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The use of cognitive behavioural therapy techniques for
anxiety and depression in hospice patients: a feasibility
study
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Anxiety and depression are common in palliative care patients. Cognitive behavioural
therapy (CBT) has been recommended as one possible treatment, and it has been suggested that non-mental health professionals may be able to treat milder disorders with
CBT. The aim ofthis study was to assess whether the use of CBT techniques in hospice
patients is an acceptable intervention, and whether a palliative care professional with
short CBT training can usefully apply such techniques. Afeasibility study of a brief CBT
intervention following training was conducted. Qualitative analysis was carried out on
patient feedback from semi-structured interviews. Hospital Anxiety and Depression
Scale scores pre-and post-intervention were analysed statistically. Eleven patients
completed a short course using CBT techniques. The intervention was acceptable for
10 patients. One patient found it unacceptable due to advanced disease, lethargy and
severe depression. Anxiety or depression symptoms were helped in eight patients.
This study showed that a palliative care professional with short training in CBT was
usefully able to apply CBT techniques to hospice patients with mild-to-moderate anxiety or depression. Palliative Medicine (2008); 22; 814-821
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ation, realistic goal setting and restructuring daily
activities with an aim to increase enjoyment and
Anxiety and depression Eire common in palliative care satisfaction.'"-"
Cognitive behavioural therapy has been shown to be
patients and can cause significant distress to patients and
carers.'- There is limited expertise to recognise and treat useful for the management of psychological distress in canthese conditions within oncology and palliative care cer patients.'^'" ' •^ It has also been suggested to be of benesettings.- "^ In addition, it is often not appropriate for fit for non-cancer patients in treating depression,^'"-'*^
very ill patients to be referred to a psychologist or a psy- anxiety, panic, eating disorders..^ chronic pain'*^ and
chiatrist due to physical symptoms, weakness, short prog- insomnia.-"*
nosis and limited capacity for new therapeutic
The National Institute of Clinical Excellence (NICE)
relationships.^-^
guidelines for depression-' have recommended CBT as
Cognitive behavioural therapy (CBT) is a psychologi- the treatment of choice for management of mildcal intervention which aims to help the patient recognise, to-moderate depression and in combination with antideprioritise and link thoughts, feelings, behaviours and pressants for severe, treatment resistant or recurrent
physical symptoms'•^•** using both cognitive and beha- depression. It is also recommended in the NICE guidevioural techniques. Using cognitive techniques, it aims to lines for anxiety-- as the treatment of choice for generalidentify and challenge negative thoughts, seeking to help ised anxiety and panic disorder, because of its long-term
the patient find allemative ways of thinking'' and facili- effectiveness.
tates identification of causes of anxiety and ways to manThere is little evidence for the use of CBT in palliative
age this. The behavioural aspect of CBT encourages relax- care populations'*^-^ -^"^ and no trials of CBT use in a hospice to date. However, some studies have suggested that it
may be acceptabie-^-^ and potentially effective for patients
with advanced cancer.*--'--^ The NICE guidelines for
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The use of cognitive behavioural therapy techniques in hospice patients
Brief interventions-^-"-^^ and short training^-^ in CBT
techniques have been shown to be efleclive and it has
been suggested that it may be appropriate for non-menial
health professionals to treat milder disorders.^"''•^'^
The aim of this study is to assess whether the use of
CBT techniques for anxiety and depression in a palliative
care population is an acceptable intervention, and
whether a palliative care professional with short training
can learn to appropriately apply such techniques for the
benefit of hospice patients.

Methods
A prospective feasibility trial was carried out in Northern
Ireland Hospice, which provides specialist palliative eare
inpatient. outpatient, day hospice and community
services.
Inclusion criteria

Inpatients or patients attending day hospice who were willing to participate, were well enough and could communicate adequately to be part of a study which involved conversation, and who were able to give informed consent.
Exclusion criteria
Patients who were confused, had dementia, difficulty
communicating, were too weak or unwell to undergo the
study or who were suftering from a psychotic disorder.

