suppressing specific thoughts and to how certain 
life experiences (e.g., past losses) can make people more vulnerable to experiencing FCR.   
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Derived from the manual of ConquerFear delivered in an individual format, p. 30. 

 

Summary of the FCR Model 

1) Fear of cancer recurrence (FCR) is the fear, worry or concern about cancer 
returning or progressing.3  
 

2) It is very common and almost everyone with a diagnosis of cancer experiences it 
from time to time. 
 

3) Research tells us that somewhere between 10-30% of people with a history of 
cancer (depending on their cancer type) experience moderate to severe problems 
with FCR and want professional help to manage it. 
 

4) For some people, FCR can have big impact on their mood, relationships, and 
ability to make plans for their future. 
 

5) Certain beliefs, in particular those about the nature and importance of worry, can 
underlie a particular style of coping with worry which is problematic. 
 

6) This problematic style of dealing with worry includes:  
a. rumination (e.g., repeatedly turning worries over and over in one’s mind). 
b. attention towards threat-related information (e.g., like having a radar which 

is particularly attuned to detecting information about and signs of potential 
cancer recurrence). 

c. self-focused attention (e.g., being very aware of one’s bodily sensations 
and thoughts).  

d. attempts to control, avoid or suppress thoughts about potential recurrence.  
 

7) The above strategies may all increase the worry. 
 

8) Furthermore, having cancer and worries about potential recurrence can change 
the way  people see themselves (self-concept) and what they regard as important 
in life (values). FCR can make it difficult to plan the future, which may result in a 
feeling of meaninglessness and a lack of direction in life. 
 

9) Certain life experiences, such as past losses (particularly those involving cancer), 
past traumatic life events, caring roles, and other sources of psychological stress 
can also make people more vulnerable to experiencing FCR. 
 

10) Many people also lack information about how best to monitor their health and stay 
healthy after a cancer diagnosis. 
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The rationale behind the treatment 

Explain the rationale behind the treatment. 

 

 

  

 

 

PART 3: Discussion of Past Experiences which may act as Vulnerability Factors 

Objective: To help patients understand how past experiences can impact FCR for some people. 
The discussion aims to reflect non-judgmentally on past experiences and “be with” the patient by 
modeling the capacity to bear pain and sadness rather than avoid or displace it onto other things. 

Background for the therapist and case vignettes can be found in the individually delivered 
ConquerFear manual, Session 2.  

It might be helpful to introduce the discussion of past experiences by saying something like the 
following: 

“We have found that past experiences can shape the meaning that people give to their cancer 
experience and can make fear of cancer recurrence worse. E.g., a person who has lost a relative 
to cancer may be more vulnerable to fear of cancer recurrence and, for example, be more 
convinced that the cancer will recur. Today, I want to spend a bit of time talking with you about 
this issue and trying to understand how your past experiences may have influenced your level of 
fear of cancer recurrence.” 

The therapist then asks the patient if she can see any connections between past experiences and 
her FCR. How do the patients think that her experience of (x, y, z) may have influenced her 
worrying about cancer coming back?  

 

 

 

Allowing some time for elaboration of past relevant themes, the therapist must help the patients 
to move on to a focus on future action rather than dwelling on past issues. It should be presented 
gently to the patients that since we cannot change the past, it is essential to develop an accepting 
stance toward what has happened in the past as this will help reduce future suffering (see 
metaphors below). 

Several metaphors may be used to explain these points. 

 

Key point: The aim of the treatment is not to get rid of thoughts about recurrence 
completely – that is unlikely to happen and counterproductive to aim for – but to help 
patients assign these thoughts less importance and give them less attention than they 
currently do, and to develop goals for the future which will give their lives purpose, 
meaning, and direction. 

Key point: The aim of discussing past events is to try to increase the patient’s 
awareness of the way in which their past life events have informed their specific 
presentation of FCR.  
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Metaphor Application 
Hand of cards Imagine that you are playing a card game and that you have been dealt a 

poor hand of cards. You cannot change your cards, so you have two choices 
about the remainder of the game. You can either walk away from the game 
and avoid losing but potentially miss out on the joy of playing cards, or you 
can choose to play the game as best as you can with the cards that you 
have, accepting that you do not know what the outcome will be. 
  

Tug of war Imagine you are playing tug of war with an “anxiety monster”. You are 
holding one end of the rope and the monster the other, and in between there 
is a bottomless pit. You can pull harder, but each time you do, so does the 
monster, or you can drop the rope. If you drop the rope, the anxiety monster 
is still there but you do not need to struggle with it.  
 

Fish Hook Sometimes we can be joined to our past like a person fishing who has a fish 
on the end of their hook. We can struggle with that fish for hours or just let 
go of it and focus on doing something else. 
 

Struggle switch Imagine that you have a switch in your head called the struggle switch. 
When it is switched on, you struggle against any emotional discomfort that 
you experience. You try your best to get rid of it or avoid it. Like, “Oh no! 
Here is that horrible feeling again. Why does it keep coming back? How do 
I get rid of it?” So now, I’ve got anxiety about my anxiety. In other words, my 
anxiety gets worse. I’m even more anxious and I might get angry about my 
anxiety. “It’s not fair; why does this keep happening?” Alternatively, you 
might get depressed: “Not again. Why do I always feel like this?” Suppose 
you are able to turn off your struggle switch. In this case, whatever feelings 
show up, no matter how unpleasant, you don’t struggle with them. If anxiety 
shows up, you don’t struggle, you just say, “Okay, here is that feeling again. 
Here is tightness in my chest. Here is a knot in my stomach. Here is my mind 
predicting bad things in the future again”. It is not what you would want to 
happen and it is still unpleasant, but you are not going to waste your energy 
and time struggling with it. Instead, you will take control and put your energy 
into doing something meaningful to you. When the switch is on, it is like an 
emotional amplifier. We can develop anxiety about our anxiety or depression 
or anger about our anxiety. With the struggle switch off, our anxiety levels 
still rise and fall. This is unavoidable and a normal part of life, but we are not 
wasting our time struggling with anxiety. 
 

Derived from the individually delivered ConquerFear manual, p. 48. Reference: Harris, 2009. 
Adapted from Hayes et al., 1999 
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PART 4: Case formulation 

The therapist presents a coherent case formulation based on the FCR Model. Specifically, the 
therapist summarizes how the patient’s beliefs about worries, past experiences (including 
vulnerability factors), lack of or misinformation, and shift in values may impact their level of FCR.  

 

HOMEWORK AND SESSION SUMMARY 

• What do patients bring with them from today’s session? 
• Questions? 
• No homework after Session 1.  

 

1.2 SESSION 1 CHECKLIST 

� Conduct a detailed psychosocial assessment paying particular attention to FCR related 
issues. 

� Present the FCR Model and rationale for treatment. 
� Explore the meaning and potential impact of relevant past life experiences on the patient’s 

level of FCR. 
� Present a coherent case formulation of the patient’s experience of FCR. 
� Summary of the session. 
� Homework: No homework after Session 1. 
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SESSION 2: GROUP INTRODUCTION AND CLARIFICATION OF 
VALUES 
 

2.1 SESSION MATERIAL 

Timeframe: 120 minutes (group session) 

Session Goals 

The goals of session 2 are to: 

• Introduce group members to each other. 
• Discuss expectations and agree upon group rules. 
• Elaborate on the rationale for the therapy. 
• Explain that cancer can impact a person’s values. 
• Encourage patients to reflect upon value and goal changes from their perspective. 
• Help patients to clarify their values and set goals. 

 

Handouts 

• Handout 2.1 My Values – What is Important to Me? 
• Handout 2.2. Examples of Values, Goals, and Actions 
• Handout 2.3. Willingness and Commitment Worksheet 

 

PART 1: Group introduction and discussion of expectations (25 minutes) 

Objective: To welcome the patients, introduce themselves to one another, and discuss 
expectations. In addition, the therapist inquires about/presents a set of rules that the group 
participants should adhere to and asks the participants whether they can agree to these. It is 
recommended that the following parts are included in the introduction: 

• Welcome patients to the group and provide an overview of the day’s session.  
• Let patients introduce themselves, focusing on their cancer experience, how FCR burdens 

them, and what they expect to get out of the treatment. 
• Discuss expectations and agree upon group rules: 

o Ask patients what is important to them concerning being part of a therapy group 
(e.g., openness, honesty, respect). 

o Stress the importance of full attendance: 1) each session focuses on different 
content, and 2) it is important for group cohesion.  

• The therapist explains the treatment format: 
o Five two-hour group sessions, incl. 10 min break. 
o Sessions are based on alternating therapist presentations, exercises, and group 

discussions. 
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o Inform the patients that the treatment content has been developed and tested with 
good results. 

o Inform patients that they are still welcome in the group in the case of cancer 
recurrence. In such cases, the patient will be invited to an additional individual 
session with the purpose of clarifying the patient’s needs. In addition, it will be 
emphasized that FCR also includes fear of progression. 
 

PART 2: Introduction to the treatment program (20 minutes)  

The therapist presents the treatment program's two parts: One part focuses on acquiring new 
skills to cope with FCR more adaptively, and a second part focuses on clarifying values and 
learning to live a meaningful life, despite fears and concerns about cancer recurrence.  

1. Skills to cope with FCR 

This part of the treatment program aims to provide the patients with skills to break free 
from unhealthy thinking patterns and become less affected by FCR. The goal is not to 
eliminate or remove unpleasant thoughts about cancer recurrence but to provide the 
patients with the skills needed to respond differently to thoughts about cancer recurrence 
than their current reactions.    

2. Living a meaningful life despite FCR 

Experiencing cancer and adapting to life after the end of treatment can be distressing and 
may result in 1) a change in values, 2) a lack of contact with one’s values, or 3) becoming 
more aware of one’s values. Therefore, the second part of the treatment program focuses 
on clarifying values, setting value-based goals, and planning specific steps to reach these 
goals. The aim is to become more aware that it is possible to let oneself be guided by 
one’s values and live a meaningful life, despite fearing cancer recurrence. 

