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ABSTRACT
Background: Emotional regulation (ER) is crucial for the psychological well-being of patients with cancer and their relatives. 
Various ER interventions exist but often suffer from poor adherence and high attrition rates.
Aims: This systematic review aims to identify ER interventions for patients with cancer and their relatives, describe their con-
tent, development, and evaluation methods, and assess their efficacy on ER and psychological health outcomes.
Methods: Cochrane, Embase, PsycArticles, PsycINFO, and Web of Science databases were searched. Eligible studies examined 
individual interventions targeting ER (Intervention) in adult patients with cancer and their relatives (Population), included a 
control group or a pre–post assessment (Comparator), and reported outcomes related to ER or psychological health outcomes 
using quantitative or mixed-method results (Study type).
Results: Eight studies were included. Most interventions were theoretically grounded in cognitive behavioral therapy (CBT) and 
followed a similar structure: informational sessions, skill-building modules using targeted therapeutic techniques, and consol-
idation via homework and relapse-prevention exercises. Despite high attrition rates, most interventions significantly improved 
ER and psychological outcomes. Some trials lacked statistical significance, mainly due to methodological limitations. Although 
acceptability was rarely assessed, evidence suggests patient–relatives dyadic approaches may better meet participant needs.
Conclusion: ER interventions share common features and show effectiveness but sometimes lack alignment between objectives 
and evaluated outcomes. Retention remains a major challenge, emphasizing the need to redesign interventions and their imple-
mentation. Future research should explore attrition causes and develop strategies to enhance engagement.

1   |   Introduction

Patients with cancer and their relatives experience significant 
psychological distress [1, 2], which is partly due to difficulties 
with emotion regulation (ER) [3], that negatively affects their 
quality of life [4]. The prevalence of psychological distress 

is estimated to be 43%–64.5% among cancer patients [5, 6] 
and 41%–96% among the caregivers of cancer patients [7, 8]. 
ER is defined as the processes involved in monitoring, eval-
uating, and changing emotional responses [9]. In a cancer 
context, ER is shaped by a complex interplay among cancer-
specific, psychological, and demographic factors. High levels 

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, 
provided the original work is properly cited.

© 2026 The Author(s). Cancer Medicine published by John Wiley & Sons Ltd.

Ambre Naeyaert and Valentyn Fournier have contributed equally to the redaction of the manuscript and can thus equally claim the first authorship.  

https://doi.org/10.1002/cam4.71514
https://doi.org/10.1002/cam4.71514
https://orcid.org/0009-0008-2958-4771
https://orcid.org/0000-0002-1289-8968
https://orcid.org/0000-0001-7844-8794
https://orcid.org/0000-0002-5063-3100
https://orcid.org/0000-0002-4254-2559
https://orcid.org/0009-0003-8479-6551
https://orcid.org/0000-0001-8393-0075
https://orcid.org/0000-0002-7848-5568
https://orcid.org/0000-0002-8878-2662
mailto:ambre.ittouchene@univ-lille.fr
http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fcam4.71514&domain=pdf&date_stamp=2026-02-12


2 of 25 Cancer Medicine, 2026

of cancer-related fear [10] and the use of maladaptive strate-
gies such as expressive suppression, avoidance, rumination, 
catastrophizing, and self-blame can disrupt emotional pro-
cessing [3, 11]. For example, body image disturbances among 
breast cancer patients, especially following visible physical 
changes like mastectomy or hair loss, can evoke shame, fear, 
or avoidance and impair emotional functioning [12]. In addi-
tion, demographic and individual characteristics play a role in 
ER: alexithymia (i.e., difficulties with identifying and describ-
ing emotions) [13], a younger age [14], and a family history of 
cancer [15] are associated with ER difficulties. Therefore, ER 
has been recognized as a transdiagnostic process underlying 
numerous psychological symptoms [16], making ER a promis-
ing target for interventions focused on symptom management 
and the prevention of psychopathology via the enhancement 
of adaptive ER capacities such as cognitive reappraisal or ac-
ceptance, which are linked to better mental health and quality 
of life [3].

Given the link between ER and emotional distress [3, 17], 
ER-focused interventions have been developed. ER interven-
tions shown efficacy in improving adaptive ER capacities in 
patients with cancer, even after 12 months [18]. Adaptive ER 
capacities such as cognitive reappraisal, acceptance, problem-
solving, and mindfulness support psychological well-being 
and long-term adjustment [19]. In contrast, maladaptive ca-
pacities, such as suppression, rumination, or avoidance, are 
associated with increased distress [20]. Thus, ER plays a cen-
tral role in psychological adjustment to various scenarios, in-
cluding chronic illness and cancer care [3, 11]. For instance, 
suppression (inhibiting the expression of negative emotions) 
is associated with higher distress; cognitive reappraisal (re-
interpreting situations to reduce their emotional impact) may 
alleviate it [8].

Beyond patients with cancer, the ER capacity of their relatives 
is also important. In non-cancer populations, dyadic ER sup-
port couple satisfaction and individual psychological well-being 
[21]. This relevance in cancer context has sparked interest in 
tailored interventions [22]. Emotion regulation therapy (ERT), a 
cognitive behavioral therapy (CBT) focusing on emotional pro-
cesses [23], has shown promise in reducing negative emotions 
[24], anxio-depressive symptoms, and ER difficulties among 
relatives of patients with cancer [23]. Furthermore, group inter-
ventions appear especially beneficial for both patients and their 
relatives [22].

Recommendations for developing non-pharmacological in-
terventions [25, 26] highlight the need to clearly define target 
outcomes and the mechanisms through which interventions op-
erate. Although interventions addressing emotional outcomes in 
patients with cancer and their relatives exist, their development 
and evaluation are often unclear, and their formats vary widely. 
Additionally, the conceptualization of ER varies across studies 
[27], creating confusion about what is being targeted. Given the 
prevalence of unmet emotional needs (i.e., a lack of psycholog-
ical support in coping with stress [28, 29]) a synthesis of inter-
ventions targeting ER is needed to clarify which elements may 
influence their efficacy. To our knowledge, there is currently no 
standardized framework dedicated to the classification of ER in-
tervention components, unlike behavior change interventions, 

which benefit from structured taxonomies such as Behavior 
Change Techniques [30]. The aims of this systematic review are, 
therefore, to (1) identify existing interventions targeting ER in 
patients with cancer and their relatives, (2) describe their con-
tent and developmental/evaluative methodological frameworks, 
and (3) describe their efficacy in terms of ER and psychological 
health outcomes (e.g., distress, anxiety, depression).

2   |   Methods

This study was conducted and reported in accordance with the 
Preferred Reporting Items for Systematic Reviews and Meta-
Analysis Statement (PRISMA) guidelines [31]. The review pro-
tocol was pre-registered in PROSPERO (https://​www.​crd.​york.​
ac.​uk/​PROSP​ERO/​view/​CRD42​02348​4110).

2.1   |   Eligibility Criteria

We included studies on interventions targeting ER in adult pa-
tients with cancer or their relatives. Our review focused on in-
dividual interventions for one member of the cancer dyad, as 
dyadic programs are rare, heterogeneous, and often only partially 
address ER. This allowed comparison of coherent intrapersonal 
ER protocols and reduced methodological variability. Eligible 
studies had a control group or pre–post measures and reported 
ER or psychological outcomes (e.g., anxiety, depression, quality 
of life). Only interventional studies with quantitative or mixed 
methods (RCTs, non-RCTs, pre–post designs) were included. We 
excluded pediatric, end-of-life/palliative care studies, and those 
lacking quantitative data or comparison groups.

2.2   |   Information Sources

We searched the major electronic databases (i.e., CINAHL, 
Cochrane, Embase, PsycArticles, PsycINFO, PubMed, and Web 
of Science) on November 22, 2023 (updated on October 31, 2024). 
Gray literature was sought via Google Scholar and Google Web 
Search. Finally, reference lists of included studies were manu-
ally checked for completeness.

