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ABSTRACT  

Objective: The present study was conducted with the aim of determining the 

effectiveness of schema therapy on cognitive fusion with illness and illness-related 

fatigue in patients with cancer.  

Methods and Materials: The research method was quasi-experimental with a pretest–

posttest design, a control group, and a two-month follow-up period. The statistical 

population consisted of all patients with cancer who referred to the Mazandaran 

Comprehensive Cancer Center in the second half of 2024. From among them, 30 patients 

with cancer were selected using purposive sampling and were randomly assigned to an 

experimental group (15 participants) and a control group (15 participants). The research 

instruments included the Cognitive Fusion Questionnaire developed by Gillanders et al. 

(2014) and the Cancer Fatigue Scale developed by Okuyama (2000). Young et al.’s (2003) 

schema therapy package was implemented in the form of eight 90-minute group sessions, 

held twice a week, for the experimental group, while the control group received no 

intervention. Data were analyzed using repeated measures analysis of variance.  

Findings: The results showed that there was a significant difference between the groups 

in posttest and follow-up scores of cognitive fusion with illness and illness-related fatigue 

(P<0.05), and that the effects of schema therapy were maintained at follow-up (P<0.05).  

Conclusion: It can be concluded that schema therapy can be used as an effective method 

for reducing cognitive fusion with illness and illness-related fatigue in patients with 

cancer. 

Keywords: schema therapy, cognitive fusion, illness-related fatigue, cancer. 
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Introduction 

Cancer, as one of the most complex and challenging 

diseases of the present century, not only affects the 

physical systems of the body but also has profound 

psychosocial impacts on patients’ lives (Siegel et al., 

2023). Although medical advances have increased 

survival rates among cancer patients, the psychological 

issues associated with this disease still remain a major 

challenge (Simard et al., 2013). Among these, cognitive 

fusion with the illness and disease-related fatigue are 

two of the most common and debilitating psychological 

problems that severely affect patients’ quality of life 

(Lebel et al., 2016). 

One of the most important cognitive factors involved 

in the formation and maintenance of suicidal thoughts is 

cognitive fusion (Zeidabadinejad et al., 2025). Cognitive 

fusion is a state in which a person experiences their 

thoughts as absolute and unchangeable realities, failing 

to distinguish between what they think and objective 

reality (Anderberg et al., 2024; Chamandoust et al., 

2025). For example, when someone in this state has 

thoughts such as “I am worthless” or “There is no hope,” 

they do not regard them as passing mental events but as 

unquestionable truths (AL‐Hammouri et al., 2025). This 

pattern of cognitive processing leads to increased 

rumination, a focus on negative aspects of life, feelings of 

helplessness and hopelessness, and ultimately elevates 

the risk of suicidal ideation (Hosseinimotlaqh & Rahimi, 

2024). Empirical evidence indicates that reducing 

cognitive fusion and fostering a healthy distance from 

thoughts can play an important role in reducing 

depressive symptoms and suicidal tendencies 

(Alimoradi & Talaei, 2024). 

Another distressing consequence of cancer is cancer-

related fatigue (Ghasemzadehbarki et al., 2024). Cancer-

related fatigue (CRF), sometimes referred to simply as 

“cancer fatigue,” is one of the most common and 

troubling side effects of cancer and its treatments, and it 

disrupts all aspects of quality of life. Cancer-related 

fatigue has been reported in 70–100% of patients 

undergoing treatment. In patients with cancer, fatigue 

may arise from the disease process itself or from its 

related treatments (Kvillemo & Bränström, 2014). 

Cancer-related fatigue is a subjective experience that 

does not correspond to ordinary, familiar fatigue, and 

there is no consensus on its precise definition. It is not 

relieved by rest (Neel et al., 2015). Regardless of 

patients’ diagnostic characteristics, cancer-related 

fatigue affects almost all individuals with cancer (Gomes 

et al., 2024; Izadi et al., 2025). 

The National Comprehensive Cancer Network (NCCN, 

2010) defines cancer-related fatigue as “a distressing, 

persistent, subjective sense of physical, emotional, 

and/or cognitive tiredness or exhaustion related to 

cancer or cancer treatment that is not proportional to 

recent activity and interferes with usual functioning” 

(Zarei & Esmaielzadeh, 2024). Fatigue has been 

observed in more than 70% of patients undergoing 

radiotherapy and chemotherapy. For most patients, the 

severity of cancer-related fatigue is such that, if it does 

not improve, it disrupts and limits daily activities and 

deeply affects most domains of life—such as carrying out 

activities, fulfilling valued life roles, quality of life, and 

functional status (Jim et al., 2006). According to reports 

by cancer patients, cancer-related fatigue is the most 

distressing symptom they experience and thus exerts 

substantial negative effects on their quality of life 

(Breitbart et al., 2015; Lichtenthal et al., 2020). Cancer-

related fatigue is most severe in the early stages after 

diagnosis; therefore, its assessment and treatment 

should begin from the onset of symptoms (Breitbart et 

al., 2015; Lichtenthal et al., 2020). Studies have 

confirmed that the severity and duration of fatigue in 

cancer patients, their families, and survivors is 

significantly greater than in the general population 

(Breitbart et al., 2015; Lichtenthal et al., 2020; Breitbart 

et al., 2012). Hence, finding a non-pharmacological and 

non-invasive solution to alleviate this problem in 

patients with cancer appears essential. 

