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Abstract

Objective: We reviewed the evidence regarding the effectiveness of therapist‐led
interventions for reducing symptoms of traumatic stress in cancer survivors.

Methods: This systematic review was completed in accordance with the guidelines

illustrated by Popay and colleagues and the following online databases, PsychInfo,

Medline, CINAHL, were searched for peer‐reviewed literature. Further studies were
searched through Google Scholar and manually scanning the reference lists of all

included studies. The PRISMA guidelines were followed to report results.

Results: Sixteen studies were identified, their quality varied and the interventions

broadly fell into two categories: CBT‐based and non‐CBT interventions. Effect sizes
were small to moderate in 12 studies and large in four. Drop‐out rates were mostly
low.

Conclusion: This review has demonstrated that the research in this field is still

scarce and due to the data mostly suggesting a small to moderate effect, firm

conclusions cannot be drawn on the effectiveness of the included interventions.
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1 | BACKGROUND

Cancer is the leading cause of death worldwide; smoking, alcohol

consumption, unhealthy diets, and lack of physical activities are some

of the most common risk factors for cancer.1 The incidence of cancer

worldwide is predicted to increase by 61.7% in the next 20 years

reaching a total of 27.5 million new cancer cases per year2; at the

same time, cancer mortality has been substantially reduced through

early detection, diagnosis, and treatment1 which has consequently

increased cancer survival rates (e.g., cancer survival has doubled in

the last 40 years in the United Kingdom).2 In order to provide

comprehensive and effective cancer care the cancer patients' journey

should not be considered over once they reach end of cancer

treatment.3

Abbey and colleagues4 have showed that cancer survivors are

likely to develop mental health problems such as anxiety, depression,

and posttraumatic stress disorder (PTSD), and experience lifestyle

changes that may impact on their overall quality of life and

relationships.3 In the Diagnostic and Statistical Manual of Mental

Disorder fourth edition (DSM‐IV),5 the diagnostic criteria for PTSD
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were adjusted to include diagnoses and life‐threatening illness such
as cancer; this change was made after multiple studies had demon-

strated the presence of traumatic stress‐like symptoms in cancer

patients.6 However, this adjustment was then revoked in the fifth

edition of the DSM7; a life‐threatening condition was not considered
traumatic anymore unless experienced by the person as sudden and

catastrophic.

Unlike other traumatic experiences (e.g., having survived an

earthquake) that might lead to individuals developing traumatic

stress symptoms, cancer acts as an ongoing and chronic stress for the

individual8 and fear of recurrence is experienced by many cancer

survivors.9,10,11 The Field Trials for the Fourth Edition of the Diag-

nostic and Statistical Manual of Mental Disorders (DSM‐4)5 found

that 22% of cancer survivors suffer from some level of lifetime

cancer‐related traumatic stress symptoms.5,6 The most common

traumatic stress symptom experienced by cancer survivors include

distressing recollections of cancer‐related experiences such as

receiving a diagnosis and having to undergo invasive procedures (e.g.,

chemotherapy, radiation, hormonal therapy, etc.).8,12 In order to

avoid triggering distressing recollections which can lead to unpleas-

ant feelings and trauma‐related thoughts and images, cancer survi-

vors avoid specific places and situations (e.g., hospitals, doctor

appointments, follow‐up scans, etc.).12

Cancer‐related traumatic stress symptoms can negatively impact
on the ongoing care of cancer patients by reducing attendance at

follow‐up appointments, and adherence to a healthy lifestyle which

may in turn increase healthcare costs and the use of healthcare

services in the long run.13 Although research has demonstrated that

cancer survivors want psychosocial support for the emotional and

social distress they experience as a result of their cancer journey6

and are more likely to express their unmet psychological needs in the

post‐treatment phase compared to other stages in their cancer

journey,14 many cancer survivors are not referred to psycho‐
oncology services and therefore are not treated.15 This is not only