2.3   |   Search Strategy

When applicable, the search was restricted to peer-reviewed ar-
ticles reporting on human studies that were written in English, 
French, or Spanish. No date restriction was applied. The full 
search strategy is presented in Appendix A.

2.4   |   Selection Process

We used the web application Covidence (www.​covid​ence.​org) 
for study selection. Following the automatic removal of all du-
plicates, titles and abstracts were independently screened by 
six researchers (A.N., L.C., V.F., M.V.H., K.L.). Full texts were 
then independently screened by four researchers (A.N., L.C., 
V.F., K.L.). Any disagreements between the researchers were re-
solved by screeners reaching a consensus.
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2.5   |   Data Collection Process

The research team discussed and defined the elements to be ex-
tracted from the included studies. These elements were then in-
corporated into a template used by three researchers (V.F., A.N., 
and L.C.) for data extraction. A.N. performed a global check for 
each study.

2.6   |   Data Items

The following data were extracted: participant characteristics 
(age, disease site and stage, treatment, and baseline psycholog-
ical measurements); intervention characteristics (intervention 
type, aim, intervention developmental framework, intervention 
duration, mode of delivery, study duration, main targets, and 
measurements); intervention content (information, therapeutic 
processes, adaptive capacities, between-sessions tasks, and re-
lapse prevention); and intervention effects (pre–post measure-
ments, control group comparisons, change scores, statistical 
significance (p values), and effect sizes).

2.7   |   Risk of Bias Assessment

We assessed the risk of bias using different tools for RCTs and 
non-RCTs. For RCTs, we used the RoB 2 tool [32], which is 
recommended by Cochrane reviews. This tool identifies five 
domains of bias: (1) bias arising from the randomization pro-
cess, (2) bias due to deviations from intended interventions, (3) 
bias due to missing outcome data, (4) bias in the measurement 
of outcomes, and (5) bias in the selection of the reported re-
sults. We used the ROBINS-I (Risk of Bias In Non-randomized 
Studies of Interventions) tool to evaluate non-RCTs [33]. 
ROBINS-I examines seven domains of bias: (1) bias due to con-
founding, (2) bias in the selection of study participants, (3) bias 
in the classification of interventions, (4) bias due to deviations 
from intended interventions, (5) bias due to missing data, (6) 
bias in the measurement of outcomes, and (7) bias in the selec-
tion of the reported results. Two researchers (V.F., A.N.) inde-
pendently assessed the methodological quality of each study. 
V.F. and A.N. resolved any disagreements through discussion 
to reach a consensus.

2.8   |   Synthesis Methods

We performed a narrative synthesis to describe interventions 
targeting the ER of patients with cancer or their relatives, in-
cluding their content and the methodological framework for 
their development and intervention (where applicable). The 
global efficacy of the interventions was described and assessed 
by collecting relevant information (e.g., statistical signifi-
cance, effect sizes, attrition rate) and performing a narrative 
synthesis of those results. Given the heterogeneity in inter-
ventions and outcomes, we adopted a narrative synthesis ap-
proach, in accordance with Synthesis Without Meta-analysis 
(SWiM) guidelines [34], which provide a structured frame-
work for synthesizing findings when a meta-analysis is not 
appropriate. To meet our objectives and following structured 
data extraction (see Section 2.6), we compared studies based 

on their shared design, content, and measured effect compo-
nents. This allowed us to identify common patterns and eval-
uate overall efficacy, despite variability in methodologies and 
reported outcomes.

2.9   |   Certainty of Evidence

A systematic Grading of Recommendations Assessment, 
Development, and Evaluation (GRADE) assessment [35] was 
conducted to determine the certainty of evidence from the in-
cluded studies. The full assessment covered six domains: risk 
of bias, imprecision, inconsistency, indirectness, effect size, 
and publication bias. We classified outcomes as either critical, 
referring to those directly related to ER or its core components 
(e.g., mindfulness, experiential avoidance, acceptance), or im-
portant, including outcomes such as psychological distress, anx-
iety, depression, and fear of cancer recurrence. Interventions 
were evaluated separately for each outcome because there were 
substantial differences in their content, mode of delivery, and 
comparators. Even when several studies examined the same 
outcome, typically, only one study contributed to the evaluation 
of each specific intervention. This approach allowed us to pro-
vide intervention-specific, GRADE-based recommendations, 
rather than pooling heterogeneous interventions that were not 
directly comparable.

3   |   Results

3.1   |   Study Selection

Of the 101,975 studies retrieved from the databases, 65,123 
duplicates (65,117 identified by Covidence and six manually) 
were removed, resulting in 36,852 studies for title and abstract 
screening. During this phase, 320 conflicts were identified 
among reviewers, resulting in an inter-rater agreement of 
approximately 99.13% (=  36,532/36,852). The inter-rater reli-
ability (Cohen's Kappa) across reviewer pairs ranged from 0.14 
to 0.67 (see Appendix  B), reflecting variations in screening 
experience and an imbalance in the distribution of inclusion 
criteria. The discrepancy between the very high percentage 
agreement and the lower kappa values is explained by an un-
balanced distribution of categories, a well-known phenom-
enon that reduces kappa despite high observed agreement. 
Following this, the full text of 115 studies was reviewed  
to assess their eligibility. Subsequently, 107 studies were ex-
cluded, resulting in eight studies for inclusion in the review. 
Figure 1 is a flowchart detailing the reasons for the exclusion 
of studies.

3.2   |   Quality Assessment of Included Studies

Table  1 contains a summary of the quality assessment of the 
studies.

The two non-RCT studies (pre–post designs) were judged to 
have a moderate overall risk of bias [23, 36], with seven domains 
rated low risk and nine moderate. Of the RCT studies (n = 6), 
only one fully met the RoB-2 criteria, indicating a low risk of bias 
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[37]. Three studies partially met domain 1 [38–40] and three oth-
ers were judged as having a low risk in this domain [37, 40, 41]. 
For domain 2 (effect of assignment), three partially met criteria 
[38, 40, 41], and two had no apparent risk [37, 40]. Regarding 
adherence, three studies were rated partial [38, 39, 41], and two 
were rated high risk [40, 42]. Only one [40] showed high risk in 
domain 3. For domain 4, studies were either at low [37, 39, 41, 42] 
or moderate [38, 40] risk. All studies showed a low risk for do-
main 5. Overall, three RCTs were moderate risk [27, 28, 31] two 
low [26, 30], and one high [29].

3.3   |   Study Characteristics

The included studies, published between 2002 and 2024, were 
conducted in various countries, including Portugal [35], the 
USA [23, 37, 38, 41] Iran [39], and Denmark [42], as well as in 
Australia, New Zealand, the UK, and Canada [40].

The majority of studies (n = 6) were RCTs [37–42], while two em-
ployed pre–post designs [23, 35]. All studies reported quantita-
tive data, with two also including qualitative findings [16, 25]. 
Control groups for RCT interventions included a waitlist [42] 
usual care [37, 38, 41], a healthy lifestyle active control inter-
vention (CanCope Lifestyle; CL [40]), or medication [39]. There 
were six single-center [23, 35, 38, 39, 41, 42] and two multi-
center studies [36, 40]. Study durations ranged from 2 months 
to 2 years.

3.4   |   Participant Characteristics

A summary of the participants' characteristics is presented in 
Table 2.

The interventions were administered to all types of patients 
with cancer, including those in the active phase of the disease 
[23, 35, 37–39, 41, 42] those undergoing active treatments (i.e., 
during the intervention phase) [23, 35, 37, 38, 41], and those in 
remission [40] or recently diagnosed without active treatment 
[39]. At baseline, participants frequently exhibited high levels of 
psychological distress, including anxiety and depression symp-
toms, and these outcomes served as inclusion criteria in some 
studies [23, 35, 39].

