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Center has released the latest cancer statistics, stating 
that the number of cases of oral cancer in China reaches 
52,200 annually. In recent years, the burden of oral can-
cer in China has been increasing [3]. Patients suffer from 
severe psychological suffering in addition to bodily harm 
as a result of the illness and its treatment. Research in the 
field of psycho-oncology has indicated that positive psy-
chosocial elements are vital to cancer patients’ ability to 
heal [4]. It is possible to view having cancer and receiv-
ing treatment as traumatic experiences that can result 
in traumatic reactions [5]. Both unpleasant feelings and 
chances for personal growth can result from traumatic 
experiences [6]. Indeed, a growing body of research is 
dedicated to exploring positive psychological changes 

Background
One of the most prevalent malignant tumors in the head 
and neck region is oral cancer, which includes malignan-
cies of various regions of the mouth and throat [1]. As per 
the most recent statistics released by the International 
Agency for Research on Cancer in 2020 [2], oral cancer 
is the 15th largest cause of mortality globally and ranks 
16th among malignant tumors. The National Cancer 

BMC Psychology

*Correspondence:
Xiaoyan Duan
zgcq686988@163.com
1Stomatological Hospital of Chongqing Medical University, Chongqing, 
China
2School of Nursing, Chongqing Medical University, Chongqing, China

Abstract
Objective  Assess the effect of fear of cancer recurrence (FCR) and coping strategies on patients with oral cancer’s 
post-traumatic growth (PTG).

Methods  A total of 255 patients with oral cancer participated and were investigated using the Chinese version of 
the Posttraumatic Growth Inventory (PTGI), the Fear of Progression Questionnaire-Short Form (FOP-Q-SF), and the 
Simplified Coping Style Questionnaire (SCSQ) in this cross-sectional study. Descriptive, univariate, Pearson correlation 
analyses, and multiple linear regression analyses were performed.

Results  Higher FCR scores were negatively associated with PTG (r = -0.646). Negative coping strategies were 
negatively correlated with PTG (r = -0.219). Positive coping strategies positively correlated with PTG (r = 0.482). 
Regression analysis indicated that the treatment of surgery combined with chemotherapy and radiotherapy, FCR, and 
coping strategies had significant independent influences on patients with oral cancer’s PTG.

Conclusions  Reducing fear of recurrence and improving one’s capacity for proactive coping in the face of traumatic 
situations are necessary for post-traumatic growth stimulation. Thus, it is important to develop and implement 
focused therapies aimed at enhancing post-traumatic growth in patients with oral cancer.
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in patients during the course of their illness as positive 
psychology advances, and several survivors have shared 
positive developments and personal growth [7, 8].

As a part of positive psychology, post-traumatic growth 
(PTG) refers to the positive psychological changes experi-
enced by individuals during their struggle with traumatic 
life events and difficulties, including a greater apprecia-
tion of life, improved interpersonal relationships, higher 
spiritual development, increased possibilities in life, and 
enhancement of the personal strengths [5, 9]. Studies 
that are cross-sectional and longitudinal show a positive 
correlation between PTG and health-related quality of 
life [10–13]. PTG can encourage healthy habits, improve 
physical and mental health, and lessen psychological dis-
comfort, according to a systematic review [14]. In addi-
tion, research has demonstrated that positive psychology 
can enhance general quality of life and assist in manag-
ing symptoms [15]. An increasing number of studies have 
shown that many cancer survivors experience PTG [16], 
such as patients with breast cancer, lung cancer, and so 
on. And PTG has been reported in patients with oral can-
cer and is garnering interest [17, 18]. They are more likely 
to pay more attention to their physical and mental well-
being and enhance their prognosis better. However, PTG 
may not always arise immediately from a traumatic expe-
rience because there are a number of variables that can 
help or impede PTG’s development as the recovery pro-
cess. Thus, it is crucial to assess the PTG level of patients 
with oral cancer and investigate the factors that influence 
PTG.