caused by an overall lack of psycho‐oncologists in national health

services, but also by other factors such as poor detection, having to

wait long times, and geographical or physical barriers which prevent

patients attending appointments.16

A recent systematic literature review by Dimitrov and col-

leagues17 aimed to evaluate the effectiveness of interventions for

cancer‐related post‐traumatic stress; however, the authors excluded
papers where participants had not been clearly screened for PTSD or

used validated PTSD measures that had subscales that assessed for

other symptoms such as depression and overall psychological

distress. This inevitably limited the focus of their review (only eight

studies were found that matched the review's inclusion criteria). In-

dividuals who do not meet the criterion for PTSD, often display

clinically meaningful symptoms which have an impact on their

everyday functioning.18,19,12 Indeed Mundy and Baum20 stated that

PTSD might not be the right diagnosis to represent the emotional and

social distress which cancer patients experience; although the PTSD

diagnosis may capture many of the traumatic stress symptoms

experienced by cancer patients, it may not incorporate

the multidimensionality of lasting responses that are typical of the

cancer experience.21,22 Furthermore, Dimitrov and colleagues'

work17 is limited to literature published up to April 2018, and

therefore, our review provides with an overview of the most recent

literature in the field.

The aim of this review was to systematically review the evidence

on the effectiveness of therapist‐led psychotherapeutic intervention

for reducing symptoms of traumatic stress (e.g., intrusions, hyper-

arousal, and avoidance) in cancer survivors.

2 | METHODS

2.1 | Search strategy

This systematic review was conducted in accordance with PRISMA

guidelines23 and the following online databases, PsychInfo, Medline,

CINAHL, were searched for peer‐reviewed literature on these dates

respectively 25th of June 2021, 27th of June 2021, and 29th of June

2021. Further studies were searched through Google Scholar

(https://scholar.google.com/) and manually scanning the reference

lists of all included studies.

The search terms used were (Cancer n4 survivors) AND

(Trauma* OR PTSD OR Post Traumatic Stress Disorder) AND (Psy-

chotherap* OR Group Therapy OR Psychodynamic* OR Cognitive

Behavioural Therapy (CBT) OR Cognitive Behavio* OR Acceptance

and commitment therapy (ACT) OR Mindfulness OR Eye Movement

desensitization reprocessing OR Cognitive Processing therap* OR

Compassion Focused Therapy OR Cognitive Analytic Therapy OR

Schema Therapy). The ‘n’ search term represents the number of

words that could appear between keywords/phrases, in our case

four; this was used in an attempt to include all cancer types and

terminology. These search terms were employed in free‐text
searches, but where possible, controlled vocabulary indices were

also used. Controlled vocabulary indices included neoplasms and

survivors, psychological trauma, post‐traumatic stress disorder, and
psychotherapy. All searches were conducted by the first author (DD).

2.2 | Study selection

All citations were managed using the referencing software Mendeley;

after all duplicates were removed, the remaining citations' titles and

abstracts were screened using the inclusion criteria in Table 1 (see

Supplemental Appendices). Inclusion criteria were organised based

on the PICO reporting structure (e.g., Population, Intervention,

Comparator, Outcome). When eligibility was established, the papers

were accessed and their full‐text read.
Due to the scarcity of studies in this area, attempts were made to

keep the inclusion criteria as wide as possible (e.g., no restriction on

study designs, date of publication, or cancer types). The search and

study selection process is illustrated in Figure 1 (see Supplemental

Appendices).
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2.3 | Data extraction

The study characteristics that were extracted from eligible studies

included: author(s), year, country, total number of participants and

their mean age, cancer types, study design, measures of traumatic

stress (including times of administration), intervention delivered

(including duration and who delivered it), control group (where pre-

sent), results (including where possible effect sizes). Please refer to

Table 2 in Supplemental Appendices for all extracted data.