In recent years, increasing attention has been paid to 

psychological interventions aimed at reducing these 

symptoms in cancer patients (Breitbart et al., 2012). 

Among various approaches, schema therapy, developed 

by Young, has emerged as a comprehensive therapeutic 

method for deep and chronic psychological problems 

(Visser et al., 2010). This approach is based on the 

assumption that many psychological problems are 

rooted in early maladaptive schemas formed in 

childhood (Nia et al., 2017). Schema therapy employs 

cognitive, experiential, and behavioral techniques to 

modify these schemas and promote more adaptive 

patterns (Renner et al., 2013; Thanoon et al., 2022). 
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In the context of cancer, schema therapy can help 

patients identify and modify dysfunctional beliefs about 

the illness, its treatment, and their future. For example, 

schemas such as “vulnerability to harm or illness” or 

“failure” may intensify fear of recurrence, and schema 

therapy, by targeting these beliefs, can help reduce such 

fears. Preliminary studies have indicated that this 

method may be effective in reducing anxiety symptoms 

and improving quality of life in cancer patients (Alsubaie, 

2024). 

Methods and Materials 

The present study used a quasi-experimental design 

with a pretest–posttest format, a control group, and a 

two-month follow-up period. The statistical population 

consisted of all cancer patients who referred to the 

Mazandaran Comprehensive Cancer Center during the 

second half of the year 2024. From this population, 30 

patients with cancer were selected purposively after an 

initial interview and based on the inclusion and 

exclusion criteria, and were then randomly assigned to 

two groups: an experimental group (15 participants) and 

a control group (15 participants). 

The inclusion criteria were: having received a 

diagnosis of cancer at least one year prior; completion of 

chemotherapy sessions; minimum education level of 

high school diploma; age between 20 and 50 years; not 

currently taking psychiatric medications; and no history 

of psychiatric disorders (based on the participant’s self-

report). The exclusion criteria were: absence from more 

than two intervention sessions; lack of willingness to 

continue participation in the study; simultaneous 

participation in other counseling or psychotherapy 

programs; and failure to complete the questionnaires at 

all three stages (pretest, posttest, and follow-up). 

The procedure was as follows: among cancer patients 

referring to the Mazandaran Comprehensive Cancer 

Center in Sari, 30 patients meeting the inclusion and 

exclusion criteria were identified. After they were 

informed about the study, they were randomly assigned 

to the experimental and control groups. Following group 

assignment, and prior to the intervention, participants 

completed the study questionnaires as the pretest. The 

experimental group received group schema therapy 

delivered by the researcher in 8 sessions of 90 minutes 

each, twice a week. The control group did not receive any 

intervention during this period. After the treatment 

sessions ended, both groups again completed the 

questionnaires at the posttest stage, and 60 days later at 

the follow-up stage. 

Instruments 

Cognitive Fusion Questionnaire (CFQ): The Cognitive 

Fusion Questionnaire was developed by Gillanders et al., 

(2014) to assess cognitive fusion. The CFQ consists of 7 

items and is rated on a Likert scale with items such as 

“It’s hard for me to let go of upsetting thoughts, even 

when I know that doing so would be helpful.” To obtain 

the total score, all item scores are summed. The possible 

range of scores is from 7 to 49. Higher scores indicate 

higher levels of cognitive fusion, and lower scores 

indicate lower levels of cognitive fusion. In Basharpoor 

et al., (2020) study, the content, face, and criterion 

validity of the questionnaire were evaluated as 

satisfactory. The Cronbach’s alpha coefficient reported 

for this questionnaire in Basharpoor et al., (2020) study 

was above 0.70. 

Cancer Fatigue Scale (CFS): The Cancer Fatigue Scale 

(CFS) was developed by Okuyama et al., (2000) to assess 

cancer-related fatigue. This questionnaire includes 3 

subscales and 15 items. The items of each subscale are as 

follows: Physical fatigue: items 1, 2, 3, 6, 9, 12, and 15;  

Affective fatigue: items 5, 8, 11, and 14; and Cognitive 

fatigue: items 4, 7, 10, and 13. The questionnaire is rated 

on a five-point Likert scale. Each item is scored from 0 

(“not at all”) to 4 (“very much”), and respondents 

indicate their recent state on the questionnaire. To 

calculate the score for each subscale, the scores of the 

relevant items are summed. To obtain the total fatigue 

score, the scores of all items are summed. The minimum 

and maximum total scores are 0 and 60, respectively. 

