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Abstract
Unexpected traumatic events, including life-threatening medical conditions, 
brain injuries, and pandemics, can be catalysts for patients and clinicians 
to consider existential issues, including meaning in life. The existential–
humanistic and relational perspectives on therapeutic interventions 
emphasize creating meaning, taking responsibility for one’s own life and 
self-narratives, choosing and actualizing ways of being in the world that are 
consistent with values, and expanding the capacity for agency, commitment, 
and action. Myriad factors have made the COVID-19 pandemic upsetting 
and potentially traumatic for individuals, including the novel experience of 
self and other as possibly infectious and dangerous, a sense that anyone 
is vulnerable, and protracted uncertainty about the duration of the crisis 
and its consequences. The vignettes included in this article explore risk and 
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reliance factors relevant to patients with preexisting medical conditions 
during COVID-19 and highlight the benefits of exploring values, priorities, 
and assumptions, asking open-ended questions about meaning in life and 
posttraumatic growth, learning for each emotion, and interpretation of 
dreams. The existential–humanistic and relational approaches offer unique 
insights into how practitioners might help their patients to reflect on the 
unanticipated changes and anxieties ignited by COVID-19, while reinforcing 
the potential to live with greater purpose and intention.
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Introduction

This article provides practical therapeutic interventions for dealing with the 
unique challenges and anxieties provoked by coronavirus disease 2019 
(COVID-19) for patients with preexisting medical and neurological condi-
tions. While focused on COVID-19, the embedded clinical examples also 
illustrate meaningful treatment options broadly applicable to times of chronic 
or traumatic stress, especially for vulnerable populations.

Numerous factors have made the COVID-19 global pandemic over-
whelming and potentially traumatic for patients and clinicians. In the 
absence of widespread testing, “every human to human interaction has to 
be assumed to be both an opportunity to infect the other person or be 
infected by them” (Thomson, 2020, p. 1). We are not accustomed to expe-
riencing our bodies as simultaneously threatened by—and threatening—to 
others. The asymptomatic subtype of COVID-19 cases further confounds 
our identification of knowable threats and safety. Family members, friends, 
health care providers, and even our own bodies have become Trojan horses 
in a deadly war. At other times of national trauma, individuals have been 
able to gather together to provide psychological and physical support, 
comfort, and protection, through closeness and contact. With the current 
pandemic, however, we are instructed to do exactly the opposite, which 
robs humans of a vital and universal coping and healing response. These 
COVID-19 phenomena may exacerbate underlying challenges for indi-
viduals with preexisting medical and neurological conditions including 
feelings of vulnerability, social isolation, and perceived lack of control, as 
well as trigger memories of previous medical trauma. At the same time, 
individuals with preexisting conditions may be equipped to cope with 
aspects of the pandemic, having previously confronted fundamental truths 
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such as life’s uncertainty, the random nature of events, and the inevitability 
of death. Thus, clinicians need therapeutic interventions to aid vulnerable 
populations and can also learn from these populations in optimizing cop-
ing and overall quality of life during the COVID-19 pandemic.

The underlying aims of the existential–humanistic (E-H) and relational 
models of therapy are consistent with the goals of rehabilitation including 
the revitalization of the patient’s power to live a meaningful life, despite 
limitations and obstacles that may accompany their condition (Jennings, 
1993). The first section of the article provides an overview of E-H and 
relational therapies, including definitions, theories, and specific perspec-
tives. Key concepts of finding meaning in life (MIL) and posttraumatic 
growth (PTG) can be found within the E-H section. The article then moves 
on to discuss E-H and relational therapeutic interventions and treatment 
components and their application to the experience of traumatic events, 
such as life-altering medical conditions and the COVID-19 pandemic. The 
final section of the article includes five case examples highlighting the use 
of E-H and relational therapy interventions with patients with preexisting 
medical and neurological conditions during COVID-19.

Theory and Practice

Existential–Humanistic Therapy

Developed in the 1960s, E-H therapy consolidates central ideas from 
European existential philosophy—the power of self-reflection, taking respon-
sibility for decisions, and confronting freedom and death—with the American 
tradition of spontaneity, pragmatism, and optimism (Schneider & Krug, 
2017). E-H therapists emphasize four core aims that enable patients to 
become more present in the moment, increase awareness of self-protective 
patterns that block and restrict presence and personal agency, take personal 
responsibility for the construction of one’s life and self-narratives, and choose 
or actualize ways of being in the world that are consistent with values 
(Schneider & Krug, 2017).

This article will focus on the EH perspectives that emphasize the need to 
find MIL, including Frankl’s logotherapy (1986, 1992), Yalom’s (1980) exis-
tential psychotherapy, and a number of extensions of Frankl’s logotherapy, 
including Breitbart and Poppito’s (2014a, 2014b) individual meaning-cen-
tered psychotherapy (IMCP) and the narrative treatment approach delineated 
by Chochinov et al. (2011).