2.4 | Quality appraisal

Due to the heterogeneity of study designs included in this review, the

Mixed Method Appraisal Tool (MMAT)24 was chosen to appraise the

quality of the studies selected. The MMAT was developed to help

researchers to appraise the methodological quality of empirical

studies. Within a single tool, the MMAT provides methodological

criteria to appraise five study designs and therefore it is more time

efficient compared to other tools. The MMAT can appraise qualita-

tive studies, Randomised Controlled Trials (RCTs), non‐randomised
trials, quantitative descriptive research, and finally mixed‐method
study designs; it includes 25 criteria and 2 screening questions. The

MMAT is easy to use and access online, comprehensive, quick, and

short.25 Three main steps are followed when using the MMAT. First,

there are two optional screening questions which will determine

whether the study is empirical or not, then the researcher has to

choose the appropriate category for the study they want to appraise

so that the MMAT can acknowledge the study's methodological

characteristics, and finally, the researcher rates the criteria of the

chosen category (e.g., ‘Yes’, the criterion is met; ‘No’, the criterion is

not met; ‘Can't tell’, there is not enough information to judge whether

the criterion is met or not). Hong and colleagues21 recommended to

provide a thorough presentation of the rating for each criterion when

scoring. No study was excluded on the basis of the quality appraisal

due to the paucity of studies in this field.

2.5 | Data synthesis

Because eligible studies were diverse in terms of their clinical and

methodological characteristics (e.g., variability in study design,

intervention components, timing of outcome measures), a meta‐
analysis could not be performed to synthetize the findings. There-

fore, a narrative synthesis approach was used to describe and

compared eligible studies' characteristics and findings. The narrative

TAB L E 1 Inclusion criteria

Inclusion criterion Rationale

Cancer survivors not in active treatment To allow enough time for traumatic stress to develop and avoid confounding treatment‐
induced distress

Adults (18 years and above),

diagnosed with cancer in adulthood

This review focused on cancer survivors who were diagnosed with cancer in adulthood

Being diagnosed with cancer in childhood might represent a different experience compared

to receiving a diagnosis in adulthood

All cancer types Having access to papers which included all types of cancer widened the search

And allows to be more inclusive as all cancer experiences have the potential to be

traumatic

Measure of traumatic stress with

documented psychometric

properties

The focus of this review was to identify research that aimed to reduce symptoms of

traumatic stress in cancer survivors

To ensure the reliability and validity of the findings

Comorbidity with other mental health

disorders

Traumatic stress is often associated with other mental health disorders (e.g., depression

and anxiety) and therefore studies were participants presented with comorbidities

were included to facilitate ecological validity.

Patients with or without comorbidities were included

Any psychotherapeutic therapist‐led
interventions

Having access to papers which included any therapist‐led psychotherapeutic interventions
widened the search

Interventions which are therapist‐led or guided are likely to be categorically different from
self‐help programmes

Any study designs Having access to papers which included all study designs widened the search

Because the literature in this area highlights an overall heterogeneity of designs, choosing

one specific study design would have limited our search

Studies published in English The authors speak English

Studies published in peer‐reviewed
journal

It's a quality standard and they are more likely to be of higher methodological quality

D’ERRICO ET AL. - 1059



synthesis was constructed following the Popay and colleagues'

guidelines.26 Where feasible, effect sizes were calculated (where not

reported) and reported to explore the magnitude of each interven-

tion on participants.27

3 | RESULTS

3.1 | Study characteristics

The electronic search of databases produced 128 papers; from this,

29 were included after title and abstract search, further 21 papers

were identified through Google Scholar and reference chaining, after

full‐text review was completed 16 papers entered the review

(Figure 1). The characteristics of the 16 studies included are illus-

trated in Table 2 (Appendix A). The studies were published between

2007 and 2021 and most of them were conducted in the USA,12,28–35

whilst the remaining studies were conducted in Spain,36–38 UK,39

Hong Kong,40 Sweden,41 and Australia.42 All articles were written in

English and published in peer‐reviewed journal. RCTs were the most
common study design28,29,33–35,37,38,41,42 followed by pilot studies

and case series12,30–32,40 an open trial,39 and non‐randomized trial.36

The sample size of the studies varied greatly ranging from five to 347

and all studies were conducted on middle‐aged populations and

F I GUR E 1 PRISMA flowchart of study selection process
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mostly on women. The interventions largely fell into two categories:

CBT‐based28–32,34,35,39,40,42 and non‐CBT based12,33,36–38,41 in-

terventions. The total duration of interventions ranged between

3 weeks through to the longest lasting 20 weeks. In the RCTs, four

studies had active comparators,34,37,38,42 three had a Waiting list

(WL)33,36,41 one had Assessment only,28 and two had Enhanced Usual

Care.34,35 Eleven studies12,28–30,32,33,36–40 targeted reduction of

traumatic stress symptoms as their primary aim/outcome, whilst the

remaining studies31,34,35,41,42 targeted it as secondary aim/outcome.

3.2 | Quality appraisal

The included studies demonstrated variable quality; Table 3 (see

Supplemental Appendices) provides with an overview of the quality

appraisal conducted on the studies included in this review. Within the

RCTs, there was frequent failure to describe randomisation proced-

ures and allocation concealment. Six out of the nine RCTs included

described and appropriately performed the randomisation pro-

cess,33–35,37,41,42 five had comparable sample characteristics and pre‐
intervention scores28,33,35,38,41 six provided complete outcome

data,28,33–35,38,41 only three provided information on assessor

blinding34,35,38 and only one of the nine RCTs reported information

regarding participants' adherence to the assigned intervention.37

None of the RCTs explicitly reported any of their pitfalls in their

study limitations section.

In all case series and pilot studies, the criteria for recruitment

were clear and the sample strategy was relevant to address the

research question. Although all studies included cancer survivors,

some studies only focused on one type of cancer which may not

necessarily be representative of the target population (cancer sur-

vivors). Four studies had breast cancer survivors29,30,32,34 and one

had survivors of hematopoietic stem‐cell transplantation.28 The

PTSD Checklist Civilian (PCL‐C43)28,36,37,38, the Impact of Event Scale
(IES44),12,29,30,32,40,42 and the Impact of Event Scale‐Revised (IES‐
R45),31,33,34,35,39,41 were used to assess traumatic stress in partici-

pants and their psychometric properties are widely accessible in the

literature.46,47,48 Finally, effect sizes were reported in six out of the

16 papers included,12,31,34,35,36,39 six papers provided enough infor-

mation to allow for effect sizes to be calculated,30,32,33,38,41,42 whilst

four did not provide enough information.28,29,38,40

3.3 | Effectiveness of cognitive behavioural
interventions for traumatic stress in cancer survivors

The majority of studies (62.5%) used CBT49 features as part of their

intervention plan, including socialisation to the CBT model of

formulation, and strategies such as thought monitoring, thought

challenges, and behavioural experiments. Of these, two studies28,40

explicitly identified their therapeutic intervention as CBT, whilst the

others delivered adapted versions of CBT. Among the adaptations of

CBT, four studies have used third wave cognitive behavioural

therapies interventions such as ACT31,34,35 and Metacognitive

Therapy,39 whilst four have used CBT in the context of counselling29

or have combined cognitive behavioural techniques with other stra-

tegies such as relaxation and mindfulness practices.30,32,42

Most studies showed a magnitude of improvement between

small to Moderate,30–32,34,35,42 demonstrating the impact of these

interventions on reducing symptoms of traumatic stress in cancer

survivors. Three studies28,31,40 provided information on the way in

which the intervention did not act uniformly on symptoms of trau-

matic stress (hyperarousal, avoidance, intrusions). DuHamel and

colleagues28 found that participants who engaged in Telephone ‐ CBT
(T‐CBT) experienced fewer PTSD symptoms and were less likely to

meet diagnostic criteria for PTSD at the final follow‐up compared to
the control condition (assessment only). Although participants

showed an overall improvement in PTSD symptoms, T‐CBT reduced

intrusive thoughts and avoidance, but not numbing and hyperarousal;