Eligible inpatients and day hospice patients were identified by the multi-disciplinary team over a 10-week
period, and verbally invited to participate by the hospice
social worker, then by letter, and given an information
leaflet. The Hospital Anxiety and Depression Scale
(HADS) was used to screen for anxiety and depression
in the patients who consented to be part of the study as
this has been previously validated in this patient
population.'- Patients who obtained a score of 8 or higher
in either the anxiety or depression aspect of the scale^"
were invited to continue with the study.
The intervention was carried out by a Specialist Registrar in palliative medicine who attended two short training
courses, totalling 5 days of teaching, in CBT techniques
for cancer and palliative care patients, and was supervised
throughout the project by a clinical psychologist.
A protocol was created for three or four sessions lasting
between 15 and 45 min. based on recommendations from
the literature.'•"•'•'•'' and discussion with the supervisor,
and was used as a guide for session content to allow
some consistency to the intervention provided for each
patient (Figure 1). A short intervention was chosen to
enable it to be easily reproduced in daily practice.
During the first session, problems were identified and
thoughts, feelings, behaviours and physical symptoms
were linked using Padeskys 'Hot Cross Bun' model (Figure 2). This enabled patient led prioritisation of the problems and created a plan for the following one or two
sessions. A summary of these problems was discussed at
the beginning and end of each session, giving the patient
an opportunity to change priorities or discuss new issues.

Session protocol
Session 1
• Discuss HADS responses
• Identify thoughts, feelings, behaviours,
physical symptoms and link these
• Prioritise prooiems
Sessions 2-3
• PrioritiM Í331JC3 for 3C33ion

• Content of sessions depended on whether
main issues were negative thoughts, anxiety,
decreased activity or terminal phase of illness
Session 4
• Summary of work
• Summary of changes
fur thu Tulure

Planning for how to maintain changes, and
prevent previous thoughts and behaviours
from returning
Repeat HADS scaie

Figure 1 Session protocoi.

Sessions 2 - 3 : Main Issues
Negative thoughts • identify negative Ihoughls, challenge
thoughts, aeate äl»native statements, use of thought
diary

^^~^^~^

• Review events of week and review homework
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AnxlBty - use diafy. identify ppt factors and symptoms.
OiscuM ways o( avoiding and ways of managing anxiety.
Learn relaxation techniques
Decreased activity - use pleasufe/maslery dlaiy and life
grid and make goals aaxKdingly
Terminal phase • focus on QoL and allow some conlrol to
be retained. Create realistic goals and promote acfivity
unrelated to cancer. Plan f c others to fulfill goals that
patient cannot fuifill themselves. Encourage time with
bmity. Talk about end of life issues if appropriate
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educational supervisor and the hospice research committee. The information from the semi-structured interview
provided the initial framework for the qualitative analysis
of data and additional categories were added after reviewing the data and feedback from the sessions. Recurring
themes were identified, grouped into categories and
placed within an overall framework. The data was then
manually indexed and sorted within the thematic
framework.
Quantitative data was obtained from HADS scores
pre- and post-intervention and Visual Analogue Scales
(VAS) measuring levels of happiness, relaxation, pain,
energy and nausea, completed by the patient at each sesFigure 2 Padesky's 'Hot Cross Bun'.
sion. A paired /-test was used to compare the mean HADS
scores pre- and post-intervention as this data was approxIn sessions 2 and 3, specific cognitive and behavioural imately normally distributed and the /-test is robust
techniques were used, depending on whether the main against moderate departures from normality. The VAS
issues were negative thoughts, anxiety, decreased activity were not normally distributed so the pre- and postor end of life concerns. Table 1 contains a summary of the intervention scores were analysed using a Wilcoxon
techniques used.
Signed Ranks Test. A P-value of <0.Û5 was taken as the
Guided discovery was used to identify negative significance level.
The study was approved by the Local Ethics Committhoughts and test the reality of those thoughts. This
:
involved asking questions to clarify what the person tee (ORECNI).
believed and using diaries to record negative thoughts.
We then discussed what evidence there was to support
those beliefs and thoughts, and whether there was an Results
alternative way to look at the situation.
The last session was used to summarise the work done
in previous sessions and plan how to maintain any
changes in thought or behaviour, and to create plans for
the future.
Qualitative data was obtained from a taped semistructured interview carried out at the end of the study
and from summaries of the sessions which included feedback from the patient after each session. The interview
was the main source of patient feedback relating to the
acceptability of the intervention and was conducted by
the hospice social worker, rather than the researcher, to
reduce bias. It involved a discussion based around the
expectations, positives and negatives of the intervention
for the patient and whether they would have further
CBT themselves, or recommend it to others. The interview questions were developed in conjunction with the

