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Emerging evidence supports the efficacy of transdiagnostic approaches in the treatment of comorbid conditions. Given that both depression and anxiety disorders have been consistently noted as the most common psychological presentation across site and stage of illness in patients with cancer, psycho-oncology as a specialty may benefit from approaches that implement transdiagnostic approaches to treatment. This paper presents an adaptation of emotion-focused therapy for comorbid anxiety and depression in women with breast cancer. It describes the activation of chronic problematic emotion schemes triggered by the experience of cancer and its medical treatment as well as their transformation through a sequence of emotional processing steps. Observed nuances in this specific case included existential triggers to emotional experience and mourning disenfranchised losses as part of grieving and letting go. A process of change occurs through overcoming emotional avoidance and demoralization, increasing distress tolerance, differentiation of core painful feelings, articulation of unmet needs; and generation of adaptive emotions such as boundary setting anger and self-compassion. Implications for practice in a cancer context are discussed in terms of case conceptualisation and therapeutic strategy. Further investment in the clinical development and research of emotion-focused therapy in psycho-oncology may prove informative and supportive in efforts to widen the evidence base and the choice of clinical treatment available to patients with cancer and comorbid anxiety and depressive disorders.
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Breast cancer is the most commonly occurring cancer in women and the second most common cancer overall (Bray et al, 2018). Current five-year survival rates following breast cancer diagnosis are 87% (Canadian Cancer Statistics, 2018), largely due to medical advances which have increased survival rates after the completion of primary breast cancer treatment. As a result, both clinicians and researchers are now focusing added effort on improving quality of life and patient-centered outcomes in survivorship.
Identifying and treating cancer related distress has widely been recognized as an important sequela of cancer diagnosis and treatment (Holland, Jacobsen, Andersen et al., 2016). In the majority of women with breast cancer, distress will resolve with improvement in physical symptoms and with time (Carlson et al., 2013). For patients who perceive their emotional concerns as a need for support and treatment, available mental health services and treatments that effectively reduce distress are important aspects of care. The incidence and prevalence of anxiety and mood disorders are higher in patients with cancer than in the general population (Dekker et al., 2015), with the 12-month prevalence rate of anxiety and mood disorders at 18.4% for those with active cancer and 14.6% among survivors of cancer (Nakash et al., 2015). It is estimated that 31.8% of patients with cancer meet the strict diagnostic criteria for psychiatric disorders, with the highest prevalence found in patients with breast cancer at 42% (Mehnert et al., 2014). Depression and anxiety in women with breast cancer complicates the adjustment process, and its relevance can be contextualized given that in the general population, women are affected twice as often as men both by major depression (Riecher-Rössler, 2017) and anxiety disorders (Bandelow & Michaelis, 2015). Meta-analyses of prevalence rates of psychiatric disorders in patients with cancer also indicate that psychiatric diagnosis—especially depressive disorders— have negative consequences for patients and their families (e.g., impairment of quality of life, longer rehabilitation processes, risk of suicide, reduction in adherence to treatment) (Mitchell, 2011). 	Comment by Microsoft Office User: I have four sentences outlining prevalence in different ways…should one of them be removed?
While historically anxiety, depression and mood disorders have been categorized and conceptualized as discrete pathologies, increasing evidence demonstrating etiological and neurobiological parallels implicates common underlying constructs (Norton & Paulus, 2016). Accumulated research in recent years indicates that anxiety and depression coexist with such frequency that comorbid presentations may be more the rule than the exception. Cormorbidity rates for depression and anxiety disorders are as high as 50-58% (Gold et al., 2016). High levels of comorbidity and recognition of shared features across mood and anxiety disorders have also led to the development of innovative transdiagnostic treatment approaches that focus on commonalities across these disorders (e.g., Unified Protocol for the Treatment of Emotional Disorders; Barlow, Farchione & Bullis, 2017). 
Given the high prevalence of depression and anxiety disorders in patients with cancer (Mitchell, 2011), the delivery of psychological therapy may benefit from approaches that implement transdiagnostic interventions, i.e., targeting both depression and varied anxiety disorders that includes a cancer-specific theoretical model. This is particularly so given the evidence for the effectiveness and cost-effectiveness of transdiagnostic approaches in non-cancer treatment settings (Barlow et al., 2017). 