the authors acknowledged that feelings of numbness and emotional

detachment were not directly targeted in therapy and relaxation

techniques and challenging maladaptive beliefs might have not been

effective in reducing hyperarousal symptoms. Rico40 examined

whether CBT could reduce symptoms of anxiety, traumatic stress and

depression in breast cancer survivors. Of the five participants who

engaged in the intervention, one showed a reduction in intrusive

symptoms but not in avoidance, two showed a reduction in symptoms

of avoidance but not in intrusions, and the others deteriorated across

all symptoms. Arch and Mitchell31 examined the effectiveness of an

ACT group intervention50,51 in reducing symptoms of anxiety and

trauma in cancer survivors; the authors found that cancer‐related
trauma symptoms diminished at both post‐intervention and follow‐
up; however, reduction of traumatic stress symptoms was mostly

found in relation to hyperarousal and intrusiveness symptoms, but

not in avoidance symptoms. Among the studies that utilised cognitive

behavioural interventions, only one was found to have a large effect.

Fisher and colleagues39 examined whether six one‐hour weekly in-

dividual Metacognitive Therapy52 sessions would reduce symptoms

of anxiety, depression, posttraumatic stress, and fear of recurrence in

cancer survivors. Metacognitive Therapy52 claims that cancer survi-

vors' tendency to ruminate and worry, to focus on threat signals (e.g.,

pain), and to rely on unhelpful coping mechanisms (e.g., searching the

Internet to match their symptoms to an illness) are all reinforced by

positive metacognitive beliefs about the helpfulness of these be-

haviours (e.g., ‘worry will help me to be more prepared’). Metacognitive

Therapy led to significant reduction in post‐traumatic stress symp-
toms and treatment gains were maintained at follow‐up 6 months

later. Distinct from the other CBT‐based studies included, Fisher and
colleagues39 included exposure strategies within their intervention

plan. It could be argued that exposure strategies might have led to

the large effect size found in their study. Although the findings were

promising, the smaller sample size (n = 27) represents a limitation in

terms of generalisability. Exposure strategies were also adopted by

DuHamel and colleagues,28 however, although they reported that the

intervention was effective, we cannot quantify this as they did not

include or provide enough information to calculate effect sizes.
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3.4 | Effectiveness of non‐cognitive behavioural
interventions for traumatic stress in cancer survivors

The remaining studies adopted other forms of intervention, such

as Positive Psychotherapy (PCC),36–38 Neuro Emotional Tech-

nique,12 Health‐Space33 (live weekly facilitated online chat where

cancer‐related topics were discussed and coping skills introduced),

and Mindfulness‐Based Stress Reduction.41 Effect sizes were

found for all studies but one.37 Large effect sizes were found in

study12,36,38 the remaining interventions had a small to moderate

effect size.33,41 Among the studies which showed a large effect

size, Monti and colleagues12 examined the effectiveness of a

Neuro Emotional Technique (NET)53 intervention in reducing

symptoms of traumatic stress in cancer survivors who experi-

enced distressing cancer‐related recollections (e.g., intrusions). The

intervention aimed to help the client to identify the cognitions,

emotions, and behaviours associated with the distressing recol-

lections and involved a muscle‐resistance feedback test to help

the client to understand the difference between the physiological

responses activated by the recalled images against the response

obtained when the individual engaged in positive cognitive

statements (e.g., I can be safe). NET was effective in reducing

symptoms of stress triggered by distressing cancer‐related recol-

lections in three or less 1‐h sessions. Although NET had a large

effect size, due to the small sample size, findings cannot be

generalised.