Forty-six patients were admitted to the inpatient unit or
attended day hospice over the 10-week period. They were
discussed by the multi-disciplinary team and 22 of them
did not meet the criteria for inclusion into the study, therefore 24 patients were invited to take part in the study.
Of the 24 patients approached, six declined, four did
not meet the criteria on HADS. two withdrew after the
first session and one died after the first session. Of the
six who declined, two of them were not keen to talk
through issues, and the others did not wish to take part
in the study. Of the two who withdrew after one session.
one was too unwell and the other chose not to participate
further.
¡
This left 11 participants, eight females and three males,
five were inpatients and six attending day hospice. The
age range was from 28 to 84 years with a mean age of 65

Table 1 CBT techniques used
Cognitive

Behavioural

Cognitive and behavioural

Linking thoughts, feelings, behaviours
and physical symptoms
Identify negative thoughts
Challenge thoughts
Create alternative statements

Life grid to identify previous activities
and plan new ones
Create goals
Pian activities
Relaxation techniques
Create list of questions for doctor

Thought diary
Anxiety diary
Identify causes of anxiety
Discuss ways of avoiding and managing
anxiety
Pleasure /mastery diary
Weighing up advantages and
disadvantages

The use of cognitive behavioural therapy techniques in hospice patients 817
and median of 73. Ten of the patients had a variety of
different cancer diagnoses and one patient suffered from
Motor Neurone Disease.
The following results are presented on the data provided by those 11 participants. There is no quantitative
data available on the three patients who completed only
one session as they had only one set of scores at the start of
the study, and no follow-up scores for comparison. It was
also not possible to obtain qualitative data on two of them
as one was too unwell and one died. A follow-up interview
was conducted with the patient who chose to withdraw
after one session, and this is discussed at the end of the
qualitative results.
Qualitative results
Acceptability
Overall, 10 of the 11 patients found this to be an acceptable intervention. Their expectations were varied. Five did
not report any expectations and only one had a negative
expectation, that it may be depressing, but did not fmd
this in reality. Only one patient had apprehensions about
ihc study and was reassured that they could withdraw at
any time. Two had apprehensions about committing to a
certain number of sessions initially but after the first session were happy to commit to further. Many of the
patients commented that it was important for them to
know that they could withdraw from the study at any
time.
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Figure 3 Bar graph showing duration of sessions
completed by participants.
tiredness due to advanced disease. All of the patients
would recommend the intervention to other patients, providing that they were well enough and able to concentrate.
Only one putient found the intervention unacceptable
because of lethargy caused by advanced disease and
severe depression. Two inpatients with advanced disease
found that they were too tired to talk for long periods of
time. The same two. along with one other inpatient, were
too tired to complete homework.
Other difficult aspects included the fact that often the
negative thoughts experienced in this patient group are
realistic, and patients can often be unable to fullll their
desired goals, due to poor physical condition. Two
patients felt inhibited by poor concentration and memory
and one patient found it difficult to think of upsetting
things.