 

Using a metaphor to introduce the treatment rationale 

It is recommended that the therapist uses the following metaphor to supplement the more didactic 
explanation of the treatment. 

The metaphor below is based on the transcript found in the manual for individual delivered 
ConquerFear and is here adapted to a group format. 
 
It is often quite hard to explain the rationale for this treatment program, so I would like to show 
you what it is all about by using a metaphor.  
 
I want you to imagine that your folder (everyone should receive a folder for the handouts before 
beginning the session) represents all the difficult thoughts and worries and feelings about 
potential cancer recurrence that you have been struggling with up until now. 
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Now I would like you to hold it up in front of your face so that it is almost touching your nose. 
(The patients hold the folder up in front of their face, blocking the view of both the therapist and 
the other patients in the group). 
 
Now, how would it be to continue talking to each other for the next hour or so when you are so 
caught up with these worries (making it difficult to connect and engage with each other)? Notice 
how disconnected you are from others and the world around you. Notice too that while you hold 
on tightly to these worries, you cannot do the things that make your life work. Consider how 
difficult it would be to, for instance, drive a car, or hug someone, or cook dinner, type on a 
computer, or cuddle a baby while you are holding on tightly to this. Could you do it? 
 
Now stretch your arms and hold the folder as far as way from you as possible while still holding 
on to it. Imagine that you try to push your worrying thoughts away. How would it be to sit like 
this for the rest of the day´s session (exhausting, difficult to focus on talking to each other)? 
Imagine how difficult it would be to concentrate about other issues when spending so much 
energy pushing away the thoughts about recurrence.  
 
OK, let us try something different now. Place the folder on your lap and just let it sit there. Now 
isn’t that a lot less effort? 
 
The thoughts about recurrence are still there. However, the difference here is that you are not 
caught up in your worries or trying to push the thoughts away. You are accepting their existence 
and acknowledging that they are here, without responding to them.  
 
Now in an ideal world, I am sure this is what you would like to do (therapist mimes throwing the 
folder away on the floor). But here is the thing, we cannot control our thoughts. Thoughts come 
and go. However, we can control how much attention we pay the thoughts, and we can choose 
to respond to them differently than by worrying or avoiding them.  
 
So, here is what this program is all about. We are going to help you to do this (therapist picks 
up folder and drops it in her lap and let’s go of it, holding arms up in a gesture of freedom). By 
living with those thoughts and giving them less attention you will be a lot more free to do what 
you really want to in life. We are going to learn some new skills called Attention Training and 
Detached Mindfulness that are going to help you pay less attention to these thoughts when 
they occur. We will also talk about how having cancer has impacted what is important to you 
and try to develop some concrete plans for the future so you can do what you really want to. 
Having this direction will help those worries seem less important. What we really want to help 
you do, is to create a rich and meaningful life while accepting the uncertainty that goes with it. 
 

Derived from the individually delivered ConquerFear manual, p. 31, and adapted for a group 
setting. 
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BREAK (10 minutes) 

 

PART 3: Understanding the changes in values and goals (45 minutes) 

The purpose of this section is to demonstrate that values can change, to assist in working out if 
and how the patient’s values have indeed changed, and what is important to them now, and then 
to devise concrete ways of working towards living the life they want to lead. 

The therapist introduces this part of the session by telling the patients which part of the FCR-
model they will be focusing on. The therapist then explains that one’s life can be affected in 
different ways when having experienced an upheaval of one’s life, such as having had cancer. 

• Some experience a radical change in their values (e.g., spending time with the family 
has now become more important than work). 

• Some experience to be detached from or to have lost sight of their values (e.g., when 
fear or worry is blocking one from noticing and following one’s values, or when 
someone, for instance, is exercising a lot because she feels this is what she should be 
doing in order to stay healthy – not because it feels meaningful to do so). 

• Some become even more aware of what was already valued (e.g., setting time aside 
for oneself has always been important, and it has now become even more important). 

The therapist should emphasize that all three aspects are normal. In common to all three is that 
something has changed. The therapist asks the group whether they can recognize themselves in 
these descriptions.  

The therapist can then refer to the metaphor presented before the break and summarize that the 
goal of the treatment is not to eliminate or remove unpleasant thoughts but to come to accept 
their presence and give them less attention. The first step on the road for the patients to reach 
this goal is to become aware of what is important to them and to move towards a more meaningful 
life. The reason is that as long as life feels meaningful, and as long as the things we are dedicating 
our time and energy to feel important, we are much more prepared to face adversity in life, such 
as having to live with the fear of cancer recurrence.  

The therapist should emphasize that values-clarification can take time, and one’s perspective on 
one’s values may even change throughout the treatment program. Understanding the changes in 
values and goals will therefore be the focus of the day’s session and will be revisited in the last 
session.  

The patients should now be invited to complete Handout 2.1 My Values – What is Important to 
Me? and discuss it in the group afterwards.  

Note: It may be difficult for the patients to identify their values. In the handout, the patients are 
therefore not explicitly asked to identify their values but to consider what they would like to 
make more room for in their lives because it feels important to them (focus is here on goals and 
behavior). In the following discussion, the therapist should help the patients translate this work 
into actual values.  
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Example:  
Patient: “I would like to spend more time with my grandchildren” (goal). 
Therapist: “It sounds like an important value to you to be a caring and attentive grandmother” 
(value). 

 

Committing to change: goals and actions 

The therapist should now explain that goal setting is the building block we use to navigate towards 
our values, and in order to reach our goals, we will have to plan concrete actions. To help the 
patients distinguish between values, goals, and actions, the therapist can refer to Handout 2.2. 
Examples of Values, Goals and Actions and provide them with examples.  

• The patients are then asked to reflect upon one or more goals they would like to set for 
the upcoming weeks. The therapist may add a couple of examples on the blackboard. 
Patients are given Handout 2.3. Willingness and Commitment Worksheet and asked 
to complete the handout at home.  

 

HOMEWORK AND SESSION SUMMARY (20 minutes) 

• The purpose of discussing and clarifying values is to become aware that we can move 
towards a more meaningful life despite fears of recurrence or worries about the future in 
general.  

• Patients are asked to complete Handout 2.3. Willingness and Commitment Worksheet 
and bring the worksheet to the following session.  

• What do the patients take home from today’s session? 
• Questions? 

 

2.2 SESSION 2 CHECKLIST 

� Introduce the patients to each other and to the treatment program 
� Set up group rules 
� Present the goal and rationale for the treatment 
� Discuss and clarify values and plan goals and actions 

HOMEWORK 

� Complete Handout 2.3. Willingness and Commitment Worksheet and bring the 
worksheet to the following session 
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SESSION 3: INTRODUCTION TO DETACHED MINDFULNESS AND 
ATTENTION TRAINING 
 

3.1 SESSION MATERIAL 

Timeframe: 120 minutes (group session) 

Session Goals 

The goals of session 3 are to: 

• Review Homework for Session 2  
• Revisit the FCR-model focusing on how thoughts related to cancer can activate the 

Cognitive Attentional Syndrome (CAS) and result in heightened FCR. 
• Present the rationale for detached mindfulness (DM) as an alternative to worry and 

avoidance. 
• Identify triggers. 
• Demonstrate detached mindfulness. 
• Introduce attention training.  

 

Handouts 

• Handout 2.3. Willingness and Commitment Worksheet (completed at home) 
• Handout 3.1. Detached Mindfulness 
• Handout 3.2. Self-Attention Rating Scale 
• Handout 3.3. Attention Training 
• Handout 4.1. Metacognitions (MCQ-HA) 

 

PART 1: Review Homework (20 minutes) 

The therapist should ask the patients whether they have reflected upon their values and what 
they specifically can do (goals and actions) to live in accordance with these values (Handout 2.3. 
Willingness and Commitment Worksheet). The therapist should summarize the main points 
from the last session’s discussion about values if relevant.  

 

PART 2: FCR Model and Identification of Triggers (30 minutes)  

The therapist indicates which part of the FCR-model they will be focusing on: Intrusive thoughts 
and images about cancer recurrence that trigger CAS, which results in unpleasant emotions and 
negative consequences, such as heightened FCR. It might be helpful to present a simplified 
model on a blackboard, such as the one below.  
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The therapist can then say something like the following : 

• We have previously discussed how a particular thinking pattern, including worrying, self-
focused attention, threat monitoring, and attempts to control, avoid, suppress or minimise 
FCR-related thoughts, may result in heightened FCR.  

• Often this thinking pattern is triggered by thoughts or images, physical sensations, or 
feelings.   

• It is not the trigger thoughts themselves that result in heightened or unpleasant emotions 
and discomfort, but rather our way of responding to these triggers, e.g., by worrying or 
attempting to suppress or avoid unpleasant thoughts.  

• In this treatment program, we invite you to practice skills that will enable you to become 
better at observing your trigger thoughts by letting them come and go without responding 
to them using a skill called detached mindfulness. 

 

Identify triggers 

In this part of the session, the therapist should ask the patients what may trigger their worries 
about cancer recurrence. The therapist should provide the patients with some examples and write 
down some of the patient’s triggers on the blackboard. 

 

BREAK (10 minutes) 

 

PART 2: Presentation of Detached Mindfulness 

After the break, the therapist explains that the patients in this part of the session will learn a 
technique called detached mindfulness (DM) as an alternative way of responding to trigger 
thoughts rather than worrying about or avoiding these thoughts. As detached mindfulness is best 
understood by experiencing this state, rather than simply talking about it, any further rationale for 
DM should not be presented until the patients have experienced DM through at least two in-
session exercises, e.g., the:  

• Free-Association Task 
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• Thought Suppression Experiment 

Descriptions of the exercises can be found in the individually delivered ConquerFear manual on 
p. 66 – 69. 

Based on the patient’s experiences from these exercises, the patients are now more likely to 
understand what DM entails and how they can apply DM to their trigger thoughts. The rationale 
should now be elaborated, preferably rooted in and following up upon the patients’ statements.  