Higher scores indicate higher levels of fatigue, and lower 

scores indicate lower fatigue. Thus, the possible score 

range is 0–28 for physical fatigue, 0–16 for affective 

fatigue, 0–16 for cognitive fatigue, and 0–60 for total 

fatigue. Regarding validity, this scale has been supported 

by both international and national studies. In the study 

by Haghighat et al., the reliability of the questionnaire 

using Cronbach’s alpha for the physical, affective, and 

cognitive subscales and the total fatigue score was 0.92, 

0.89, 0.85, and 0.95, respectively, indicating satisfactory 

reliability. In the present study as well, Cronbach’s alpha 

was 0.76. 
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Schema Therapy Protocol: This protocol was derived 

from Young et al., (2006) Schema Therapy manual and 

was implemented in eight 2-hour sessions, twice a week. 

The content and goals of the sessions are presented in 

Table 1.

 

Table 1  

Young et al.’s (2003) Schema Therapy Protocol 

Session Description of Sessions 

1 Introduction and establishing rapport; administration of pretest; explaining the importance and goals of schema therapy; presenting and 

conceptualizing clients’ problems within the schema therapy framework. 

2 Examining objective evidence that confirms or refutes schemas based on past and current life experiences; discussion of the contrast between existing 

schemas and healthy schemas. 

3 Introducing schema domains and early maladaptive schemas; providing a brief explanation of the biology of early maladaptive schemas; explaining the 

functions of schemas. 

4 Introducing maladaptive coping styles and responses that maintain schemas, with examples from daily life; defining the concept of schema modes; 

preparing patients to assess and change their schemas. 

5 Preparing for change; assessing schemas through questionnaires; providing feedback to facilitate further identification of schemas. 

6 Teaching experiential techniques such as imagery exercises involving problematic situations and confronting the most problematic ones.  

7 Training in relationships with significant others and role‐playing; conducting dialogues between the healthy part and the schema‐driven part of the self; 

examining the advantages and disadvantages of healthy versus unhealthy behaviors; providing strategies to overcome barriers to behavior change. 

8 Brief review of the material covered in previous sessions; practicing and consolidating learned strategies; administration of the posttest. 

 

Ethical considerations were observed as follows: 

prior to the start of the study, participants were 

informed about the purpose and procedures of the 

research; the researcher committed to protecting 

participants’ private information and using the data 

solely for research purposes; the researcher also 

committed to providing an explanation of the results to 

participants upon request; in case of any ambiguity, 

necessary guidance was provided to participants; 

participation in the study imposed no financial burden 

on them; and the study did not conflict with the religious 

or cultural values of the participants or the community. 

Data were analyzed using repeated measures analysis of 

variance (ANOVA) in SPSS version 26. 

Findings and Results 

In the present study, the sample consisted of 30 

participants. In the experimental group, there were 15 

individuals with a mean age of 31.83 ± 3.27 years, and in 

the control group, 15 individuals with a mean age of 

31.04 ± 3.12 years, indicating that the two groups were 

homogeneous in terms of age. The descriptive findings of 

the study are presented in Table 2. 

 

Table 2  

Descriptive statistics of the dependent variables in the pretest, posttest, and follow-up phases 

Variable Group Pretest Posttest Follow-up  

Mean SD Mean SD Mean SD 

Cognitive fusion with 

illness 

Experimental 47.13 6.54 25.53 8.44 24.66 8.47 

Control 46.13 6.11 46.53 6.80 46.40 5.65 

 

Cancer-related fatigue 

Experimental 42.66 6.93 33.86 6.89 34.53 6.74 

Control 35.86 6.24 35.26 5.93 36.60 6.36 

 

As shown in Table 2, the means and standard 

deviations of total scores of cognitive fusion with illness 

and cancer-related fatigue in the experimental and 

control groups were examined in the pretest, posttest, 

and follow-up stages. As can be seen, in the pretest phase 

the mean scores of the two groups were very close to 

each other. However, in the posttest and follow-up 

phases, the mean score of the experimental group on 

cancer-related fatigue was noticeably lower than that of 

the control group, and on cognitive fusion with illness in 

the posttest and follow-up phases it differed 

considerably from that of the control group. 

Before presenting the results of the repeated 

measures analysis of variance, the assumptions of 

parametric tests were examined. The results of the 

Shapiro–Wilk test indicated that the assumption of 
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normal distribution of the sample data was met for the 

variables of cognitive fusion with illness and cancer-

related fatigue in the experimental and control groups at 

the pretest, posttest, and follow-up stages (p > 0.05). In 

addition, Box’s M test was used to examine the 

homogeneity of covariance matrices, and the results 

showed that (F= 1.02, p= 0.429) the covariance matrices 

were equal across groups; therefore, the assumption of 

homogeneity of covariance was met. 

Moreover, the assumption of homogeneity of 

variances was assessed using Levene’s test, the results of 

which were not significant, indicating that the 

assumption of homogeneity of variances was satisfied (p 

> 0.05). Furthermore, the results of the independent 

samples t-test showed that the differences between the 

pretest mean scores of the experimental and control 

groups on the dependent variables (cancer-related 

fatigue and cognitive fusion with illness) were not 

statistically significant (p>0.05). The results of Mauchly’s 

test also indicated that the sphericity assumption for the 

variables of cognitive fusion with illness and cancer-

related fatigue was met (p>0.05). 