3.5   |   Intervention Characteristics

A summary of the intervention characteristics is presented in 
Table 3.

All studies aimed to assess effects on ER (e.g., psychological 
flexibility, reappraisal), emotional symptoms (e.g., anxiety, 
depression, fear of recurrence), and quality of life. Only two 
assessed acceptability [23, 35], and none reported ecological 
assessments. Most interventions targeted patients with can-
cer; only two focused on relatives [23, 42]. All interventions 
were delivered face-to-face, except for one self-guided online 

FIGURE 1    |    PRISMA flowchart of the study selection process. *Consider, if feasible to do so, reporting the number of records identified from 
each database or register searched (rather than the total number across all databases/registers). **If automation tools were used, indicate how 
many records were excluded by a human and how many were excluded by automation tools.  Source: Page et al. [31]. This work is licensed under 
CC BY 4.0. To view a copy of this license, visit https://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/​.
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program [40]. Session frequency ranged from 4 [38] to 16 [35], 
with most offering eight weekly sessions [23, 37, 42]. In the 
self-guided online intervention [40], the sessions could be 
completed in as few as 2 weeks. One study states that the inter-
vention took place over a 12-week period, with sessions sched-
uled at 2-week intervals and a final session in week 12 [41]. 
Intervention durations varied, with most sessions lasting from 
approximately 45 [41] to 60 min [23, 35, 39–42], while some 
lasted up to 90 min [36]. One study linked sessions to chemo-
therapy cycles [38].

Follow-up periods varied, ranging from 2 [39] to 12 months 
[41], with 3-month [37, 40–42] and 6-month [36, 41] follow-ups 
being the most common. One study tailored delivery to indi-
vidual needs (e.g., proximity, financial or physical constraints) 
[35]. Additionally, CBT was adapted into two caregiver-focused 
programs: ER training (ERT-C) [23] and the Emotion-Focused 
Therapy (EFT-CA) [35].

3.6   |   Intervention Activity Content

A summary of each intervention's content is presented in 
Table 4.

Despite structural variations, most interventions followed a 
similar three-phase model: (1) Information dissemination, (2) 
development of adaptive capacities (i.e., skills and strategies) via 
specific therapeutic processes, and (3) reinforcement of these ca-
pacities. While not always explicitly stated, this structure was 
consistently observed.

3.6.1   |   Information Dissemination

All interventions included an information phase except one [35]. 
This phase addressed a range of topics, such as understanding 
emotions [39–41], the emotional impact of cancer [36] or basic 
metacognition concepts (i.e., decentering from and reappraisal of 
emotional experiences) [42]. One study [39] emphasized the im-
portance of clearly stating intervention goals to enhance partici-
pant motivation. Clarifying these goals early in the intervention 
could help give meaning to the program and increase participant 
motivation.

3.6.2   |   Adaptive Capacities

All interventions targeted the development of adaptive ca-
pacities, understood as both skills (i.e., psychological abili-
ties developed by participants) and strategies (i.e., behavioral 
or cognitive actions applied in daily life). The interventions 
sought to support these capacities using specific therapeutic 
processes (i.e., the techniques or content delivered within ses-
sions). Given the often-blurred line between skills and strate-
gies in the reviewed interventions, we grouped them under the 
broader category of “adaptive capacities” (see Table 4), which 
includes both the capacities trained and the concrete actions 
promoted. The intervention content was designed to influence 
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3.6.3   |   Emotion Regulation Mechanisms

The targeted adaptative capacities included emotional capaci-
ties (e.g., identifying emotions, emotional self-monitoring, stress 
management, present-moment awareness of emotion, recog-
nizing emotional states [23, 35, 37, 39, 41]), cognitive capacities 
(e.g., attentional regulation, identifying helpful and unhelpful 
thoughts, cognitive flexibility [23, 35, 37, 39–42]) and behavioral 
and social capacities (e.g., behavioral activation aligned with 
personal values, communicating needs to clinicians, seeking 
support for engagement in positive activities, maintaining self-
care, expressing emotional and informational needs, motivation 
[23, 37, 39–41]). Interventions promoted adaptive capacities by 
incorporating ER exercises such as visualization [16] breath-
ing and relaxation techniques [37, 38, 40, 41], mindfulness [42] 
and stress management strategies such as reducing avoidance 
[38, 40]. Some strategies reinforced internal adaptive skills, such 
as recognizing emotional and physical reactions and commu-
nicating effectively with healthcare providers to better manage 
cancer [37].

3.6.4   |   Consolidation

Finally, several studies included between-session tasks to con-
solidate the adaptive capacities developed during the interven-
tion. These tasks included listening to audio recordings [38, 40], 
practicing exercises introduced during the sessions [40], or 
pursuing personally meaningful goals [42]. Two studies [39, 41] 
implemented a dedicated relapse prevention phase at the end of 
the intervention, aiming to consolidate progress and anticipate 
future challenges. While not explicitly labeled “relapse pre-
vention,” the final session in Nápoles et al.'s interventions [37] 
included elements consistent with this aim, such as reviewing 
key content and setting long-term self-care goals, suggesting an 
intention to promote the consolidation and sustainability of ac-
quired adaptive capacities.

The development of these adaptive capacities supports ER mech-
anisms, which, in turn, positively impact psychological pro-
cesses and psychosocial outcomes.

3.7   |   Intervention Efficacy

Table 5 summarizes the efficacy of interventions in improving 
ER, related psychological processes (e.g., psychological flexi-
bility, decentering, reappraisal, mindfulness, avoidance, and 
other regulation strategies), and psychosocial outcomes (i.e., 
distress, anxiety, depression, fear of cancer recurrence, quality 
of life, emotional well-being, or relatives' burden). Three stud-
ies assessed ER as a primary outcome [23, 39, 42], while oth-
ers focused on related processes like mindfulness or avoidance 
[23, 37, 39, 40]. Several also evaluated broader psychological out-
comes such as anxiety, depression [37, 39, 41], fear of cancer re-
currence [35], quality of life [37], emotional well-being [42] and 
caregiver burden [23, 42].

Overall, the interventions showed significant improvements 
in ER and psychological outcomes. However, ERT-C did not 

significantly reduce caregiver burden [22], and the Nuevo 
Amanecer interventions [37] a culturally tailored cognitive-
behavioral stress management program delivered by trained 
Latina breast cancer survivors, likewise reported no significant 
effects on quality of life, depression, or anxiety. The three stud-
ies explicitly assessing ER [23, 39, 42] all reported significant 
post-intervention improvements, suggesting that targeting these 
processes can lead to clinically meaningful emotional changes. 
Other interventions, such as mindfulness, cognitive reappraisal, 
or reduced experiential avoidance [23, 39, 42] led to improve-
ments in psychological processes related to ER. These process 
changes are important mechanisms that can contribute to better 
emotional adjustment. Additionally, several studies showed ben-
eficial effects on mental health indicators, including reductions 
in anxiety and depressive symptoms [37, 39, 41] decreased fear 
of cancer recurrence [35], and improved quality of life [37] and 
emotional well-being [41].

Notably, although O'Toole et al.'s caregiver-focused intervention 
[42] improved cancer patients' quality of life, despite no direct 
impact on their distress, suggesting that enhancing relatives' ER 
may indirectly benefit patients.

In Figure  2, we provide an overview of the pathways linking 
intervention components, ER mechanisms, and clinical efficacy 
in psychological processes and psychosocial outcomes.

3.8   |   Intervention Acceptability

Only two studies reported qualitative data on the acceptabil-
ity of the interventions following completion. They used semi-
structured interviews [23] or the Helpful Aspects of Therapy 
questionnaire [35] to gather qualitative feedback from partici-
pants on what they found helpful during the sessions.