 

The rationale for Detached Mindfulness 

The therapist now explains what DM entails. To clarify it further, it is also recommended to use a 
metaphor, e.g., the Passenger Train Metaphor (see p. 68 in the individually delivered 
ConquerFear manual).  

As the name ‘detached’ mindfulness suggests, it is about:   

• Being more aware or more mindful of your thinking. 
• Stepping back from your thoughts and becoming an observer of your own thoughts. 
• Learning that the self is much greater than just the content of our thoughts. 
• Learning to see thoughts as just one form of passing internal events. 
• Accepting your thoughts for what they are and observing them without engaging with 

them, reacting to them, or trying to get rid of them. 

Explain to patients that we know that trying to get rid of worries about cancer recurrence by 
distraction or avoidance is not a particularly effective strategy. The aim of detached mindfulness 
is not to get rid of thoughts about cancer recurrence but to help you learn to get less caught up in 
them. If you learn to view your thoughts more objectively as passing internal events, like leaves 
floating down a stream or clouds passing in the sky, they can cause less distress, or the distress 
can be much shorter. 

 

Optional introduction to worry postponement 

To some patients, it may be difficult to accept the idea that they should refrain from responding to 
trigger thoughts. Therefore, it may be suitable to introduce worry postponement immediately after 
presenting DM. Worry postponement is about not trying to get rid of, suppress or distract oneself 
from thoughts, but rather about noticing thoughts when they occur and promising oneself to return 
to them later at a designated, more appropriate time. See further details in Session 5.  

• Worry postponement may be a helpful way of validating the patients’ concerns about a 
possible cancer recurrence. The goal is not that the patients should refrain from relating 
to the consequences of a potential cancer recurrence. Instead, the patients should be in 
control of when and for how long it is relevant to reflect upon it.  

• Worry postponement can make it easier to apply DM to trigger thoughts, as this allows 
one to reflect upon something at a later set time.   
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A handout on worry postponement is included in the Appendix of this manual for this session 
(Handout 5.1. Postpone your worry).   

 

PART 4: Attention Training Technique (ATT) 

Rationale 

The therapist presents Attention Training as a method to strengthen our brain’s ability to control 
our attention more flexibly (e.g., when we go to the fitness to become fitter, we train the brain to 
become more flexible). 

With a metacognitive model of FCR in mind, the rationale for ATT must emphasize that the 
technique is not intended to achieve a ‘blank mind’ free from intrusive thoughts or inner 
experiences. Similarly, the rationale discourages the use of active thought suppression. It is 
emphasized that the technique teaches people to deal with thoughts or inner experiences, which 
intrude into consciousness, as ‘noise,’ which should not be resisted.   

Potentially unrealistic expectations and assumptions about the technique should be discussed 
prior to practicing the technique. A common misconception is that the technique should ‘block out’ 
unwanted thoughts or feelings. The therapist should emphasize that the goal of the exercise is to 
be aware of thoughts or experiences but for attention to be directed away from them as instructed 
in the task, even though the patient is fully aware of the presence of painful thoughts or 
experiences. This technique differs from thought avoidance, which usually involves efforts to block 
out or suppress unwanted thoughts. In contrast, during ATT, the client remains fully aware of the 
presence and content of any unwanted thoughts. However, these thoughts are not given attention 
because they are viewed as a transient mental experience in an array of thoughts that may come 
and go throughout the practice. 

 

Credibility Check  

It is helpful to check with the client how useful they believe it could be to learn ATT.   

Following the manual for individually delivered ConquerFear, the therapist could use a numerical 
rating scale of 0-100 to evaluate a sense of credibility or gauge this through discussions of 
patients’ belief in the rationale presented. Low levels of credibility (Wells recommends 40 or 
below) should be discussed further.    

A common concern for patients may be that learning to focus attention away from bodily 
sensations may be “inviting trouble,” placing them at increased risk of recurrence because they 
will learn to ignore bodily sensations. In the event of patients expressing this concern, the therapist 
should emphasize that ATT is not about ignoring new pain or new bodily sensations. It is about 
learning to give less attention to persistent thinking about particular pains or bodily sensations 
that keep on occurring, despite having been checked. It should also be emphasized that an 
important part of this treatment program is learning how to deal with regular check-ups and follow-
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up investigations and aches and pains. A whole session will be devoted to this topic in Session 
5. 

 

Self-Attention Rating Scale 

The Self-Attention Rating Scale is an index of the effectiveness of the procedure in counteracting 
CAS. The scale is shown below, and a handout of the scale is reproduced in the Appendix.  

“At this moment in time, how much is your attention focused on yourself (i.e., internal states such 
as thoughts, emotions, and sensations) versus your external environment (e.g., sounds and visual 
inputs from the surroundings)? Please indicate by giving me a number on the scale”:   

 

 

 

For further information regarding:  

• The rationale.  
• Credibility Check. 
• Instructions for ATT. 
• Homework. 
• Troubleshooting. 

See the individually delivered ConquerFear manual, Session 2, p. 50 – 54. 

NB: It is recommended to consider postponing the introduction of ATT to Session 4 as Session 3 
covers much content. 

 

HOMEWORK AND SESSION SUMMARY (10 minutes) 

A crucial component of ATT is the consistent practice of the technique as homework. Consistent 
practice is also likely to strengthen the patients’ ability to apply DM to trigger thoughts. The 
patients should be asked to practice ATT twice a day. In reality, most patients only manage to do 
this once a day. The patients should rate their focus of attention before and after each practice 
and register it in Handout 3.2. Self-Attention Rating Scale. Handout 3.3. Attention Training 
is given as a reminder of how to practice. 

The patients are asked to apply DM to thoughts that trigger worries about cancer recurrence as 
often as possible. The patients should be encouraged to write down examples of situations in 
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which they applied DM to trigger thoughts. Handout 3.1 Detached Mindfulness is given to 
remind what DM is and how to practice it. The therapist should ask the patients about the extent 
to which they expect to be able to apply DM to trigger thoughts (in percent).  

Handout 4.1. Metacognitions (MCQ-HA) should be completed before session 4.  

What do patients take home from today’s session? 

Questions? 

 

3.2 SESSION 2 CHECKLIST 

� Review homework. 
� Present FCR-model and identify triggers. 
� Introduce Detached Mindfulness (DM) using experiential techniques and metaphors. 
� Introduce and practice the Attention Training Technique (ATT) in the session. 

 

HOMEWORK 

� Practice ATT twice a week and rate focus of attention before and after each practice.  
� Apply DM to trigger thoughts. 
� Complete Handout 4.1. Metacognitions (MCQ-HA) 
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SESSION 4: DETACHED MINDFULNESS AND METACOGNITIONS  
 

4.1 SESSION MATERIAL 

Timeframe: 120 minutes (group session) 

Session Goals 

The goals of session 4 are to: 

• Review ATT homework. 
• Discuss the application of DM. 
• Support and reinforce the application of DM. 
• Identify and challenge possible metacognitions underlying worry, threat-monitoring, and 

avoidance. 

 

Handouts 

• Handout 4.1. Metacognitions (MCQ-HA) 

 

PART 1: Review ATT home practice (20 minutes) 

Home practice of ATT is discussed, including failure to practice, misuse of ATT as distraction or 
safety behavior, or motivation to continue FCR worry and rumination. See Session 2, p. 54 – 52, 
in the individually delivered ConquerFear manual.  

 

PART 2: Continued Discussion of Detached Mindfulness (30 minutes) 

The therapist should first summarize the defining features of DM: Observing one’s thoughts 
without responding to them any further. The goal is not to get rid of thoughts about cancer 
recurrence but to get less caught up in them. It may be helpful to refer to a metaphor, e.g., the 
passenger train metaphor.  

Review homework:  

• Review the range of thoughts to which DM was applied. 
• The therapist should take care to note that DM should not be inappropriately applied as a 

coping strategy to prevent exposure to perceived threats. 
• What was difficult in applying DM? 
• If the patients still struggle to grasp the idea of DM, it may be helpful to go through one of 

the designated exercises, e.g., the daydreaming exercise. 
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BREAK (10 minutes) 

 

PART 3: Assessing and Challenging Metacognitive Beliefs (50 minutes) 

Assessing Metacognitive Beliefs 

This part of the session should begin with reintroducing the metacognitive part of the FCR-model. 
The therapist should explain how trigger thoughts activate the CAS and that activation of CAS 
results in unpleasant emotions and consequences, such as heightened FCR. 

Once again, it may be helpful to present the simplified model on a blackboard:  

 

 

The therapist can then say something like the following  

• Do you remember this model from last week’s session? We talked about that when a 
thought triggers unhelpful thinking patterns such as sustained worrying, self-focused 
attention, threat-monitoring, or attempts to control or avoid cancer-related thoughts, this 
is likely to result in negative emotions such as prolonged anxiety discomfort and FCR. We 
also discussed that DM is an alternative skill that can help you refrain from reacting to the 
trigger thought with unhelpful strategies such as worry or rumination, thereby reducing the 
impact of FCR.  

• Some people are more prone to engage in problematic thinking patterns such as worrying 
about or avoiding FCR-triggers because they believe it is helpful, harmful, or 
uncontrollable. Such beliefs are called metacognitive beliefs.  
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The therapist should then give the patients examples of positive and negative metacognitive 
beliefs and ask them if they can relate to some of the beliefs. See the manual for individually 
delivered ConquerFear, Session 4, p. 75, for further information and examples of metacognitive 
beliefs. Any other metacognitive beliefs should be explored in the group and added to the 
blackboard. If the patients find it challenging to identify any metacognitive beliefs, the therapist 
can refer to Handout 4.1. Metacognitive Beliefs (MCQ-HA), which the patients have completed 
at home, to find inspiration. See the manual for individually delivered ConquerFear, Session 4, p. 
84, for further information about MCQ-HA. The therapist may help the patients distinguish 
between positive and negative metacognitive beliefs by writing examples in two columns on the 
blackboard.  

 

Challenging Metacognitive Beliefs 

When several metacognitive beliefs have been identified and discussed in the group, the therapist 
should stress that metacognitive beliefs can be challenged. First, the therapist provides the 
patients with some examples. Next, the patients are invited to reflect upon the metacognitive 
beliefs listed on the blackboard and challenge them. See the individually delivered ConquerFear 
manual, Session 4, p. 86, for examples of questions to challenge metacognitive beliefs. 