Nine of the 11 patients were satisfied with the number
of sessions they received. The other two feit that further
psychological input would be helpful, so follow-up with
an appropriate person was organised. Two others stated
that they were sorry to finish. Seven of the patients had
three or four sessions as planned. Three patients had five
sessions and one patient chose to stop after two sessions.
All patients were assured that support would be available
from the social work team in the hospice if they needed to
discuss any issues at a later date.
Despite the plan being for sessions to last between 15
1
and 45 min, two-thirds of the sessions were longer than
0.
45 min (Figure 3). Nine patients found the length of seso 15
sions acceptable, but two found them long and tiring. The
patients felt that long sessions and homework may be é 111
0-5inappropriate for those with very advanced disease, poor
1
energy and concentration.
01
2
3
4
5
6
7
8
9
10 11 12 13 14
The sessions were originally planned on a weekly basis
Time taken to complete study (Weeks)
but of the 42 sessions carried out in this study, nine of
Data for Figura 4
them were deferred because the patient was too unwell.
Time take to
1
2
3
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8
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complete
This meant that the time taken for each patient to com(Weeks)
plete the study ranged from 2 weeks to 14 weeks, with a
Number of
0
1
3
0
3
2
0
0
0
0
1
0
0
1
Patients
median of 4 weeks and a mean of 5.4 weeks (Figure 4).
Nine patients said that they would consider a similar Figure 4 Bar graph showing time taken for patients to
intervention again. The reason that two would not was complete study.
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Effectiveness
Ten of the 11 patients said that they found the CBT interventions very helpful and eight said that they experienced
an improvement in anxiety or mood as a result.
'I changed for the better and have a more positive attitude as a result of it'
Patient B
'I found it helpful to diseuss things that were worrying
me' and am "coping much better after the sessions"
Patient E
The patients found the time with the therapist helpful,
they appreciated the opportunity to talk, have someone
to listen and someone to ask questions of.
'T was glad she was there and prepared to listen, she
drew things out of me'
Patient D
Most helpful cognitive and behavioural techniques
Speeifie techniques were used in eight of the patients., and
all of these patients noted a change in thinking or behaviour. Of the other three patients., two were too weak and
unwell for any techniques to be of benefit and one chose
not to diseuss issues further. The most useful teehniques
were:
Linking thoughts, feelings, behaviours and physical
symptoms
Many found this a useful exercise which enabled them to
identify and prioritise the problems and have an increased
understanding of what they were experiencing. For example, patient A was able to link that when her friend stayed
too late, this subsequently caused tiredness, poor sleep
and then low mood the following day. She said that it
was helpful to recognise this, and discuss ways of dealing
with the issue.
Diaries
Four patients used diaries and reported that they found
them very helpful, giving them more of an awareness of
positive and negative activities and an increased awareness of negative thoughts and causes of anxiety, anger.
low mood or pain. This allowed the patients to regain
more of a sense of control and plan differently. The diaries
used were aetivity. anxiety, anger, medieation and pain
diaries.
'It did bring out the awareness of what had happened
at a time when I was anxious, and when I went into a
really low mood, having the sessions helped me to identify the cause of it. The diary was helpful. I will keep it
going when I go home. At the start I didn't think 1

would find it useful but I did. When I read it back to
myself I can see the patterns of things that happened'
Patient J
Weighing up advantages and di.sailvantagcs
This technique was helpful for a number of patients in
various different ways. One illustration is from patient J.
who did not want to use a wheelchair as they were:
'worried about what others would think, and worried
about people seeing me. but after weighing it up 1 realised that using it would enable me to go outside, which
I really want to do because it is a beautiful day"
Identifying and challenging negative thoughts
Eight of the 11 patients said that they found this helpful.
They commented that being more aware of these thoughts
and challenging them, took the focus away from negative
thoughts and allowed them to think more positively and
foeus on other aspects of life.
'It helped me to think in a more structured way and
helped me to think more positively about things'
Patient A
Creating alternative statements to challenge negative
thoughts was helpful for three of the patients. Patient E
had a CT scan followed by an oncology appointment
every 3 months and prior to the appointment was anxious
and preoecupied with what would be discussed. Her
thoughtsduring these times were identified and a list of alternative statements was created. Her comment on this was:
'She gave me a list to help me have a positive attitude. I
read it when I am feeling sorry for myself and it helps
me*
Creating goals and planning activities
These were created from what was revealed in the diary,
or through conversation, to be a source of enjoyment or
achievement, or from reviewing things the patient previously enjoyed doing. New and realistic goals were then
ereated accordingly.
Creating a Us! of questions for the doctor
Five of the 11 patients said that they had unanswered
questions and found it beneficial to create a list of these.
Examples of these were questions about medication, driving, scans, symptoms and questions about the future.
The patient who chose not to continue with the study
after one session agreed to an interview for feedback. She
said that during that session she enjoyed talking aboul
things she could not talk to others about as she was feeling
down at that particular time and needed to talk. She also
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stated that it made her more aware of difficult issues,
which she found helpful. Her reason for not continuing
was that usually when she is feeling down she does not
want to talk, and when she is feeling well she does not
want to dwell on negative things. She did think it could
be helpful to others and would recommend it, and would
also consider it again herself in the future.
The patient who withdrew after two sessions did so
because there were things which he chose not to talk
about, things that were stored in 'boxes' which he felt
may cause more harm than good to talk about. He did
say that it was helpful to identify difficult issues, and did
not fmd this distressing.
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10

tl

'We delved deep enough to satisfy me but not embarrass me"

t2

Data for Figure 5

He did not feel that any changes in thinking or behaviour
resulted from the intervention but did comment that his
mood had improved.