There is a relationship between PTG and fear of cancer 
recurrence (FCR), according to a cross-sectional study 
involving 190 patients with head and neck cancer [19]. 
FCR refers to the fear and worry of cancer returning or 
recurring [20]. For cancer patients, FCR is the primary 
cause of psychological discomfort [21]. Additionally, FCR 
has also been reported in patients with oral cancer [22, 
23]. Patients with low levels of FCR typically exhibit high 
degrees of optimism and well-being, which may enhance 
their quality of life and promote their PTG [19]. There-
fore, the detrimental impact of FCR on PTG may be use-
ful for cancer patients.

According to recent literature reviews, coping strate-
gies may be crucial for PTG [24, 25]. Coping strategies 
refers to the cognitive or behavioral regulatory strategies 
that individuals employ in the face of various stressors, 
generally classified as positive or negative [26]. There 
are several different coping strategies, such as cognitive 
coping, problem-centered, and emotion-centered cop-
ing [27]. Patients’ coping strategies play a crucial role, as 
higher levels of positive coping, such as looking for social 
assistance, can predict better health-related quality of 
life and lower levels of depression and anxiety. Elevated 
negative coping strategies, such as escape from reality, 

result in worse health-related quality of life along with 
increased depression and anxiety [28].

The stress-coping theory [29] suggests that the out-
comes that individuals experience when exposed to 
stressors primarily depend on two crucial psychological 
processes: cognitive assessment and coping. FCR can be 
regarded as a cognitive assessment, and receiving a can-
cer diagnosis might be regarded as a traumatic stressor. 
According to the stress-coping theory, the growth level of 
patients with oral cancer after trauma may be affected by 
FCR and coping strategies.

PTG is a significant psychological improvement that 
should be studied more in individuals with oral cancer. 
Patients with oral cancer have not been the topic of many 
studies, despite some prior research on PTG. Patients 
with oral cancer may experience different effects on their 
PTG levels from FCR and coping strategies. Neverthe-
less, no study to date has focused on the assessment of 
the connection between these psychological variables in 
patients with oral cancer. This study aimed to compre-
hend the profiles and ascertain the relationship between 
FCR, coping strategies, and the level of PTG. The findings 
might be useful for healthcare professionals to develop a 
prevention and intervention conceptual reference frame-
work to assist patients with oral cancer in managing 
PTG. This study proposes the following two hypotheses 
based on stress-coping theory:

H1. FCR is negatively associated with PTG.
H2. Positive coping strategies are positively correlated 

with PTG; negative coping strategies are negatively asso-
ciated with PTG.

Methods
Aim
The study aims to investigate the effect of FCR and cop-
ing strategies on patients with oral cancer’s PTG.

Design
With the use of a questionnaire survey, this study was a 
cross-sectional study.

Study settings and participants
This cross-sectional study was carried out at the inpa-
tient department of three hospitals in Chongqing, 
China, from September 2023 to April 2024. This study 
was approved by the Ethics Committee of the Stomato-
logical Hospital of Chongqing Medical University (no. 
2023/154). The participants were recruited using a con-
venience sampling method. The inclusion criteria were 
as follows: diagnosis of oral cancer based on histopathol-
ogy or cytology; they were adult patients older than 18 
years; those without a prior history of mental disorders; 
and those who were physically able to complete question-
naires. Before being invited to join, those who satisfy all 
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eligibility requirements will get information on the study 
goals, methods, guarantees of anonymity, and their abil-
ity to withdraw from the study.

Measures
Clinical and sociodemographic characteristics
After studying the literature and conducting study group 
discussions, researchers construct questionnaires to 
collect clinical and sociodemographic data from par-
ticipants. Sociodemographic data included gender, 
age, marital status, habitation, employment, education, 
monthly family income, and religious beliefs. Clini-
cal data included cancer staging, treatment, and time 
since diagnosis. Sociodemographic information was 
self-reported. Clinical data were provided by electronic 
patient records.

