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Existentially Oriented Group Intervention for
Patients With Heart Failure: Intervention
Development and Preliminary Assessment
Noa Vilchinsky, PhD; Yaffit Horowitz, MA; Eran Bar-Kalifa, PhD; Ilanit Hasson-Ohayon, PhD;
Tatiana Berlin, MD; Morris Mosseri, MD

Background: Patients with heart failure (HF) cope with a chronic, life-threatening, particularly disabling medical

condition. Their well-being is considered to be at a greater risk than that of patients with any other cardiovascular

disease, and their psychological distress is associated with a worse prognosis. These patients are often preoccupied with

existential concerns such as fear of death, loneliness, and a loss of sense of meaning. However, there is a dearth of

literature regarding psychological interventions that address these issues among this population.Aims:We, the authors

of the current pilot study, present the development and initial implementation of a novel protocol: “existentially

oriented group intervention for patients with heart failure.”Our aimswere to test the intervention's feasibility, aswell as

to explore patients' subjective experience of it.Methods: The intervention (consisting of seven 1-hour weekly sessions)

was applied to 2 consecutive groups. Twelve patients coping with HF levels III and IV—according to the NewYork Heart

Association classification—from a hospital-based HF clinic participated. The Narrative Evaluation of Intervention

Interview was applied. Results: Although high dropout levels were detected, the patients who fully participated in the

program reported on satisfaction and progress in the following 4 domains: personal growth, social support, self-worth,

and mastery. Conclusions: On the basis of our preliminary findings, the “existentially oriented group intervention for

patients with heart failure” is recommended to be further tested among patients coping with HF.

KEY WORDS: chronic illnesses, existentialism, group intervention, heart failure, NEII, patient-provider
communication, well-being

Heart failure (HF) is a chronic, progressive, incur-
able syndrome, which constitutes the final stage

of heart disease.1,2 The existing literature describes a
wide spectrum of negative emotions that are common
among these patients, including depression, anxiety,
despair, and helplessness.3–8 The documented interven-
tions that were specifically designed to relieve the emo-
tional distress endured by patients who cope with HF
have been primarily behavioral, including cognitive-
behavioral interventions,9 relaxation and biofeedback
techniques,10 and, more recently, mindfulness-based
training11 and telemonitoring-based interventions.12

Perhaps, themost challenging aspect ofHF, however—
and one that has never been targeted in behavioral-
oriented interventions—is patients' intense preoccupation
with existential issues arising from such life-threatening
and disabling conditions as HF.13 Patients experience
extreme fear of death, contemplation of a foreshortened
future, a loss of a sense of meaning in their lives, and
deteriorating relationships. Unfortunately, many nurses
as well as other health professionals are under the im-
pression that talking about existential concernswill only
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evoke more distress among their patients.14 They are
therefore reluctant to listen to their patients' worries,
and patients are left to cope with their most disturbing
fears alone.15

Moreover, as there is a great deal of literature re-
garding the association between social isolation and
negative prognosis and even mortality among patients
with HF,16,17 it seems that an existentially oriented
intervention delivered via group therapy as opposed to
individual therapy would be particularly effective. How-
ever, to the best of our knowledge, this kind of interven-
tion has never been reported among patients with HF.

The goal of the current pilot study was therefore to
describe an “existentially oriented group intervention
protocol for patients with HF” (EXOGI-HF). A pilot
study was conducted to assess its (1) feasibility, that
is, would patients with such a severe illness adhere to
and collaborate with the proposed intervention, and
(2) patient satisfaction, that is, would patients report
that they benefited from the intervention.

Method
Existentially Oriented Group Intervention
Protocol for Patients With Heart Failure:
Protocol Content and Development

The theory of existential psychotherapy as described by
Yalom18 served as the basis for the current protocol
development. Additional ideas and techniques were
borrowed from specific existentially oriented manuals
for treating patients who cope with other chronic,
highly debilitating, and life-threatening illnesses such
as cancer, given that these illnesses are known to trig-
ger extreme existentialworries.19–21 Pollin andKanaan's22

Medical Crisis Counseling Model also served as a
theoretical basis for the current protocol. This model
includes 8 existential themes that are considered to be
the most relevant when coping with a severe illness:
control, self-image, dependency, stigmatization, aban-
donment, isolation, anger, and death. The intervention
included 7 weekly 1-hour sessions, which were co-
directed by 2 psychologists (the first 2 authors). Each
session was dedicated to bringing up a certain topic
that was relevant to the ways patients conceived of,
coped with, and struggled with the illness and its
implications.

