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Abstract  
Introduction: The present study aimed to investigate the effectiveness of Dialectical Behavior Therapy 

(DBT) on religious beliefs, self-harm thoughts, and cognitive fusion in patients with cancer. 

Method: This study employed a quasi-experimental pre-test–post-test design with a control group. 

The study population consisted of cancer patients referred to oncology clinics and medical centers in 

Ardabil City in 2025. After screening 100 patients, 38 eligible participants were selected and randomly 

assigned to an experimental group (n = 19) and a control group (n = 19). The experimental group 

received DBT in eight sessions of 90 minutes, while the control group received no intervention. Data 

were analyzed using multivariate analysis of covariance. 

Results: The findings showed that DBT significantly increased ideological (F = 35.42), ritualistic (F = 

40.76), experiential (F = 75.92), consequential (F = 36.15), and reduced self-harm thoughts (F = 48.37), 

and cognitive fusion (F = 38.19) in patients with cancer. 

Conclusion: DBT may be a promising intervention for improving religious beliefs and reducing self-

harm thoughts and cognitive fusion in patients with cancer. However, the quasi-experimental design, 

small sample size, and lack of follow-up limit causal inference and generalizability. Further randomized 

controlled and longitudinal studies are needed to confirm these findings. 
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Introduction 

Cancer patients face complex physical and psychological challenges that require 

comprehensive and compassionate care [1]. The disease itself, along with treatments such 

as chemotherapy, radiation therapy, and surgery, can significantly affect patients’ quality of 

life, causing symptoms like fatigue, pain, and emotional distress [2]. Beyond the medical 

aspects, many patients also experience anxiety, depression, and uncertainty about the 

future [3]. Therefore, effective cancer care involves not only advanced medical treatment 

but also strong psychological support, clear communication, and holistic management that 

addresses the patient’s physical, emotional, and social needs [4]. 

For many individuals diagnosed with cancer, religious beliefs become an important 

psychological and emotional resource that helps them interpret and cope with the illness 

experience [5]. Cancer often confronts patients with uncertainty, fear of mortality, and 

profound changes in daily life, prompting many to turn toward spiritual or religious 

frameworks to find meaning, hope, and comfort [6]. Religious beliefs may provide patients 

with a sense of purpose, acceptance of suffering, and trust in a higher power, which can 

reduce psychological distress and strengthen resilience during demanding treatments such 

as chemotherapy or surgery [7]. Participation in prayer, religious rituals, and faith   
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communities can also create a supportive social network 

that buffers feelings of isolation [8]. However, the role of 

religion is complex; while positive religious coping can 

enhance emotional well‑being and adjustment to illness, 

negative interpretations may increase distress and 

hopelessness [9]. 

A diagnosis of cancer can significantly influence a 

patient’s mental health, and in some cases may lead to the 

emergence or intensification of self‑ harm thoughts [10]. 

The psychological burden associated with cancer can 

create feelings of helplessness, hopelessness, and 

emotional exhaustion [11]. For some patients, these 

overwhelming experiences may contribute to thoughts of 

self‑harm or suicidal ideation, particularly when 

depression, anxiety, or perceived loss of control becomes 

severe [12]. Research has shown that the risk of such 

thoughts may be higher during critical periods, such as 

shortly after diagnosis or during aggressive treatment 

phases. At the same time, protective factors can 

significantly reduce these risks [13]. Recognizing and 

addressing self‑harm thoughts among cancer patients is 

therefore a crucial component of comprehensive cancer 

care, emphasizing the need for routine psychological 

screening and timely mental health support [14]. 

Cognitive fusion refers to a psychological process in which 

individuals become overly entangled with their thoughts, 

treating them as absolute truths rather than transient 

mental events [15]. In the context of cancer, patients often 

experience intrusive thoughts related to fear of death, 

disease progression, loss of independence, or uncertainty 

about the future [16]. When cognitive fusion is high, these 

thoughts can dominate a patient’s perception and 

emotional state, making it difficult for them to distance 

themselves from negative interpretations [17]. This fusion 

with distressing thoughts can intensify anxiety, 

depression, and emotional suffering, and may reduce 

patients’ ability to engage in adaptive coping strategies or 

maintain meaningful activities during treatment [18]. 