Outcome variable (post-traumatic growth)
The Post-traumatic Growth Inventory (PTGI) [30] was 
used to evaluate the level of post-traumatic growth 
among the participants. The Chinese Posttraumatic 
Growth Inventory (C-PTGI) is validated by Wang and 
colleagues. The C-PTGI is a self-reported instrument 
consisting of 20 items designated into 5 domains, includ-
ing new possibilities in life, relationships with others, 
spiritual change, personal strength, and appreciation of 
life. Items were rated on a 6-point Likert Scale (0 = not at 
all, 5 = very much indeed). The total score ranges from 0 
to 100. The higher the PTGI score, the higher the level of 
PTG. The PTGI demonstrates good internal consistency. 
In the present study, the reliability coefficients of the five 
subscales (spiritual change, appreciation of life, relation-
ships with others, new possibilities in life, and personal 
strength) of PTGI were 0.893, 0.909, 0.852, 0.882, and 
0.849, respectively.

Explanatory variables
Fear of cancer recurrence: The level of fear of cancer 
recurrence was measured by the Fear of Progression 
Questionnaire-Short Form (FOP-Q-SF). This question-
naire consists of 12 items across two dimensions (physical 
health, social and family). This instrument uses a Likert 
Scale format ranging from 1 (never) to 5 (very often), and 
its total score ranges from 12 to 60. The FOP-Q-SF have 
been reported with excellent internal consistency.

Coping strategies: To assess participants’ coping strat-
egies, we use the Simplified Coping Style Questionnaire 
(SCSQ), developed by Chinese scholar Xie Yaning [31], as 
an assessment tool. The 20-item instrument uses a Likert 
scale format with both positively and negatively worded 
items. The positive coping subscale has twelve items, 
while the negative coping subscale has eight. The range 
of scores for the positive and negative coping dimensions 
is 0–36 and 0–24, respectively. The higher score of each 

subscale presents the more frequent usage of that cop-
ing style. The good reliability and construct validity have 
been confirmed in the Chinese population [32].

Data collection
To ensure the consistency of questionnaire collection, 
the researcher conducted unified training. During the 
survey, the researchers gave the patients an explanation 
of the survey’s goal and the essentials of filling out the 
pertinent scales, and they got their permission. Patients 
were advised to give honest answers and independently 
finish the questionnaire. Researchers should provide 
explanations for any questions that came up throughout 
the patient’s response. If any responses are missing from 
the questionnaires, the researcher will inform the patient 
to fill out questionnaires completely. The questionnaire 
took 15 to 20 min to complete. The period of data collec-
tion was September 2023–April 2024. 268 questionnaires 
were distributed in all, and 255 of them were returned 
after being filled out anonymously.

Data analysis
Frequencies and percentages were employed to describe 
the sociodemographic data; Displaying continuous vari-
ables using mean and standard deviation (SD); The inde-
pendent-sample t-test or analysis of variance (ANOVA) 
was used to compare the scores of PTG, FCR, and coping 
strategies among patients with oral cancer and sociode-
mographic characteristics. The association between FCR, 
coping strategies, and PTG was tested using the Pearson 
correlation coefficient analysis (r). Multiple linear regres-
sion was used to analyze the factors influencing patients 
with oral cancer’s PTG. The data were analyzed using 
IBM SPSS Statistics software version 27.0. The signifi-
cance level was set as 0.05 (two-tailed).

Results
Sociodemographic and clinical characteristics of the study 
sample
Participants were within the age group of 27–85 years 
with a mean score of 61.07 ± 11.58. The participants were 
mostly men (55.69%, n = 142), married (74.90%, n = 191), 
and resided in cities or towns (66.67%, n = 170). Most 
patients were diagnosed with stage II cancer (34.12%, 
n = 87). Most patients do not experience cancer recur-
rence (81.57%, n = 208). Other general characteristics 
about the participants are presented in Table 1.

Independent-sample t tests showed significant differ-
ences in patients with oral cancer’s PTG by habitation 
(t = 2.335, P = 0.020) and recurrence (t = -2.302, P = 0.025). 
One-way analysis of variance showed significant differ-
ences in patients with oral cancer’s PTG by their edu-
cation (F = 3.202, P = 0.024), monthly family income 
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(F = 2.863, P = 0.037), cancer staging (F = 3.967, P = 0.009), 
and treatment (F = 9.315, P < 0.001) (shown in Table 1).