In addition, few studies in pyscho-oncology examine dimensions related to emotion regulation and expression, despite the evidence that both play an important role in psychological adjustment in the context of breast cancer (Brandão, Tavares, Schulz & Matos, 2015). In emotion-focused therapy, the foundation for therapeutic effectiveness is based on empirically supported principles for enhancing emotion processing (Pascual-Leone, 2018). These emotion processing principles includes increasing awareness of emotion, enhancing emotion regulation and transforming emotion (Greenberg, 2004). As a component of therapy, case conceptualization is a framework that focuses on both thematic content from clients as well as emotional processing in order to explain how problems develop and are maintained (Goldman & Greenberg, 2015). An emotion-focused case conceptualization framework is used in the current study to explore the emotional experience of anxiety and depression in women with breast cancer. 
Emotion-Focused Therapy	Comment by Microsoft Office User: I cut out the description of generic EFT to reduce this section, citing intervention principles are described elsewhere. Do you think this is acceptable?
Emotion-focused therapy was originally developed as a generic treatment (EFT; Greenberg & Elliott., 1993). Its effectiveness is well-established as an experiential treatment and in individual form it is particularly well developed for depression (Greenberg & Watson, 2006), complex trauma (Paivio & Pascual-Leone, 2010), and more recently anxiety disorders (Shahar, Bar-Kalifa & Alon, 2017; Timulak et al., 2017; Watson & Greenberg, 2017). We are presenting a framework and adaptation of anxiety and depression in women with breast cancer based on emotional transformation research in the experiential treatment of depression (Dillon, Timulak, & Greenberg, 2018; Pascual-Leone & Greenberg 2007) and anxiety (Elliott, 2013; Shahar, 2014; Timulak & McElvaney, 2016). 
Emotion-focused therapy focuses on using adaptive emotions and the needs connected to them as an information base for addressing and resolving emotional difficulties (Pascual-Leone & Greenberg, 2007). Given EFT’s focus on increasing emotional flexibility and resilience (Pascual-Leone, 2009), it seems particularly suited as an intervention to address anxiety and depression in women living with cancer as a stressor. The purpose of this paper is to present the framework of an adaptation of EFT refined by the authors for women with breast cancer and comorbid anxiety and depression. The case study used to illustrate the adaptation of EFT is drawn from a wider research study (n=6) (Connolly, 2016). 
EFT is not a strictly prescriptive therapy following a set protocol, but particular processes typically are dominant during particular phases of therapy. A hallmark of EFT are imaginary dialogues. Imaginary dialogues can be structured between two different aspects of the self, (e.g., self-critic and the impacted part of the self or self-worrier and the impacted part of the self) or with the self and an imagined hurtful/neglectful other. Self-empowerment can increase through dialogues, which can offer a more differentiated view of abusive/neglectful others or maladaptive self-relating (Greenberg, 2004).  Intervention principles for conducting these techniques have been clearly delineated (e.g., Elliott, Watson, Goldman & Greenberg, 2004; Greenberg, Rice, & Elliott, 1993). 
Emotion-Focused Treatment for Anxiety and Depression in Women with Breast Cancer
We will now specifically look at the emotion-focused processes and case conceptualisation in clients with breast cancer. Our conceptualization draws on the general literature on EFT (Shahar, 2014; Greenberg & Watson, 2006) and subsequent treatment using a framework developed on the basis of research on emotional transformation in experiential treatment of depression (Pascual-Leone & Greenberg, 2007). The framework has since been used as a tool for case conceptualization of depression, anxiety and trauma related difficulties (Timulak & Pascual-Leone, 2014) and GAD (Timulak & McElvaney, 2015), here it is presented specifically for comorbid anxiety and depression in a cancer context (see Figure 1). 