 

HOMEWORK AND SESSION SUMMARY (15 minutes) 

The patients should be encouraged to continue applying DM to FCR trigger thoughts and continue 
the home practice of Attention Training. 

What do patients take home from today’s session? 

Questions? 

  

4.2 SESSION 2 CHECKLIST 

� Review homework regarding ATT. 
� Continue discussion and application of DM. 
� Assess and challenge metacognitive beliefs.  

 

HOMEWORK 

� Continue the daily practice of ATT 
� Practice the use of DM to trigger thoughts. 
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SESSION 5: WORRY POSTPONEMENT AND EDUCATION ABOUT 
APPROPRIATE FOLLOW-UP CARE 
 

5.1 SESSION MATERIAL 

Timeframe: 120 minutes (group session) 

Session Goals 

The goals of session 5 are to: 

• Review DM and metacognitive beliefs. 
• Introduce worry postponement. 
• Normalize some threat-monitoring as an adaptive way to avoid danger.  
• Discuss the impact of excessive threat-monitoring or avoidance on FCR in light of the 

treatment model.  
• Provide education about the manifestations of threat-monitoring and avoidance behaviors 

in FCR.  
• Assess compliance with recommended follow-up care and self-examination practices.  
• Establish some agreed-upon behaviors around self-examination and threat-monitoring 

(i.e., consistent with the patient’s medical advice).  
 
Via bibliotherapy (Homework reading) 
 

• Provide general education about the nature and role of follow-up care.   
• Provide general education about lifestyle behaviors that may help to reduce the overall 

risk of developing a cancer recurrence.  
 

Handouts 

• Handout 5.1. Postpone your worry. 
• Handout 5.2. Your knowledge about follow-up care. 
• Handout 5.3. Checking your symptoms sensibly. 
• Handout 5.4. Follow-up care and lifestyle changes. 

 

 PART 1: Review homework (20 minutes) 

Review the concept of metacognition and the rationale for detached mindfulness. When doing so, 
it may be helpful to reintroduce the simplified FCR model described in the previous sessions.   
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In addition, the therapist should continue to explore: 

1. The extent to which the patients are able to apply DM to their trigger thoughts and 
troubleshoot when necessary.  

2. The extent to which the patients are aware of their own metacognitive beliefs and whether 
they are able to challenge them.  

 

PART 2: Worry postponement (20 minutes) 

An additional skill that may be of benefit to patients is worry postponement. Postponing worries 
to a later designated time point may help the patients refrain from responding to the thoughts 
immediately, thereby facilitating detached mindfulness and their control of when and how long to 
think about something. The therapist should inform the patients about worry postponement using 
the following instruction (derived from the manual for individually delivered ConquerFear). 
 
Instruction for Worry Postponement  

• Worry postponement is not trying to get rid of or suppress thoughts. We know that trying 
to ignore troubling thoughts simply does not work. The more we try to put something out 
of our minds, the more it comes back.  

• Worry postponement is about noticing thoughts when they occur and promising oneself to 
return to them later at a designated time.  
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• Encourage the patients to recognize trigger thoughts and say to themselves something 
like this when they occur “Here I am starting to worry again. I am just going to leave this 
thought alone and not deal with it now. I will deal with it later”. 

• Worry-time is not a mandatory element. If the client does not feel the need to worry about 
things later or if the issue is no longer a concern at the worry time, that is fine (and a 
relevant discovery in and of itself). 

• Once worry is postponed, encourage patients to make a concerted effort to bring their full 
attention back to the present moment and get on with some engaging activity. 

• Postponing worries to a later designated time may also make it easier to apply DM to 
trigger thoughts, i.e., notice the thought and leave it without further action.   

• The patients should be instructed to set aside 10-20 minutes of the day, preferably late in 
the day, but at least two hours before bedtime, to think about any worries that arise during 
the day.  

• The patients should be encouraged to actively worry and problem-solve all the worry 
thoughts they had during the day in this designated time slot. 

• If the patients experience much worry during the day, they may wish to write them down 
to help remember them later.  

• Keeping the worry-time limited and sticking to the chosen limit is vital.  
• If worrying thoughts occur after the designated worry period, they should be dealt with the 

same way the next day. 
 
The patients are then asked to discuss in pairs at what time of the day and how many minutes 
they plan to set aside to worry. A handout on worry postponement is included in the Appendix 
(Handout 5.1. Postpone your worry). 
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BREAK (10 minutes) 
 

PART 3: Teaching and discussing appropriate follow-up behavior (55 minutes) 

 
Threat monitoring and avoidance 
 
An important issue for health professionals working with people with cancer is to encourage 
alertness to the possibility of recurrent disease without exacerbating distress to a level that 
impairs daily functioning. However, many patients with excessive fears of recurrence become 
preoccupied with detecting signs of possible cancer recurrence and report excessive personal 
checking behaviors, such as conducting frequent bodily self-examinations or frequent visits to 
their cancer unit or general practitioners. Furthermore, while some people with a history of 
cancer may be aware of cancer-related cues and information, their anxiety about cancer 
recurrence manifests itself as avoidance of appropriate medical surveillance in follow-up care 
or avoidance of appropriate self-examination in an attempt to minimize or suppress worry. 
 
The existence of a bias towards threat-related information appears to be a feature of all anxiety 
conditions. In our model of FCR, excessive threat monitoring and behavioral and cognitive 
avoidance are central features of Cognitive Attentional Syndrome (CAS) and, as such, deserve 
specific attention in this treatment program.  
 
Threat monitoring usually takes the form of increased attention to signals of potential recurrence 
to reduce the risk of danger. Some degree of threat-monitoring in the presence of a history of 
life-threatening disease is adaptive and to be encouraged. However, excessive threat-
monitoring (over and above medical recommendations) may contribute to heightened FCR and 
maintain and exacerbate the ongoing cycle of worry.  
 
Threat monitoring in FCR can range from those patients who say they are simply more aware 
of their bodies to those who keep an active lookout for new symptoms to those who frequently 
self-examine their bodies or present for frequent medical examinations (well over and above 
standard follow-up care practices). The latter group is most likely to suffer from FCR. 
 

Derived from the manual for individually delivered ConquerFear, p. 73. 
 
The therapist teaches about threat monitoring and avoidance behavior: 

• Normalize threat monitoring as an adaptive way to avoid danger. 
• Point out that while some people tend to engage in excessive threat monitoring, others 

are more likely to demonstrate avoidance behaviors. 
• Excessive threat monitoring and avoidance behaviors can negatively impact many 

aspects of life, both physically, socially, and emotionally. See the individually delivered 
ConquerFear manual, p. 74-75 & 77-78, for further information. 
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Patients engaging in excessive threat monitoring 

• Are likely to be highly aware of bodily sensations. 
• May conduct excessive self-examinations. 
• May experience worsened physical symptoms (e.g., tenderness of the breast due to 

frequent self-examinations).   
• May have additional tests or frequently visit GP or oncologists.  
• May spend much time searching for information on the internet.  

 

Patient with avoidance behavior 

• May avoid responding to bodily sensations and symptoms. 
• May avoid conducting self-examinations. 
• May stay away from follow-up appointments and other health-related consultations. 
• May attempt to avoid cancer-related thoughts, places, certain people, or topics 

associated with cancer, as they may induce anxiety and worry. 
 

Although the behavior mentioned above may temporarily reduce FCR, it is important to stress 
that such behavior, in the long run, is likely to maintain or worsen the impact of FCR. At this point, 
it is helpful to re-introduce the treatment model by showing patients the diagram of the model and 
explaining how excessive threat monitoring and avoidance (both cognitive and behavioural) are 
central features of the problematic information processing style that we believe contributes to 
maintaining FCR. It is also worth highlighting again how unhelpful metacognitions fit into the 
model. 

 

Check here:  

a) That the patients understand this relationship.  

b) How credible the rationale for the session seems to them. 

c) Whether they have any questions before proceeding.  

 

Exercise: Assessing compliance with recommended follow-up care and self-examination 
practices  

Once the patients have a thorough understanding of the rationale for reducing excessive threat-
monitoring and avoidance, their degree of compliance with recommended follow-up care and self-
examination practices should be assessed using the following writing exercise:  
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• The patients are asked to complete Handout 5.2. Your knowledge about follow-up 
care. In this worksheet, the patients are asked to write down what they know and what 
they do not know about recommended follow-up care and self-examination practices. 
Note: If the patients express that they have not been given any information about follow-
up care, it is essential to emphasize that they should consult their oncologist to clarify any 
uncertainties.  

• After completing the handout, the therapist asks the patients, “Are there any discrepancies 
between what you do and what you have been instructed to do?” Notably, the following 
discussion should not be focusing on the specific content of what the patients have been 
instructed to do, as this may to some extent differ from one person to another. Instead, 
the discussion should focus on the discrepancies between what they do and what they 
are supposed to do and the consequences of deviating from the recommended follow-up 
care.   

• Furthermore, in cases where patients do not follow the recommended follow-up care, the 
therapist should ask the patients how they would react if they were to conduct self-
examinations. Would they visit their GP more or less often. Would such changes in 
behavior result in, e.g., more worries? If so, how should they cope with such worries? The 
therapist should here discuss DM and worry postponement as possible skills for coping 
with worry. 

• If necessary, the therapist should recommend that the patients develop a written 
agreement about self-examination and medical surveillance using Handout 5.3. 
Checking your symptoms sensibly (Note: This is only relevant for patients engaging in 
excessive threat monitoring or avoidance behavior).  

• Finally, the therapist should emphasize that recommended follow-up care and self-
examination may vary from one person to another. However, some general guidelines do 
apply. The therapist should elaborate upon these based on the national guidelines. 

• Handout 5.4 Follow-up care and lifestyle changes is given as home reading. The 
handout provides information about recommended follow-up care and lifestyle changes. 
It is important to emphasize that the reading may trigger FCR-related thoughts. Therefore, 
the reading should be seen as an opportunity to apply DM to trigger thoughts and to use 
worry postponement.  