Descriptive and correlational analyses of the main 
variables
As indicated in Table  2, the mean values of PTG, FCR, 
dimension of positive coping strategies, and dimension of 
negative coping strategies were 56.88 ± 18.69, 32.55 ± 9.77, 
19.86 ± 9.82, and 8.72 ± 6.76, respectively. Pearson cor-
relation testing showed that PTG had a significant posi-
tive correlation with positive coping strategies (r = 0.482). 

PTG had a significant negative correlation with FCR (r = 
-0.646) and negative coping strategies (r = -0.219) (shown 
in Table 3).

Regression analyses
A multivariate linear regression analysis was performed 
with all statistically significant factors (habitation, edu-
cation, family monthly income, TNM stage, recur-
rence, treatment modality) determined using the t-test 
and ANOVA, with FCR and coping strategies as inde-
pendent variables, and PTG as the dependent variable. 

Table 1  Demographic characteristics of the patients with oral cancer and univariate analysis of patients with oral Cancer’s PTG 
(n = 255)
Variable Items Frequency (%)

PTGI score (
−
x ± s)

t/F p

Gender Male 142(55.69%) 56.68 ± 18.92 -0.187 0.852
Female 113(44.31%) 57.12 ± 18.47

Age (years) < 40 9(3.5%) 53.33 ± 23.23 0.881 0.451
40 ~ 59 96(37.6%) 55.20 ± 18.17
60 ~ 79 144(56.5%) 58.45 ± 18.64
≥ 80 6(2.4%) 51.33 ± 22.05

Marital status Married 191(74.90%) 58.32 ± 18.45 1.724 0.163
Unmarried 18(7.06%) 50.89 ± 18.43
Divorced 21(8.24%) 52.38 ± 20.28
Widowed 25(9.80%) 53.48 ± 18.54

Occupation Unemployed/Retired 188(73.73%) 58.20 ± 18.57 -1.900 0.060
Incumbency 67(26.27%) 53.14 ± 18.66

Habitation City/town 170(66.67%) 58.79 ± 18.13 2.335 0.020*
Countryside 85(33.33%) 53.05 ± 19.30

Education Primary school and below 68(26.67%) 58.84 ± 19.30 3.202 0.024*
Junior high school 75(29.41%) 54.43 ± 19.24
High/polytechnic school 79(30.98%) 58.60 ± 18.97
Junior college and above 33(12.94%) 64.58 ± 12.52

Family monthly income (Chinese yuan/RMP) ≤ 2000 45(17.65%) 50.93 ± 18.66 2.863 0.037*
2001 ~ 5000 79(30.98%) 57.83 ± 19.38
5001 ~ 10,000 88(34.51%) 56.42 ± 18.99
>10,000 43(16.86%) 62.28 ± 15.29

Religious beliefs no 241(94.51%) 57.00 ± 18.80 -0.445 0.657
yes 14(5.49%) 54.71 ± 17.08

TNM stage I 67(26.27%) 63.04 ± 15.21 3.967 0.009*
II 87(34.12%) 55.86 ± 19.54
III 57(22.35%) 55.26 ± 19.62
IV 44(17.25%) 51.59 ± 18.70

Recurrence no 208(81.57%) 58.25 ± 18.01 -2.302 0.025*
yes 47(18.43% 50.79 ± 20.52

Treatment modality Surgery 156(61.18%) 59.84 ± 17.98 9.315 < 0.001*
Surgery＋radiotherapy 22(8.63%) 59.27 ± 18.42
Surgery＋chemotherapy 28(10.98%) 58.64 ± 18.69
Surgery＋radiotherapy＋chemotherapy 39(15.29%) 41.43 ± 14.43
Chemotherapy 10(3.92) 61.90 ± 17.00

Time since cancer diagnosis <1month 104(40.78%) 57.89 ± 18.82 1.059 0.367
1month ~ 6months 69(27.06%) 57.09 ± 18.66
6months ~ 1year 50(19.61%) 52.88 ± 18.87
>1year 32(12.55%) 59.38 ± 17.95

*p < 0.05
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The multiple linear regression results are presented in 
Table 4. The results indicated that the treatment of sur-
gery combined with chemotherapy and radiotherapy, 
FCR, and coping strategies all had significant indepen-
dent influences on patients with oral cancer’s PTG. They 
contributed to explaining 49.1% of the variance in PTG.