Dialectical Behavior Therapy (DBT) can play an important 

role in addressing the psychological challenges 

experienced by patients with cancer [19]. A cancer 

diagnosis often brings profound emotional distress, 

uncertainty about the future, and persistent worries 

related to illness, treatment, and survival [20]. These 

experiences may lead to intense emotional reactions, 

difficulty managing distress, and negative thought 

patterns that affect patients’ psychological well‑being 

[21]. DBT focuses on helping individuals develop practical 

psychological skills that enable them to cope more 

effectively with overwhelming emotions and stressful life 

circumstances [22]. Through its core components—

mindfulness, emotion regulation, distress tolerance, and 

interpersonal effectiveness—DBT supports patients in 

becoming more aware of their internal experiences and 

responding to them in healthier and more adaptive ways 

[23]. In the context of cancer, DBT can help patients 

strengthen their emotional resilience and improve their 

ability to cope with the ongoing psychological demands 

of the disease [24]. Mindfulness practices encourage 

patients to remain present and observe their thoughts 

and feelings without becoming overwhelmed by them, 

while distress tolerance skills help them endure difficult 

moments associated with treatment and uncertainty [25]. 

Emotion regulation strategies assist patients in 

understanding and managing intense emotional 

responses, and interpersonal effectiveness skills support 

clearer communication with family members, caregivers, 

and healthcare professionals [26]. By fostering 

psychological flexibility and adaptive coping, DBT can 

contribute to improved emotional adjustment and 

enhance the overall quality of life for individuals living 

with cancer [27]. 

The experience of cancer is often accompanied by 

profound psychological challenges that affect patients’ 

thoughts, emotions, and coping processes. Many 

individuals diagnosed with cancer struggle with existential 

concerns, distressing thoughts, and difficulties in 

regulating intense emotions, which can influence 

important psychological factors such as religious beliefs, 

self‑harm thoughts, and cognitive fusion [28]. These 

variables play a significant role in how patients interpret 

their illness, cope with suffering, and maintain 

psychological stability during the course of treatment. 

Therefore, identifying effective psychological 

interventions that can positively influence these 

dimensions is an important priority in psychosocial 

oncology. Accordingly, the present study aims to examine 

the effectiveness of DBT on religious beliefs, self‑harm 

thoughts, and cognitive fusion in patients with cancer, 

with the ultimate goal of improving their psychological 

adjustment. 

Method 

The present study employed a quasi-experimental design 

with a pre-test–post-test structure and a control group to 

examine the effectiveness of DBT on religious beliefs, self-

harm thoughts, and cognitive fusion in patients with 

cancer. The study population consisted of cancer patients 

referred to oncology clinics and medical centers in Ardabil 

City in 2025. Initially, 100 patients with different types of 

cancer, including breast cancer, gastrointestinal cancer, 

lung cancer, and blood cancer, were assessed through 

convenience sampling. After screening based on the 

inclusion and exclusion criteria, 38 eligible participants 

were selected as the final sample. The sample size was 

determined using G*Power analysis [29], assuming an 

effect size of 1.53, a statistical power of 0.97, and an alpha 

level of 0.05, resulting in 19 participants per group. 

Participants were then randomly assigned to the 

experimental group (n = 19) or the control group (n = 19). 

The inclusion criteria were: (a) having a confirmed 

diagnosis of one of the specified cancer types by a 

specialist physician, (b) being between 18 and 60 years of 

age, (c) providing written informed consent to participate 

in the study, and (d) demonstrating elevated levels of self-

harm and cognitive fusion based on the predefined cutoff 

criteria of the respective measures. Specifically, 

participants with a score above 10 on the Self-Harm 

Inventory (SHI) and a score above 30 on the Cognitive 

Fusion Questionnaire (CFQ) were considered eligible for 
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inclusion. These cutoff criteria were applied consistently 

during the initial screening process to ensure that 

participants met the predefined psychological eligibility 

criteria. 