 

HOMEWORK AND SESSION SUMMARY (15 minutes) 

The patients should be encouraged to continue the home practice of Attention Training Technique 
(ATT), apply Detached Mindfulness (DM) to FCR trigger thoughts, and use worry postponement.  

What do patients take home from today’s session? 

Questions? 
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5.2 SESSION 2 CHECKLIST 

� Review homework. 
� Introduce worry postponement. 
� Introduce the concept of threat-monitoring and avoidance. 
� Assess and discuss compliance with recommended follow-up care and self-examination 

practices using Handout 5.2. Your knowledge about follow-up care. 

HOMEWORK 

� Apply DM to trigger thoughts. 
� Practice use of DM and worry postponement. 
� If relevant, consult with medical staff, and complete the handout 5.3. Guidelines for 

Checking Your Symptoms Sensibly.  
� Read Handout 5.4. Follow-up care and lifestyle changes.  
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SESSION 6: TREATMENT SUMMARY AND RELAPSE PREVENTION 
 

6.1 SESSION MATERIAL 

Timeframe: 120 minutes (group session) 

Session Goals 

The goals of session 6 are to: 

• Review homework. 
• Resume the discussion about values and committed action. 
• Review and discuss what the patients’ have learned and their perceived progress. 
• Develop a plan for dealing with FCR in future situations – complete Handout 6.1. Plan 

for Dealing with FCR in the Future. 

 

Handouts 

• Handout 6.1. Plan for Dealing with Fear of Cancer Recurrence in the Future. 

 

PART 1: Review homework (20 minutes) 

Continue to discuss the application of DM to triggers and use of worry postponement. Discuss at-
home reading about follow-up care (Handout 5.2. Your knowledge about follow-up care). 
Repeat that the reading material focuses on general guidelines, and individual differences may 
apply. Encourage the patients to consult their oncologist when in doubt.  

 

PART 2: Discussion about values and planning of future goals 

The purpose of this part of the session is not to focus on the values and goals planned in the initial 
discussion in Session 2 but rather to reflect upon current values and set new goals for the future 
to come. With the newly acquired skills to cope with FCR, they should now be better positioned 
to pursue a value-based living. In addition, their values may have changed since Session 2, and 
some of the patients may have been unable to reach their initially planned goals. Instead of 
dwelling on failures, it is therefore important to make the patients aware that they are now in a 
better position to follow their values and set realistic goals. 

• The therapist may refer to the metaphor with the folder/book from Session 2 and 
emphasize that the patients have acquired a new set of skills during the treatment 
program. Using these skills will make paying less attention to their worries about cancer 
recurrence easier. This also allows them to live a more value-based living.  

• The patients are then asked to reflect upon the following:  
o What is important to make more room for in your life? 
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o Are there any obstacles in doing so? 
o What can be done to overcome these obstacles? 

 

BREAK (10 minutes) 

 

PART 3: Create Plan for Dealing with FCR in Future Situations (30 minutes) 

The therapist explains that the level of FCR and anxiety can fluctuate. Therefore, it is important 
to make plans for how to deal with FCR in future situations, even if the patient does not endorse 
high levels of current FCR. The therapist then summarizes the consequences of responding with 
worry, rumination, threat monitoring, and avoidance and emphasizes that the patients have 
acquired alternative, more adaptive skills, including controlling and shifting attention, applying 
detached mindfulness, postponement of worry, and becoming aware of and challenging 
metacognitive beliefs. 

The therapist then invites each individual to reflect upon what they have learned from the 
treatment program and complete Handout 6.1. Plans for Dealing with FCR in the Future. 

On this worksheet, the patients first write down what they have learned about: 

1. Their attention. 
2. Their behavior. 
3. Their thoughts. 

The patients then write down what they in future triggering situations plan to do concerning: 

1. Their attention. 
2. Their behavior.  
3. Their thoughts. 

The completed worksheet is discussed in the group, and the therapist encourages the patients to 
continue to practice the skills acquired throughout the treatment program. 

 

PART 4: Final Group Discussion (25 minutes) 

In this last part of the session, the patients’ experiences with the treatment program are discussed. 
The group discussion may focus on how it has been to be part of the group. Let the patients 
exchange contact information if desired.  

 

6.2 SESSION 2 CHECKLIST 

� Review DM, worry postponement, and home reading. 
� Reflect upon and discuss current values and goals. Note: their values and goals may have 

changed since the beginning of the treatment program.  
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� Discuss what the patients have learned throughout the treatment program. 
� Develop a plan for dealing with FCR in the future. 

 

HOMEWORK 

� The patients should be encouraged to continue the daily practice of ATT, DM, and worry 
postponement as needed. 
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Session 1: Client Handout 1 
How Fear of Cancer Recurrence Develops 

Copy of handout 1.1 from the individually delivered ConquerFear manual 

 



Session 2: Client Handout 1 
My Values: What is Important to Me? 

 

My Values: What is Important to Me? 
As we live our everyday lives and face life’s challenges, it is easy to lose sight of the things we 
find important: the hopes, aspirations, dreams and guiding principles that life is ‘supposed’ to be 
about. In this exercise, we invite you to carefully reflect upon your life and on what you value or 
think is important. Don’t agonize about what you should value or what others expect you to. This 
exercise is for you and the answers cannot be right or wrong. Ask yourself “if no-one knew I was 
working on this, what would I write”? 

Ask yourself:  

1. What would be meaningful to make more room for in your life? It could be something you 
would like to do more often, because it energizes you, or it could be to do less of 
something, thereby taking better care of yourself. 

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 

 
2. Are there any thoughts, worries, emotions or practical circumstances hindering you in 

making more room for this in your life? 

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 

 
3. What can be done to overcome or reduce these obstacles? 

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 
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Value Goal Action 
To be a caring parent. To give my son more 

attention in our everyday life. 
To attend his football match 
this Saturday and talk to him 
about it afterwards. 
 

To be a social person. To engage in more social 
activities. 

To call my friend tomorrow 
and arrange a lunch date. To 
ask my neighbor to go for a 
walk this week. 

To care for my health. To exercise more. To go for a 30-minute walk 
every Monday and Thursday 
morning. 
 

To experience personal 
peace. 

To have a less busy 
everyday life.  

To postpone the gardening 
for another week. To stop 
checking work e-mails at 
home.  

To be an attentive 
grandparent. 

To spend more time with my 
grandchild.  

To call my daughter on 
Wednesday and ask her if I 
can take my grandchild to the 
playground next week. 
  

To be creative. To start painting again. To set aside 20 minutes twice 
a week for painting. 
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Willingness and Commitment Worksheet 
 

What value do you want to put into play (or more into play) in your life? Values are like 
guiding stars. You set your course by them, but you never actually reach them or permanently 
realize them.  
____________________________________________________________________________
____________________________________________________________________________ 
  
Now pick a goal that you would like to achieve, with respect to this value, which would let you 
know that you are “on track”.  
____________________________________________________________________________
____________________________________________________________________________ 
  
Now pick one or more actions that will lead you to accomplish that goal.  
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
  
What internal “stuff” seems to stop you from achieving that goal?  
Emotions and sensations?  
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
  
Unhelpful rules (musts, shoulds) and evaluations (such as “I’ll never be any good at this”, “What 
is the point in trying”)?  
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
The key here is to look at this private stuff as what it is – just stuff – not what it says it is. Private 
stuff seems more powerful than reality sometimes. It often says it is something that is 
dangerous or something that is literally true. Take anxiety. It says it is powerful, like you have to 
run away from it or listen to what it says. Notice how “anxiety” is just a word that describes a 
bunch of thoughts and feelings. Notice how you can have those thoughts and feelings and still 
do what you value.  
 
Are you willing to make room for the thoughts and feelings that show up as a result of 
your committed action?  
 
YES: Go forward with your journey and experience it!  
NO: Go back, choose a different valued action, and repeat this exercise. 

From Ciarrochi & Bailey (2008) A CBT Practitioner’s Guide to ACT. New Harbinger Publications INC. 
Oakland. 
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DETACHED MINDFULNESS 

Detached Mindfulness (DM) has been described as a state of awareness of internal events (e.g. 
thoughts or feelings) without any attempt to judge, react or suppress them.  
 
Practicing DM means being more aware or more mindful of your thinking. It involves learning to:  

• Step back from your thoughts, and become an observer of your own thoughts  
• Understand that the self is much greater than just the content of our thoughts  
• See thoughts and feelings as forms of passing internal events  
• Accept your thoughts and feelings for what they are and observing them without judging 

them or reacting to them or trying to get rid of them.  
 
We know that trying to get rid of worries about cancer recurrence by distraction or avoidance is 
not an effective strategy. It might work for a short time, but the thoughts come back sooner or 
later. The aim of detached mindfulness is not to get rid of worries about cancer 
recurrence but to help you learn to get less caught up in them.  
 
If you learn to view your negative thoughts more objectively and not as facts but as subjective 
and passing internal events, like leaves floating down a stream or clouds passing in the sky, 
they can cause you much less distress or the distress that they do cause can be much shorter.  
Below are some examples of exercises you can use at home to practice experiencing a state of 
detached mindfulness. 

 

Free-Association Task 

With your eyes closed think about the following words in turn:  
 

Apple, Birthday, Seaside, Tree, Bicycle, Summertime, Roses. 
 
Allow your mind to roam freely in response to each of the words and just observe what happens 
when you watch your mind. What do you notice? The idea of this task is that you can apply this 
same approach to your negative thoughts and feelings. Next time worrying thoughts occur, just 
watch what your mind does without getting caught up in any thinking process. 
 
 
Thought Suppression Experiment 

It is important to learn the difference between detached mindfulness and trying to control or 
avoid thoughts. Trying to stop thoughts is a form of active engagement with them since you are 
trying to push them out of your mind. Pushing something out of your mind is hardly leaving 
something alone and so this effort backfires and you remain in contact with your thoughts.  
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For 3 minutes try to avoid all thoughts about a blue giraffe. Don’t allow yourself to have any 
thought connected with it, try to push it away. What did you notice? Did you think of a blue 
giraffe?  
 