Victor Frankl, a Holocaust survivor, observed that humans do not get to 
choose their difficulties, but they do have the freedom to select their 
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attitudes and responses and maintain a sense of dignity. He proposed that 
MIL comes from three sources: creative and vocational accomplishments, 
love and compassion for others, and an ability to display courage, perse-
verance, and determination in the face of pain and suffering (Frankl, 2019). 
Attitudes toward adversity can be experienced and created throughout 
every moment in life no matter the circumstances (Frankl, 1986, 1992). 
His recent series of posthumously published papers shifts emphasis away 
from “What can one expect from life?” to “What does life expect from 
us?”—provokingly, he suggests that life itself asks questions about MIL 
(Frankl, 2019). Reinterpreting pain and suffering involves changing 
assumptions/schemas about the world’s unfairness and accepting painful 
realities that cannot be changed including the random nature of events 
(Hill, 2018; McWilliams, 2020). The experience of integrating trauma into 
a life’s narrative and making sense of the painful experiences can lead to 
growth and a new, perhaps more adaptive perspective.

Yalom (1980) was strongly influenced by Frankl and believed that 
humans have an intrinsic need to construct meaning. For Yalom, the aim of 
psychotherapy is to accept and fully experience the existential anxiety of 
confronting the givens of existence including death, isolation, freedom, 
and meaninglessness. As a result of facing death, individuals experience 
the urgency of setting priorities (Schneider & Krug, 2017). Yalom advo-
cated that meaning was a byproduct of commitment, action, tolerating 
uncertainty, living in the moment, and meaningful and passionate engage-
ment in life (Hill, 2018). Psychotherapy during times of crisis can bring “a 
heightened existential awareness . . . a new appreciation of the precious-
ness of life . . . (and the ability) to trivialize the trivialities” (Yalom, 1996, 
pp. 71-72).

Breitbart and Poppito (2014a, 2014b) developed manualized individual 
and group treatment programs to help patients focus on three ways Frankl 
talked about discovering meaning—achievements, experiences, and attitudes 
toward suffering—and added a fourth component involving rewriting narra-
tives to facilitate understanding the patient’s past (Hill, 2018). Breitbart and 
his colleagues emphasized that experiencing a life-threatening event might 
have a negative impact causing a profound sense of loss of meaning, purpose, 
and direction in life as well as feelings of vulnerability and hopelessness. On 
the other hand, these events may also potentiate new positive emotional 
states, such as a higher level of meaning, appreciation, and gratitude for what 
one has, and the possibility of discovering new inner strength and resiliency 
(Breitbart et al., 2004). Chochinov et al. (2011) developed a narrative treat-
ment approach focusing on preserving dignity, self-respect, and encouraging 
positive self-reflection.
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Relational Psychotherapy

Relational psychotherapy is a distinctive contemporary school of psychoanal-
ysis, which developed from the convergence of object relations, interpersonal 
psychoanalysis, self psychology, and infant developmental research (Mitchell, 
1988). In the seminal text, Object Relations in Psychoanalytic Theory 
(Greenberg & Mitchell, 1983), the authors delineate a relational psychother-
apy within a dyadic approach. The authors contrast two exclusive models of 
the mind: the drive-structure and relational-structure models. Drive theory 
reflects a philosophy that views humans as essentially individualistic, with 
goals and desires being predominantly personal in nature. In contrast, the sec-
ond model proposes that relationships with others constitute the basic motiva-
tional force in human behavior “with human satisfactions realizable within the 
tapestry of relationships, past and present” (Gordon et al., 1998, p. 32).

The therapeutic encounter in the relational model is a two-person approach 
shaped by the participation of both the patient and therapist, as well as by the 
co-construction of meaning, authenticity, and new relational and emotional 
experiences (Gordon et al., 1998). Individuals possess a recurring pattern of 
relating, which is rooted in early childhood experiences and caregiving inter-
actions. Patients are viewed as striving to achieve new and more fulfilling 
experiences, while simultaneously preserving loyalty to internalized loved 
ones from the past (Hirsch, 1994; Mitchell, 1988). From a relational perspec-
tive, the understanding and processing of the shared COVID-19 experience is 
filtered through the patient’s and therapist’s unique family, cultural, and med-
ical history; relational patterns and expectations; values and attitudes; and 
central personal concerns.

The analysis of transference–countertransference interactions is a major 
component of the relational model of psychotherapy. Transference and coun-
tertransference are best understood as integrally related to the relational 
matrix, composed of self, object, and transactional patterns (Mitchell, 1988). 
In the relational matrix, the patient and therapist are assumed to be respond-
ing to the actual participation of the other, shaped by the personal past and 
internal dynamics of both participants. (Gordon et al., 1998). Transference 
can be viewed as a form of selectivity or inflexibility in awareness (Fiscalini, 
1995) and as the redirection of the patient’s emotions originating in child-
hood, toward the therapist (Strachey, 1934). According to Bromberg (1980), 
countertransference is the therapist’s emotional reaction to the patient’s con-
tribution permitting the therapist deeper insight into what is transpiring 
between the patient and therapist.

Therapists treating patients with medical and neurological conditions are 
subject to countertransference reactions including feelings of helplessness, 



6 Journal of Humanistic Psychology 00(0)

hopelessness, frustration, guilt, fears of their own mortality, anxieties regard-
ing body integrity and loss of control, and challenges to their cognitive sche-
mas of the world (Gans, 1983; Gunther, 1987).