 

Table 3  

Repeated measures analysis of variance for comparing groups on the study variables 

Variable Source Sum of Squares df Mean Square F value P value Effect size 

 

Cognitive fusion with illness 

Time 457.80 2 228.90 55.62 0.0001 0.66 

Group 298.84 1 298.84 8.45 0.02 0.23 

Time × Group 518.09 2 259.54 62.83 0.0001 0.69 

Error 230.44 56 4.11 
   

 

Cancer-related fatigue 

Time 518.60 2 259.30 136.41 0.0001 0.83 

Group 448.90 1 448.90 7.39 0.03 0.20 

Time × Group 468.29 2 234.14 123.18 0.0001 0.81 

Error 106.44 56 1.90 
   

 

The results in Table 3 show that the F value for the 

interaction effect of time and group for the variables of 

cognitive fusion with illness (reported as 171.74) and 

cancer-related fatigue (reported as 87.69) is significant 

at the 0.001 level. This finding indicates that the 

experimental and control groups differ significantly in 

the study variables (cognitive fusion with illness and 

cancer-related fatigue) across the three stages of pretest, 

posttest, and follow-up. To determine at which stages 

this effect occurred, Bonferroni post hoc tests were 

conducted. 

 

Table 4 

Pairwise comparisons of pretest, posttest, and follow-up stages 

Component Test stages Mean difference Standard error P-value 

Cognitive fusion with 

illness 

Pretest–Posttest 4.00 0.61 0.0001 

Pretest–Follow‐up 5.30 0.63 0.0001 

Cancer-related fatigue Pretest–Posttest −4.10 0.36 0.0001 

Pretest–Follow‐up −5.70 0.41 0.0001 

 

According to the results in Table 4, the differences 

between the mean scores of the pretest and posttest and 

the pretest and follow-up for the components of 

cognitive fusion with illness and cancer-related fatigue in 

cancer patients are significant. In contrast, there is no 

significant difference between the mean scores of the 

posttest and follow-up for these components. This means 

that the mean scores of cognitive fusion with illness and 

cancer-related fatigue in cancer patients, which had 

changed significantly from pretest to posttest, retained 

this change at the follow-up stage and did not lose 

stability over time. Therefore, positive parenting 

training, while having a significant effect on the mean 

scores of cognitive fusion with illness and cancer-related 

fatigue in cancer patients at the posttest stage, was also 

able to maintain its effect over time. 
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Discussion and Conclusion 

The findings of the present study showed that 

implementing schema therapy interventions in patients 

with cancer led to a significant reduction in cognitive 

fusion with the illness and illness-related fatigue. This 

suggests that addressing deeper cognitive and emotional 

structures through the identification and modification of 

early maladaptive schemas can have a substantial impact 

on improving patients’ psychological adjustment to 

chronic and life-threatening diseases. In what follows, 

each of the main components under study is discussed in 

detail. 

Cognitive fusion refers to the entanglement of the 

individual with thoughts, images, and beliefs related to 

the illness, such that these thoughts are experienced not 

as mere mental events, but as absolute realities. In this 

state, the patient does not see themselves as separate 

from their negative thoughts, which in turn increases 

feelings of helplessness, anxiety, and depression. The 

results of the present study showed that participation in 

schema therapy sessions reduced this fusion. 

From a theoretical perspective, schema therapy is 

based on Young’s cognitive–emotional model Young et 

al., (2006), which holds that many emotional and 

behavioral problems originate in early maladaptive 

schemas formed in childhood as a result of unmet core 

emotional needs. Patients with cancer, when faced with 

the threat of death and loss of bodily control, may 

activate schemas such as “incompetence,” “mistrust,” 

“vulnerability to harm,” or “dependence/incompetence.” 

Activation of these schemas leads the individual to 

perceive illness-related thoughts as highly real and 

threatening and to be unable to distance themselves 

from them. In other words, maladaptive schemas 

provide the groundwork for cognitive fusion. 

Schema therapy, by identifying these underlying 

patterns and helping the patient to recognize their 

developmental origins, gradually increases the person’s 

capacity to differentiate themselves from the content of 

their mind. Techniques such as chair dialogues, imagery 

rescripting, revisiting childhood experiences, and 

practicing the “healthy parent” mode enable individuals 

to observe their thoughts from a meta-perspective and to 

distinguish between the “observing self” and the 

“experiencing self.” As a result, patients learn that 

negative thoughts about disease progression or death 

are not necessarily facts, but rather products of the mind 

in threatening circumstances. This process is what is 

known in the therapeutic literature as reducing cognitive 

fusion. 

Previous studies have reported similar findings. For 

example, extensive research in the area of chronic pain  

has shown that reducing cognitive fusion with pain is 

associated with improved functioning and better quality 

of life. Likewise, studies applying schema therapy in 

populations with physical illnesses (such as cancer or 

autoimmune diseases) have indicated that by increasing 

insight into maladaptive patterns and reducing self-

criticism and helplessness, this approach can enhance 

cognitive flexibility and illness acceptance. Thus, the 

reduction in cognitive fusion observed in the present 

study can be considered a direct outcome of increased 

awareness of schemas, strengthening of the internal 

healthy parent, and cognitive–emotional restructuring in 

relation to the illness. When patients learn to observe 

and understand their negative thoughts rather than 

merge with them, the negative emotions associated with 

the illness decrease, and they experience a greater sense 

of mastery and control over their mind. 

