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Abstract: Background: The study aims to observe the impact of psychological intervention 

on the psychological resilience, coping strategies, and quality of life of cancer patients during 

their rehabilitation period, in order to provide scientific reference for the nursing of many 

cancer patients in clinical practice and improve the overall benefit level of patients. Aim: To 

observe the influence of psychological intervention on resilience, coping style and quality of 

life of 100 tumor patients (50 in the control group and 50 in the study group, with a mean age 

of 38.15 ± 3.15 years in the control group and 38.32 ± 3.21 years in the study group) during 

rehabilitation, so as to provide scientific reference for the nursing of many tumor patients and 

improve the overall benefit level of patients. Methods: 100 tumor patients who were admitted 

to our hospital from January 2022 to December 2023 were randomly divided into two groups. 

50 patients in the control group were treated with conventional nursing mode, and 50 patients 

in the research group were given psychological intervention. The patients’ fear of recurrence 

[Fear of Progression Questionnaire-Short Form (FoP-Q-SF)], quality of life [European 

Organization for Research and Treatment of Cancer (EORTC QOL-C30)], psychological 

resilience [Connor-Davidson resilience scale (CD-RISC)], medical coping style [Medical 

Coping Modes Questionnaire (MCMQ)], self-perceived burden [Self-perceived burden Scale 

(SPBS)], and post-traumatic stress status [The PTSD Cheeklist-17 (PCL-17)] were compared 

between the two groups. Results: After the intervention, the scores of FoP-Q-SF and PCL-17 

in both groups decreased, and the scores in the research group were lower than those in the 

control group, with statistical significance (P < 0.05); After the intervention, the scores of 

EORTC QOL-C30 and CD-RISC in the two groups increased, and the scores in the research 
group were higher than those in the control group, with statistical significance (P < 0.05); After 

the intervention, the scores of coping dimension in MCMQ scale in the two groups increased, 

while the scores of avoidance and yield dimensions decreased before the intervention (P < 

0.05), and the scores of coping dimension in the research group were higher than those in the 

control group, while the scores of avoidance and yield dimensions were lower than those in the 

control group, with statistical significance (P < 0.05); After the intervention, the self-perceived 

burden of the research group was better than that of the control group, and the difference was 

statistically significant (P < 0.05). Conclusion: Choosing a psychological intervention model 

during the rehabilitation of oncology patients facilitates the reduction of patients’ fear of 

relapse, improves quality of life, improves psychological resilience, helps patients to establish 

a positive mode of coping with the disease, reduces the burden of self-feeling, and relieves 

patients’ post-traumatic stress, and it is recommended that a large-scale psychological 

intervention model be encouraged among clinical oncology patients with a view to increasing 
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the overall level of benefit for the patients and improving the quality of life during the 

survivorship period. 

Keywords: psychological intervention; cancer rehabilitation; resilience; coping style; quality 

of life; post-traumatic stress 

1. Introduction 

According to relevant reports [1], the number of new cancer cases and the number 
of cancer deaths in China are among the highest in the world. Cancer is a strong life 
stress event for patients. In addition to the clinical discomfort symptom clusters 
brought by the disease and its related treatment, these symptom clusters will have a 
coordinating effect on patients themselves, resulting in significant decline in their 
functional status and quality of life, and shortened survival time. In addition, patients 
often face physical discomfort, response to treatment, and a poor prognosis during 
hospitalization, and these factors may contribute to the prevalence of mental health 
problems such as depression, anxiety, and fear. Studies have shown that oncology 
patients are prone to higher psychological burdens due to the physical discomfort and 
uncertainty of the disease and treatment process. Psychological stress not only 
exacerbates patients’ suffering, but also affects their immune function, which in turn 
negatively affects treatment outcomes. Therefore, the existence of depression, anxiety 
and other emotional problems not only seriously affects the psychological health of 
patients, but also significantly reduces the quality of life of patients and their families. 
In the past, clinical treatment for such cancer patients was mainly focused on physical 
symptoms, ignoring multi-dimensional psychological symptom analysis. However, as 
a persistent source of negative psychological stress, cancer will cause many adverse 
reactions during the treatment and rehabilitation, aggravating the negative emotions 
of patients and seriously affecting their disease recovery. Therefore, it is considered 
that compared with the physiological symptom group, the symptom management of 
the psychological symptom group is equally important, and positive psychological 
symptoms are an important guarantee forth recovery of the physiological symptom 
group [2,3]. Psychological intervention aims to comprehensively evaluate the 
psychological state and actual needs of patients, develop personalized nursing 
intervention plans, help patients alleviate negative emotions, and enhance their 
psychological adaptability. This intervention measure can effectively support the 
treatment process of patients, improve their emotional state, promote the smooth 
progress of clinical treatment, and improve the overall health status of patients. In the 
past, patients with malignant diseases such as breast cancer and cervical cancer have 
achieved satisfactory results through timely psychological intervention [4,5]. 
Psychological intervention is a comprehensive psychological care measure aimed at 
helping cancer patients cope with the psychological stress caused by the disease and 
the treatment process. Common psychological interventions include Cognitive 
Behavioral Therapy (CBT), Positive Thought Meditation, psychological counselling 
and so on. Cognitive Behavioral Therapy (CBT) mainly helps patients identify and 
change negative thinking patterns, and reduce anxiety and depression symptoms 
through emotion regulation and Behavioral changes. Positive thinking meditation 
helps patients focus on the present moment, reduce stress, and improve psychological 
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resilience. Counselling helps patients express their emotions and adjust their mindset 
through communication and support, so that they can better cope with the challenges 
of treatment. Intervention is usually provided by professional psychologists, clinical 
psychologists, or trained nurses. Caregivers conduct regular psychological 
assessments and provide emotional support and guidance through daily contact with 
patients. The intervention process usually starts with an assessment of the patient’s 
emotional state and needs, and a personalized intervention program is designed based 
on the assessment results, with regular follow-up and adjustments. By reducing 
negative emotions and enhancing patients’ psychological adaptability, psychological 
intervention not only helps patients’ emotional stability, but also effectively improves 
their treatment adherence and quality of life, thus playing an important role in the 
process of tumor treatment and rehabilitation. However, there are few studies related 
to the effect analysis of psychological intervention for tumor patients. In view of this, 
this study focused on observing the effects of psychological intervention on the 
psychological resilience, coping styles, and quality of life of tumor patients during 
rehabilitation, in order to provide scientific reference for the care of many patients 
with cancer diseases in clinic and improve the overall benefit level of patients. 