From a relational perspective, a therapist may ask open-ended questions to 
stimulate the patient’s curiosity and self-expression. Examples of open-ended 
questions include “How did you experience my comment?,” “How do you 
think the dream relates to what we’ve been working on in therapy?,” “What 
can you learn from your anxiety?,” and “What are the costs and benefits of 
taking that risk?” Such questions can facilitate self-awareness of ambiva-
lence and conflict and a more nuanced understanding of emotions.

There are inherent differences between E-H and psychoanalytic approaches 
to psychotherapy. Psychoanalytic approaches emphasize the importance of 
unconscious meanings/motivations, the impact of early experiences and rela-
tional patterns, and working through of transference–countertransference 
interactions. In contrast, E-H therapy stresses agency, growth and self-actual-
ization, presence, MIL, and confronting the givens of existence.

Therapeutic Implications of the Existential–
Humanistic and Relational Approaches

A number of clinical interventions and perspectives facilitate the aims of the 
E-H and relational models of therapy, including a reconsideration of values, 
priorities, and assumptions, learning from each emotion, open-ended ques-
tions regarding MIL and PTG, and dream interpretation.

Reevaluation of Values, Priorities, and Assumptions

Experiencing a potentially life-threatening event may provide an opportu-
nity for growth and reevaluation of one’s priorities and values, as well as 
assumptions and schemas about the self and the world. Individuals typi-
cally interpret new information on the basis of unquestioned assumptions 
and expectations about themselves and the world including the illusion of 
invincibility and invulnerability (Janoff-Bulman, 1989, 1992). Traumatic 
events undermine these premises. Patients no longer feel that “the world is 
a safe, organized, and predictable place,’ ‘people get what they deserve,’ 
‘people are generally good, helpful, and caring,’ and ‘individuals can con-
trol the world and minimize their vulnerability through their own behav-
ior’” (Janoff-Bulman, 1989, 1992). The violation and shattering of these 
expectations are a major impetus for thinking about MIL (Proulx et al., 
2013), on which the therapist can capitalize through questioning assump-
tions and examining values and priorities.
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Learning From Emotions

E-H and relational therapeutic approaches both take advantage of what each 
emotion can teach us. By exploring the meanings associated with guilt, anxi-
ety, grief, and suffering, patients can transform these feelings in a more posi-
tive direction (Breitbart et al., 2004). For example, depression and sadness 
can help individuals understand and get in touch with what is most meaning-
ful in life (Buechler, 2004). The meaning of guilt can shift from not meeting 
others’ expectations and standards to not actualizing one’s own potential or 
fulfilling one’s own needs (Breitbart et al., 2004).

Open-Ended Questions About Meaning in Life and 
Posttraumatic Growth

Hill (2018) developed a three-stage model for working with MIL, including 
facilitating exploration, insight, and action. The goal of the first stage is to 
enable patients to tell their personal narratives related to MIL. During this 
stage, open-ended questions such as “What provides you with passion, plea-
sure, and meaning?,” “What would you like your legacy to be?,” “What do 
you look forward to doing?,” and “When do you feel most engaged in life?” 
can be catalysts to gaining awareness of MIL issues (Hill, 2018). The insight 
stage involves understanding and revising the internal narrative about MIL in 
a more integrated manner, while the action stage helps guide the patient to 
decision making that is consistent with a personal value system (Hill, 2018).

The E-H process of finding MIL, reflecting on one’s values priorities, and 
attitudes toward adversity as a result of enduring trauma, is referred to as PTG 
(Tedeschi et al., 2018). PTG focuses on stages following trauma, including the 
shattering of assumptions about the self and the world, posttraumatic recov-
ery, resilience, and growth. A trauma may not necessarily be a singular life 
event but can be several events than can last for days, months, or years 
(Tedeschi, et al., 2018). This is particularly relevant for those living with 
chronic medical conditions and those living during the COVID-19 pandemic.

PTG is a theory examining how people change and how they see them-
selves, how they engage in relationships and cultivate connections with oth-
ers, and how they find meaning in the world while enduring painful and 
life-altering experiences. Posttraumatic feelings of vulnerability, fear, and 
isolation may gradually give way to a newfound sense of feeling protected, 
understood, and connected to others, as well as a framework that the world is 
responsive to personal actions. An individual may come to terms with a sense 
of positive changes in later stages of healing and discover inner strengths, 
feelings of self-worth, a sense of purpose, and confidence in coping 
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capabilities (Auerbach, 2000). Scars may remain, but PTG allows for feel-
ings of acceptance, finding meaning, and resilience after trauma.

The E-H model of PTG emphasizes the individual’s inescapable confron-
tation with their own vulnerability as a stimulus for growth after trauma. 
Individual growth is the positive result of enduring trauma, precisely because 
of an individual’s ability to accept fundamental truths such as life’s uncer-
tainty and the inevitability of death. This recognition of personal vulnerabil-
ity can paradoxically result in the development of true inner strength and 
resiliency as these facts of existence are acknowledged (Schneider & Krug, 
2017; Yalom, 1980).