Discussion
This work focused on exploring the current situation 
and relation among PTG, FCR, and coping strategies 
of patients with oral cancer. The results showed that 
the treatment of surgery combined with chemotherapy 
and radiotherapy, FCR, and coping strategies all had 
significant independent influences on patients with 
oral cancer’s PTG. Furthermore, PTG is negatively 
associated with FCR and negative coping strategies but 
positively correlated with positive coping strategies. 
Therefore, this work provides theoretical reference for 

healthcare professionals to take effective measures tar-
geting the improvement of PTG, which can finally ben-
efit patients’ medical outcomes and health well-beings.

The post-traumatic growth level of patients with oral 
cancer needs to be improved
Our study revealed that the PTG level of patients with 
oral cancer is moderate, with a score of 56.88 ± 18.69, 
which is consistent with the research results of Zhu 
[33] on Chinese gastric cancer patients and Sharp 
[34] on patients with head and neck cancer. Show 
that patients can still promote positive psychologi-
cal change in spite of their disease. According to the 
results of regression analyses, patients who under-
went a comprehensive treatment that included surgery, 
radiotherapy, and chemotherapy experienced less PTG 
than those who only got surgery. Studies have shown 
that patients with more complex treatment methods 

Table 2  Mean scores of variables (n = 255)
Variables Number of entries Min Max

Average total score (
−
x ± s) Average item score (

−
x ± s)

PTGI 20 17 85 56.88 ± 18.69 2.86 ± 0.94
FOP-Q-SF 12 17 56 32.55 ± 9.77 2.71 ± 0.81
Subscale of positive coping strategies 12 2 35 19.86 ± 9.82 1.66 ± 0.82
Subscale of negative coping strategies 8 1 24 8.72 ± 6.76 1.09 ± 0.85

Table 3  Correlations between FCR, coping strategies and PTG (n = 255)
Variable PTG FCR Positive coping strategies Negative coping strategies
PTG 1 — — —
FCR -0.646* 1 — —
Positive coping strategies 0.482* -0.455* 1 —
Negative coping strategies -0.219* 0.199* 0.104 1
*p < 0.05

Table 4  Multiple linear regression analysis of correlating factors of PTG of patients with oral cancer (n = 255)
Independent variable Unstandardized 

coefficient
Standardized coefficient

B Std. error β t p VIF
(Constant) 84.598 7.602 11.129 < 0.001*
Habitation -1.078 2.389 -0.027 -1.113 0.652 1.810
Education 0.617 1.059 0.033 0.583 0.561 1.604
Family monthly income (Chinese yuan/RMP) -0.200 1.298 -0.010 -0.154 0.878 2.264
TNM stage -0.985 0.885 -0.055 -1.113 0.267 1.206
Recurrence 1.535 2.648 0.032 0.580 0.563 1.506
Surgery＋radiotherapy 0.933 3.128 0.014 0.298 0.766 1.103
Surgery＋chemotherapy -0.475 2.850 -0.008 -0.167 0.868 1.135
Chemotherapy -0.008 4.400 < 0.001 -0.002 0.998 1.043
The treatment of surgery combined with chemotherapy and radiotherapy -9.301 2.671 -0.179 -3.482 0.001* 1.320
Time since cancer diagnosis -0.198 0.954 -0.011 -0.207 0.836 1.431
FCR -0.896 0.103 -0.467 -8.725 < 0.001* 1.424
Dimension of positive coping strategies 0.434 0.104 0.228 4.178 < 0.001* 1.477
Dimension of negative coping strategies -0.331 0.132 -0.119 -2.498 0.013* 1.135
Note: F = 19.777, * p < 0.05, R2 = 0.491(adjusted)