Triggers of Emotional Pain
Current cancer related triggers are embedded in developmentally salient events (historical triggers), when the client may not have had the internal resources to process the pain, protect themselves or seek adequate external support. From an emotion focused perspective, distress triggered by cancer consists of several components including worries of pain, vulnerability, isolation, the physicality of death and a sense that one’s life project has been interrupted (Curran, Sharpe & Butow, 2017). The experience of not being able to be a fully functioning caregiver for others while ill and/or the experience of receiving care during cancer can also function as a trigger (Campbell-Enns & Woodgate, 2016). The threat of death, defined as involving fears of bodily failure, bodily pain, separation and loss of control and power (Sharpe, Curran, Butow & Thewes, 2018) associated with breast cancer holds particular poignancy in those with psychological vulnerability as it has the power to evoke further fears of powerlessness, separation, loss of control, and meaninglessness. In therapy, triggers are brought into the clients’ awareness by evocative unfolding and facilitating the enactment of the triggers in imaginary dialogues. 
Global Distress
In emotion-focused therapy, global distress is a label used to characterize a typical initial state of client presentation to therapy; an emotionally aroused amalgam of undifferentiated hopelessness/helplessness, anger, anxiety and upset (Pascual-Leone & Greenberg, 2007). In relation to breast cancer, distress is often overwhelming in nature and defined by chronic upset, resignation, hypervigilance and anxiety related to the unpredictability, uncertainty, stressful treatments and ongoing anticipatory threats associated with the disease (Gurevich, Devins & Rodin, 2002) Making sense of the sudden impact of a cancer diagnosis is difficult, and feeling hopeless and helpless is exacerbated by demoralization. Demoralization is a concept separate from depression and defined by a combination of both global distress and subjective incompetence (deFiguieredo & Frank, 1982). The need for clinicians to consider demoralization as a significant clinical entity in psycho-oncology has been outlined elsewhere (see Robinson, Kissane, Brooker & Burney, 2015), and has been positively associated with distress and negatively associated with hopefulness and purposefulness in life (Vehling, Oechsle, Koch & Mehnert, 2013). In this paper, introducing demoralization as an added component of global distress in emotion-focused therapy reflects cancer’s capacity to deplete emotional reserves as a situational threat and the cascade of stressors that taxes the individual.
Problematic Self-Treatment
Clients have a variety of ways of treating themselves in response to difficult triggering situations, and thinking about possible causes of one’s cancer serves as an emotional trigger. Self-criticism and self-blame are transdiagnostic processes pervading many psychological disorders that are particularly pivotal in depression and anxiety (Kannan & Levitt, 2013) which shape the attributions made about cancer causes as well as cancer related coping. Clients make attributions about the causes of cancer to inner and outer psychosocial factors, stress and emotions (Dumalaon-Canaria, Hutchinson, Pritchard & Wilson, 2014). Some over-burden themselves with high expectations; viewing the self as ‘not good enough.’ Others treat feelings of vulnerability with dismissal and harshness. Beliefs like ‘I must be positive,’ add pressure to living with breast cancer as difficulties go unacknowledged, which can be self-silencing and oppressive (McCreaddie, Payne & Froggatt, 2010).
Having developmentally attributed responsibility for painful experiences to themselves, maladaptive emotion schemes prevent access to adaptive emotional responses such as self-soothing or compassion (Smith & Greenberg, 2007). Deserving comfort and soothing is perceived by some as unacceptable, related to core shame based schemes. Furthermore, despite the negativity of feeling overburdened and confronted by mortality, some clients may be unable to loosen their expectations to maintain caregiving for others (e.g., as a mother, as a daughter of aging parents, with partner and wider family). Parenting children (Neel et al., 2015) and negative beliefs about what happens after death (Gonen et al., 2012) have been associated with increased death anxiety, which would suggest existential fears may serve as a trigger for problematic self-treatment in the context of cancer. Factors such as increased physical symptoms (Lichtenthal et al., 2009) and not wanting to be a burden (Engelmann et al., 2016) have been associated with death anxiety rather than disease stage, suggesting that caregiving stressors may contribute to women with anxiety and depression over-burdening themselves (Campbell-Enns & Woodgate, 2016). Struggling with caregiving for others (children, aging parents, or both) contributes to a sense of shame and engagement in self-criticism, self-blame and self-doubt, and a feeling of not measuring up to maternal and gendered expectations.  Internalized social ideals women are encouraged to adopt to obtain social approval also shape self-concept, and widening the scope of clinical focus from looking at individual pathology to the possible restrictive and oppressive social structures that women inhabit as contributors to poorer mental health is only beginning to be explored from wider feminist research and applied to adjustment processes in breast cancer (Boquieren et al., 2013).