Psychotherapeutic Sessions

Session 1: Getting Acquainted and Setting
the Boundaries
The aims of the first session were to establish group co-
hesion and connectedness between group members, via
the enhancement of a sense of universality in regard to
coping with the illness.23 Universality—knowing that
others share similar challenges—is thought to make it

easier for people to share intimate feelings and fears.
The group leaders laid the groundwork of the meetings
(eg, dates, times, length of sessions, intervention's goals)
and emphasized the importance of respectful listening
and commitment to the group. Each member was then
invited to share thoughts, feelings, and concerns about
the illness and its implications. At the end of this first
session, as of each of the followings ones, participants
took part in a relaxation exercise, based on the guidelines
proposed by Spira.24

Session 2: Integrating Past and Present Identities
The rationale for the second session was based on the
literature emphasizing how identity challenges can re-
sult from illness diagnosis25,26 and on Breitbart and
Appelbaum's27 meaning-centered group psychother-
apy principals. In this session, the metaphor of bridges
was used to enable members to discuss their perceived
premorbid identity as well as their current identity.
Photos of many different bridges were distributed to
participants with instructions to choose the 1 bridge
that best described their lives and to reflect on where
they were before the illness, where they are now, and
where they wish to be. The aims of this exercise were
to enhance narrative continuity and to integrate self-
identity through the identification of meaningful and
functional aspects of the self.

Session 3: Finding Meaning
The third session's goals were as follows: expressing
feelings of disappointment in life, exploring belief sys-
tems, and reflecting on existential questions including
the quest for meaning. In this session, an exercise based
on Emily Perl-Kingsly's28 short essay titled “Welcome
to Holland” was applied. Participants were invited to
contemplate themselves preparing for their “dream va-
cation” in Italy, which, to their unhappy surprise, turned
out to be a vacation inHolland. This metaphorwas used
to explore feelings regarding life's unexpected twists and
turns, and disappointments such as illnesses; it was also
used to look at one's resources for coping with “a
change in plan.” Feelings of anger, depression, and loss
were discussed, and existential thoughts regarding the
ability to findmeaning and value in “Holland”—despite
its not being Italy—were explored.

Session 4: Medical Information
The fourth session focused on participants' responsibil-
ity for their health. This session consisted of a psycho-
educational lecture given by the head of the hospital's
HF clinic (the fifth author). The physician, a cardiolo-
gist, explained what HF was and what its symptoms
were, described the medical recommendations, and
emphasized patients' responsibilities. The main goals of
this session were to enhance a sense of agency and
control, reduce anxiety, and assist in facilitating decision
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making relevant to the process of adaptation to the
illness.

Session 5: Fears and Anxieties
The goal of this session was to provide a supportive en-
vironment inwhich to express feelings of anxiety due to
physical losses, dependency, and fear of death13 and to
challenge possible catastrophic thinking biases. The
group leaders presented the “box of fears,” a construct
that included the beginnings of statements related to
possible worries and fears (eg, “I feel anxious when
I…”, “What frightens me the most is…”). Each partic-
ipant was invited to pick a note from the box and com-
plete the written statement. Group members were
invited to relate to each member's disclosure.

Session 6: Connections
The goals of this session included increasing awareness
with regard to social networks, enhancing social skills,
and improving the ability to initiate and maintain rela-
tionships. Participants were first invited to reply to the
following sentence: “If you were about to immigrate
to a new country, whowould you take with you?” Sub-
sequently, participants were asked to disclose 1 thing
they learned from one of the group members.

Session 7: Farewell
The seventh session was devoted to the inevitable end-
ing of the intervention. The group leaders provided a
box with different objects inside (eg, camera, wallet,
calculator, spoon) and invited each participant to choose
2 objects: one related to feelings associated with the end-
ing of the group and one related to a benefit that he/she
received from participation in the group. An open dis-
cussion ensued, and group leaders encouraged reflection
and sharing. The aim of the last session was to enhance
awareness of what was achieved during the therapy and
the ways in which one could implement this awareness
in “real” life. Referring to unresolved issues was also im-
portant, with an acknowledgement of the setting's limits
and the expressed hope that what was learned in the
sessions could be used in an ongoing way.