Fatigue is one of the most common and disabling 

symptoms in patients with cancer and, from a 

psychological standpoint, represents a combination of 

physical, emotional, and cognitive exhaustion. Chronic 

fatigue is not only associated with treatment side effects 

and physical weakness, but also strongly correlated with 

psychological burnout, anxiety, depression, and a sense 

of meaninglessness. The finding of the present study—

namely, the significant reduction in fatigue following 

schema therapy—highlights the crucial role of cognitive 

and emotional factors in this symptom. 

Theoretically, fatigue in cancer patients may stem 

from persistent mental preoccupation with negative 

thoughts about the illness, fear of recurrence, feelings of 

incompetence, and perceived lack of control over 

circumstances. When a person is chronically caught up in 

negative, self-blaming, or helpless thinking patterns, 

both physiological and psychological arousal increase, 

and over time, the psychophysiological system becomes 

exhausted. Schema therapy, by identifying and 

modifying these repetitive patterns, helps reduce 

internal tension and promotes emotional restructuring. 
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More specifically, when patients in therapy confront 

schemas such as “unrelenting standards,” 

“dependence/incompetence,” “worthlessness,” or 

“abandonment,” and learn to meet their emotional needs 

in healthier ways, they free themselves from constant 

internal pressure and feelings of inadequacy. 

Consequently, their psychological energy is released, and 

mental and emotional fatigue decreases. In addition, 

strengthening the “healthy adult” mode helps patients 

adopt a more realistic and accepting perspective toward 

their illness—a view in which the illness is seen as a part 

of life, rather than its entirety. This shift in perspective 

indirectly reduces the sense of exhaustion. 

Numerous studies have shown that fatigue in cancer 

patients is closely linked to depression, negative beliefs 

about the self and the future, and difficulties in emotion 

regulation (Kroenke & Swindle, 2000; Wetherell et al., 

2016). Thus, interventions that promote cognitive 

restructuring and emotional regulation can reduce 

fatigue. Schema therapy directly pursues this goal, and 

by focusing on the primary source of negative 

emotions—maladaptive schemas—rather than merely 

controlling symptoms, it targets the psychological roots 

of fatigue. The findings of the present study are 

consistent with this view and suggest that modifying 

deep cognitive and emotional structures can alter 

important physiological and psychological outcomes 

such as fatigue. In other words, fatigue is not merely a 

physical phenomenon; it is also a reflection of internal 

psychological and emotional pressures, and schema 

therapy, by addressing these deeper layers, can influence 

the subjective experience of fatigue. 

In explaining the effective mechanisms, it can be 

argued that schema therapy affects both components 

(cognitive fusion and fatigue) through similar pathways. 

During treatment, patients learn to distinguish between 

thoughts and reality, to identify their emotions, and to 

trace them back to early schemas. This increased self-

awareness reduces emotional reactivity and thereby 

diminishes both cognitive fusion and psychological 

fatigue. Therapists in schema therapy use the “limiting 

parent” and “healthy parent” modes to help patients 

change their internal relationship with themselves. 

When the patient’s inner dialogue shifts from criticism 

and blame to support and acceptance, psychological 

strain and the feeling of fatigue decrease. 

Since schema therapy teaches patients not to view 

their thoughts as absolute and unchangeable, their 

cognitive flexibility increases, and their ability to cope 

with stressful situations improves. Patients learn to 

experience and manage unpleasant emotions related to 

the illness instead of avoiding them or becoming 

overwhelmed by them. This skill contributes to reducing 

both cognitive fusion and fatigue resulting from chronic 

stress. 

The findings of this study are consistent with research 

emphasizing the effectiveness of cognitive–emotional 

approaches in chronic patients. For example, (Özer, 

2022) found that schema therapy in individuals with 

chronic illnesses led to increased personal control and 

reduced helplessness. Similarly, Nejat et al., (2022), in a 

study on cancer patients, showed that modifying early 

maladaptive schemas can improve psychological 

adjustment and reduce psychosomatic symptoms. In the 

present study, as in the above research, working with 

core schemas such as “vulnerability to harm,” 

“dependence/incompetence,” and “mistrust” led to 

reduced perceived threat and a greater sense of control 

over the illness. This indicates that schema therapy is 

highly effective not only in personality disorders or 

emotional problems, but also in the context of physical 

illnesses. 

Overall, the findings of the present study indicate that 

schema therapy, by reconstructing maladaptive 

cognitive and emotional structures, was able to 

significantly reduce two key psychological outcomes 

related to cancer—cognitive fusion with illness and 

illness-related fatigue. These results underscore the 

importance of integrating deep, schema-based 

psychological interventions alongside medical 

treatments. In fact, schema therapy helped patients shift 

from viewing themselves as “victims of the illness” to 

seeing themselves as “agents of control and meaning-

making.” When patients are able to observe their 

thoughts instead of drowning in them, and when they can 

express their emotions in a healthy manner rather than 

suppressing them, their sense of mastery, calmness, and 

hope increases. This internal shift, in turn, leads to 

reduced fatigue and improved quality of life. 