Avoidance of Emotions
Triggered by breast cancer, related current and past triggers, and with initial difficulty accessing compassionate soothing or protective anger, clients interrupt or halt their emotional processing in the service of containing overwhelming affect, strategies which contribute to cancer related distress and difficulties adjusting (Schlatter & Cameron, 2010). Avoidance thus contributes to global distress, increasing sensitivity to triggers and does not allow healing of underlying chronic painful emotions. EFT’s conceptualisation of the cost of emotional avoidance is consistent with research in emotional regulatory processes in breast cancer, where strategies of emotional suppression or inhibition correlates with greater levels of distress as well as increased symptoms of anxiety and depression (Brandão, Tavares, Schulz & Matos, 2016). Avoidance takes both emotional and behavioural forms, including worry, rumination, distraction and suppression (Timulak & Pascual-Leone, 2014). Examples include becoming overly cognitive or shutting down, relying on pain and anxiety medication in times of emotional overwhelm, excessive health behaviors, expressing secondary anger towards others rather than staying with underlying vulnerability and in session deflection or distraction, such as placing an emphasis on staying positive. 
Apprehensive anxiety
Alert to triggers/traumatization, anxiety maintains vigilance and can preclude the processing of emotions related to adjusting to breast cancer. Clients are apprehensive of painful triggers and the emotions they would bring, as well as the outcome of treatment (negative prediction), including fear of death and recurrence (Simard et al., 2013). The somatic experience of constant apprehension brings chronic anxiety and tiredness.
Core Pain 
Once global distress in clients with breast cancer is differentiated and emotional avoidance overcome, chronic painful emotions common to depression and anxiety disorders come to the fore. Feelings of shame, sadness/loneliness, loss and fear are commonly identified in emotion-focused therapy (see Timulak, 2015; O’Brien et al., 2017). In the context of breast cancer, the demands of living with the illness remain (medical monitoring, continued risk for recurrence particularly in the first five years after treatment) and involve no customary, socially recognised or acceptable ways to grieve the loss of the healthy body prior to diagnosis. For that reason, losses may be ambiguous and open-ended (Boss, 2009). Separation and loss, feelings which are inevitably triggered with the diagnosis of a potentially life threatening illness such as breast cancer, elicits feelings of forlornness and abandonment at times also stemming from low perceived support within marital and family relationships. Losses associated with cancer include not only the loss of bodily parts, but also bodily scarring, loss of health and perceived wholeness, of the sexual self and/or reproductive capacity (Sun, Ang, Ang & Lopez, 2018). We observed that loss can, in some cases, also be linked with past cancer related bereavement. 
Ambiguous losses and disenfranchised grief are what is touched on in therapy once emotional avoidance is surpassed. With an illness such as cancer, there is often little time and space in which to grieve since cancer demands drastic and immediate action related to diagnosis and treatment. Others in the social world may consequently fail to recognise the real grief that is experienced. Doka (2002) used the term disenfranchised grief to refer to grief that is deemed insignificant and subsequently not worthy of the process of mourning. In this paper, the concepts of ambiguous loss and disenfranchised grief are applied to the symbolic losses in women with breast cancer that contribute to core pain. The emotion-focused therapist legitimizes the sense of loss in the client living with breast cancer.
Additionally, we hypothesize that shame and guilt experienced in the context of breast cancer involves an inappropriate attribution of responsibility. In so far as personal responsibility is attributed for breast cancer, a negative experience over which one has no control, this guilt can be seen as maladaptive. Maladaptive guilt can be seen along several different veins, including guilt for perceived responsibility over harm inflicted upon significant others in having been diagnosed. Shame at times features in relation to understanding one’s own difficulties and limitations in terms of the illness. Breast cancer and the subsequent changed body can be also experienced as further corroboration of the self as defective, exacerbated by depression (Begovic-Juhant, Chmielewski, Iwuagwu & Chapman, 2012). Furthermore, existential fears associated with breast cancer add a new dimension to currently activated core pain such as uncertainty around treatment success and fears of recurrence, contributing to feelings of anxiety and insecurity. 