Two studies delivered PCC,54 one compared it to a WL

control condition36 and one compared to a + intervention.38,55

Positive Psychotherapy helps cancer survivors to develop stress

management and emotional regulation strategies and facilitates

posttraumatic growth though focusing on positive resources such

as positive emotions, strengths, and personal meaning; PCC fa-

cilitates narrative meaning making to alter beliefs and the

integration of the cancer experience into the individual's values

and future priorities. Positive Psychotherapy was effective in

reducing symptoms of traumatic stress compared to both control

conditions. Although PCC showed a large effect size and was

effective in reducing symptoms of traumatic stress, the au-

thors36,38 acknowledged that since PCC is a multicomponent

intervention, it was not possible to establish which element was

the most effective to reduce symptoms of traumatic stress;

moreover, as most participants were survivors of breast cancer,

the generalisability of their findings to all cancer survivors is

unclear. Positive Psychotherapy was also delivered by Lleras de

Frutos and colleagues37; in their RCT where they examined the

effects of an online PCC group intervention compared to a face

to face PCC on distress and posttraumatic stress, and post‐
traumatic growth among cancer survivors. Both versions were

found to be clinically significant and symptoms of traumatic

stress improved in both conditions, treatment gains were also

maintained over time. However, the authors did not include

effect sizes and therefore definite conclusions on effectiveness

cannot be made.T
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3.5 | Acceptability/drop‐out rates of interventions
for traumatic stress in cancer survivors

Drop‐out rates ranged between 0% and 40%. Both case series12,40

reported 100% attendance, Duhamel et al. (T‐CBT)28 and Charlson

et al30 (Contemplative Self‐Healing) reported rates above 90%, all

ACT studies31,34,35 reported 80% attendance rates, all PCC

studies35,36,37 reported attendance rates between 75% and 90%,

lower rates were found in Offidani et al32 and Owen et al.33 studies,

with rates below 65% whilst the remaining studies,29,39,41,42 reported

rates ranging between 75% and 87%. It is worth noting that in

Monti's study,12 the maximum number of sessions delivered was

three which might have had impact in terms of attendance rates.

Eight studies28,30,32,36,38,39,41,42 clearly stated the reasons for

participants drop‐outs; the reasons for drop‐out included: lack of

interest/change their mind,32,36,38,39,41,42 lack of time,30,36,38,39,41,42

cancer recurrence28,39,42 and other health issues.30,36,38 Only one

study30 included qualitative data in relation to participant's experi-

ence of the intervention. The authors delivered Contemplative

Self‐Healing,56 a 20‐week meditation‐based stress reduction group

program which focused on teaching participants meditation skills

(e.g., breathing, healing imagery), and cognitive, affective, and

behavioural coping strategies to help participants unlearn unhealthy

habits and have a healthier approach to life. Participants appreciated

being in a group context and therefore being able to share their

experiences with other people who have been through similar chal-

lenges and learning different meditation strategies which helped

them to feel less anxious and worried about the possibility of dying.

4 | DISCUSSION

The aim of this review was to conduct a systematic narrative review

of all available evidence for the treatment of traumatic stress

symptoms in cancer survivors. All included studies explored the

impact of therapist‐led interventions on symptoms of traumatic

stress; traumatic stress was either a primary or secondary outcome.

Sixteen studies were identified that matched this review's inclusion

criteria; the small number suggests that the literature on the treat-

ment of traumatic stress symptoms in cancer survivors is still largely

scarce, despite the recent statistics which have highlighted the in-

crease in cancer survival rates.1 All included studies were conducted

in the last 15 years which demonstrates that the research in this field

is still in its infancy. The overlap between the studies identified in our

review and the ones identified by Dimitrov and colleagues17 is

limited, one or two studies were included in both reviews.28,29 This is

associated with the difference in inclusion and exclusion criteria; for

example, our study only included studies which recruited cancer

survivors not in active treatment whilst Dimitrov and colleagues17

included cancer patients in all stages of treatment.