Dahan and Auerbach (2006) noted that patients living with an incurable 
form of cancer reported feelings of greater empathy for others, the validation 
of inner strength, and pride in coping skills and the role that the condition 
played in strengthening bonds with important people in their lives. The 
patients acknowledged that the process of PTG is not linear, but rather fluc-
tuating and ever-changing. This underscores that resilience and transforma-
tion are not static, but dynamic experiences.

Open-ended questions regarding PTG may facilitate patients’ reflections 
on their journeys following a medical trauma. Questions including “How do 
you feel this experience has changed you for the better?,” “How has this 
experience affected relationships in your life?,” “What would you tell your 
former self if you could go back in time to when [trauma] was unfolding?,” 
and “What have you discovered about yourself through this journey?” allows 
patients to more deeply construct their narrative and make meaning of even 
the most difficult experiences.

Interpretation of Dreams

Dreams can be a valuable resource to obtain a deeper understanding of an 
individual’s attempts to deal with their existential and relational challenges 
and search for MIL. Dreams can be interpreted as attempts at problem solv-
ing and conflict resolution, ways of mastering trauma, explorations of 
unknown possibilities and paths not chosen in life, wish fulfillment, compen-
sation, communication with the therapist, and integration of the self 
(Lippmann, 2000). Lippmann (2000) felt that the impact of the dream on both 
the dreamer and therapist may be its most important feature.

Case Examples

The following case vignettes highlight the complexities and clinical chal-
lenges of working with patients with preexisting medical and/or neurological 
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conditions during the COVID-19 pandemic. Each individual’s reactions and 
fears are rooted in their own psychological, family, medical, and cultural his-
tory. The clinical questions explored in the following section include (1) How 
do specific medical/neurological conditions impact the patient’s understand-
ing and processing of the current pandemic?; (2) Does having a previous 
medical/neurological condition provide a degree of “protection” based on 
previously learned effective coping strategies and reflections on values and 
priorities?; (3) What are the benefits of utilizing E-H and relational approaches 
when working with individuals dealing with the simultaneous challenge of 
managing both medical/neurological conditions and the pandemic?; and (4) 
How does the current situation impact therapeutic issues involving self-dis-
closure, including the sharing of the therapist’s own fears, anxieties, and cop-
ing and self-care strategies? Although the case examples have been labeled, 
understandably there will exist some overlap with other therapeutic princi-
ples discussed in this article. The intent is to highlight the clinical application 
and exploration of the E-H and relational approaches taken in each case.

Case Example 1: Reevaluation of Values and Priorities

This case involves a young actor who changed his values and priorities 
through his recovery from a mild traumatic brain injury (mTBI) during the 
COVID-19 pandemic. He entered psychotherapy the week before COVID-19 
rattled New York City and shut down services. At the beginning of treatment, 
he reported multiple symptoms, including fatigue, dizziness, headaches, and 
anxiety. Fears ran high surrounding the unknowns that are common in reha-
bilitation recovery, with thoughts such as “My symptoms may never get bet-
ter” and “I could suffer alone.”

When news of the spread of COVID-19 became well-known the following 
week, he agreed to continue sessions via telehealth. At that moment, now on 
top of the feelings of helplessness resulting from his injury, he identified the 
virus as compounding his sense of loss of control. His initial treatment goal 
had been, “feeling more optimistic and getting back to normal,” but how 
could this occur when the whole world was dealing with a dark new reality?

Capitalizing on meaning-centered and PTG perspectives, therapy began 
by exploring his strengths—deep-seated qualities that did not change due to 
his injury or the pandemic—in order to help him feel more empowered. He 
identified his resilience, dedication, and perseverance as qualities that had 
helped him before and could help him again. He started treatment with the 
mind-set that his injury, resulting symptoms, and the virus were “problems 
that could not be solved,” leaving him feeling stuck with no way out. Through 
the therapeutic process, he came to recognize his own power to choose how 
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he wanted to view and respond to life’s major challenges (Frankl, 2019). 
Furthermore, he started to enumerate ways in which his brain injury experi-
ence made him even stronger: “Being vulnerable, working hard, seeing my 
symptoms dissipate, and recognizing I can get through adversity.”

As the patient’s initial symptoms improved, he was able to shift his focus 
from internal experiences of pain, fatigue, and sensitivity, to existential con-
cepts of meaning, values, and priorities. He thought more about his future—
how he wanted to lead his life and pursue his career. The therapist asked 
open-ended questions such as “If you were to imagine your life 5 years from 
now, looking back on how you dealt with mTBI recovery, what would you 
think about how you handled things?” and “If you hadn’t had this injury, 
would you be dealing with the pandemic any differently (and vice versa)?” 
These questions enabled him to piece together a new narrative based on pro-
tective coping strategies that he had previously developed,

I had this really traumatic experience. I didn’t recognize it fully when it 
happened to me and initially said, “I’m fine, I’ll get over it.” . . . then I felt 
scared and angry about my symptoms, I was feeling old all of a sudden . . . then 
a pandemic happened, and I actually felt more prepared because I now knew 
about life and its fragility.