Unmet Needs
Painful feelings of loneliness, loss, fear and shame, once productively accessed and differentiated in therapy, pave the way for the articulation of what is needed most, what was missing, either in the past or the present and what one continues to long for. In the context of cancer related distress, unmet emotional requirements for unconditional love, safety, reassurance, can be heightened. Associated existential distress is often linked to the adaptive process of re-prioritizing after cancer treatment and to express oneself authentically. The need to feel loved (closeness), to feel authentic and accepted (validated) and to be safe (protected) (cf. Timulak, 2015; Timulak & Pascual-Leone, 2015) correspond to the primary existential needs of a person (Pascual-Leone & Greenberg, 2007). 
Transforming Core Pain 
Emotional transformation work in EFT mostly takes place during imaginary dialogues.
In part emotional transformation with breast cancer involves a grief process alongside existential review, and these processes provide interesting parallels. As part of reconciling the cancer experience, adjustments include coming to terms with painful experiences and reinstating hope for the future without denying the loss itself. Given the uncanny and disenfranchised aspects of losses attached to the cancer experience, the aim in emotion-focused therapy in a cancer context is not resolution or decathexis of the loss but rather acknowledging what has been lost.
As unmet needs are attended to, the promotion of agency, safety and a sense of feeling connected (Pascual-Leone & Greenberg, 2007) in the here and now attenuates existentially related fears that may have been exacerbated by harsh negative self-treatment and emotional avoidance, including fears around mortality. Compassion involves naming unmet needs for validation as more than the illness, of having a changed body, in identity roles as carers, in soothing fear with protection, and appreciating oneself as worthy in one’s own right. EFT case conceptualization in a cancer context adds that compassion includes a connection to pain, feeling close to life including loss. Equally, harnessing boundary setting anger to reinstate recognition and entitlement towards having emotional needs met for oneself and with others is important to experientially enable the feeling of being worthy of love, appreciation, respect, protection and having a sense of deservedness (Pascual-Leone & Greenberg, 2007; McNally, Timulak, & Greenberg, 2014). With boundary setting anger, anger is directed externally (including at the illness itself); expression is assertive rather than passive or aggressive, and language indicates ownership of the experience (e.g., use of “I” language). 
Case Example
Participant & Setting
The case account presented is based on the therapist report, audio and video recordings of the hour long therapy sessions and post therapy qualitative interviews with the client on helpful aspects of therapy. The project received institutional approval from the both the hospital and university involved in the research. Informed consent was sought prior to starting therapy; information about the study was explained verbally and in written form and issues concerning confidentiality, dissemination of results and freedom to withdraw were included.
One of the authors saw the patient Jane (a pseudonym- potentially identifying facts about the client are also altered) in her mid-fifties for twenty weekly sessions of emotion-focused therapy for depression and anxiety. Jane was seen as an outpatient in the psycho-oncology department of a radiotherapy hospital. Jane was single, had no children and had retired from administrative work in order to care for her aging parents. Jane had been diagnosed with complex bilateral breast cancer that required a number of surgical procedures, including double mastectomy. Beyond surgery her systemic treatment for breast cancer included chemotherapy, radiation therapy and hormone treatment. Jane had other medical comorbidities; including multiple repeated surgeries throughout childhood and adolescence relating to a congenital condition. She had previously undergone additional major surgery with a full hysterectomy ten years previous (non-cancer related). Jane was also being treated for chronic pain from complications post double mastectomy. Jane’s GP had prescribed Fluoxetine (Prozac; a SSRI class of antidepressant medication) for the past ten years for symptoms of depression in addition to non-opioid painkillers for her chronic pain and Alprazolam (Xanax; a short acting anxiolytic of the benzodiazepine class) to assist with panic attacks. 