Although four studies12,36,39,38 showed a large effect size, the

data suggested a small to moderate effect across most interventions

which demonstrated their limited impact in reducing symptoms of

traumatic stress in cancer survivors. In comparison the literature on

the effectiveness of psychological interventions for reducing symp-

toms of depression and anxiety in the same population appears more

promising. Williams and Dale's systematic review57 indicated that

CBT, psychotherapy and social support groups offered some poten-

tial benefits in reducing symptoms of depression. However, the au-

thors appropriately acknowledged that firm conclusions on

effectiveness could not be drawn due to several methodological

limitations (e.g., small sample sizes, inadequately powered studies,

uncontrolled confounding variables). Conversely, a meta‐analysis by
Osborn and Demoncada58 found CBT for anxiety and depression to

have a large magnitude of treatment effect in the cancer population.

However, this was limited to a small number of studies and thus

further research is needed.

Although CBT is recommended as a first‐line intervention for the
treatment of post‐traumatic stress disorder symptoms,59 no evidence
was found in favour of the Cognitive Behavioural interventions

included in this review, apart from Metacognitive Therapy,39,52 which

study had a small sample size and therefore firm conclusions about its

effectiveness cannot be generalised. It is worth noticing that none of

the studies that delivered CBT reported using evidence‐based CBT

based on the cognitive model initially developed by Beck and col-

leagues.49 CBT aims to change the way in which a person thinks and

act by using both cognitive and behavioural strategies. Of the 10

studies that delivered CBT, none utilised the model developed by

Beck and colleagues49; Duhamel and colleagues28 and Fisher and

colleagues39 were the only authors to deliver behavioural strategies

(e.g., behavioural experiments and graded exposure) as part of their

intervention plan whilst others focused only on cognitive strategies

such as thought challenge. Different forms of CBT have been used

worldwide for the treatment of a variety of psychiatric and medical

conditions60; but in 1996, the National Health Service in the United

Kingdom stated that clinicians should use the literature more effec-

tively and therefore use psychological interventions which are

evidence‐based.61

Positive Psychotherapy was found to have a large effect size;

through delivering PCC, the authors36,38 aimed to facilitate cancer

survivors' post traumatic growth (PTG)62 by a process of narrative

meaning‐making and focus on positives. Post traumatic growth is the
result of the individual recognising the negative and positive effects

of the event, analysing its meaning, and accepting the possible

changes that the event has brought on the self.63 PTG represents a

process of transformation which ends in a successful integration of

the traumatic events within the individual's life narrative.64,65,66,67 It

could be argued that the focus on PTG might have led cancer sur-

vivors to experience a reduction in symptoms of traumatic stress; a

recent meta‐analysis68 which included 51 studies found an overall

modest, positive relationship between PTG and PTSD in the cancer

population. However, being able to identify the positives of a trau-

matic experience can only be achieved if the individual is free from

the anxiety of death67 this might not always be possible as cancer

survivors often experience fear of recurrence.9,10,11 As mentioned in

the results section, although results were overall promising, samples
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from both Ochoa et al.’s studies36,38 were mostly survivors of breast

cancer and therefore it is not possible to draw a definite conclusion

regarding the effectiveness of this intervention for all cancer

survivors.

Drop‐out rates were overall low in all studies; this is perhaps not

unexpected as previous research has showed that cancer patients

want psychosocial support for their cancer‐related emotional and

social distress.6 It is not possible to establish whether the low drop‐
out rates were related to participants' acceptability of the included

interventions, or whether it demonstrates cancer survivors' clear

need for psychological support. Harrison and colleagues14 found that

unmet needs were more likely to be found in cancer survivors

compared to cancer patients in active treatment; they identified that

12%–85% of cancer patients reported unmet psychological needs.

Cancer survivors have often reported feelings of loneliness; they

might avoid talking to friends and family members to avoid having to

talk about their cancer experience or to avoid being told to “stay

positive” or “fight back” which is not always in line with how they feel,

and they worry that by being scared or sad they will upset their loved

ones and appear weak.6,15 Therefore, having had the opportunity to

talk freely about their cancer experience and their life beyond cancer

might have had an impact on overall drop‐out rates. It might have not
been the intervention in itself to lead to low drop‐out rates, but the
opportunity to access social support and feel listened to and under-

stood. Social support has been found to act as an effective coping

strategy in managing emotional distress and has been associated with

decreased depressive and anxiety symptoms69 and overall improve-

ments in well‐being and quality of life in cancer survivors.70

Most studies' samples mainly included middle‐aged women who

had recovered from a breast cancer diagnosis; middle‐aged women

are over‐represented in the current literature on cancer‐related
traumatic stress and therefore it is unclear how these findings can

be generalised to the wider population of cancer survivors.8 This is in

line with the findings of Dimitrov and colleagues17 whose review

included studies were women were the predominant sample.