Abbreviations: B, unstandardized regression coefficient; β, standardized regression coefficient; VIF, variance inflation factor
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and longer treatment cycles suffer more psycho-
logical, physical, and economic burdens compared to 
cancer patients with a single treatment method [35]. 
Comprehensive treatment frequently results in more 
severe side effects that not only harm the patient’s 
physical health but also increase their psychological 
stress. Consequently, patients struggle to keep a posi-
tive mental attitude, which hinders their psychologi-
cal development. There is still room for improvement 
in the PTG levels of patients with oral cancer. There-
fore, medical professionals should place a high value 
on stimulating patients’ internal positive psychological 
factors and helping them in achieving personal growth 
in the face of disease.

The relationship between post-traumatic growth and fear 
of cancer recurrence
Our research reveals a significant negative correlation 
between FCR and PTG. This means that our research 
hypothesis H1 (FCR is negatively associated with PTG) 
has been accepted. This demonstrates FCR’s great predic-
tive power in forming PTG, and in order to stimulate PTG 
in patients, uncertainty about the disease must be reduced, 
as well as concerns and fears about cancer recurrence. 
Our findings about the correlation between PTG and FCR 
are consistent with Nik’s research on patients with head 
and neck cancer [19]. The disease itself and various treat-
ments can damage the patient’s oral function [36], such as 
decreased motor function for swallowing and chewing, 
decreased language function for pronunciation and enun-
ciation, and changes in facial appearance, which can lead 
to negative emotional experiences such as anxiety, depres-
sion, and fear of recurrence in patients [37]. The negative 
emotions can activate the sympathetic nervous system and 
the hypothalamus-pituitary-adrenal system, as well as trig-
ger the release of stress hormones such as glucocorticoids 
and catecholamines [38]. According to research, stress hor-
mones were mostly responsible for surgical adverse reac-
tions, which made patients’ symptoms worse and made 
their PTG less effective [39]. This set of statements provides 
support for the results of our study by revealing the connec-
tion between negative emotions, stress hormones, and PTG, 
which explains why FCR and PTG are negatively connected. 
Positive emotions have been demonstrated in numerous 
studies to stimulate PTG [40, 41], suggesting that altering 
an individual’s cognitive functioning and activating internal 
resources can facilitate PTG. In addition, the relationship 
between PTG and FCR could be reciprocal. Research has 
demonstrated that positive psychology can impact cognitive 
evaluation procedures by offering a more positive perspec-
tive on life [42, 43]. This suggests that elevated levels of posi-
tive psychology can likewise impact patients’ perceptions of 
cancer and reduce the fear of the disease returning.

As FCR is negatively associated with PTG in patients 
with oral cancer, strategies to reduce FCR are warranted to 
improve PTG. Medical professionals can employ a variety of 
psychological therapies, including mindfulness-based stress 
reduction therapy, cognitive-behavioral therapy, and sup-
portive expression therapy, to help patients reduce FCR and 
enhance their confidence in beating cancer.

The relationship between post-traumatic growth and 
coping strategies
The results of our study show a significant positive cor-
relation between PTG and positive coping strategies and a 
significant negative correlation with negative coping strate-
gies. This means that our research hypothesis H2 (Positive 
coping strategies are positively correlated with PTG; nega-
tive coping strategies are negatively associated with PTG) 
has been accepted. Patients who are able to respond to the 
sickness in the proper way and seek social assistance can 
encourage and increase their growth and mental health. 
Our findings support Nik’s study on patients with head and 
neck cancer about the relationship between PTG and cop-
ing strategies [44]. According to Choi’s cross-sectional study 
on Korean female cancer patients [45], positive coping is a 
positive predictor of PTG. Another study discovered that 
confrontation, which is typically regarded as a positive and 
helpful coping strategy, had a positive influence on PTG 
[46]. Research suggests that dyadic coping is a positive cop-
ing style that benefits PTG [47, 48]. Moreover, PTG ben-
efits from positive cognitive coping strategies as well [49]. 
All of this research concurs that positive coping strategies 
have an impact on PTG ability since they might lead to the 
reconstruction of one’s assumptions about oneself, relation-
ships, and spirituality and symbolize an attempt to lessen 
suffering. In contrast, if patients are unable to appropri-
ately self-regulate their psychological state in order to deal 
with physical discomfort and psychological pressure, they 
may resort to negative coping such as avoidance, denial, or 
escapism in response to difficulties. Individuals who rely on 
negative coping styles often experience insufficient social 
support [50], which increases stress and psychological dif-
ficulties, ultimately impairing hindering positive psycho-
logical development [51]. Additionally, negative coping can 
promote negative psychological emotions like anxiety, fear, 
and unpleasantness, which are detrimental to PTG develop-
ment [52, 53].