Measures
Prior to commencing therapy, Jane completed a Structured Clinical Interview for DSM-IV-TR Axis I Disorders; Non-patient Edition: Research version. (SCID-I; First, Spitzer, Gibbon, & Williams, 2002). Her results indicated that she met the DSM-IV-TR diagnostic criteria for current Major Depressive Disorder and Panic Disorder with Agoraphobia. Her score on the Hospital Anxiety and Depression scale (Zigmond & Snaith, 1983) dropped from 25 pre-treatment, to 12 at termination, to 9 six months post therapy. Empirical findings of the larger study (n=6) are detailed in a future paper. 	Comment by Connolly, Allison (Dr): How do I word that these findings haven’t been published yet but will be? Or do I remove this sentence?
Triggers
Historical triggers of emotional pain included extensive physical trauma from a young age. Her early history was significant; Jane was born with a congenital condition that involved disfigurements and childhood surgeries. Jane’s parents historically were highly authoritative; she reported her father was overbearing in relation to her physical disability; and Jane characterised her childhood and adolescence with a sense of being rejected, ignored and ostracised. Feeling unacceptable was further reinforced by a physical beating by her mother during her early adulthood that violated her perception of her mother as a protector. Her parents were secretive about her medical procedures as a child and this communicated an implicit shame which she relayed through memories of wishes to be like her idealised sibling. The tone of disgust with which she spoke about her own body mirrored how she internalised these messages, and her emotional pain was deepened by a high degree of perceived responsibility, “I laid down in the womb wrong.” 
For Jane the medical trauma she experienced since childhood contributed to the distress and grief she presented with under the stress of her breast cancer diagnosis.  Jane described her double mastectomy as a “mutilation” and “violent” and struggled with its aftermath. Jane could not recall her surgery without deep distress and a sense of violation; “the surgery felt vicious, serrated, straight across, just get all that badness, and then stitch her up- like a stitched up cabbage patch doll…the ugliest looking doll.”  The main trigger of her cancer diagnosis reinforced her belief that the world, including other people, was not a safe place and the intolerable expectation of further harm. 
Global Distress
Jane expressed a poignant sense of isolation post cancer treatment and described feeling emotionally overwhelmed with grief and sadness following her double mastectomy surgery. Her greatest exertion was relegated to caring for her parents, the physical demands of which exacerbated her chronic pain. Jane was preoccupied by her illness and felt overwhelmed by fear, chronically collapsing under the demoralized perception that she was unable to cope, and experienced periods of low mood that were characterised by hopelessness and irritability.
Self-Treatment
Jane was self-loathing and self-critical in therapy sessions and had difficulty with self-soothing. Chair based dialogues (self-critic and self-other dialogues; see Elliott, Watson, Goldman & Greenberg, 2004; Greenberg, Rice & Elliott, 1993; Timulak & McElvaney, 2017) across sessions demonstrated that Jane’s self-critical thoughts were underpinned by strong feelings of shame and self-disappointment. Self-imposed judgements “you don’t have any right to feel good” captured how self-critical processes so inherent in depression serve to isolate and alienate the emotionally fragile self from seeking connection. 
Emotional and Behavioural Avoidance
In response to her inability to deal with her primary core painful feelings of loneliness, shame and fear, her secondary, global distress level, emotions were hopelessness, rejecting anger at her family, and existentially, Jane had profound feelings of dread and fear of the future. Jane often spoke in therapy with a blaming tone, chronically collapsing into either global distress or rejecting anger (directed at her oncology surgeon, father, mother, sibling, and herself). The cost of avoiding and suppressing her feelings was described somatically “hollow, a heaviness, a deadening” and alternatively “a vice like grip” in her chest and a visible flowering rash across her face. Jane engaged in a number of avoidance strategies that were emotional (numbing, moving into secondary blaming and anger rather than underlying vulnerability) and behavioural (taking painkillers, sleeping tablets and overeating). Having always struggled with overeating and taking habituating medications to manage her distress, her emotional pain was hidden to those outside the immediate family behind a cheerful demeanour. 