Therefore, it can be concluded that schema therapy is 

a comprehensive approach that is effective not only in 

improving psychological symptoms in cancer patients, 

but also in enhancing their overall adjustment to the 
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illness and improving their quality of life. Implementing 

such interventions alongside pharmacological and 

medical treatments can be an important step toward 

holistic care for patients with cancer and strengthening 

their psychological well-being. 

Acknowledgments 

The authors express their gratitude and appreciation 

to all participants. 

Declaration of Interest 

The authors of this article declared no conflict of 

interest. 

Ethical Considerations 

The study protocol adhered to the principles outlined 

in the Helsinki Declaration, which provides guidelines 

for ethical research involving human participants. 

Ethical considerations in this study were that 

participation was entirely optional.  

Transparency of Data 

In accordance with the principles of transparency and 

open research, we declare that all data and materials 

used in this study are available upon request. 

Funding 

This research was carried out independently with 

personal funding and without the financial support of 

any governmental or private institution or organization. 

Authors’ Contributions 

All authors equally contribute to this study. 

References 

AL‐Hammouri, M. M., Rababah, J., & Dormans, J. (2025). The 
impact of cognitive fusion on stress among nurses: Exploring 
gender as a moderator controlling for depressive symptoms. 
International Nursing Review, 72(2), e13027. 
https://doi.org/10.1111/inr.13027  

Alimoradi, B., & Talaei, A. (2024). The Efficacy of Group 
Cognitive Behavioral Therapy versus Group Acceptance and 
Commitment Therapy in the Treatment of Panic Disorder of 
Multiple Sclerosis Patients: Considering Revised Sensitivity 
Theory of Brain-Behavioral System. International Journal of 
Body, Mind & Culture (2345-5802), 11(4). 
https://doi.org/10.22122/ijbmc.v11i4.595  

Alsubaie, M. S. (2024). Emotional Schema Therapy for Adults 
Diagnosed with Mental Health Problems: A Systematic 
Review. International Journal of Cognitive Therapy, 17(4), 

991-1007. https://doi.org/10.1007/s41811-024-00229-w  
Anderberg, J. L., Baker, L. D., Kalantar, E. A., & Berghoff, C. R. 

(2024). Cognitive fusion accounts for the relation of anxiety 
sensitivity cognitive concerns and rumination. Current 
Psychology, 43(5), 4475-4481. 
https://doi.org/10.1007/s12144-023-04674-2  

Basharpoor, S., Mowlaie, M., & Sarafrazi, L. (2020). The role of 
cognitive fusion, distress tolerance and self-compassion in 

post traumatic growth of abused individuals in their 
childhood. Shenakht Journal of Psychology and Psychiatry, 
7(3), 87-100. https://doi.org/10.52547/shenakht.7.3.87  

Breitbart, W., Poppito, S., Rosenfeld, B., Vickers, A. J., Li, Y., 
Abbey, J., Olden, M., Pessin, H., Lichtenthal, W., & Sjoberg, 
D. (2012). Pilot randomized controlled trial of individual 
meaning-centered psychotherapy for patients with advanced 
cancer. Journal of clinical oncology, 30(12), 1304-1309. 
https://doi.org/10.1200/JCO.2011.36.2517  

Breitbart, W., Rosenfeld, B., Pessin, H., Applebaum, A., 
Kulikowski, J., & Lichtenthal, W. G. (2015). Meaning-
centered group psychotherapy: an effective intervention for 
improving psychological well-being in patients with advanced 
cancer. Journal of clinical oncology, 33(7), 749-754. 
https://doi.org/10.1200/JCO.2014.57.2198  

Chamandoust, N., Sarallahi, S. M., Latifi, F., Dargahnia, F., & 

Lalekaei, S. (2025). Investigating the Relationship Between 
Distorted Thoughts and Perceived Stress with the Mediating 
Role of Rumination Among Unemployed Youth. 
International Journal of Body, Mind & Culture (2345-5802), 
12(7). https://doi.org/10.61838/ijbmc.v12i7.1011  

Ghasemzadehbarki, S., Shahgholian, G. M., & Abdollahi, M. H. 
(2024). Effect of Worry on posttraumatic stress symptoms and 
fear of recurrence in patients with barest cancer: the mediating 
role of fatigue. https://doi.org/10.61186/ijbd.17.1.41  

Gillanders, D. T., Bolderston, H., Bond, F. W., Dempster, M., 
Flaxman, P. E., Campbell, L., Kerr, S., Tansey, L., Noel, P., 
& Ferenbach, C. (2014). The development and initial 
validation of the cognitive fusion questionnaire. Behavior 
therapy, 45(1), 83-101. 
https://doi.org/10.1016/j.beth.2013.09.001  

Gomes, A., Al-Dossary, S. A., Sousa, C., & Gonçalves, G. (2024). 
Flourishing, Cinematic Self, and Sense of Self as Predictors of 