He further reflected that, while the pandemic had added layers of anxiety, it 
also had provided him with the space to step back and evaluate what really 
mattered to him. Rather than continuing his past pattern of “overwork,” he 
now wanted to “slow my pace, be more flexible, focus on self-care, be com-
passionate with myself, stop comparing myself to others, and focus on the 
creativity and art I can provide.”

Toward the end of therapy, the patient reported the following dream:

He was about to go on stage with Lily Tomlin and was trying to give her his 
phone number. He wrote it incorrectly several times on paper and then boxed 
the correct answer as he used to do in math class. He felt embarrassed by his 
“poor memory,” since his injury and decided to tell her what happened . . . As 
he was telling the story of his injury, start to finish, he realized that many other 
people had “entered the space,” and heard his tale, and “nothing would be the 
same.”

The therapist inquired about the feelings and associations of the dream from 
which several transference and long-standing relational themes and details 
emerged: Lily Tomlin reminded him of a caring and protective mentor and 
lighthearted free spirit. He could safely tell her about his mTBI and expect 
compassion in return. In further discussion, he shared that he recently heard 
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from a former director who was requesting he take part in a challenging one-
man production, likely virtually given the pandemic. He felt excited and 
scared at the same time. This director knew him well but was not informed 
about his injury and the patient was grappling—perhaps “doing the math”—
to figure out how much to share, with whom, and what consequences might 
follow. He could choose to keep the details of the mTBI hidden and like with 
the pandemic, stay safe but isolated, or on the other hand he could take the 
risk of others “entering the space,” opening his internal physical and mental 
life via telehealth calls, Zoom performances, and windows into his internal 
struggles, making himself vulnerable but connected and supported.

Within a few months, the patient transitioned from feeling overwhelmed 
and helpless in the storm of mTBI symptoms and COVID-19 threat to feeling 
focused and resilient. He had to keep being cautious, but he was able to 
choose how and where he wanted to focus his energy and how much to dis-
close to others about his medical condition. Undergoing medical rehabilita-
tion amid a pandemic “helped me recognize what I am grateful for and what 
I can do.” Going forward, he planned to ask for help when needed, take up 
new hobbies, and focus on creating art that was personally meaningful.

Case Example 2: Life Review and the Cultivation of Presence

This case involves a monolingual, immigrant, Latino male who was receiv-
ing individual psychotherapy in Spanish for anxiety in the context of a ves-
tibular disorder. He had developed increasing difficulties walking with no 
found etiology, serious enough to result in his retirement. His anxiety also 
involved fears of dying and loss of control. For many decades, his anxiety 
often resulted in palpitations that triggered fears of a heart attack and impend-
ing death. He often spoke of his increasing age as another sign of his impend-
ing death, and once stated he had believed he was going to die at a much 
younger age than his current age.

He had been in therapy for about 1 year when the COVID-19 pandemic 
brought on another layer of existential death-related anxiety and discussion 
of age-related fears. At this time, his anxiety regarding death was palpable in 
his frequent review of his life’s regrets and his aging appearance. His long-
standing pattern of avoidance and difficulty asserting his own needs, follow-
ing his passions, and taking risks affected his sense of agency in the world. 
He had previously worked long-hour shifts, typically for 6 days a week, in 
order to sustain his family. Yet, once he retired, the patient felt he could have 
done more or made more money to realize goals he had not attained. To shift 
his anxiety, he was asked to reflect on open-ended questions about MIL 
including targeting his accomplishments, proud moments, what legacy he 
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wanted to leave, and what he yet hopes to achieve. This life review enabled 
him to reframe his preoccupations and develop a more integrated and com-
plex life narrative. He became more grounded in the present with a greater 
realization of goals and outcomes he had achieved but had not fully appreci-
ated or taken in.

Just as he began to experience more stable footing emotionally and physi-
cally, the COVID-19 pandemic arrived. He expressed fears of contagion and 
death, as well as anger regarding some individuals’ poor compliance with 
state and government recommendations. Judicious clinician self-disclosure 
regarding coping with threats to one’s sense of control and freedom facili-
tated his processing of fears and perspective shifting. Self-disclosure also 
helped him find interconnectedness and grounding in this shared experience. 
Analysis of countertransference reactions the clinician experienced, includ-
ing reductions in a sense of security, safety, order, and trust versus mistrust, 
further engendered a perspective shift, one that was notable in presentation 
changes that occurred within or between sessions. He increasingly demon-
strated greater engagement in thoughts and intentions of decision making and 
goal setting that leaned toward resiliency despite the adversity that predomi-
nated. He also realized that his previous contemplation of death anxiety and 
perseverance in coping with his vestibular condition served as protective fac-
tors in dealing with COVID-19.