Now let your mind roam freely for 3 minutes and if you have thoughts of blue giraffes watch 
them in a passive way as part of an overall landscape of thoughts. What do you notice? How 
important are any thoughts about a blue giraffe the second time around? 
 
Clouds Metaphor 
One way to understand detached mindfulness and what it requires is to consider experiencing 
your thoughts as you would experience clouds passing you by in the sky. The clouds are part of 
the Earth’s self-regulating weather system, and it would be impossible and unnecessary to try 
and control them. Try to treat your thoughts and feelings like you would treat passing clouds and 
allow them to occupy their own space and time in the knowledge that they will eventually pass 
you by. 
 
Passenger Train Metaphor 
In order to experience a state of detached mindfulness it is helpful to think of yourself as a 
passenger waiting for a train. Your mind is like a busy station and your thoughts and feelings 
are the trains passing through. There is no point in trying to stop and climb aboard a train that is 
passing by. Just be a bystander and watch your thoughts pass through. There is no point in 
climbing aboard to be whisked away to the wrong place. 
 
Daydreaming Technique  
It is typically the case that we become completely immersed in daydreams and live them as 
momentary reality. The practice of shifting to detached observer during daydreaming can 
provide a powerful subjective experience of detached mindfulness. Try engaging in a pleasant 
daydream, such as being in a relaxing favorite place or driving an exotic car or whatever else 
you care to imagine. Allow the daydream to continue but to step back from it and try to be aware 
of the self in the present as an observer of the daydream as it unfolds.  
 
Acknowledgments  
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SELF-ATTENTION RATING SCALE  

 
 
BEFORE ATT  
 
At this moment in time how much is your attention focused on yourself or on your external 
environment? Please indicate by selecting a number on the scale below:  
 

 
 
 
 
 
AFTER ATT  
 
At this moment in time how much is your attention focused on yourself or on your external 
environment? Please indicate by selecting a number on the scale below:  
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ATTENTION TRAINING TECHNIQUE (ATT) 

When people get anxious or stressed, they tend to direct their attention in particular ways. For ex-
ample, in such situations is not uncommon for people to: 

(i) Become highly self-conscious and aware of sensations in our bodies (for example, aware 
of physical sensations such as breathing or heartbeat, or “butterflies in the stomach”).  

(ii) Focus a lot on past problems (for example, going over and over things that happened in 
the past in our minds).  

(iii) Focus on the difficulties or demands of the stressful situation (e.g. feeling overwhelmed 
by the situation, thinking a lot about how difficult the present situation is that we find our-
selves in, and feeling unable to cope).  

These forms of self-preoccupation are all ways of using our attention. Of course, this is all very 
normal and we all do it to from time to time. The problem is, when we regularly direct our atten-
tion in this way, it can set up a cycle of self-focused attention that only serves to increase worry and 
stress, maintains low mood and promotes unhelpful behaviors.  

 

Thus, when we focus lots of attention on a problem, we become more sensitive to it, and it begins to 
amplify. “The more we focus on it, the more it grows”. A good example of sensitivity and amplifica-
tion is listening to a tap dripping in the middle of the night. Have you ever noticed how irritating a 
sound like a dripping tap can become when we direct our attention towards it?  

 

But what about distraction?  

A technique that is often used to break our attention is distraction (i.e. turning our attention away 
from something). Whilst distraction can sometimes be useful as a strategy, it does not always work 
very well, particularly when we choose to try to deliberately distract ourselves. For example, when 
people experience negative thoughts or feelings, they are often advised by others to “just forget 
about it” or “ignore it”. However, a major problem of distraction techniques is that distraction re-
quires you to keep in mind the very thing that you are trying to ignore. In addition, it also as-
sumes that people have the ability to redirect their attention as instructed, yet they may simply not 
possess this degree of attentional control.  

 

Interruption  

Alternatively, using all your attention in an absorbing activity (like work, exercise, or reading) can in-
terrupt us from directing too much attention towards ourselves and lead to less negative thinking and 
improvement in our mood.  
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The better we are able to switch from an excessive focus on the self (e.g. repetitive worry about can-
cer returning) to other forms of information (e.g. what is happening in the present moment), the more 
likely we are to think, feel and perform better. 

Yet, most people rarely make any serious attempts to change the way they focus their attention. 
Presumably this is because people develop automatic, habitual ways of using their attention and 
that these habits often feel beyond their control. 

There is, however, an increasing amount of scientific evidence to indicate that people can train their 
attention and, in so doing, become less likely to fall victim to high levels of worry and unpleasant 
emotions.  

 

The Attention Training Technique (ATT)  

The Attention Training Technique that you will be taught in this program is based upon some of this 
research. It involves the use of some simple techniques that are designed to give you better atten-
tional control. Specifically, the ATT will attempt to develop three (3) skills:  

• Focused Attention: the ability to sustain attention on one source of information when, and as 
required;  

• Attention Switching: the ability to shift attention flexibly between different sources of infor-
mation;  

• Divided Attention: the ability to maintain a state of “detached mindfulness” by simultaneously 
attending to several sources of information.  

 
Attention training is NOT like watching TV! Watching TV is a very passive activity. That is, when 
we watch TV, we allow our attention to be captured and it gets led around by someone or something 
other than us.  

In contrast, Attention Training is like going to a GYM for your attention! That is, the attention 
training exercises are just like using gym equipment – the more you exercise your attentional mus-
cles, the more you build them up, the more ability you develop. 

But gym equipment is only useful inside the gym, as it is merely preparing people for higher perfor-
mance outside the gym. After all, no one has yet won the Tour de France on the back of an exercise 
bike! It is important to realize that the equipment used in training is rarely appropriate for what hap-
pens in the real world.  

So it is with Attention Training. The techniques you will learn in this program are not intended 
to be used in response to anxiety or worry about cancer recurrence.  

Rather, they are designed to help you develop a greater ability to control your attention in day-to-day 
life and learn a greater number of possible responses (as your attention is less likely to be captured 
by your negative thoughts, worry, physical feelings, and bodily sensations). 

The Importance of Regular Practice  

Of course, old habits can be hard to change and it will require regular practice!  
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As such, this program is about getting you started with your Attention Training practice and helps 
you to maintain your practice at home.  

Over the coming weeks we ask you to plan some daily practice of ATT lasting approximately 12-15 
minutes per day. In this handout you will find instruction on how to prepare for ATT, how to practice 
ATT at home and a chart on which to record your progress with your home-based practice. 
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ATTENTION TRAINING AT HOME 
Being able to do the Attention Training exercise at home may require a little preparation on your 
part. This is because, to do it well, you will need to hear about nine different sounds.  
So, if there aren’t that many sounds naturally at home, you will need to create them yourself. 

 
Step 1:  
We would like you to identify or create:  
 
i  3 sounds in the room that you will choose to do the Attention Training exercise  

(e.g. a clock, radio tuned to music, the hum of a fan)  
 

ii  3 sounds in the near distance  
(e.g. microwave, wind chimes, TV in another room, dishwasher)  
 

iii  3 sounds in the far distance  
(e.g. traffic, rain, wind, birds, jackhammer)  
 

 

 

If you cannot create your own sounds you can use the guided audio recording of the Attention Train-
ing Technique which your therapist can give you free of charge. 

 

The Attention Training Exercise  
For Attention Training to be effective, it needs to be practiced regularly. You are asked to practice 
the exercise below once daily (for 12-15 minutes) for the next 5 weeks. While you are learning, use 
the monitoring log to record each time you complete the exercise. 

 
Step 2:  
The exercise is carried out in the same way as it was during your therapy session:  
 
i  Focus attention on individual sounds for about 30 seconds each (5 minutes in total)  

  

ii  Rapidly shift your attention between each sound for about 5 minutes  
 

iii  Widen your attention and try to listen to as many sounds as possible simultaneously 
(3-5 minutes) 
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Helpful Hints 

What to do 

DO choose a time to practice when you are generally at your most relaxed (e.g. early morning)  

 

DO get adequate rest. The exercise won’t work very well if you drop off to sleep every time you sit 

down for a moment. 

 

DO think of attention training as a skills training program (i.e. training in the skill of attention control)  

 

DO attempt the practice the exercises. Attention Training won’t work if you don’t spend time using 

the skills 

 

What not to do 

DON’T choose a time when you are likely to be interrupted (e.g. at work) or that isn’t realistic (e.g.  

on the train) 

 

DON’T worry if your mind wanders during practice. Just gently bring it back to the task.  

 

DON’T use Attention Training as a way of coping with bad events  

 

DON’T be discouraged if you have some difficulty with the task at first. You will improve with prac-

tice 
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Attention Training Technique (ATT) Home-Based Practice Summary Sheet  
 
For ATT to be effective it needs to be practiced regularly. The following chart allows you to rec-
ord when you have practiced the technique and record any observations, questions or comments 
you would like to discuss with your therapist.  
 
Rate how self-focused you were before and after each practice. 
 

 
 

Week How self-
focused 
are you? 

Mon Tue Wed Thur Fri Sat Sun Comments / Questions 

1 Before         

 After         

2 Before         

 After         

3 Before         

 After         

4 Before         

 After         

Acknowledgments The information contained in this information sheet was developed by the Metacognitive 
Therapy Institute. For further information, see www.mct-institute.com 
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The statements below refer to ways people consider their thoughts about possible cancer 
recurrence.  
 
Please indicate how much you agree with each statement by circling the appropriate number 
from 1 to 4.
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LEARNING TO POSTPONE YOUR WORRY 

What is Worry Postponement?  
Worry can occur at any time or place, often without you being aware of its exact triggers. As 
such, worry can be very interfering when going about your daily life. A strategy to deal with this 
problem is to postpone your worry to a particular “worry period”. By learning to postpone your 
worry, it will be less intrusive in your life and you will be managing your worry effectively, giving 
you a greater sense of control. The steps to postpone your worry are outlined below. Be 
prepared to practice this approach again and again. It does take some time and patience.  
 