Core Pain
With an extensive history of stigmatisation, ostracism and interpersonal rejection within her family of origin, Jane’s core painful emotions were dominated by loneliness, related to her feelings of having missed milestones of adult life which left her prone to bitterness, envy and despair, shame and trauma, related to her experience of neglect and physical abuse, as well as her double mastectomy which she experienced as a humiliation; further injury to her belief in herself as loveable. Lastly her core painful emotions included experiences of disenfranchised and ambiguous loss such as loss of bodily parts, bodily scarring, her sense of womanhood and reproductive self. 
As therapy progressed, imaginary dialogues unfolded Jane’s core pain, often in connection to memories that carried parallel themes of over-protectiveness, vigilance, and force; sources of core painful feelings (maladaptive emotion schemes according to Greenberg, 2016) that magnified Jane’s childhood self-perceptions of inadequacy and failure. Jane articulated how as a child she experienced her (medical) institutionalisation as a painful experience and felt it as the temporary loss of a loving and protective mother. 
Unmet Needs
Jane’s need to feel loved, accepted, safe and able to accept herself with self-directed compassion was in conflict with her life experiences, including her breast cancer and its treatment. The unmet need in the context of loneliness and isolation was a craving for closeness, love and caring from her mother, father and extended family, as she often felt lonely in their presence. Jane also had an unmet need for acceptance, which would involve a break from self-directed criticism to be freer in herself and to experience herself as worthwhile and valued. In the context of her shame, she needed to hear that there was nothing wrong with her, and that she was deserving of belonging and validation. In relation to her fear and terror, Jane needed to feel safe and protected, and strong enough to withstand and face fear provoking circumstances, including follow up scans and care in relation to her breast cancer. 
Compassion
Witnessing core pain and unmet needs elicited her to respond during imaginary chair dialogues based on internalised positive others (e.g., her grandfather, aunt, sister) with compassion. Jane could express her need for safety and protection, and for the needed strength to face frightening surgeries and medical settings. Compassion generated in the chair dialogues soothed her pain and provided a sense of caring and connection. A more soothing parental listener, for example, would respond to her fearful, anxious self, assuring her, “I would protect you. I would give you time to heal.” Over time, Jane became increasingly able to access core painful feelings, articulate unmet needs in relation to painful feelings, and respond with self-compassion. In relation to her breast cancer, the expression of compassion paved the way for grieving over her incurred bodily and symbolic losses. 
Boundary Setting Anger
 Early on in therapy, Jane would often express rejecting/blaming anger, and collapse into global distress characterised by despair and hopelessness. By visiting triggers including experiences of rejection/abandonment/mistreatment that highlighted the emotionally hurtful aspects of her breast cancer journey (and as Jane became more emotionally flexible with a sense of worthwhileness stemming from feeling compassionately supported by herself and significant others), she was better able to harness assertive anger to protect her sense of bodily and emotional coherence and integrity. Imaginary dialogues with medical professionals who Jane felt had violated her trust were a part of these chair (imaginary) dialogues as well as close others (e.g., father, mother). Expressing her strength increased her sense of empowerment and agency, and she established a resolve to live “for me, because I’m proud of Jane…I’m proud of the person I am.”
Building protective anger involved working through unfinished business such as having a dialogue with her imagined father and from that relational perspective, reflecting on how she felt smothered in the context of their relationship as a child, “you never held my hand, you grabbed. I felt I must have been bad, I wasn’t worth the time,” and in the context of their present relationship “all the put downs now” asserting “I’m taking no more. I won’t let you put me down.” The emotion-focused therapist paid close attention to Jane’s embodied experience of these assertions, encouraged Jane to bring her awareness to and notice what healthy anger felt like in her body “I feel stronger” which the therapist underscores by empathically reflecting; “it feels good to have limits.”
Grieving and Letting Go
Jane was encouraged to articulate her relational position and express her previously unacknowledged and unvoiced experience of being unloved “as a thing to be hidden.” Her access of boundary setting anger within the dialogue provided a sense of entitlement to be recognised and accepted. Increasingly able to tolerate core primary maladaptive emotions, Jane was able to express pride in herself for all that she had survived, identifying and connected to a positive sense of herself “wholeness” with inspiring self-recognition “I see how much of a woman I still am.” In a dialogue with her imagined mother, Jane softened as her enacted mother figure connected with her “I know you. When you say you need help you must mean it. Seek it. I will support you all the way,” followed by Jane taking in that compassion “hearing that melts the fear. It breaks the ice. It’s such a warmth. A comfort.”