Intervention Evaluation and Content
Analysis Procedure

Participants' subjective impressions of the EXOGI-HF
were assessed using the Narrative Evaluation of Inter-
vention Interview (NEII).29 The NEII is a semistructured
interview consisting of 16 open-ended questions de-
signed to evaluate participants' experience of a psycho-
social intervention. The grounded theory analytic
approach30 serves as the basis for response evaluation,
and analyses of interview responses in previous studies
have shown high reliability.29,31

Each EXOGI-HF interview took 35 minutes to con-
duct and was then transcribed. The analysis of re-
sponses included 3 stages: (1) 2 judges (psychologists)

read all of the participant responses to the interviewer's
questions and independently noted and tagged the
intervention's different contributions from the perspec-
tives of the participants, (2) the 2 judges decided on the
specific categories that would best describe the data,
and, (3) finally, each judge independently read all of
the interviews and classified the various reported con-
tributions according to the categories that had been
decided upon.

Participants' Enrollment

The intervention was conducted at the Heart Failure
Clinic of Meir Medical Center, a large public hospital
in central Israel. Approval for conducting this study
and retrieving information from the patients' medical
files was obtained from the hospital's ethics committee,
which conforms with the principles outlined in the
Declaration of Helsinki.32

All participants signed an informed consent form.
The inclusion criteria were as follows: being diagnosed
as having at least medium-to-severe HF (levels III and
IV, according to the classification of the New York
Heart Association, which represent patients with sub-
stantial functional limitations; these patients are symp-
tomatic even during normal daily activities such as
walking, light-lifting, bathing, cooking, etc), having a
left ventricular ejection fraction lower than 35% (a
medium-to-severe decrease in the function of the left
ventricle), and not having any additional life-threatening
disease or significant functional limitation that would
prevent participation (eg, a severe physical or mental
disability).

The director of the Meir Medical Center's HF clinic
(the fifth author) screened the entire clinic population
and tracked those who were eligible. On the day when
recruitment was initiated, 125 patients were registered
in the clinic. Of these 125 patients, 93 (74.4%) exhib-
ited the inclusion criteria for HF severity of level III
and higher. Of these 93 patients, 54 (58%) experienced
difficulties (had a significant functional limitation, did
not speak Hebrew, had another life-threatening illness,
had transient HF, had a severe mental illness, or lived
too far away), which would have prevented them from
attending the sessions, and theywere therefore excluded.
Thus, 39 patients (42%) were found to be eligible to
participate.

A letter of invitation, which included a description
of the intervention and its goals, was sent to these
39 patients. A week later, the second author phoned
each one of them and extended a personal invitation
to take part in the study. Fourteen refused to participate
because of lack of interest or time. Therefore, the final
sample consisted of 25 patients (64% of all eligible pa-
tients). For technical reasons (ie, the timing of the pro-
posed interventions, which was not agreeable to all of
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the patients), randomization was not possible. These
25 patients were therefore divided into 2 consecutive
groups according to patients' preferences regarding
timing (13 and 12 participants in the first and second
groups, respectively). It should be noted that the inter-
vention was provided free of charge for all participants.

Four participants dropped out after the first meeting
of the first group (a 31%dropout rate in the first group).
As for the second group, 6 participants declined to enroll
once the intervention was about to begin, because of
time limitations or deterioration in their health condi-
tions. Two additional participants left after the first
meeting, and another one missed 3 meetings (a 75%
dropout rate in the second group).

Two weeks after the end of the second group, 11
participants (8 from the first group and all 3 from the
second) agreed to take part in a semistructured inter-
view recording their subjective impressions of the
EXOGI-HF experience.

Results
Sample Characteristics

Of the 25 patients who initially agreed to participate in
the groups, 18 agreed to fill in the sociodemographic
questionnaires. Of these 18 participants, 13 (72%)
were men and 5 were women, ranging in age from 50
to 93 years (mean [SD], 75.94 [10.84] years), most of
them with diagnoses of level III HF (83.33%). Thirteen
participants (72%) described themselves as being in in-
timate relationships, and 5 (28%) described themselves
as widowers or widows. Participants' years of edu-
cation ranged between 6 and 25 (mean [SD], 11.82
[5.35]). Six participants (33.3%) described their eco-
nomic situation as good; 5 (27.7%), as average; and 6
(33.3%), as bad. No significant differences were found
between those participants assigned to the first group
and those assigned to the second group in any of the
sociodemographic variables.