The exclusion criteria included: (a) absence from more 

than two therapy sessions, (b) incomplete questionnaire 

responses, (c) receiving concurrent psychological 

treatment during the intervention period, and (d) 

experiencing severe physical deterioration or 

hospitalization during the study period. All ethical 

principles were strictly observed in accordance with the 

World Medical Association Declaration of Helsinki. 

Written informed consent was obtained from all 

participants, and the confidentiality of participants’ 

personal information was maintained throughout the 

study. 

The tools used in this study were as follows: 

The Religious Beliefs Questionnaire (RBQ): This 

tool was developed based on the four-dimensional 

religiosity model proposed by Glock and Stark [30]. 

This instrument has been widely applied and 

standardized across different countries among 

followers of Christianity, Judaism, and Islam, and 

has also been adapted to Islamic contexts. In Iran, 

it has frequently been used in similar studies for 

assessing religiosity. The questionnaire consists of 

26 items across four dimensions of religiosity: 

ideological (belief), experiential (emotional), 

consequential, and ritualistic (practice). The 

ideological dimension includes seven items 

(questions 1–7), the experiential dimension 

includes six items (questions 8–13), the 

consequential dimension includes six items 

(questions 14–19), and the ritualistic dimension 

includes seven items (questions 20–26). Items are 

rated on a 5-point Likert scale ranging from 

strongly disagree (0) to strongly agree (4). The total 

score is obtained by summing all item scores, 

yielding a possible range from 0 to 104, with 

higher scores indicating higher levels of religiosity 

[30]. The validity and reliability of this 

questionnaire have been confirmed in previous 

studies, with Cronbach’s alpha coefficients ranging 

from 0.82 to 0.91. 

The Self-Harm Inventory (SHI): was developed 

by Sansone et al. [31] to assess a broad spectrum 

of self-destructive and self-injurious behaviors. The 

inventory consists of 22 items with dichotomous 

response options (“Yes” and “No”). Each item 

measures the lifetime presence or absence of a 

specific self-harming behavior. A “Yes” response is 

scored as 1, indicating the occurrence of the 

behavior, while a “No” response is scored as 0, 

indicating its absence. Therefore, the total score 

ranges from 0 to 22, with higher scores reflecting 

greater severity and frequency of self-harm 

behaviors. The SHI has been widely used in both 

clinical and non-clinical populations and has 

demonstrated satisfactory psychometric properties, 

including acceptable convergent validity and 

reliability [31]. In the present study, the Cronbach’s 

alpha coefficient for the inventory was 0.87, 

indicating good internal consistency. 

The Cognitive Fusion Questionnaire (CFQ): developed 

by Gillanders et al [32], is a 12-item self-report measure 

designed to assess the extent to which individuals are 

entangled with their thoughts and internal experiences. 

Items are rated on a 6-point Likert scale ranging from 1 

(never) to 6 (always), yielding total scores between 12 and 

72, with higher scores reflecting greater cognitive fusion 

and increased engagement with intrusive or dysfunctional 

thoughts. In the original validation study [32] conducted 

on a sample of 1,040 students, the instrument 

demonstrated excellent internal consistency (Cronbach’s 

alpha = 0.93) and satisfactory four-week test–retest 

reliability (r = 0.80). In the present study, content validity 

was established by calculating the CVI and CVR, yielding 

values of 0.92 and 0.88, respectively. These results 

collectively indicate satisfactory content validity. The 

Cronbach’s alpha coefficient was found to be 0.84. 

Dialectical Behavior Therapy (DBT): After 

obtaining the necessary permissions and 

coordinating with the authorities of oncology 

clinics and medical centers in Ardabil, the 

researchers visited the selected centers to recruit 

participants. A total of 38 eligible patients with 

cancer were selected through convenience 

sampling and randomly assigned to two equal 

groups of 19, including an experimental group and 

a control group, using a lottery system. At the 

beginning of the study, general information 

regarding the objectives and procedures of the 

research was provided to the participants, and after 

obtaining written informed consent, they entered 

the study. To assess and reduce self-harm thoughts 

and cognitive fusion, as well as to strengthen 

religious beliefs among patients with cancer, DBT 

[33] was implemented. The intervention was 

conducted by the researcher under the supervision 

of a clinical psychology specialist in 8 sessions, 

delivered as two 90-minute group sessions per 

week at the psychological services clinic. A 

summary of the DBT session contents is presented 

in Table 1. It should be noted that, for ethical 

considerations, after the completion of the study 

and post-test assessments, the control group 

received another therapeutic intervention. 