Participants found the individual sessions helpful for process-
ing emotions but suggested including at least one dyadic session 
with patients and relatives to practice skills together [23]. They 
also highlighted the challenge of applying concepts like courage 
and compassion to daily life and preferred in-person weekly one-
hour sessions [23]. Participants also valued EFT-Ca for helping 
express and transform fear of cancer recurrence, reporting re-
duced anxiety, increased safety, and a renewed hope and self-
efficacy [35].

3.9   |   Determinants of Attrition and Intervention 
Efficacy

Attrition rates varied widely, from 7.5% [39] to 74.47% [41], show-
ing challenges for long-term follow-up. One study did not report 
attrition rates [35]. Nápoles et  al.'s interventions [37] reported 
excellent retention, 93% in the intervention group and 97% in 
controls, with 82% completing most sessions. This notably high 
retention rate may be explained by several contextual and meth-
odological factors. High retention may be due to delivering the 
intervention in a community setting rather than hospitals, use of 
trained peer Latina breast cancer survivors instead of clinicians, 
and logistical flexibility like make-up sessions. These factors 
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emphasize cultural tailoring, peer involvement, and accessibil-
ity as key for retention and acceptability.

Attrition was also linked to participant factors: lower initial qual-
ity of life [38] and higher stress [40] predicted dropout, though 
O'Toole et  al. found the opposite with stress. Older age [42] 
and male gender [38] were associated with higher attrition, but 
some studies found no gender effect of higher dropout among 
younger participants [40, 41]. Cancer stage showed no impact 
[41]. Common reasons for attrition included lack of time or feel-
ing overwhelmed [42], altered health status [35], and burden on 
relatives [23].

3.10   |   GRADE Assessment—Certainty of Evidence

Complete results for the GRADE assessment are presented in 
Appendix C. For the indirectness criterion, we noted very low 
concern across all interventions, with all included studies an-
swering our PICO question appropriately. Inconsistency was 
marked “not applicable” (NA) for all outcomes because this cri-
terion assessed variability in results across multiple studies for 
the same outcome, an evaluation that was not feasible here since 
most outcomes were informed by a single study or by studies too 
heterogeneous to be compared meaningfully. Similarly, publica-
tion bias could not be assessed (marked NA) due to the limited 
number of studies per outcome.

The independent assessment conducted by AN and checked 
by KL resulted in a distribution of recommendations across 
varying levels of evidence quality. In total, four outcomes 

were supported by high-quality evidence, including three 
critical outcomes from interventions designed for relatives or  
caregivers and one important outcome; 20 outcomes were 
supported by moderate-quality evidence (critical: n = 9; im-
portant: n = 11); 18 outcomes were supported by low-quality 
evidence (critical: n = 2; important: n = 16); and one outcome 
(i.e., caregiver burden) was supported by very low-quality 
evidence.

High-quality evidence supported the use of an ERT-C  
(n = 3) or Unified Protocol for Cognitive Behavioral Therapy 
(UP-CBT, n = 1) intervention for various outcomes: emo-
tion regulation difficulties, mindfulness, decentering, and 
depression.

4   |   Discussion

This systematic review identified individual interventions 
targeting ER in patients with cancer and their relatives and 
described their modalities and efficacy. Despite structural vari-
ations, the interventions shared common components: an initial 
information phase, therapeutic processes to develop adaptive 
capacities (i.e., skills and strategies), and a reinforcement phase 
involving between-session tasks or relapse prevention. Most 
showed significant effects for ER, psychological outcomes, emo-
tional well-being, or quality of life among both individuals af-
fected by cancer and their relatives.

However, high attrition rates highlight the need for future re-
search to develop and refine methodological strategies that 

FIGURE 2    |    Pathways from intervention components to emotion regulation mechanisms and their impact on psychological processes and psy-
chosocial outcomes.
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enhance participant retention. Additionally, acceptability data 
remain scarce, with only two studies reporting qualitative data. 
Future research should systematically assess acceptability to en-
hance participant engagement.

4.1   |   Description of Interventions

Most of the included studies used CBT techniques (i.e., relax-
ation, guided imagery, systematic desensitization, breathing 
exercises, biofeedback, and cognitive restructuring), which is 
recommended in psycho-oncology for its brevity and focus on 
current illness-related issues [43]. Evidence suggested that CBT 
integrates ER as a component of a broader treatment, making it 
difficult to isolate the specific part of the intervention that in-
fluences ER or contributes to overall clinical or functional im-
provement [44]. Interventions commonly combined information 
dissemination with developing emotional, cognitive, behavioral, 
and social capacities through in-session and between-session 
activities. Studies have shown that combining informational 
and emotional interventions is a prerequisite for adapting to an 
illness [45, 46], influencing emotional adjustment and psycho-
logical outcomes. Others have suggested that an effective inter-
vention design aimed at supporting patients with cancer should 
be based on a three-component theory: information provision, 
behavioral therapies, and emotional support [47, 48], though 
some suggest that solely informational or CBT-based approaches 
may suffice [49, 50].

While our review focused on individual ER interventions, group 
interventions also exist and appear equally effective [43, 51, 52]. 
The group setting offers a unique therapeutic environment in 
which participants benefit from social support and shared ex-
periences [53]. A study included in our review opted for an 
individual format (i.e., remote or in-person), citing greater logis-
tical flexibility and the potential to reduce participant attrition 
during intensive treatment [41]. Future research should explore 
how intervention format, setting, and population characteristics 
interact to influence outcomes.

4.2   |   Mechanistic Pathways and Intervention 
Efficacy

Three studies found no significant effects regarding quality of 
life, depression, and anxiety [37]; caregiver burden [23]; or pa-
tient distress, when the intervention was delivered indirectly 
via relatives [42]. Discrepancies can arise between the inter-
vention target (outcome of interest) and the variables assessed 
(outcome assessed), which could explain the lack of signifi-
cant results. For example, Applebaum et al.'s intervention [23] 
targeted ER, but assessed caregiver burden, revealing a mis-
alignment between the intervention's focus and the outcome 
measured. Future research should ensure that intervention 
goals are clearly matched with outcome measures that are both 
relevant and sensitive.

Additionally, methodological issues also arose. Smith et  al.'s 
CanCope Lifestyle control intervention [40] targeted diet and 
sleep, not ER, yet psychological outcomes were used for both 
CanCope arms, complicating attribution of effects. Similarly, 

Thilges et al. emphasized self-care behaviors (e.g., oral hygiene, 
nutritional goals, and reducing tobacco and alcohol use) and 
quality of life rather than emotional outcomes [41]. These cases 
highlight the need for well-defined mechanisms and outcome 
measures that accurately reflect intervention goals. Precise con-
ceptualization of ER (i.e., its competencies and strategies) is es-
sential to test mechanisms of change [44] and designing specific, 
effective targeted interventions. None of the reviewed studies 
conducted predictive analyses connecting ER variables (e.g., 
psychological flexibility, reappraisal, mindfulness) to outcomes 
like anxiety or depression. Nevertheless, evidence supports that 
strengthening adaptive ER skills prevents or reduces distress 
[54], since ER is a transdiagnostic factor in many disorders [44]. 
Future trials should explicitly test these associations and mech-
anisms. To address this point, studies have considered potential 
mediators or moderators of the efficacy of interventions. For ex-
ample, Traeger et al. examined mediators like disease percep-
tion and perceived control, and moderators such as initial stress 
[55] and Boesen et  al. found better effects in married patients 
[56]. Finally, interventions may indirectly benefit patient quality 
of life when relatives participate, with positive effects observed 
for both [57].

4.3   |   Attrition in the Studies

Attrition rates were high across studies, with contradictory 
explanations for dropouts. While Smith et  al. observed that 
highly stressed patients drop out more often [40], O'Toole 
et al. found the opposite [42]. This discrepancy may relate to 
motivations for ER: some patients aim to reduce negative ef-
fects, while others use emotions adaptively. As Tamir argues, 
ER is not only driven by hedonic goals (reducing negative emo-
tions) but can also serve instrumental or eudemonic purposes 
(e.g., preserving meaning or relationships) [58]. Despite these 
elements potentially explaining a limitation in the literature, 
they are experimentally based and require further studies in 
clinical settings.