1. Create a worry period:  

• To begin, choose a particular time, place, and length of time (no more than 20 minutes) 
for worrying. This time, place and duration should be the same each day (for example, 
6pm, guest room, 10 min)  

• Make this place unique and comfortable, free from distractions. It should not be 
somewhere you go to regularly, like a lounge room chair. If possible, somewhere you 
assign for the worry period only.  

• The time should be convenient for you, so you can regularly follow through with the task, 
and at least 2 hours before bed time.  

 
2. Postpone your worry  

• As soon as you become aware of a worry, tell yourself that you will postpone it to the 
worry period.  

• If you need to, note your worry briefly on paper (in a couple of words only).  
• Remind yourself that you will have time to think about it later, no need to worry about it 

now; you will be in a better position to deal with the worry in the worry period; and there 
are more important or pleasant things to attend to right now, rather than worry.  

• Turn your focus to the present moment and the activities of the day to help let go of the 
worry until the worry period has arrived. Tip: You can use some of the detached 
mindfulness strategies you have learned in this program to help you detach yourself 
from any remaining worry.  

• Finally, decide what is the most important and best thing you can practically do for 
yourself right now. Take immediate action to do something that is practical, positive, 
pleasant, active or nurturing. 

 
3. Come back to your worries at the designated worry period:  

• When your worry period comes around, settle yourself down at the place you had 
planned and take some time to reflect on the worries you had during the day. Some 
points to remember are:  

• Only worry about the things you have noted if you feel you must.  
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• If all or some of the worries you wrote down are no longer bothering you or no longer 
seem relevant, then no further action is required.  

• If you do need to worry about some of them, spend no longer than the set amount of 
time you specified for your worry period. It may also be helpful to write your thoughts and 
a plan of action on paper rather than worrying in your head. You can do this in whatever 
way feels right to you. 

 
Note: Later on you will learn more specifically what to do with your worries, but for now just 
focus on the process of postponing your worries throughout the day and only worrying at a set 
time of the day. Worry postponement may seem like a strange thing to do, and it may seem like 
an effort to carry a notepad around to jot down your worries and commit to sitting down and 
reflecting on the days worries at a set time every day. It is important to do this at the start 
because you are developing a difficult and new skill. But with time and practice in this formal 
way, you will be able to do it effectively more informally. Also, typically people predict that they 
won’t be able to postpone their worrying, but often people are surprised that they are actually 
able to postpone many of their worries, and experience a greater sense of control.  
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YOUR KNOWLEDGE ABOUT FOLLOW-UP CARE 

In this writing exercise, we will ask you to write down what you know and what you would like to 
know more about with respect to follow-up care and self-examinations. 

 

Has your general practitioner (GP) or oncologist asked you to look out for symptoms of recurring 
or new cancer? 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 

If yes, what have you been told to do to monitor possible symptoms of cancer recurrence? 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 

How often have you been told to look out for possible symptoms of cancer recurrence? 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 

Have you been shown how to monitor possible symptoms correctly? 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 

How often and for how long do you examine your body for signs of recurring or new cancer? 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 

Exactly what are you looking for? 

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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Has your GP or oncologist provided you with other guidelines and advice in addition to 
conducting self-examinations to reduce the risk of cancer recurrence?  

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
 

What would you like to know more about? 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________ 
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GUIDELINES FOR CHECKING YOUR SYMPTOMS SENSIBLY 
 
 
This exercise is designed to help you set some sensible limits around the way you 
check for changes in your body, how often and what you do if you notice changes. 
Every change is not cause for alarm! For changes that persist, remember to use 
common sense in taking steps to address them. Managing fear of recurrence is not 
about over-reacting to everything OR about placing your head in the sand and 
ignoring serious symptoms. This exercise aims to help you to practice calm, 
common-sense and problem solving.  
 

 
Self-Examination (You can discuss the specifics with your doctor)  
 
My self-examination goal is to: (e.g. conduct breast self-examination on a monthly basis, 
check the inside of my mouth and throat for changes once every month)  
 
 
 
 
 
What I will do is: (e.g. conduct a thorough check of both breasts and chest wall)  
 
 
 
 
 
When I will do it is: (e.g. after my monthly menstrual period; have a PSA test when 
recommended)  
 
 
 
 
 
What I need in order to achieve this goal is: (e.g. Visit breast nurse for another 
demonstration in how to do BSE effectively; discuss which doctor will order the PSA)  
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Responding to New Symptoms  
 
To help me find a balance between attending to new symptoms and not letting my anxiety 
run away with me I can ask myself:  

• what else can explain this? (e.g physical exertion like gardening; a long day out; an 
un-related illness)  

• has this happened before/what was the outcome then?  
 
I will seek help if the following general symptoms occur:  

• A lump anywhere in the body that won’t go away  
• Changes to a mole  
• Cough or hoarseness that won’t go away  
• A change in bowel habits: diarrhoea or constipation for more than six weeks  
• Any abnormal bleeding  
• Unexplained weight loss.  

 
Additional symptoms that my doctors have advised me to look out for are:  
 
 
 
 
 

  
As a general rule, I will make an appointment to see my GP or oncology specialist if a 
new symptom:  

A. doesn’t go away in a week, or  
B. if it is severe or painful.  

 
If I feel worried about cancer recurrence whilst I am trying to decide about whether to 
make an appointment or while waiting see a doctor I can: (e.g use detached 
mindfulness in response to worry triggers, discuss my concerns with a person that will be 
able to support me, use worry postponement)  
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INFORMATION ABOUT FOLLOW-UP CARE AND LIFESTYLE CHANGES TO 

REDUCE THE RISK OF DEVELOPING CANCER RECURRENCE 
 

In addition to the specific techniques you have learned in this treatment program to keep worries 
about cancer recurrence to a manageable level, there are a number of simple lifestyle changes 
you can make which may reduce the risk of developing a secondary cancer. Many of these 
lifestyle changes also reduce the risk of developing other health problems like cardiovascular 
disease and diabetes. We have compiled information about these lifestyle changes below.  
Furthermore, follow-up care can be confusing for many people. What follow-up care entails and 
the rationale for why it occurs is often poorly understood. We have included some information 
below about follow-up care and some suggested questions you might wish to ask your doctor to 
help you get the most out of your follow-up appointments. 

 

1. Follow-up care after completion of cancer treatment  
After completion of treatment (which might have included any combination of surgery, 
chemotherapy and radiotherapy), the medical team will make a plan for your ongoing care. In 
the busy time after treatment is finished, it is easy to forget what has been discussed about 
follow-up as it may seem less critical than receiving active treatment. 

 
 
Many people find it helpful to have a written care plan outlining the frequency of follow-up 
visits and providing information on investigations that may be necessary. Speak to your 
doctor whether you can have a written care plan for your follow-up care. 
 

 

 

1.1 The purpose of follow-up care  
It is important for you to understand the purpose of follow-up visits. In general, follow-up visits 
allow the doctor to:  

• check on progress  
• monitor any ongoing treatments (for example women treated for breast cancer may 

commonly be taking hormone-blocking treatments for five years or longer)  
• assess emotional adjustment  
• assess any new symptoms  
• arrange investigations in some cases, depending on the particular cancer and treatment. 

 

1.2 Questions which may be useful to ask about follow-up  
Follow-up visits are also an opportunity for the client to ask questions, and receive information 
from their doctor (for example to ask about reports in the media about a new cancer treatment). 
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Writing a list of questions is often helpful to ensure that all of the client’s concerns are 
addressed in follow-up appointments. Examples of some questions include:  

• What can I do to reduce the chance of my cancer coming back?  
• Why do I need check-ups?  
• What happens during check-ups?  
• How often will I need to come for check-ups?  
• Are check-ups effective: do they always show up problems if there are any?  
• What symptoms should I be looking out for?  
• What tests will I have if a follow-up appointment shows signs that the cancer may have 

come back?  
• How long will it be before I can get on with living my life again without always thinking 

about my cancer?  
• What should I do if I have any new symptoms between appointments?  
• How long will I have to take the medications that I am on?  
• Are there any side effects from the drugs that I am taking?  
• Who will manage any long-term side effects such as pain and fatigue?  
• What other long-term side effects might I have?  
• Is there any treatment for the side effects that I may have?  
• Where can I go to get further information about my follow-up care?  
• Will my GP be involved in my follow-up care?  
• What can I do to make it easier going back to work and getting back into my social life 

again?  
 
If you see doctors other than your cancer specialist it is very important that you tell them about 
your cancer and its treatment.  

 
1.3 Taking an active approach to picking up problems  
Being ‘body aware’ can be a useful technique – for example developing a habit of checking the 
skin, breasts or testicles every month for any abnormal changes. However, it is important that 
this checking does not become too frequent or take over.  
Possible signs of cancer are:  

• A lump anywhere in the body that won’t go away  
• Changes to a mole  
• Cough or hoarseness that won’t go away  
• A change in bowel habits: diarrhea or constipation for more than six weeks  
• Any abnormal bleeding  
• Unexplained weight loss.  

 
Of course, these symptoms can be due to conditions other than cancer, and should be 
assessed by a doctor  
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1.4 Responding to new symptoms  
The doctor who has provided your treatment can give you information about symptoms which 
you should look out for and report. They can also give you some idea about how likely they 
believe it is that any symptoms might occur. People differ in their attitude towards getting “every 
last bit of information”, some instead preferring to “just take things as they come”.  
 
Developing new symptoms does not necessarily mean that the cancer has come back. A lot of 
symptoms will have nothing to do with cancer. As a general rule, if a symptom doesn’t go away 
in a week, or if it is very severe, it is best to make an appointment for review by a GP or your 
treating specialist.  
 
The skills you have learned in this treatment program may help to keep worry in check in the 
period that you are waiting for mild symptoms to resolve.  