The 12 participants who participated in all the group
sessions provided full demographic data; six of those
who dropped out provided data. There were no differ-
ences in any of the demographic variables between these
2 groups.

Perceived Contribution of the Intervention

With regard to the level of perceived satisfaction, 6 par-
ticipants (54.5%) considered the intervention as having
made a large contribution; 3 (27.3%), as havingmade a
medium contribution; and 2 (18.2%), as havingmade a
small contribution. In addition, when asked about their
willingness to participate in a similar intervention in the
future and whether they would be likely to recommend
participation to others, most of the participants (n = 9,
81%) answered positively.

On the basis of participants' responses to the NEII, 4
domains of improvement were identified: personal
growth, social support, self-worth, and mastery. Most
participants (72.7%) reported experiencing personal
growth as a result of their participation in the interven-
tion. Half of the participants (54.5%) reported an
increase in the social support they received due to their
participation in the group. In particular, they expressed
the importance of sharing feelings with others. Almost
half of the participants who participated in the groups
(45.5%) reported an increase in their feelings of self-
worth, especially because they felt they had improved
in their ability to be helpful to others. Almost a third
of all participants (27.3%) reported the acquisition of
mastery and coping skills.

Discussion
The current pilot study was the first to describe the
development of an existentially oriented group interven-
tion designed to alleviate the emotional distress of
patients coping with HF (EXOGI-HF). The current
pilot study was preliminary, aiming primarily to de-
scribe the intervention's development and content, to
test its feasibility, and to explore patients' subjective ex-
perience of it.

Despite the enthusiasmpatients expressedwhen they
were first told about this intervention, very few were
ultimately able to attend the sessions or wanted to. Diffi-
culties in making an ongoing commitment to the group,
issues with scheduling and/or transportation, and lack
of interest were some of the reasons provided for non-
participation. It was also noted that the enthusiasm of
many of those patients whowere scheduled to take part
in the second group, but had to wait 2 months for the
opening of the second group, waned over time. Thus,
the idea of the current intervention format consisting
of 7 weekly sessions, and taking place in the hospital
setting, should be reconsidered.

Yet, those patients who did join the groups, and
were committed to attending the sessions, were active
participants; they contributed a great deal to eachmeet-
ing.We found the patients' seriousness and devotion to
the process in some cases—as evidenced by, among
other things, their efforts to avoid missing sessions (1
patient came with his personal nurse, one had to use a
walker to arrive, etc)—very impressive.

The qualitative findings showed that patients who
persisted in attending the group sessions found the inter-
vention worthwhile and valued it enough to recommend
it to others. Participants reported making progress in 4
major domains—personal growth, social support, self-
worth, and mastery—all of which are known to be
associated with psychological well-being and improved
health-related measures33–35 and are the focus of many
group psychotherapies designed for patients.36,37
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Limitations and Suggestions for
Future Studies

The current pioneer pilot study, being preliminary, had
several limitations that future, more comprehensive
studies should aim to overcome. First, the small sample
size limits statistical analysis. Future studies should use
larger samples and assess outcome measures such as
depression and anxiety indexes, as well as quality of life,
coping skills, personal growth, and meaning-finding.
Future studies should also implement randomization
and adhere to the strict requirements of randomized
controlled clinical trials to assess the unique contribu-
tion of the EXOGI-HF compared with treatment as
usual or other interventions. Because of the high drop-
out level in the current trial, a much shorter interven-
tion format should be tested.

In summary, the current preliminary pilot study pre-
sents the protocol for a new existentially oriented inter-
vention for patients coping with HF. These patients,
despite their struggles with a particularly debilitating
illness, are often neglected in terms of their psychologi-
cal needs. Indeed, creativity is needed to come upwith a
format that is more conducive to patients' limitations.
Our preliminary experience is encouraging. Patients
with HF who are willing to join an intervention group
are not afraid to share existential worries. To the con-
trary, they seem to enjoy the opportunity to discuss
them and, furthermore, they benefit from these discus-
sions. Nurses should therefore be encouraged to apply
short interventions tapping existential worries with co-
operative patients. More research is needed to establish
feasibility and efficacy before assimilating the EXOGI-HF
intomedical settings in the hopes of improving patients'
well-being.
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