Death Anxiety: A Gender-Invariant Model. OMEGA-Journal 
of Death and Dying, 00302228241307256. 
https://doi.org/10.1177/00302228241307256  

Hosseinimotlaqh, M., & Rahimi, A. (2024). Comparison of 
Cognitive Fusion, Risk-taking, and Fathers' Communication 
Style between Adolescents with and without Self-harm. 
International Journal of Body, Mind & Culture (2345-5802), 
11(3). https://doi.org/10.22122/ijbmc.v11i3.535  

Izadi, M., Bashardoust, S., & Mojtabaie, M. (2025). The Structural 
Model of Predicting Death anxiety based on Meaning in Life 
with the Mediation of Self-Compassion in Middle-Aged 
Employees of Islamic Azad University Science and Research 
Branch. Journal of Health Promotion Management, 13(5), 81-
92. https://10.22034/JHPM.13.5.81  

Jim, H. S., Richardson, S. A., Golden-Kreutz, D. M., & Andersen, 
B. L. (2006). Strategies used in coping with a cancer diagnosis 

predict meaning in life for survivors. Health Psychology, 
25(6), 753. https://doi.org/10.1037/0278-6133.25.6.753  

Kroenke, K., & Swindle, R. (2000). Cognitive-behavioral therapy 
for somatization and symptom syndromes: a critical review of 
controlled clinical trials. Psychotherapy and psychosomatics, 
69(4), 205-215. https://doi.org/10.1159/000012395  

file:///W:/Danesh%20Tandorosti%20Project/Graphic%20design/IJBMC/Page%20template/ijbmc.org
https://doi.org/10.1111/inr.13027
https://doi.org/10.22122/ijbmc.v11i4.595
https://doi.org/10.1007/s41811-024-00229-w
https://doi.org/10.1007/s12144-023-04674-2
https://doi.org/10.52547/shenakht.7.3.87
https://doi.org/10.1200/JCO.2011.36.2517
https://doi.org/10.1200/JCO.2014.57.2198
https://doi.org/10.61838/ijbmc.v12i7.1011
https://doi.org/10.61186/ijbd.17.1.41
https://doi.org/10.1016/j.beth.2013.09.001
https://doi.org/10.1177/00302228241307256
https://doi.org/10.22122/ijbmc.v11i3.535
http://dx.doi.org/10.22034/JHPM.13.5.81
https://doi.org/10.1037/0278-6133.25.6.753
https://doi.org/10.1159/000012395


              Maghhoori et al.                                                                                    International Journal of Body, Mind and Culture 12:7 (2025) 185-193 

 

193 

 
Ijbmc.org 
E-ISSN: 2345-5802 
 

Kvillemo, P., & Bränström, R. (2014). Coping with breast cancer: 
a meta-analysis. PloS one, 9(11), e112733. 
https://doi.org/10.1371/journal.pone.0112733  

Lebel, S., Ozakinci, G., Humphris, G., Mutsaers, B., Thewes, B., 
Prins, J., Dinkel, A., Butow, P., & attendees, U. o. O. F. o. C. 
R. C. (2016). From normal response to clinical problem: 
definition and clinical features of fear of cancer recurrence. 
Supportive care in cancer, 24(8), 3265-3268. 
https://doi.org/10.1007/s00520-016-3272-5  

Lichtenthal, W. G., Roberts, K. E., Pessin, H., Applebaum, A., & 
Breitbart, W. (2020). Meaning-centered psychotherapy and 

cancer: finding meaning in the face of suffering. The 
Psychiatric Times, 37(8), 23. 
https://pmc.ncbi.nlm.nih.gov/articles/PMC8542392/  

Neel, C., Lo, C., Rydall, A., Hales, S., & Rodin, G. (2015). 
Determinants of death anxiety in patients with advanced 
cancer. BMJ supportive & palliative care, 5(4), 373-380. 
https://doi.org/10.1136/bmjspcare-2012-000420  

Nejat, H., Farzinfar, K., Doustkam, M., & Tuzandehjani, H. (2022). 

Comparing the Effectiveness of Schema Therapy and 
Integrated Cognitive-Speech Approach on Negative Emotions 
and Distress Tolerance in People Suffering from Stuttering. 
International Journal of Body, Mind & Culture (2345-5802), 
9(1). https://10.52547/ajcm.27.4.239  

Nia, H. S., Soleimani, M. A., Ebadi, A., Taghipour, B., Zera'Tgar, 
L., & Shahidifar, S. (2017). The relationship between spiritual 
intelligence, spiritual well-being and death anxiety among 

iranian's veterans. Journal of Military Medicine, 19(4), 336-
343. https://www.researchgate.net/profile/Abbas-Ebadi-
2/publication/320880657_The_Relationship_between_Spirit
ual_Intelligence_Spiritual_Well-
Being_and_Death_Anxiety_among_Iranian's_Veterans/links/
5a02dbd8a6fdcc55a1614173/The-Relationship-between-
Spiritual-Intelligence-Spiritual-Well-Being-and-Death-
Anxiety-among-Iranians-Veterans.pdf  