Illness beliefs may also influence attrition. Cameron et  al. 
showed that patients who believe their emotional distress affects 
the progression of their cancer are more likely to participate [59]. 
In such cases, the motivation to regulate their emotions may be 
the fear of disease progression. Others suggested that causal 
attributions may be key to understanding ER motivations [60]. 
In parallel with motivations, the conceptualization of emotions 
should also be considered. Interventions reviewed mainly aimed 
to reduce negative emotions, but some studies suggest negative 
emotions can be adaptive. The concept of “mixed emotions” pos-
its that positive and negative feelings can coexist simultaneously 
[61, 62].

Other determinants of attrition include resistance to change 
[63] highlighting the need to tailor interventions to individual 
needs, such as session number or offering individual support. 
Beyond conceptual factors influencing motivation, maintain-
ing patient engagement remains challenging. A comprehensive 
understanding of attrition factors is crucial to develop effective 
retention strategies. None of the reviewed studies reported in-
volving patients or caregivers in intervention design. Future 
research should consider individual characteristics, emotional 
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trajectories, and timing within the care pathway [64], to reduce 
attrition. Offering interventions to patients with very high or 
very low anxiety may also affect outcomes; while evidence sug-
gested patients with lower stress show greater emotional gains 
[55], others argue that baseline distress is necessary to observe 
significant effects [65]. Recommendations to address attrition 
include improving post-intervention communication and add-
ing booster sessions [51].

4.4   |   Limitations and Perspectives

One limitation of this review is the lack of clear ER definitions 
in many studies and insufficient distinction between skills and 
specific strategies. To address this conceptual ambiguity, we 
used the term “adaptive capacities” to cover both skills and 
strategies since the original studies often failed to distinguish 
between these concepts. Additionally, our synthesis methods 
were limited by the heterogeneity in and variable reporting of 
outcomes across studies, which prevented us from conducting 
a meta-analysis and diminished the strength of conclusions 
drawn from the data. More broadly, the generalizability of our 
findings was limited by the exclusion of dyadic and group-based 
interventions. Although our focus on individual interventions 
allowed for a more consistent synthesis of therapeutic processes, 
this choice may have resulted in our exclusion of valuable in-
sights into relational and systemic aspects of ER. Future studies 
should expand their scope to include such formats and establish a 
broad spectrum of possible interventions. Integrating ER models 
[9, 66, 67] could strengthen intervention design. Moreover, sev-
eral studies lacked transparency regarding intervention content; 
for instance, O'Toole et al. did not specify the psychoeducational 
components [42]. Further research is needed to clarify how ther-
apeutic processes target ER skills and strategies, termed adaptive 
capacities here, due to unclear distinctions across interventions. 
Future studies should clearly separate skills (internal capacities) 
from strategies (their application) to better understand change 
mechanisms. None reported co-creation with participants, pos-
sibly explaining limited transferability and high attrition. In this 
vein, a recent feasibility study provided a standardized manual 
specifically designed to meet the needs of relatives [68]. The only 
peer-led intervention [37] identified in our review, facilitated by 
breast cancer survivors, demonstrated a substantially lower rate 
of participant dropout. Future research should co-develop inter-
ventions with stakeholders to enhance relevance and retention. 
Lastly, only two studies addressed relatives, and few assessed 
ecological validity or acceptability.

4.5   |   Recommendation for Clinical Practice

Based on our GRADE assessment, some interventions, 
namely the ERT-C for caregivers [42] and UP-CBT [39] for 
patients, show promise for implementation in clinical set-
tings, with the understanding that evidence quality varies be-
tween studies and additional replication is needed. Clinicians 
should interpret these recommendations within the context 
of available resources, patient preferences, and local exper-
tise while referring to ongoing research that may refine these 
recommendations.

Future research should prioritize larger, better-powered RCTs 
with the more consistent reporting of standardized effect sizes 
and confidence intervals to improve precision and compara-
bility across studies. Follow-up assessments are also needed 
to evaluate long-term effects, and the replication of promising 
interventions such as the ERT-C and UP-CBT among cancer 
patients and their relatives could increase confidence in their 
effectiveness.

5   |   Conclusions

This systematic review provides insights for the strategic devel-
opment and evaluation of interventions targeting ER and psy-
chological health outcomes in patients with cancer and their 
relatives. Given the high prevalence of psychological disorders 
in this population, targeting ER is crucial for both preventing 
and reducing the psychological impact, particularly when these 
psychological issues are already present at baseline. To develop 
and evaluate new interventions, future studies must further 
refine the concept of ER, clearly specify the competencies and 
strategies they target, thereby elucidating the mechanisms of 
change, and rigorously assess intervention efficacy. Finally, the 
high attrition rate across the reviewed studies highlights the 
need to strengthen participant engagement to maximize the im-
pact of interventions.

Author Contributions

Conceptualization: Ambre Naeyaert, Valentyn Fournier Laura 
Caton, Marie-Charlotte Gandolphe, Christelle Duprez, Lisa Laroussi-
Libeault, Marie Vander Haegen, Pascal Antoine, Kristopher Lamore. 
Data curation: Ambre Naeyaert, Valentyn Fournier, Laura Caton, 
Marie-Charlotte Gandolphe, Marie Vander Haegen, Kristopher 
Lamore. Formal analysis: Ambre Naeyaert, Valentyn Fournier, Laura 
Caton. Funding acquisition: Kristopher Lamore. Investigation: Ambre 
Naeyaert, Valentyn Fournier, Laura Caton, Kristopher Lamore. 
Methodology: Ambre Naeyaert, Valentyn Fournier, Laura Caton, 
Marie-Charlotte Gandolphe, Marie Vander Haegen, Kristopher 
Lamore. Project administration: Ambre Naeyaert, Valentyn Fournier, 
Kristopher Lamore. Resources: Ambre Naeyaert, Valentyn Fournier, 
Laura Caton, Kristopher Lamore. Software: Ambre Naeyaert, Valentyn 
Fournier, Laura Caton, Kristopher Lamore. Supervision: Kristopher 
Lamore. Validation: Ambre Naeyaert, Valentyn Fournier, Laura 
Caton, Kristopher Lamore. Visualization: Ambre Naeyaert, Valentyn 
Fournier. Writing Original Draft: Ambre Naeyaert, Valentyn Fournier. 
Writing – Review and Editing: Ambre Naeyaert, Valentyn Fournier, 
Laura Caton, Marie-Charlotte Gandolphe, Christelle Duprez, Lisa 
Laroussi-Libeault, Marie Vander Haegen, Pascal Antoine, Kristopher 
Lamore.

Acknowledgments

This work was funded by the French National Cancer Institute 
(Institut National du Cancer, grant no. INCA/16136) in collaboration 
with the Université de Lille, the SCALab laboratory, the ONCOLille 
Institute, and the Centre Oscar Lambret that support the research 
chair opsyrii “innovations in psycho-oncology and intervention 
research.”

Ethics Statement

The authors have nothing to report.

 20457634, 2026, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/cam

4.71514, W
iley O

nline L
ibrary on [03/06/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



23 of 25Cancer Medicine, 2026

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

All data generated or analyzed during this study are included in this 
published article and its Supporting Information files. The review pro-
tocol was pre-registered in PROSPERO (https://​www.​crd.​york.​ac.​uk/​
PROSP​ERO/​view/​CRD42​02348​4110).

References

1. A. El-Jawahri, J. A. Greer, E. R. Park, et al., “Psychological Distress 
in Bereaved Caregivers of Patients With Advanced Cancer,” Journal of 
Pain and Symptom Management 61, no. 3 (2021): 488–494.