After collecting the research data, all responses 

were entered into IBM SPSS Statistics version 30 

for analysis. Descriptive statistics, including means 

and standard deviations, were first calculated for 

the study variables. Subsequently, Multivariate 

Analysis of Covariance (MANCOVA) was conducted 

to examine the effectiveness of DBT on religious 

beliefs, self-harm thoughts, and cognitive fusion by 

controlling for pre-test scores. The assumptions of 

normality, homogeneity of variances, and 

homogeneity of regression slopes were assessed 

before the main analysis. The significance level for 

all statistical tests was set at 0.05. 
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Table 1. Content of Dialectical Behavior Therapy Sessions [33] 

Session Skill Session Content 

1 Introduction 

In the first session, after introducing the goals and rules, group members are 

introduced to the three mental states: logical, emotional, and wise mind, in the 

mindfulness module. The group is informed that these mental states refer to 

logical, emotional, and wise minds. 

2 Mindfulness Training 

In addition to practicing the mental states from the previous session, this session 

focuses on teaching the "what" and "how" of mindfulness skills, including 

observing, describing, and participating. The "how" skills, such as adopting a non-

judgmental stance, self-awareness, and acting effectively, are also introduced. 

3 Mindfulness Training 
The "what" and "how" skills are practiced in the group. These exercises are the core 

of DBT, so they are taught early on. 

4 Emotional Regulation 
This session reviews previous exercises and introduces some emotional regulation 

skills, including defining emotions and their components. 

5 Emotional Regulation 
In this session, another part of the emotional regulation skills is taught, including 

identifying and labeling emotions, which increases the ability to manage emotions. 

6 Emotional Regulation 

This session continues the review of previous skills and teaches acceptance of 

emotions, even negative ones, and strategies to reduce vulnerability to negative 

emotions. 

7 Distress Tolerance 

This session introduces part of the distress tolerance components, focusing on crisis 

survival strategies, including 1) distraction skills and 2) self-soothing through the 

five senses. 

8 Distress Tolerance 

In the final session, previous teachings are reviewed, and crisis survival strategies, 

such as improving moments and the cost-benefit technique in the face of failure or 

distress, are practiced in the group. Additionally, training on how to generalize skills 

outside of therapy sessions is emphasized. 

Results 

The mean age of participants in the experimental group 

was 39.62 ± 6.14 years, while the control group had a 

mean age of 40.18 ± 5.87 years. The results of the chi-

square test showed no significant differences between the 

experimental and control groups in terms of gender, type 

of cancer, duration of illness, marital status, or age 

category (p > 0.05), indicating baseline equivalence 

between the groups. The means and standard deviations 

of pre-test and post-test scores for religious beliefs, self-

harm thoughts, and cognitive fusion among patients with 

cancer in both groups have been presented in Table 2. In 

addition, the Shapiro–Wilk test was conducted to assess 

the normality of data distribution for each variable. As 

presented in Table 2, the Shapiro–Wilk statistics were 

non-significant across all variables, indicating that the 

data met the assumption of normality and were 

appropriate for further parametric analyses.

Table 2. Descriptive Indices of Study’s Variables in Control and Experimental Groups 