4.1 | Review limitations

Studies were limited to English language only and this might have

limited the data collection. This review has only included studies

which were therapist‐led with the purpose to keep the focus of the

review clear; however, other types of intervention (e.g., self‐help)
could be effective in treating symptoms of traumatic stress in cancer

survivors. Future research could evaluate the difference between

therapist‐led and self‐help interventions in reducing symptoms of

traumatic stress in cancer survivors. The current review included

studies where the PCL‐C,43 IES,44 and IES‐R45 were utilised. It is

worth noting that whilst the PCL‐C is one of the most commonly

used self‐report measures of PTSD and its items correspond to all of

the Diagnostic and Statistical Manual of Mental Disorder fourth

edition (DSM‐IV) PTSD symptoms, the IES does not measure the

hyperarousal symptoms. However, both measures have showed good

internal consistency (PCL‐C α: 0.94; IES α: 0.86) and test‐retest
reliability (PCL‐C r: between 0.68 and 0.92; IES r: between 0.79

and 0.87).46,47

The current review has also only included peer‐reviewed papers
to ensure a minimum standard for scientific quality at the cost of

increasing publication bias: by accessing the grey literature, more

studies with a positive results could have been identified.71 Future

systematic literature reviews could consider including the grey

literature to widen the search of an already limited field. Finally, this

review's protocol was not registered on Prospero a priori and this is

acknowledged by the authors as a shortcoming of this paper; how-

ever, a search of the Prospero database was conducted before

initiating the process to ensure no other systematic literature re-

views were conducted on the same topic area.

4.2 | Clinical implications

In 2018 The National Institute For Health and Care Excellence59

recommended Narrative Exposure Therapy (NET)72; CBT,49 Pro-

longed Exposure73,74 and Cognitive Processing Therapy75 as first‐line
treatment options for the treatment of PTSD in adults. In the study

by DuHamel and colleagues,28 T‐CBT was effective for intrusive

thoughts and avoidance, but not for numbness and hyperarousal and

in the study by Arch and Mitchell,31 ACT was more effective in

reducing symptoms of hyperarousal and intrusive thoughts, but not

avoidance. The review tentatively suggests that by adopting

evidence‐based psychological interventions which are tailored to

reduce symptoms of traumatic stress, the likelihood of cancer sur-

vivors to experience a reduction of symptoms in all areas (e.g., hy-

perarousal, intrusion, and avoidance) might increase. Future research

in this field should test the effectiveness of more targeted evidence‐
based interventions for the treatment of traumatic stress in cancer

survivors. Further research should also consider testing the accept-

ability of the interventions delivered for this population through

gathering quantitative and qualitative data on participants' experi-

ence of the interventions received and their view on what has

brought change (e.g., Elliot and colleagues' Change Interview)76 and

evaluating the impact of the therapeutic relationship on outcomes.

Further research in this field might help to inform clinical practice

within psycho‐oncology services.

5 | CONCLUSIONS

To conclude this review explored all available evidence for the

treatment of traumatic stress symptoms in cancer survivors and has

demonstrated that the research in this field is still scarce and in its

infancy. Due to the data mostly suggesting a small to moderate ef-

fect, firm conclusions cannot be drawn on the effectiveness of the

included interventions for cancer survivors. More research should be

carried out to expand our understanding of cancer survivors' psy-

chological needs and identify interventions which are suitable
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and beneficial to reduce symptoms of traumatic stress for this

population.
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