Agency and Empowerment
Mobilizing an extraordinary capacity for renewal, an image of resilience was spontaneously offered by Jane in dialogues with the vulnerable part of the self near the end of her therapy; an internal flame that glowed “deep inside” no matter what came from the outside. Seemingly, Jane’s increased ability to access and tolerate painful emotions as well as express compassion and a sense of emotional resilience was encapsulated by the image of the flame. 
By the end of therapy, a post therapy research interview and pre-post measures demonstrated that Jane’s depression and anxiety had significantly lowered “I’m able to feel pride towards myself, and I can have confidence going forward” with a post therapy score on the HADS of 12 that lowered to the non-clinical range (9) at her six month follow up. With regard to the therapy process, Jane valued the differences she saw in herself “since the changes have happened I look back and wonder how I dealt before. I feel so different about me now and I’ve come so far” and found the imaginary chair dialogues and approach to therapy beneficial; “it’s a form of therapy that’s demanding, but that’s extremely powerful, and has been so helpful to me after being so shattered after my cancer diagnosis.”
Conclusion
Jane’s case study focused on both thematic content from the client as well as emotion processing in relation to breast cancer and comorbid anxiety and depression, using EFT’s empirically supported principles of increasing awareness of emotion, enhancing emotion regulation and transforming emotion. Emotion-focused therapy offers a unique contribution to psycho-oncology through a case conceptualization framework that closely examines dimensions of emotion regulation and expression which are central to psychological adjustment in breast cancer and to date have not been detailed in established therapies in psycho-oncology. As such the conceptualization framework has a number of clinical implications that arise, which could be used to inform emotion-focused therapy in a cancer context and form the basis of future research trials. 
The framework highlights a number of avoidance and self-treatment processes that are proposed to maintain anxiety and depression (figure 1). As a transdiagnostic approach, we focused on cancer related anxiety and depression, identifying commonalities such as fear of recurrence, death anxiety, demoralization, and fear of further loss. The emotion-focused therapist adapts treatment in this case by encouraging the articulation of disenfranchised grief, maladaptive guilt and existential fears, whereby losses that are not socially endorsed by society, losses that typically go unacknowledged by others, would otherwise preclude social support and remain unmourned. Ambiguous losses of body parts, body scarring, reproductive self, and sense of self as a woman in the case presented can be seen as encompassing some of the impact of breast cancer in women with comorbid anxiety and depression. Self-disenfranchisement can be seen in the context of breast cancer, where shame and fear based aspects of core pain become a bind to grief that is disavowed through negative self-treatment and emotional avoidance. The framework suggests overcoming emotion avoidance and accessing core painful emotions and their associated memories through the employment of imaginary dialogues helps draw meaning from emotional experiencing. Experiential tasks help clients transform cancer related fear and shame, grieve disenfranchised losses and gain clarity about internal affective experience. Articulating unmet needs moves the client towards enacting compassionate and protective responses with salient others and with the self, increasing agency and empowerment. The final phase of therapy focused on integrating new understanding of the self in relation to losses and existential threat, suggesting that finding meaning from illness may facilitate positive therapeutic gains. Challenges in adapting emotion-focused therapy for women with breast cancer included synthesizing themes, identifying emotional processing commonalities and proposing an inclusive model. A limitation of the study is that that the theoretical basis for the role of death anxiety within the proposed framework needs further study. 
The case conceptualization framework that has been developed aims to generate hypotheses for future research and to inform clinical practice. Future studies should focus on conducting broader clinical trials. Progression toward a well-designed, methodologically sound Randomized Controlled Trial (RCT) evaluating emotion-focused therapy as an intervention in psycho-oncology offers potential to widen the evidence base for psychotherapies and the treatment choice available to patients with cancer if therapeutic effectiveness is demonstrated.  	
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