2. L. Peters, J. Brederecke, A. Franzke, M. de Zwaan, and T. Zimmer-
mann, “Psychological Distress in a Sample of Inpatients With Mixed 
Cancer—A Cross-Sectional Study of Routine Clinical Data,” Frontiers 
in Psychology 11 (2020): 591771.

3. S. Baziliansky and M. Cohen, “Emotion Regulation and Psychological 
Distress in Cancer Survivors: A Systematic Review and Meta-Analysis,” 
Stress and Health 37, no. 1 (2021): 3–18.

4. P. Prapa, I. V. Papathanasiou, V. Bakalis, F. Malli, D. Papagiannis, 
and E. C. Fradelos, “Quality of Life and Psychological Distress of Lung 
Cancer Patients Undergoing Chemotherapy,” World Journal of Oncology 
12, no. 2–3 (2021): 61–66.

5. G. Kibralew, Y. A. Wassie, M. Kelebie, et al., “Psychological Distress 
Among Cancer Patients in African Countries: A Systematic Review and 
Meta-Analysis Study,” BMC Psychology 13, no. 1 (2025): 128, https://​doi.​
org/​10.​1186/​s4035​9-​025-​02447​-​z.

6. F. Negussie, B. W. Giru, N. T. Yusuf, and D. Gela, “Psychological Dis-
tress and Associated Factors Among Cancer Patients in Public Hospi-
tals, Addis Ababa, Ethiopia : A Cross-Sectional Study,” BMC Psychology 
11, no. 1 (2023): 41, https://​doi.​org/​10.​1186/​s4035​9-​023-​01079​-​5.

7. S. Dumont, J. Turgeon, P. Allard, P. Gagnon, C. Charbonneau, and 
L. Vézina, “Caring for a Loved One With Advanced Cancer : Determi-
nants of Psychological Distress in Family Caregivers,” Journal of Pal-
liative Medicine 9, no. 4 (2006): 912–921, https://​doi.​org/​10.​1089/​jpm.​
2006.9.​912.

8. D. L. Kirk, I. Kabdebo, and L. Whitehead, “Prevalence of Distress and 
Its Associated Factors Among Caregivers of People Diagnosed With 
Cancer: A Cross-Sectional Study,” Journal of Clinical Nursing 31, no. 
23–24 (2022): 3402–3413, https://​doi.​org/​10.​1111/​jocn.​16167​.

9. J. J. Gross, “Emotion Regulation: Current Status and Future Pros-
pects,” Psychological Inquiry 26, no. 1 (2015): 1–26.

10. C.-H. Su, Y. Liu, H.-T. Hsu, and C.-C. Kao, “Cancer Fear, Emotion 
Regulation, and Emotional Distress in Patients With Newly Diagnosed 
Lung Cancer,” Cancer Nursing 47, no. 1 (2024): 56–63, https://​doi.​org/​
10.​1097/​NCC.​00000​00000​001150.

11. A. J. Guimond, H. Ivers, and J. Savard, “Is Emotion Regulation As-
sociated With Cancer-Related Psychological Symptoms?,” Psychology & 
Health 34, no. 1 (2019): 44–63.

12. V. Sebri, I. Durosini, and G. Pravettoni, “How to Address the Body 
After Breast Cancer? A Proposal for a Psychological Intervention Fo-
cused on Body Compassion,” Frontiers in Psychology 13 (2023): 1085837, 
https://​doi.​org/​10.​3389/​fpsyg.​2022.​1085837.

13. I. Ozonder Unal and C. Ordu, “Alexithymia, Self-Compassion, Emo-
tional Resilience, and Cognitive Emotion Regulation: Charting the 
Emotional Journey of Cancer Patients,” Current Oncology 30, no. 10 
(2023): 8872–8887, https://​doi.​org/​10.​3390/​curro​ncol3​0100641.

14. B. Martins-Klein, P. M. Bamonti, M. Owsiany, A. Naik, and J. Moye, 
“Age Differences in Cancer-Related Stress, Spontaneous Emotion 

Regulation, and Emotional Distress,” Aging & Mental Health 25, no. 2 
(2021): 250–259, https://​doi.​org/​10.​1080/​13607​863.​2019.​1693972.

15. T. K. Khattak, S. Batool, A. K. Saddiqi, et al., “Relationship Between 
Emotional Regulation and Life Satisfaction Among Thyroid Cancer Pa-
tients,” Journal of Health and Rehabilitation Research 4, no. 1 (2024): 
426–433, https://​doi.​org/​10.​61919/​​jhrr.​v4i1.​403.

16. B. Cludius, D. Mennin, and T. Ehring, “Emotion Regulation as a 
Transdiagnostic Process,” Emotion 20, no. 1 (2020): 37–42, https://​doi.​
org/​10.​1037/​emo00​00646​.

17. E. Fritzson, K. M. Bellizzi, N. Zhang, and C. L. Park, “Effects of Re-
silience and Emotion Regulation on Perceptions of Positive and Nega-
tive Life Changes in Cancer Survivors: A Longitudinal Study,” Annals 
of Behavioral Medicine 58, no. 4 (2024): 253–263.

18. Y. Hamama-Raz, R. Pat-Horenczyk, S. Perry, Y. Ziv, R. Bar-Levav, 
and S. M. Stemmer, “The Effectiveness of Group Intervention on En-
hancing Cognitive Emotion Regulation Strategies in Breast Cancer 
Patients: A 2-Year Follow-Up,” Integrative Cancer Therapies 15, no. 2 
(2016): 175–182.

19. J. J. Gross, “Emotion Regulation: Past, Present, Future,” Cognition & 
Emotion 13, no. 5 (1999): 551–573.

20. E. Sloan, K. Hall, R. Moulding, S. Bryce, H. Mildred, and P. K. 
Staiger, “Emotion Regulation as a Transdiagnostic Treatment Construct 
Across Anxiety, Depression, Substance, Eating and Borderline Person-
ality Disorders: A Systematic Review,” Clinical Psychology Review 57 
(2017): 141–163.

21. M. K. Falconier, A. K. Wojda-Burlij, C. A. Conway, and J. Kim, “The 
Role of Emotion Regulation in Couples' Stress Communication and Dy-
adic Coping Responses,” Stress and Health 39, no. 2 (2023): 309–322.

22. A. J. Applebaum, M. Loschiavo, K. Morgan, et al., “A Randomized 
Controlled Trial of Emotion Regulation Therapy for Cancer Caregivers: 
A Mechanism-Targeted Approach to Addressing Caregiver Distress,” 
Contemporary Clinical Trials 122 (2022): 106923.

23. A. J. Applebaum, A. A. Panjwani, K. Buda, et al., “Emotion Regula-
tion Therapy for Cancer Caregivers—An Open Trial of a Mechanism-
Targeted Approach to Addressing Caregiver Distress,” Translational 
Behavioral Medicine 10, no. 2 (2020): 413–422.

24. M. B. Mikkelsen, E. Elkjær, D. S. Mennin, et  al., “The Impact of 
Emotion Regulation Therapy on Emotion Differentiation in Psycholog-
ically Distressed Caregivers of Cancer Patients,” Anxiety, Stress, and 
Coping 34, no. 4 (2021): 479–485.

25. S. M. Czajkowski and C. M. Hunter, “From Ideas to Interventions: A 
Review and Comparison of Frameworks Used in Early Phase Behavioral 
Translation Research,” Health Psychology 40, no. 12 (2021): 829–844.

26. K. Skivington, L. Matthews, S. A. Simpson, et al., “A New Frame-
work for Developing and Evaluating Complex Interventions: Update of 
Medical Research Council Guidance,” BMJ 374 (2021): n2061.

27. G. F. Moore, S. Audrey, M. Barker, et  al., “Process Evaluation of 
Complex Interventions: Medical Research Council Guidance,” BMJ 350 
(2015): h1258.

28. C. Bergerot, P. B. Jacobsen, W. E. Rosa, et al., “Global Unmet Psy-
chosocial Needs in Cancer Care: Health Policy,” EClinicalMedicine 78 
(2024): 102942.