Meaning-centered activities helped channel newfound energy and pur-
pose. Despite his pandemic-related fears and quarantine stressors, he contin-
ued to experience an overall decrease in anxiety and palpitations as he 
immersed himself in these activities. Familiar American song lyrics were 
explored in session, often with him connecting the analyses to songs from his 
culture of origin, related metaphors, and his life experiences. He also devel-
oped a greater sense of control and agency in daily painting exercises. He 
found he had a creative side that he could explore as he completed more 
detailed work. The artistic process also resulted in increased flexibility and 
confidence in taking risks. He realized how he initially would start with one 
idea in mind, but through the process, another plan could take shape. He was 
able to experience at a new level what he had begun to observe at an earlier 
stage in therapy—he often expected certain outcomes, but that result could be 
different and even more positive. His creativity expanded to food preparation 
when he resurrected a food reference book that he had purchased many years 
before, but never looked at it in depth. In it, he read about the history of vari-
ous well-known dishes and selected some to prepare. This endeavor helped 
him connect in a distant manner to his time of prior employment. In time, he 
was able to find a new outlook in his life: one with greater ease, meaning, 
dignity, self-reliance, and optimism.
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Case Example 3: Integrating Mindfulness and Meaning in Life

An Asian woman in her late 20s sustained a concussion secondary to a fall 6 
months prior to initiating treatment. She reported numerous concussion-
related symptoms, including headaches, vision problems, fatigue, light/noise 
sensitivity, and problems with attention and concentration problems. She 
described a range of difficult emotions, including feelings of “lament,” sad-
ness, helplessness, hopelessness, confusion, frustration, and anger. Although 
she grew up acculturated, she was raised as a single child in a traditional 
Chinese family and was concerned that her parents did not fully understand 
her emotional reactions. At a societal level, with her vocational background 
and age, she hoped to volunteer and support the frontline medical staff. 
However, this was largely opposed by her physicians and parents. These 
stressors significantly affected her daily functioning. She experienced uncon-
trollable crying when participating in online social meetings, had difficulty 
concentrating, and experienced a lack of motivation.

The clinician primarily utilized the E-H approach in conjunction with nar-
rative therapy and mindfulness practice to help her increase her self-aware-
ness, be more attuned with her own thought processes, and explore what was 
meaningful in her life. The E-H approach provided opportunities for her to 
reevaluate her priorities and values, helped change her attitude toward the 
challenges that she had experienced related to her concussion recovery and 
the COVID-19 pandemic, allowed her to become more aware of and learn 
from her emotions, and ultimately to discover her strengths and resources to 
be more engaged and adaptive when facing uncertainty.

In addition to the E-H approach, the therapist integrated the narrative 
approach into treatment as the questioning, elaboration, and reflection pro-
cess can enhance the outcome of E–H therapy and, consistent with the 
humanistic approach, facilitate a deeper contact with one’s inner experience. 
In this case, for instance, it allowed the patient to explore distressing feelings 
and self-perceptions outside her awareness (e.g., guilt, disappointment, and 
perceiving herself as a failure) so that she could explore the meaning of these 
reactions. When exploring her concussion story, the patient focused on her 
perceived carelessness and shame causing the fall and concussion. She was 
preoccupied by the consequences of her concussion and the COVID-19 pan-
demic, which inhibited her from achieving her academic and vocational 
goals. Psychotherapy focused on countering her perfectionistic tendencies 
and task-oriented coping style, by increasing her ability to fully experience 
and process ambiguity and acknowledge progress. To facilitate a shift in atti-
tudes, the clinician guided her to focus on her recovery progress, personal 
strengths, and resources (e.g., determination, perseverance, strong support 
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system, and spirituality), and growth. While discussing the concept of grati-
tude in one of the sessions, the patient was able to reflect on how her friends 
had supported and cared for her throughout her recovery.

The level of trust in the therapeutic relationship was enhanced through the 
judicious use of self-disclosure. As discrimination and racism against Asians 
had increased due to COVID-19, the therapist, who is also from Asian ances-
try, shared what steps she had taken to ensure her own safety. This shift 
enabled the patient to experience the therapist as someone with shared fears 
and anxieties, which lead to a deepening of the therapeutic process.

Over time, she had a more integrated view of what had happened to her 
and understood the meaning of lament. She valued having words to describe 
her emotional state so that she could protest, express, “wrestle” with, and 
grieve for the loss that she had experienced (e.g., loss of health, school, job, 
and relationship). She was more present focused and accepting of her own 
experiences and feelings. She was also able to analyze her circumstances 
more objectively and recognized that her expectation for life needed to be 
adjusted. The shift in perspective also helped her to be more accepting of the 
acculturation difference between herself and her parents, rather than expend-
ing energy trying to persuade them to agree with her decisions.

In retrospect, the patient found that the most important lesson learned in 
her recovery and the pandemic was that her identity and MIL included more 
than her job status, credentials, and achievement. She asked the question, 
“Who am I still?” and she recognized that her core values remained regard-
less. Looking forward, the experiences had made her more hopeful. In her 
words, “it was [her] goal that this experience will lead [her] to be less jaded 
by life, age gracefully, and most importantly, grow in [her] compassion for 
others when they encounter suffering.”