P S-W SD Mean Groups  Variables 

0.068 0.15 1.28 14.47 Experimental 
Pre-test 

Ideological (Belief) 
0.070 0.11 2.30 13.94 Control 

0.063 0.10 2.36 18.63 Experimental 
Post-test 

0.051 0.09 2.01 14.94 Control 

0.072 0.11 1.46 11.47 Experimental 
Pre-test 

Ritualistic (Practice) 
0.069 0.12 1.31 11.05 Control 

0.055 0.09 2.02 15.68 Experimental 
Post-test 

0.072 0.13 1.35 12.05 Control 

0.058 0.10 2.03 10.57 Experimental 
Pre-test 

Experiential (Emotional) 
0.061 0.09 1.15 11.21 Control 

0.069 0.09 1.72 14.94 Experimental 
Post-test 

0.057 0.11 1.39 9.89 Control 

0.060 0.11 1.47 13.52 Experimental 
Pre-test 

Consequential 
0.072 0.10 1.32 12.94 Control 

0.059 0.08 1.28 17.63 Experimental 
Post-test 

0.055 0.09 1.33 14.05 Control 

0.072 0.10 1.29 15.47 Experimental 
Pre-test 

Self-Harm Thoughts 
0.059 0.11 1.41 16.01 Control 

0.060 0.09 1.28 10.36 Experimental 
Post-test 

0.072 0.10 1.12 14.63 Control 

0.065 0.11 2.30 34.73 Experimental 
Pre-test 

Cognitive Fusion  
0.062 0.11 2.03 35.36 Control 

0.054 0.09 2.45 29.37 Experimental 
Post-test 

0.067 0.11 2.90 33.73 Control 

* Shapiro-Wilk test 
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MANCOVA was used to evaluate the effectiveness of DBT 

on religious beliefs, self-harm thoughts, and cognitive 

fusion in patients with cancer. Before conducting the main 

analysis, the assumptions of MANCOVA were examined. 

The results of Levene's test indicated that the assumption 

of homogeneity of variances for the dependent variables 

was met (P > 0.05). In addition, the results of Box's M test 

showed that the covariance matrices of the dependent 

variables were equal across the experimental and control 

groups (Box’s M = 35.48, F = 1.38, P = 0.113), confirming 

the assumption of equality of covariance matrices. 

Furthermore, the results of the Bartlett's test of sphericity 

demonstrated a significant relationship among the 

dependent variables, including religious beliefs, self-harm 

thoughts, and cognitive fusion (P<0.01). Another 

important assumption of MANCOVA, the homogeneity of 

regression slopes, was also examined through the 

interaction between the pre-test scores and the 

independent variable (intervention method). The non-

significant interaction effect indicated that this assumption 

was satisfied. Given that all assumptions were established, 

MANCOVA was performed to examine the differences 

between the experimental and control groups (Table 3). 

According to Table 3, the results showed a significant 

multivariate effect of the intervention on the dependent 

variables. This indicates that the experimental and control 

groups differed significantly in at least one of the 

variables, including religious beliefs, self-harm thoughts, 

and cognitive fusion. The effect size showed that 76% of 

the total variance was explained by the intervention, and 

the statistical power of the test was 1.00, indicating 

sufficient sample size. To determine the specific variables 

with significant differences, follow-up ANCOVA analyses 

were performed, as presented in Table 4. 

According to the contents of Table 4, the F-statistic was 

significant for ideological (F = 35.42), ritualistic (F = 40.76), 

experiential (F = 75.92), consequential (F = 36.15), self-

harm thoughts (F = 48.37), and cognitive fusion (F = 

38.19) at the 0.001 significance level. These findings 

indicate that there was a significant difference between 

the groups in these variables. Also, according to the 

calculated effect size, 54% of ideological, 57% of 

ritualistic, 72% of experiential, 55% of consequential, 62% 

of self-harm thoughts, and 56% of cognitive fusion were 

explained by the effect of the independent variable. As a 

result, it can be stated that DBT significantly increased 

religious beliefs and reduced self-harm thoughts and 

cognitive fusion in patients with cancer.

Table 3. The Results of Multivariate Analysis of Covariance on Mean Post-Test Scores 

Effect Value P Error df df F Value Test 

0.76 <0.001 25 6 13.596 0.765 Pillai's Trace 

0.76 <0.001 25 6 13.596 0.235 Wilks Lambda 

0.76 <0.001 25 6 13.596 3.263 Hoteling Trace 

0.76 <0.001 25 6 13.596 3.263 Roy's Largest Root 

Table 4. Univariate ANCOVA Results for Post-Test Scores of Dependent Variables in the Experimental and Control Groups 