29. E. Chong, L. Crowe, K. Mentor, S. Pandanaboyana, and L. Sharp, 
“Systematic Review of Caregiver Burden, Unmet Needs and Quality-Of-
Life Among Informal Caregivers of Patients With Pancreatic Cancer,” 
Supportive Care in Cancer 31, no. 1 (2023): 1–12.

30. S. Michie, L. Yardley, R. West, K. Patrick, and F. Greaves, “Develop-
ing and Evaluating Digital Interventions to Promote Behavior Change 
in Health and Health Care: Recommendations Resulting From an In-
ternational Workshop,” Journal of Medical Internet Research 19, no. 6 
(2017): e7126, https://​doi.​org/​10.​2196/​jmir.​7126.

 20457634, 2026, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/cam

4.71514, W
iley O

nline L
ibrary on [03/06/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://www.crd.york.ac.uk/PROSPERO/view/CRD42023484110
https://www.crd.york.ac.uk/PROSPERO/view/CRD42023484110
https://doi.org/10.1186/s40359-025-02447-z
https://doi.org/10.1186/s40359-025-02447-z
https://doi.org/10.1186/s40359-023-01079-5
https://doi.org/10.1089/jpm.2006.9.912
https://doi.org/10.1089/jpm.2006.9.912
https://doi.org/10.1111/jocn.16167
https://doi.org/10.1097/NCC.0000000000001150
https://doi.org/10.1097/NCC.0000000000001150
https://doi.org/10.3389/fpsyg.2022.1085837
https://doi.org/10.3390/curroncol30100641
https://doi.org/10.1080/13607863.2019.1693972
https://doi.org/10.61919/jhrr.v4i1.403
https://doi.org/10.1037/emo0000646
https://doi.org/10.1037/emo0000646
https://doi.org/10.2196/jmir.7126


24 of 25 Cancer Medicine, 2026

31. M. J. Page, J. E. McKenzie, P. M. Bossuyt, et al., “The PRISMA 2020 
Statement: An Updated Guideline for Reporting Systematic Reviews,” 
BMJ 372 (2021): n71.

32. J. A. C. Sterne, J. Savović, M. J. Page, et al., “RoB 2: A Revised Tool 
for Assessing Risk of Bias in Randomised Trials,” BMJ 366 (2019): l4898.

33. J. A. Sterne, M. A. Hernán, B. C. Reeves, et al., “ROBINS-I: A Tool 
for Assessing Risk of Bias in Non-Randomised Studies of Interven-
tions,” BMJ 355 (2016): i4919.

34. M. Campbell, J. E. McKenzie, A. Sowden, et al., “Synthesis Without 
Meta-Analysis (SWiM) in Systematic Reviews : Reporting Guideline,” 
BMJ 368 (2020): l6890, https://​doi.​org/​10.​1136/​bmj.​l6890​.

35. G. Guyatt, A. D. Oxman, E. A. Akl, et al., “GRADE Guidelines: 1. 
Introduction—GRADE Evidence Profiles and Summary of Findings 
Tables,” Journal of Clinical Epidemiology 64, no. 4 (2011): 383–394, 
https://​doi.​org/​10.​1016/j.​jclin​epi.​2010.​04.​026.

36. S. N. Almeida, R. Elliott, E. R. Silva, and C. M. D. Sales, “Emotion-
Focused Therapy for Fear of Cancer Recurrence: A Hospital-Based Ex-
ploratory Outcome Study,” Psychotherapy (Chicago, Ill.) 59, no. 2 (2022): 
261–270.

37. A. M. Nápoles, C. Ortíz, J. Santoyo-Olsson, et al., “Nuevo Amanecer: 
Results of a Randomized Controlled Trial of a Community-Based, Peer-
Delivered Stress Management Intervention to Improve Quality of Life 
in Latinas With Breast Cancer,” American Journal of Public Health 105, 
no. Suppl 3 (2015): e55–e63.

38. P. B. Jacobsen, C. D. Meade, K. D. Stein, T. N. Chirikos, B. J. Small, 
and J. C. Ruckdeschel, “Efficacy and Costs of Two Forms of Stress Man-
agement Training for Cancer Patients Undergoing Chemotherapy,” 
Journal of Clinical Oncology 20, no. 12 (2002): 2851–2862.

39. R. Farnoodimehr, M. Sarallahi, S. Ghaderi, H. Mohammadizadeh, 
and M. Alimedi, “The Effectiveness of the Unified Protocol for Emo-
tional Problems of Women With Breast Cancer: A Randomized Clini-
cal Trial,” International Journal of Behavioral Sciences 15, no. 3 (2021): 
168–174.

40. I. S. Smith, M. A. Bind, K. L. Weihs, B. Bei, and J. F. Wiley, “Tar-
geting Emotional Regulation Using an Internet-Delivered Psychologi-
cal Intervention for Cancer Survivors: A Randomized Controlled Trial,” 
British Journal of Health Psychology 28, no. 4 (2023): 1185–1205, https://​
repos​itory.​arizo​na.​edu/​handle/​10150/​​674648.

41. S. Thilges, P. Mumby, J. Sinacore, J. Clark, and C. Czerlanis, “Im-
plementing a Cognitive Behavioral Intervention for Patients With Head 
and Neck Cancer,” Supportive Care in Cancer 31, no. 8 (2023): 476.

42. M. S. O'Toole, D. S. Mennin, A. Applebaum, et al., “A Randomized 
Controlled Trial of Emotion Regulation Therapy for Psychologically 
Distressed Caregivers of Cancer Patients,” JNCI Cancer Spectrum 4, no. 
1 (2020): pkz074.

43. F. Cousson-Géalie, M. Bruchon-Schweitzer, T. Atzeni, and N. 
Houede, “Evaluation of a Psychosocial Intervention on Social Support 
Perceived Control, Coping Strategies, Emotional Distress, and Qual-
ity of Life of Breast Cancer Patients,” Psychological Reports 108, no. 3 
(2011): 923–942.

44. R. Moore, D. Gillanders, and S. Stuart, “The Impact of Group Emo-
tion Regulation Interventions on Emotion Regulation Ability: A Sys-
tematic Review,” JCM 11, no. 9 (2022): 2519.

45. M. Malmström, B. Ivarsson, R. Klefsgård, K. Persson, U. Jakobsson, 
and J. Johansson, “The Effect of a Nurse Led Telephone Supportive 
Care Programme on Patients' Quality of Life, Received Information and 
Health Care Contacts After Oesophageal Cancer Surgery-A Six Month 
RCT-Follow-Up Study,” International Journal of Nursing Studies 64 
(2016): 86–95.

46. M. Pourfallahi, M. Gholami, M. J. Tarrahi, T. Toulabi, and P. Kordes-
tani Moghadam, “The Effect of Informational-Emotional Support Pro-
gram on Illness Perceptions and Emotional Coping of Cancer Patients 

Undergoing Chemotherapy,” Supportive Care in Cancer 28, no. 2 (2020): 
485–495.

47. K. M. Chow, C. W. H. Chan, J. C. Y. Chan, K. K. C. Choi, and K. Y. 
Siu, “A Feasibility Study of a Psychoeducational Intervention Program 
for Gynecological Cancer Patients,” European Journal of Oncology Nurs-
ing 18, no. 4 (2014): 385–392.

48. M. N. Liao, S. C. Chen, Y. C. Lin, M. F. Chen, C. H. Wang, and S. W. 
Jane, “Education and Psychological Support Meet the Supportive Care 
Needs of Taiwanese Women Three Months After Surgery for Newly 
Diagnosed Breast Cancer: A Non-Randomised Quasi-Experimental 
Study,” International Journal of Nursing Studies 51, no. 3 (2014): 
390–399.