tl

t2

19.9

13,8

Anxiety

10

6.6

Depression

9.9

7.2

Combined

Quantitative results

HADS
Nine of the 11 patients had an improvement in HADS
scores. There was a decrease in anxiety and depression
scores for seven patients, one patient had a decrease in
depression scores only and one had a decrease in anxiety
scores only. The mean HADS scores are illustrated in Figure 5. and the statistical data are summarised in Table 2.
Analysis of these mean scores using a paired Mest
revealed that the improvement was significant for depression {P = 0.04), anxiety {P = 0.03) and combined scores

VAS
VAS scores for happiness, relaxation, pain, energy and
nausea pre- and post-intervention were analysed using
Wilcoxon Signed Ranks test and the only significant
change found was an improvement in energy levels

Discussion
This study shows that the use of CBT techniques was
acceptable to a proportion of palliative care patients
with anxiety, depression or adjustment disorders, but
highlights that the patients need to be chosen carefully.
It is not appropriate in patients who are confused or
have difficulty communicating and may be less appropriate in patients who have poor energy, concentration and
memory, and patients in the terminal stage of their illness.

Figure 5 Graph demonstrating change in mean HADS
scores from tl (pre-intervention) to t2 (post-intervention).
Three or four structured sessions were acceptable, and
were an adequate number for most of the patients in this
study. Long sessions were felt to be inappropriate for
patients with very advanced disease with poor energy,
concentration or memory. Therefore, it may be more suitable in a day hospice population or with inpatients that
are not at the tenninal stage of illness, and may be more
appropriate if brief teehniques are used as part of daily
practice instead of planned sessions. Flexibility is necessary as some patients may want to complete sooner, and
some may need further follow-up.
Such an intervention may be appropriate, along with
antidepressants. in patients with severe depression-' but
that was not shown in this study, as the patient with severe
depression did not find the intervention beneficial, in
severe depression, it may be more appropriate for CBT
to be provided by mental health professionals with more
advanced training, but it may not always be appropriate
to refer palliative care patients.
Table2 Mean and standard deviation (SD) values of
HADS scores pre (tl) and post (t2) intervention
tl

Anxiety
Depression
Combined

12

Mean

SD

Mean

SD

10
9.9
19.9

4.73
4.43
6.9

6.6
7.2
13.8

4.67
5.3
7.2

P

0.03
0,04
0.03
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This study and other literature^*'**"' suggest that it may
be appropriate for mild-to-moderate disorders to be treated by a palliative care professional with training and
supervision and suggest that training in CBT, along with
supervision, may equip palliative care professionals to
manage psychological problems more eflectively.
The therapeutic relationship is important, but it is
important to respeet that not all patients want to talk
about thoughts or feelings and it is important that they
do not feel under pressure to do so.
The most useful techniques for the patients in this study
were the use of diaries, identifying and challenging negative thoughts, weighing up advantages and disadviintages,
linking thoughts, feelings and behaviours and creating
goals. A written summary of the session was useful to
help patients remember and review the issties discussed.
Eight of the 11 patients felt that their thinking or
behaviour had changed as a result of the intervention,
and anxiety and depression were improved in eight of
the 11 patients. However, it is difficult to prove that
these changes are due to the use of CBT techniques, as it
was a small feasibility study without controls. Therefore,
the quantitative data should be interpreted with this in
mind. The interpretation of the VAS scores relating to
physical symptoms needs to be done with particular
care, because those symptoms will have been managed
in other ways by the hospice team and we cannot make
an assumption that any changes were a result of the CBT
intervention.
A much larger sample would be necessary to test for
significance and further studies would be appropriate to
assess the efTectiveness of the use of CBT techniques in
this patient population.
If the results of a further trial confirmed evidence of the
effectiveness of the use of CBT techniques in palliative
care patients, this would be a useful intervention as it is
non-pharmacological, is acceptable to most patients, and
the training is short and inexpensive, and so can be provided to many members of the multi-disciplinary team to
enable them to use these techniques as part of daily
practice.
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