Our research findings can be explained by the stress-
coping theory, which maintains that adopting positive cop-
ing strategies can lead to positive outcomes compared to 
negative coping strategies and that a positive assessment of 
stress is essential for effective stress resolution [29]. In addi-
tion, an additional explanation for this relationship could be 
that when an event is classified as traumatic, the affective-
cognitive processing mechanism is triggered. This causes 
individuals to engage in rumination and contemplation of 
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the event, which alters their negative emotional states and, 
in turn, their coping strategies. This coping strategy can be 
either good or negative, and positive coping strategies can 
encourage the creation of PTG, which is the core concept of 
Joseph’s development of the affective-cognitive processing 
model theory [54]. Coping strategies are also a significant 
predictor of PTG in Tedeschi and Calhoun’s PTG model 
since they are crucial for fostering personal mental health.

It is evident that positive coping strategies can foster resil-
ience and enhance capacity to overcome adversity. There-
fore, healthcare professionals should help patients develop 
proactive coping strategies such as confronting challenges, 
seeking social support, emotional regulation, and prob-
lem-solving through focused health education in order to 
enhance patients’ psychological resilience.

Clinical implications
First and foremost, the finding that FCR and PTG have a 
negative correlation opens up new possibilities for health-
care providers. For example, they can now ask patients 
about their thoughts on cancer recurrence, help them 
understand the disease, and create interventions to allay 
their fears and concerns. Secondly, in order to encour-
age healthy coping behaviors in patients with oral cancer, 
healthcare providers must be informed of the coping strate-
gies used by these patients. Third, our studies have shown 
that the more complex the treatment, the less likely patients 
are to experience PTG. Therefore, healthcare professionals 
need to offer them greater expert assistance.

Study limitations
This design is cross-sectional. Consequently, a causal rela-
tionship between the variables and their temporal order 
of occurrence cannot be established. It is not possible to 
argue that the results related to PTG are a direct result of 
FCR and coping strategies. Additional longitudinal research 
is advised to corroborate our findings. Chinese patients 
from three hospitals with few sample sources participated 
in our study. Thus, regional variations can limit how far the 
research’s conclusions can be applied. In addition, when 
interpreting the results, it should be taken into account that 
the data are based on patients’ self-reports. Future stud-
ies should thus consider reports from primary caregivers. 
The tiny sample size of this study is one of its limitations. 
In order to strengthen the study’s reliability and validity of 
the findings, it should be considered in future research to 
expand the sample size.

Conclusion
To put it succinctly, our study shows that paying attention 
to the post-traumatic growth of patients with oral cancer 
is critical to enhancing their quality of life. This study dem-
onstrates the significant influence that coping strategies 
and the fear of cancer recurrence have on the development 

of post-traumatic growth in patients with oral cancer. To 
stimulate post-traumatic growth, it is necessary to reduce 
the fear of recurrence and improve the ability to adopt pro-
active actions in the face of traumatic occurrences. Our 
study’s conclusions can help oncology nurses identify can-
cer patients who have greater degrees of post-traumatic 
growth, and they might be crucial in developing post-trau-
matic growth strategies for the Chinese cancer patients in 
the future.
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