Effect Value P F MS DF SS Variables 

0.54 <0.001 35.42 99.51 1 99.51 Ideological (Belief) 

0.57 <0.001 40.76 100.14 1 100.14 Ritualistic (Practice) 

0.72 <0.001 75.92 225.32 1 225.32 Experiential (Emotional) 

0.55 <0.001 36.15 97.88 1 97.88 Consequential 

0.62 <0.001 48.37 133.02 1 133.02 Self-Harm Thoughts 

0.56 <0.001 38.19 115.08 1 115.08 Cognitive Fusion 

Discussion 

The present study aimed to examine the effectiveness of 

DBT on religious beliefs, self‑harm thoughts, and 

cognitive fusion among patients with cancer. Living with 

cancer often exposes individuals to profound 

psychological pressures, including uncertainty about the 

future, fear of disease progression, and significant 

emotional strain associated with treatment and physical 

suffering. These challenges can influence how patients 

interpret their experiences, regulate their emotions, and 

maintain psychological balance. Consequently, identifying 

effective therapeutic approaches that address these 

complex psychological dimensions is essential. The 

findings of this study suggest that DBT can serve as a 

valuable intervention in improving several key 

psychological outcomes among cancer patients. 

First, the findings indicated that DBT contributed to the 

strengthening and improvement of religious beliefs in 

patients with cancer. For many individuals confronting a 

serious illness, religion and spirituality become important 

frameworks for understanding suffering, maintaining 

hope, and preserving a sense of meaning in life [22]. 

Psychological interventions that promote mindfulness, 

acceptance, and self‑ reflection may help patients 

reconnect with personal values and spiritual perspectives 

constructively [20]. Within DBT, mindfulness practices 

encourage individuals to become more aware of their 

internal experiences without judgment, which can create 

a reflective space in which religious or spiritual beliefs are 

experienced with greater depth and authenticity [19]. 

Moreover, DBT emphasizes acceptance of difficult realities 

while simultaneously encouraging commitment to 

meaningful life values. This balance may allow cancer 

patients to interpret their illness experience in a way that 

aligns with their spiritual worldview, fostering patience, 

hope, and emotional stability [26]. By helping individuals 

tolerate uncertainty and remain present in the moment, 

DBT may support a more adaptive engagement with 

religious beliefs, transforming them into a psychological 

resource that promotes resilience and inner strength 
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during the challenging course of cancer [33]. 

The results of the study demonstrated that DBT was 

effective in reducing self‑harm thoughts among patients 

with cancer. The psychological impact of cancer can be 

overwhelming, particularly when patients face prolonged 

treatment, physical pain, and fears related to mortality. 

Under such circumstances, some individuals may 

experience feelings of despair, loss of control, or 

emotional exhaustion that contribute to thoughts of 

self‑harm [22]. Addressing these thoughts is critically 

important, as they reflect significant psychological 

distress and may negatively affect patients’ adjustment to 

illness and treatment [21]. DBT is specifically designed to 

target maladaptive emotional responses and harmful 

coping patterns [28]. Through skills such as distress 

tolerance and emotion regulation, patients learn how to 

navigate intense emotional states without resorting to 

destructive thoughts or behaviors [33]. These skills help 

individuals identify emotional triggers, manage 

psychological pain, and develop healthier ways of coping 

with difficult experiences [20]. As patients strengthen their 

ability to regulate emotions and tolerate distress, they 

may experience a reduction in feelings of hopelessness 

and vulnerability that often underlie self‑harm thoughts, 

ultimately promoting greater psychological safety and 

stability [25]. 

The findings revealed that DBT significantly reduced 

cognitive fusion in patients with cancer. Cognitive fusion 

occurs when individuals become overly entangled with 

their thoughts, perceiving them as literal truths rather 

than temporary mental events. In the context of cancer, 

patients may experience persistent thoughts related to 

fear, helplessness, or catastrophic interpretations about 

their illness and future [33]. When individuals become 

fused with these thoughts, they may feel overwhelmed 

and unable to respond flexibly to their circumstances, 

which can intensify emotional suffering and limit adaptive 

coping [19]. DBT addresses this process by cultivating 

mindfulness and psychological awareness, enabling 

patients to observe their thoughts with greater distance 

and perspective [27]. Rather than becoming dominated by 

distressing cognitions, individuals learn to recognize 

thoughts as passing mental experiences that do not 

necessarily define reality [21]. This shift in perspective 

promotes psychological flexibility, allowing patients to 

respond more calmly and effectively to challenging 

situations. As cognitive fusion decreases, patients may 

develop a more balanced and adaptive relationship with 

their thoughts, which can improve emotional regulation 

and enhance their overall psychological adjustment to 

living with cancer [26]. 