Case Example 4: Redefining Meaning in Life and Priorities

This vignette involves a patient with a severe chronic lung condition who 
went into rehabilitation treatment after noticing cognitive changes related to 
his medical status. Treatment sessions transitioned to telehealth earlier than 
others due to the high respiratory risk posed by COVID-19. In the first video 
session, there was a noticeable shift in the patient’s mood, focus, and com-
munication style. Where previously he would speak at length about the minu-
tiae of daily activities in a generally detached fashion, in the context of the 
pandemic his conversation became more emotionally laden, his mood palpa-
bly depressed, and his focus turned inward. He had already dealt with dimin-
ished control over his health and all the restrictions imposed by different 
physicians and medications. He already had to redefine his narrative and find 
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meaning throughout the course of his medically complex history. Now he 
was thrust into a pandemic that by its very nature severed many of the already 
tenuous ties he had woven together to lead his life with a chronic condition.

He exuded a sense of isolation and timelessness (van der Kolk, 2020). He 
could not find solace in the situation being temporary because, he observed, 
“my temporary is a lot longer than everyone else’s.” The threat of COVID-19 
made his mortality more real to him due to his medical condition, and he 
could no longer speak about it as something detached from him. Instead it 
filled the content of his thoughts and treatment sessions, as he grew more 
removed from people and activities that before had filled his time with mean-
ing and pleasure.

The clinician sought to elicit the patient’s identification of personally 
meaningful activities and the redefinition of his priorities. Stripped of previ-
ously utilized coping techniques and interests (e.g., socializing, outdoor 
activities), the patient needed to reestablish a meaningful connection to peo-
ple and actions that were within the home or accessible through virtual means.

The clinician prompted the patient to identify: “When do you have the 
most energy during the day?,” “What is something you look forward to 
doing?,” and “What is something you always wanted to do that you are now 
able to do because of this time to yourself?” Questions were initially phrased 
in this concrete way and linked to cognitive status to adjust to the patient’s 
tendency and preference of engaging at what he called a more “functional” 
level. As sessions continued, more open-ended questions were introduced: 
“How do you feel when you are [engaging in stated activity]?” and “What 
makes that [activity] meaningful to you?,” These questions will give rise to 
future-oriented questions as treatment continues to help him find meaning 
moving forward: “How can you continue to develop this [skill/activity]?,” 
“How can you share this [skill/activity] with your children/grandchildren/
friends in a virtual or socially distanced way?.”

Having had to face death anxiety since his initial medical diagnosis, the 
patient had already learned to “trivialize the trivialities” prior to the onset of 
the pandemic. He was rarely concerned with money, prioritized his hobbies, 
and accepted himself for who he was. With his preexisting medical condition, 
he was uniquely positioned to more openly discuss the “givens” of existence 
and the preciousness of a life being lived. A relational approach with an 
emphasis on E–H issues, helped the patient rediscover footholds that he had 
carved out years ago—to reengage in his own life within the new constraints 
of the pandemic.

Although at the time of this writing treatment was still in the early stages, 
the patient was beginning to demonstrate acceptance of this temporary 
phase of life, however, long that may be for him. He was finding meaning 
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in his abilities and actions and restructuring his sense of time to extract 
more value from it.

Case Example 5: Embracing Strengths and Finding Resilience

The case explores a patient’s journey through infertility and multiple in vitro 
fertilization treatments during the COVID-19 pandemic. The patient had origi-
nally sought treatment for support with infertility-associated distress. Early his-
tory was notable for depression, self-destructive behavior patterns, and mood 
dysregulation. Despite much evidence that she had turned her life around in 
positive ways, she still felt deep shame and guilt about past behaviors as a 
young adult. Accumulated negative self-beliefs over time informed the mean-
ing she attributed to her infertility struggles (e.g., I caused this by “damaging 
my body and not nurturing it”) and resulted in feelings of grief and sorrow.

The patient was in her third trimester when a COVID-19 Shelter in Place 
order was mandated in her home state. While grateful to be safe, she talked 
about the toll that the quarantine presented. She not only felt a sense of 
urgency to “protect herself and home from outsiders coming in” but also 
struggled with extended isolation and the struggle of being away from friends 
and family she had been counting on “I wasn’t able to get support . . . the way 
that I ordinarily would—I really needed it physically and emotionally.” The 
new medical environment provoked by COVID-19 was frightening and 
stripped her prenatal care of the intimacy she had come to expect: 
“Appointments became so scary. My last visit to the OB—you had to dash up 
to the office fast and it was so rushed pandemic—it felt medical, but not like 
medical care.” It became increasingly stressful and disappointing to imagine 
as hospitals imposed restrictions on who could be present. “Everything was 
really sanitized . . . no doula, no husband, no mom . . . I felt so emotional.”

The patient decided to give birth at home under the care of a midwife and 
doula, with her husband and mother present.

I’m bringing this much wanted child into the world that I worked so hard for, 
this hard won child, and I wanted to enjoy the labor no matter what it looked 
like, where my body was doing something so amazing and it makes me feel 
awe-struck.

Following her decision, the patient noticed lightness in mood and relief when 
anticipating her delivery. She felt reassured that she would get the care, atten-
tion, and support she needed as a new mother.