 
1.5 Making sense of survival statistics  
Doctors often talk about ‘5-year’ or ‘10-year’ survival for different types of cancer. These 
statistics cause a lot of confusion and concern for many people.  
Basically ‘5-year survival’ and ‘10-year survival’ refers to the percentage of people who are 
living five or 10 years after their diagnosis with a certain type of cancer. For example, about 83 
out of every 100 men (83%) diagnosed with prostate cancer will be alive five years after they 
are diagnosed. This doesn’t mean that all these men are cured. But it does not mean that they 
will only live for five years either!  
 
Some patients may be cured but for others their cancer will come back (recur) in this five-year 
period. They may have another lot of treatment and continue to live for many more years. For 
some patients the cancer will come back after the five years. 
 

Generally, the more time that goes by, the less likely it is that the cancer will come back. The 
more years that a person lives without the cancer coming back, the higher the chance of a 
complete cure. This is true for most types of cancers.  

 

1.6 How accurate are the statistics?  
Five-year and 10-year cancer survival rates are very general. They include everyone with that 
type of cancer at all stages and grades of the disease. People treated effectively at an early 
stage can generally count on their survival being better than the average five-year or 10-year 
rate, while people treated while their cancer is at a later stage may have a slightly poorer 
outlook.  
 

No statistic can say exactly what will happen for a particular individual. 
Every person is unique. 
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1.7 Are survival rates improving?  
Statistics take many years to collect and therefore are usually slightly out of date. For example, 
for a person diagnosed with cancer in 2020, the five-year survival rate available may be from 
2016. With cancer treatments improving all the time, the outcome is likely to be better than it 
would have been reported in 2016. It may be reassuring to know that statistics such as five-year 
survival rates are likely to change and improve for many types of cancers in the next 20 years.  

 
1.8 Coping with anxiety before check-ups  
Many cancer survivors say that they begin to feel very anxious before their routine check-ups. 
Sleeping problems, having bad dreams and feeling more general aches and pains than usual 
are not uncommon in the lead-up to the appointment. Some people say that they suffer from 
mood swings and poor appetite.  
Some people find that the following strategies help:  

• Taking a close friend or relative to the check-up  
• Making the day something to look forward to, by planning to do something special after 

the appointment, like going out for a meal, or buying a treat  
• Framing check-ups as positive opportunities to increase the chance of any problems 

being picked up early, when they are easier to treat.  
 
 
2. Keeping well through a healthy lifestyle  
There is increasing research showing that a healthy lifestyle reduces the chance of cancer 
coming back and reduces the risk of new cancers developing. A healthy way of living also has 
lots of other benefits such as reducing the risk of developing heart disease, high blood pressure 
and diabetes. However before you make any big changes to your lifestyle, for example starting 
a new exercise program or changing your diet, you should make sure that it is safe for you. Your 
doctor or nurse can also support you through any changes you are making and help to ensure 
that positive changes are long-lasting.  

 

2.1 Healthy eating  
A healthy balanced diet is an important part of staying well after treatment for cancer. There is 
no particular diet or food that can cause or cure cancer. However, a balanced diet that gives all 
nutrition needed and keeps weight in the healthy range can help to reduce the risk of cancer 
coming back after treatment. Weight gain can be a side effect of cancer treatment and it can be 
very difficult to lose the weight again. We recommend that you follow the national dietary 
recommendations for adults. 
 
If you are overweight, even a modest amount of weight loss (ie, 5-10% of your body weight or 5-
10kg for a 100kg person) has been shown to confer significant health benefits, including 
reducing the risk of most chronic diseases, like diabetes and heart disease, and improving long-
term management for those with such conditions. Modest weight loss, for those who are 
overweight following a diagnosis of cancer, may also reduce the risk of cancer recurrence. 
Modest weight loss can be achieved through regular physical activity and a healthy diet. If you 
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have concerns about your weight and would like to lose weight talk to your GP about referral to 
appropriate weight loss services in your local area (e.g. dietician, weight loss group at local 
hospital etc).  
 

2.3 Keeping well through physical activity  
Research has shown that there is a strong link between cancer and physical activity. Physical 
activity after a diagnosis of cancer has many benefits, including improvements in quality of life, 
immune function, body image and lower levels of fatigue, pain, depression, anxiety and stress. 
Regular physical activity also helps with weight control; and this may reduce the risk of cancer 
coming back. In addition, physical activity has many other health benefits, such as reducing the 
risk of developing other cancers and other health problems like cardiovascular disease and 
diabetes, and helping most people to look and feel better!  
 
Most people find that activities they enjoy are much easier to continue long-term. It is important 
to choose activities that can fit into normal routine, and it is helpful to think of movement as an 
opportunity, not an inconvenience. 
 
 
2.4 Physical activity as part of daily life 
Any activity done as part of normal daily routine can be used to increase physical activity level 
and benefit health. Every day activities include: 

• Doing some gardening instead of watching TV 
• Walking up the stairs instead of using the lift 
• Doing home duties, such as vacuuming, sweeping or washing the car 
• Parking the car further away from the shopping centre and walking the extra distance. 

 

 
3. Exercise and Physical Activity 
 
3.1 Planned physical activity 
There are three types of planned activities that will help to improve health and fitness: 
 
a) Aerobic activities 
These activities increase heart rate and help to improve overall fitness. Examples are 
walking, golf, tennis, treadmill exercise, dancing and dragon boat racing. 
 
b) Resistance (strength-based) activities 
These activities help to build muscles or prevent muscle loss. However, doing them correctly is 
important for safety. Accessing professional advice on how to get started, for example from a 
physiotherapist, exercise physiologist or accredited exercise professional at a local gym is 
helpful. The use of an elastic band or light weights at home can also be useful. 
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c) Stretching (flexibility) activities 
These activities help to improve flexibility. The same professional who helps with strength 
activities can demonstrate stretching activities. 
 
The aim should be to work towards moderate-level, aerobic exercise, like brisk walking, for 30 
minutes a day, at least 5 times per week. Resistance exercises (to increase muscle strength) 
are also recommended 2–3 times per week. Those who have not been very physically active in 
the past will take many months to build up to this level of activity and there is no need to rush 
things. 
 
Key concepts: 

• Some is better than none 
• More is generally better than less BUT 
• Start slowly, and increase slowly 

 
 
3.2 When not to exercise 
It is recommended to not exercise in the following contexts: 

• A temporary minor illness, such as a cold or viral infection, or feeling unusually unwell 
• Chest pain 
• Unusual fatigue and/or muscle weakness 
• Recurring leg pain or cramps 
• Bone, back or neck pain of recent origin 
• Vomiting (in the last 24–36 hours) 
• Feeling of disorientation or confusion  
• Dizziness, blurred vision or faintness  
• Sudden onset of difficulty in breathing  
• Known blood counts that are below normal  
• Foot or ankle sores that won’t heal, or  
• Any other unusual sensation.  

 
Medical review is recommended for the above symptoms.  
 

3.3 Exercise and safety  
Keeping several factors in mind can help to maintain safety and comfort:  

• Wearing loose-fitting, comfortable and light clothing  
• Wearing comfortable, proper-fitting and closed-in shoes  
• Having a water bottle and drinking plenty of water before, during and after exercise  
• Using sun protection if exercising outdoors during summertime – sunscreen and hat  
• Exercising in an area with good air flow and avoiding getting over-heated.  
• Starting slowly and ending slowly during each exercise session  
• Stopping if something’s not right  
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After each session, people who have not been active for some time may experience slight 
muscle soreness following the first few sessions. This is normal, will not last, and can be 
minimized by:  

• Starting each session slowly  
• Doing cool-down activities (like slow walking or gentle stretching)  

 
Developing any of the following conditions while being active means that exercise 
should be stopped, and medical advice sought:  

• Chest pain, pressure or heaviness, or tingling in your arms  
• Unsteady, rapid or fluttery heartbeat  
• Any other unusual feeling, such as dizziness or faintness  

 
 
3.4 Keeping well by reducing risk factors for cancer:  
a) Smoking  
Smoking is one of the most common risk factors for developing cancer, including lung cancer,  
cancer of the bladder, kidney, mouth, stomach and oesophagus. Your doctor can provide you 
with information about available services to provide help with smoking cessation. Most people 
who try to quit smoking don’t succeed on their first attempt so it is important not to feel daunted, 
rather viewing each attempt to quit as a rehearsal for future success. 
 
b) Alcohol  
Alcohol is a known risk factor for cancer. Besides cancer, heavy use of alcohol can cause short-
term and long-term health problems such as cirrhosis of the liver, alcohol dependence, strokes, 
suicide, injury and car accidents.  
 
There is convincing evidence that alcohol is associated with an increased risk of cancers of the 
mouth, pharynx, larynx, oesophagus, colorectum (in men) and breast. Alcohol probably 
increases the risk of colorectal cancer in women and liver cancer. Unlike cardiovascular 
disease, there is no evidence that alcohol at any level has any protective effect against cancer.  
 
Those who do not drink should not take up drinking alcohol. For people who do drink alcohol, it 
is recommended to follow the national guidelines for alcohol consumption.  
 
 
Smoking and alcohol together have a synergistic effect on cancer risk. This means that 
combined effects of smoking and alcohol are significantly greater than the risk from 
the individual risk added together. 
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MY PLAN FOR DEALING WITH FEAR OF CANCER RECURRECE IN THE FUTURE 

In the past weeks, you have learned a set of strategies to help you deal with your fear of cancer 
recurrence. Below, you can write down what you have learned in this treatment program and 
make a plan for how you can deal with fear of cancer recurrence in future situations. 

What I have learned: What do I plan to do in the future with: 
 

1. About my attention 
(for example, I can control my attention) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. My attention 
(for example, When I start worrying, I observe my 
trigger-thoughts as “inner noise”) 

2. About my behavior 
(for example, I do not need to check my breast as often 
as I did) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2. My behavior 
(for example, I will only check my breast thoroughly 
once a month)  

3. About my thinking 
(for example, I do not need to “get caught up” in my 
thoughts) 
 
 
 
 
 
 
 
 
 
 
 
 

3. My thoughts 
(for example, I will deal with trigger-thoughts by using 
detached mindfulness and postpone my worries to a 
later set time)  
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