Okuyama, T., Akechi, T., Kugaya, A., Okamura, H., Shima, Y., 

Maruguchi, M., Hosaka, T., & Uchitomi, Y. (2000). 
Development and validation of the cancer fatigue scale: a 
brief, three-dimensional, self-rating scale for assessment of 
fatigue in cancer patients. Journal of pain and symptom 
management, 19(1), 5-14. https://doi.org/10.1016/S0885-
3924(99)00138-4  

Özer, E. (2022). Examınatıon of the Relatıonshıp of Depressıve 
Symptoms and Early Maladaptıve Schemas In Breast Cancer 

Patıents. International journal of health sciences, 6(S3), 
10802-10816. https://doi.org/10.53730/ijhs.v6nS3.8435  

Renner, F., van Goor, M., Huibers, M., Arntz, A., Butz, B., & 
Bernstein, D. (2013). Short-term group schema cognitive-
behavioral therapy for young adults with personality disorders 
and personality disorder features: Associations with changes 
in symptomatic distress, schemas, schema modes and coping 
styles. Behaviour Research and Therapy, 51(8), 487-492. 
https://doi.org/10.1016/j.brat.2013.05.011  

Siegel, R. L., Miller, K. D., Wagle, N. S., & Jemal, A. (2023). 
Cancer statistics, 2023. CA: a cancer journal for clinicians, 
73(1). https://doi.org/10.3322/caac.21763  

Simard, S., Thewes, B., Humphris, G., Dixon, M., Hayden, C., 
Mireskandari, S., & Ozakinci, G. (2013). Fear of cancer 
recurrence in adult cancer survivors: a systematic review of 
quantitative studies. Journal of cancer survivorship, 7(3), 

300-322. https://doi.org/10.1007/s11764-013-0272-z  
Thanoon, A. H., Adnan, M., Jasim, M. A., Adhab, A. H., & 

Abdulkareem, Z. T. (2022). Emotional Schema Therapy for 
Social Phobia in Medical Students. International Journal of 
Body, Mind & Culture (2345-5802), 9(3). 
https://doi.org/10.22122/ijbmc.v9i3.407  

Visser, A., Garssen, B., & Vingerhoets, A. (2010). Spirituality and 
well‐being in cancer patients: a review. Psycho‐Oncology: 
Journal of the Psychological, Social and Behavioral 

Dimensions of Cancer, 19(6), 565-572. 
https://doi.org/10.1002/pon.1626  

Wetherell, J. L., Petkus, A. J., Alonso‐Fernandez, M., Bower, E. S., 
Steiner, A. R., & Afari, N. (2016). Age moderates response to 
acceptance and commitment therapy vs. cognitive behavioral 
therapy for chronic pain. International Journal of Geriatric 
Psychiatry, 31(3), 302-308. https://doi.org/10.1002/gps.4330  

Young, J. E., Klosko, J. S., & Weishaar, M. E. (2006). Schema 

therapy: A practitioner's guide. guilford press. 
https://books.google.com/books?id=pS5uAAAAQBAJ&lpg=
PP1&ots=C_HdfUf2QV&dq=Young%2C%20J.%20E.%2C
%20Klosko%2C%20J.%20S.%2C%20%26%20Weishaar%2
C%20M.%20E.%20(2006).%20Schema%20therapy%3A%2
0A%20practitioner's%20guide.%20guilford%20press.&lr&p
g=PP1#v=onepage&q&f=false  

Zarei, B., & Esmaielzadeh, F. (2024). The effectiveness of emotion 

focused therapy on death anxiety and resilience in older adults. 
Aging Psychology, 10(2), 262-243. 
https://10.22126/jap.2024.10598.1776  

Zeidabadinejad, M., Noori, N., Fatehi Khoshknab, L., Malek 
Mohammadi, S., & Poursadeg Gavgani, Z. (2025). The 
effectiveness of mindfulness-based cognitive therapy on 
cognitive fusion and interpersonal needs in students with 
suicidal ideation. Journal of Cognitive Psychology, 13(2), 1-

15. https://jcp.khu.ac.ir/article-1-3977-en.pdf  

 

file:///W:/Danesh%20Tandorosti%20Project/Graphic%20design/IJBMC/Page%20template/ijbmc.org
https://doi.org/10.1371/journal.pone.0112733
https://doi.org/10.1007/s00520-016-3272-5
https://doi.org/10.1136/bmjspcare-2012-000420
http://dx.doi.org/10.52547/ajcm.27.4.239
https://doi.org/10.1016/S0885-3924(99)00138-4
https://doi.org/10.1016/S0885-3924(99)00138-4
https://doi.org/10.53730/ijhs.v6nS3.8435
https://doi.org/10.1016/j.brat.2013.05.011
https://doi.org/10.3322/caac.21763
https://doi.org/10.1007/s11764-013-0272-z
https://doi.org/10.22122/ijbmc.v9i3.407
https://doi.org/10.1002/pon.1626
https://doi.org/10.1002/gps.4330
https://doi.org/10.22126/jap.2024.10598.1776