When asked to reflect on the positive aspects of this growth experience, a 
story of strength and self-affirmation emerged,
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I have become more powerful, but in a really soft way . . . look what I can do! 
I’m super proud of myself . . . I feel anxious but not scared now—you just have 
to find a way to make it work and you need to find your resilience . . . I feel so 
fortunate to have options and I feel gratitude to reach out and have my 
personality that I can ask for what I need. I can advocate for others and I can do 
it for myself. I am excited to do that for my children too.

The patient was even able to find new meaning in the imposed isolation and 
the cancellation of scheduled gatherings.

Relationally, the patient showed a greater capacity for connection and inti-
macy, reflected in the therapeutic relationship, as well as with important 
people in her life. By working to disarm defensive coping strategies, the 
patient found the space for greater compassion for herself and others, greater 
ease in communication, and less reactive behavioral patterns. Within the rela-
tionship framework, the patient experienced trust and safety to see herself 
and others with greater nuance and authenticity, allowing a more integrated 
experience and narrative to emerge from her relational world. By report and 
observation, there was an appreciable decline in depression.

Aspects of this patient’s interpersonal style emerged often, notably her 
conflicting needs to be an effective self-advocate versus her recognition that 
others perceived her as aggressive at times. Her commitment to exploring 
and working on self-regulation in challenging interactions facilitated an eas-
ing of her conflict to both honor her needs while maintaining closeness to 
others. This coping skill of being clear and assertive, coupled with an evolv-
ing awareness of her relational impact was a notable protective factor both in 
her infertility and birthing process.

When examining the case through an E-H framework, a greater presence 
of self is seen. In a world that had suddenly become unpredictable, the patient 
was able to engage in deep reflection around her values pertaining to mother-
hood and self-care. She became empowered to take charge of her birth plan 
and honor what was most important to her during a difficult new reality. 
Healing was occurring in the context of a challenging reality, providing an 
opportunity for an authentic self-examination. This resulted in a more tex-
tured and balanced narrative, which integrates her whole self, including not 
only her wounds from the past but also her gifts. She no longer views her 
story as one of destructive behavior, but one of nurturing and adaptive self-
protection. She faced uncertainty about giving birth but accepted her present 
circumstance of the “here and now” and found resilience. Self-loathing and 
shame gave way to a sense of gratitude for her self-care, agency, and compe-
tency. The meaning of this patient’s journey to motherhood shifted from one 
of pain and suffering to the acceptance of vulnerability in the face of uncer-
tainty, while embracing strengths to manage the present circumstance.



18 Journal of Humanistic Psychology 00(0)

Conclusion

This article describes the flexible application of E-H and relational approaches 
to working with patients with preexisting medical and neurological condi-
tions during COVID-19. Powerful therapeutic work can occur through the 
balance of utilizing practical therapeutic interventions—including open-
ended questions regarding MIL and PTG, reflecting on values and priorities, 
mindfulness, self-disclosure, and dream interpretation—and understanding 
how the COVID-19 pandemic is processed through the patient’s unique cul-
tural, family, medical, and relational history. Each of the five clinical vignettes 
highlights different aspects of the E-H and relational approaches to psycho-
therapy, including cultivating presence, choosing one’s attitude toward adver-
sity, increasing awareness of persisting inner strengths and what is most 
meaningful in life, focusing on aspects of life that are within their control, 
and expressing gratitude for what they do have in life. The diverse cases also 
illustrate the challenging position that therapists face when required simulta-
neously attend to and process their own heightened feelings of vulnerability, 
fear, and anxiety—as is the case in shared times of national or global crisis—
while at the same time remaining attuned to their patients’ needs and provid-
ing an adequate holding environment to support their patients. The collective 
grief and shared trauma may permit increased self-disclosure on the part of 
the therapist, which may facilitate the therapeutic process.

The present article is written while COVID-19 is still at large. It is 
impossible to fully assess the full extent of its emotional and psychic impact 
at a global and individual level. The true “aftermath” remains to be seen—
the psychological, economic, societal, and political damage, as well as the 
resilience have yet to fully emerge. The therapeutic process is a much-
needed space for patients to cope with the pain brought on by a changed 
world—and self—due to COVID-19. For patients who have previously 
undergone their own medical or neurological injuries, conditions, and trau-
mas, we may find that COVID-19 compounds their fears and losses. That 
said, these patients may be uniquely equipped to process and deal with 
threat, uncertainty, and change.

During the pandemic, therapists are gaining a greater understanding of 
what it feels like to experience trauma, vulnerability, fear, and helplessness as 
well as a conscious awareness of mortality and the random nature of events 
in life (Goldman et al., 2002). Amid the daily persistent trauma, seeds of 
meaning-making and PTG are already observable, as illustrated in the above 
clinical vignettes. Therapists may experience this new context as an opportu-
nity to explore existential and relational issues with patients in deeper ways 
than before. The therapeutic relationship provides a safe place for patients to 
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reflect on how COVID-19, while frightening, is changing them in unantici-
pated positive ways, and how they can continue to build on this strength 
within the context of their medical conditions and their lives as a whole. 
Hindsight suggests that stories of PTG will emerge as well, including 
improved relationships, greater self-regard, and living life with greater inten-
tion as a result of enduring the COVID-19 pandemic.
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