The present study has several limitations that should be 

considered when interpreting the findings. First, although 

participants were randomly allocated to the experimental 

and control groups, the initial recruitment was based on 

convenience sampling within selected oncology settings. 

Therefore, the sample may not adequately represent the 

broader population of patients with cancer, and the 

generalizability of the findings to patients with different 

demographic, clinical, cultural, or treatment 

characteristics should be approached with caution. 

Second, the quasi-experimental design and relatively 

small sample size limit the strength of causal inferences. 

Although random allocation was used after participant 

recruitment, the absence of a fully randomized controlled 

trial with a larger and independently recruited sample 

means that the observed changes cannot be attributed to 

DBT with the same level of certainty as in a rigorously 

controlled RCT. Third, the participants differed in cancer 

type, illness duration, and potentially disease severity and 

treatment experiences. Such clinical heterogeneity may 

have influenced psychological responses to the 

intervention and may have contributed to variability in 

treatment effects. Fourth, the study did not include a 

follow-up assessment; therefore, it remains unclear 

whether the observed improvements in religious beliefs 

and reductions in self-harm and cognitive fusion were 

maintained after the intervention ended. Finally, reliance 

on self-report measures may have introduced response 

and social-desirability biases, particularly when assessing 

sensitive psychological experiences such as self-harm. 

Accordingly, future studies should recruit larger and more 

heterogeneous samples using probability-based or 

multicenter sampling strategies, employ fully randomized 

controlled designs with appropriate active comparison 

conditions, account for relevant clinical characteristics, 

and incorporate longitudinal follow-up assessments to 

determine the durability and clinical relevance of DBT 

effects. 

Despite these limitations, the findings have potentially 

relevant clinical implications. The observed effects 

suggest that DBT may be considered as a complementary 

psychological intervention within comprehensive 

oncology care, particularly for patients presenting with 

difficulties related to self-harm and maladaptive cognitive 

processes. In oncology settings, appropriately trained 

clinical psychologists, counselors, and other mental health 

professionals could incorporate selected DBT 

components, including mindfulness, emotion regulation, 

distress tolerance, and acceptance-based skills, into 

psychological and supportive care programs. Such 

integration should be implemented as an adjunct to, 

rather than a replacement for, standard medical and 

psychiatric care, with appropriate clinical screening and 

referral procedures for patients requiring specialized 

mental health or psychiatric intervention. However, these 

implications should be interpreted cautiously given the 

study design and sample characteristics. Future RCTs with 

larger samples, active control conditions, standardized 

treatment protocols, and longitudinal follow-up are 

warranted to establish the efficacy, durability, and clinical 

applicability of DBT for psychological difficulties among 

patients with cancer. 

Conclusion 
Overall, the findings indicate that DBT produced 

significant improvements in the assessed dimensions of 

religious beliefs and significant reductions in self-harm 

and cognitive fusion among patients with cancer. These 

findings suggest that DBT may have value as a 
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complementary psychological intervention for addressing 

maladaptive cognitive and emotional processes in this 

population. Nevertheless, the findings should be 

interpreted in light of several methodological limitations, 

including the quasi-experimental design, convenience 

sampling, relatively small and clinically heterogeneous 

sample, and the absence of a follow-up assessment. These 

limitations restrict the strength of causal conclusions and 

the generalizability and long-term interpretation of the 

findings. Therefore, future research should employ larger, 

fully randomized controlled trials and longitudinal 

designs with follow-up assessments to confirm the 

observed effects, examine their durability, and further 

establish the clinical applicability of DBT in oncology care. 
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