49. T. G. Burish, S. L. Snyder, and R. A. Jenkins, “Preparing Patients 
for Cancer Chemotherapy: Effect of Coping Preparation and Relaxation 
Interventions,” Journal of Consulting and Clinical Psychology 59, no. 4 
(1991): 518–525.

50. M. Speca, L. E. Carlson, E. Goodey, and M. Angen, “A Random-
ized, Wait-List Controlled Clinical Trial: The Effect of a Mindfulness 
Meditation-Based Stress Reduction Program on Mood and Symptoms of 
Stress in Cancer Outpatients,” Psychosomatic Medicine 62, no. 5 (2000): 
613–622.

51. M. A. Hoyt, A. W. T. Wang, R. C. Ceja, et  al., “Goal-Focused 
Emotion-Regulation Therapy (GET) in Young Adult Testicular Cancer 
Survivors: A Randomized Pilot Study,” Annals of Behavioral Medicine 
57, no. 9 (2023): 777–786.

52. I. Merckaert, P. Waroquier, M. Caillier, et al., “Improving Emotion 
Regulation in Breast Cancer Patients in the Early Survivorship Period: 
Efficacy of a Brief Ecologically Boosted Group Intervention,” Psycho-
Oncology 32, no. 4 (2023): 597–609.

53. T. F. Gray, D. R. Azizoddin, and P. V. Nersesian, “Loneliness Among 
Cancer Caregivers: A Narrative Review,” Palliative & Supportive Care 
18, no. 3 (2020): 359–367.

54. C. Yélamos Agua, S. Luque Suárez, M. Ruesga García, et al., “The 
Role of Emotion Regulation Through Mindfulness in Oncological Pa-
tients: A Pilot Study,” Journal of Psychosocial Oncology 43, no. 2 (2025): 
278–293.

55. L. Traeger, F. J. Penedo, C. Benedict, et al., “Identifying How and 
for Whom Cognitive-Behavioral Stress Management Improves Emo-
tional Well-Being Among Recent Prostate Cancer Survivors,” Psycho-
Oncology 22, no. 2 (2013): 250–259.

56. E. H. Boesen, L. Ross, K. Frederiksen, et al., “Psychoeducational In-
tervention for Patients With Cutaneous Malignant Melanoma: A Repli-
cation Study,” JCO 23, no. 6 (2005): 1270–1277.

57. T. Guan, Y. Qan'ir, J. L. Conklin, et al., “Systematic Review of Psy-
chosocial Interventions for Adult Cancer Patients and Their Family 
Caregivers in Sub-Saharan Africa,” Global Public Health 18, no. 1 (2023): 
2199062.

58. M. Tamir, “Why Do People Regulate Their Emotions? A Taxonomy 
of Motives in Emotion Regulation,” Personality and Social Psychology 
Review: An Official Journal of the Society for Personality and Social Psy-
chology, Inc 20, no. 3 (2016): 199–222.

59. L. D. Cameron, R. J. Booth, M. Schlatter, D. Ziginskas, and J. E. Har-
man, “Changes in Emotion Regulation and Psychological Adjustment 
Following Use of a Group Psychosocial Support Program for Women 
Recently Diagnosed With Breast Cancer,” Psycho-Oncology 16, no. 3 
(2007): 171–180.

60. L. D. Cameron and L. Jago, “Emotion Regulation Interventions: A 
Common-Sense Model Approach,” British Journal of Health Psychology 
13, no. 2 (2008): 215–221.

61. J. T. Larsen, A. P. McGraw, and J. T. Cacioppo, “Can People Feel 
Happy and Sad at the Same Time?,” Journal of Personality and Social 
Psychology 81, no. 4 (2001): 684–696.

 20457634, 2026, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/cam

4.71514, W
iley O

nline L
ibrary on [03/06/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1136/bmj.l6890
https://doi.org/10.1016/j.jclinepi.2010.04.026
https://repository.arizona.edu/handle/10150/674648
https://repository.arizona.edu/handle/10150/674648


25 of 25Cancer Medicine, 2026

62. U. Schimmack, “Pleasure, Displeasure, and Mixed Feelings: Are Se-
mantic Opposites Mutually Exclusive?,” Cognition and Emotion 15, no. 
1 (2001): 81–97.

63. M. C. C. Onyedibe, A. C. Nkechi, and C. M. Ifeagwazi, “Effectiveness 
of Group Cognitive-Behavioral Therapy on Anxiety and Depression in 
Nigerian Breast Cancer Patients,” International Journal of Psychology 
and Psychological Therapy 20 (2020): 223–232.

64. L. Montalescot, L. Baussard, and E. Charbonnier, “Factors Associ-
ated With Digital Intervention Engagement and Adherence in Patients 
With Cancer: Systematic Review,” Journal of Medical Internet Research 
26, no. 1 (2024): e52542.

65. T. Sheard and P. Maguire, “The Effect of Psychological Interventions 
on Anxiety and Depression in Cancer Patients: Results of Two Meta-
Analyses,” British Journal of Cancer 80, no. 11 (1999): 1770–1780.

66. M. Berking and B. Whitley, “Emotion Regulation: Definition and 
Relevance for Mental Health,” in Affect Regulation Training (Springer 
New York, 2014), 5–17.

67. M. Mikolajczak, J. Quoidbach, I. Kotsou, and D. Nelis, Les Com-
pétences Emotionnelles (Dunod, 2023), https://​www.​perle​go.​com/​fr/​
book/​45414​94/​les-​compt​ences​-​motio​nnell​es-​pdf.

68. J. Neumann, J. Beckord, H. S. Hesse, et al., “The Novel Manualized 
RELIEVE-Group Treatment for Burdened Relatives of Cancer Patients: 
A Feasibility Study,” Frontiers in Psychology 15 (2025): 1492219, https://​
doi.​org/​10.​3389/​fpsyg.​2024.​1492219.

Supporting Information

Additional supporting information can be found online in the 
Supporting Information section. Appendix A Search strategy. 
Appendix B Review. Appendix C GRADE assessment of evidence cer-
tainty for critical and important outcomes. 

 20457634, 2026, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/cam

4.71514, W
iley O

nline L
ibrary on [03/06/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://www.perlego.com/fr/book/4541494/les-comptences-motionnelles-pdf
https://www.perlego.com/fr/book/4541494/les-comptences-motionnelles-pdf
https://doi.org/10.3389/fpsyg.2024.1492219
https://doi.org/10.3389/fpsyg.2024.1492219

	Emotion Regulation Interventions for Cancer Patients and Their Relatives: A Systematic Review
	ABSTRACT
	1   |   Introduction
	2   |   Methods
	2.1   |   Eligibility Criteria
	2.2   |   Information Sources
	2.3   |   Search Strategy
	2.4   |   Selection Process
	2.5   |   Data Collection Process
	2.6   |   Data Items
	2.7   |   Risk of Bias Assessment
	2.8   |   Synthesis Methods
	2.9   |   Certainty of Evidence

	3   |   Results
	3.1   |   Study Selection
	3.2   |   Quality Assessment of Included Studies
	3.3   |   Study Characteristics
	3.4   |   Participant Characteristics
	3.5   |   Intervention Characteristics
	3.6   |   Intervention Activity Content
	3.6.1   |   Information Dissemination
	3.6.2   |   Adaptive Capacities
	3.6.3   |   Emotion Regulation Mechanisms
	3.6.4   |   Consolidation

	3.7   |   Intervention Efficacy
	3.8   |   Intervention Acceptability
	3.9   |   Determinants of Attrition and Intervention Efficacy
	3.10   |   GRADE Assessment—Certainty of Evidence

	4   |   Discussion
	4.1   |   Description of Interventions
	4.2   |   Mechanistic Pathways and Intervention Efficacy
	4.3   |   Attrition in the Studies
	4.4   |   Limitations and Perspectives
	4.5   |   Recommendation for Clinical Practice

	5   |   Conclusions
	Author Contributions
	Acknowledgments
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement
	References