2. Materials and methods 

2.1. General data 

This study was a single-center, randomized controlled nursing intervention study. 
After obtaining the consent of the Medical Ethics Committee of our hospital, 100 cases 
of tumor patients admitted to our hospital during the period from January 2022 to 
December 2023 were selected and divided into two groups by the random number 
table method, Randomization was performed using a random number table, and group 
allocation was completed by an independent nurse not involved in outcome 
assessment. 50 cases in the control group, of which 27 cases were male and 23 cases 
were female; their ages were 25–55 years old, with an average of (38.15 ± 3.15) years 
old; and the nature of the tumor was: benign in 20 cases and malignant in 30 cases. In 
the study group, there were 50 cases, including 25 males and 25 females, aged 23–58 
years old, with an average of (38.32 ± 3.21) years old; the nature of the tumor was 
benign in 18 cases and malignant in 32 cases. Comparison of the above data between 

the two groups of patients was balanced and ideal (P ＞ 0.05), and the two groups of 

patients were comparable. (Table 1) 

Table 1. Comparison of two basic bata groups. 

Indicator Control group (n = 50) Study group (n = 50) P 

Male 27 25 0.756 

Female 23 25 0.756 

Age range 25–55 years 23–58 years  

Mean range (± SD) 38.15 ± 3.15 38.32 ± 3.21 0.812 

Benign tumors 20 18 0.726 

Malignant tumors 30 32 0.742 

Note: Categorical variables were compared using the chi-square test, and continuous variables were 
compared using independent samples t-test. 
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Inclusion criteria: ① All tumor patients are confirmed by pathological tissues; 

② all the patients successfully underwent tumor-related surgery, chemoradiotherapy 

and other therapeutic interventions in our hospital; ③ the enrolled subjects and their 
families knew the research contents and signed consent forms voluntarily before they 

were enrolled; ④ the estimated survival time was more than one year. 

Exclusion criteria: ① Patients with metastasis of malignant tumor in other parts 

of the body; ② poor adherence, unable to complete the requirements of the study, 
poor adherence refers to those patients who are unable to complete the treatment or 
research tasks as required, the assessment criteria include the degree of compliance 
with the treatment, the rate of participation, and participation in the study such as 

filling out questionnaires; ③ with mental illness, unable to understand or cooperate 

with the study; with serious cardiovascular or cerebral dysfunction; ④ during the 
study period, ECOG score ≥ 4, patients who cannot take care of themselves. Patients 
with ECOG score ≥ 4, unable to take care of themselves ECOG score (Eastern 
Cooperative Oncology Group) is used to assess the patients’ physical status and ability 
to perform daily life, and a score of ≥ 4 usually indicates that the patients’ quality of 
life is severely limited and unable to take care of himself/herself, which may affect the 
conduct of the study and the participation of the patients, and thus was excluded. 

3. Methods 

Conventional nursing in the control group: Conducting routine nursing care: this 
includes instructing patients on reasonable diet, exercise guidance, medication 
guidance, etc., to ensure that patients can receive basic physiological support and 
health management during treatment. During this process, the care received by the 
patient mainly focuses on physiological care and does not include systematic 
psychological support. In routine care, the main task of the nursing staff is to provide 
basic health guidance and support without involving targeted psychological 
interventions. 

Psychological intervention in the research group: Psychological intervention: ① 
Formation of a psychological intervention team: the team consisted of a psychiatrist, 
the head nurse, and three charge nurses. All team members received professional 
psychological intervention training before joining the team and passed the assessment 
before starting work to ensure that they had the necessary knowledge and skills to 
implement psychological intervention. The training included cognitive-behavioral 
therapy, relaxation therapy, imaginative dialogue therapy and other psychological 

intervention techniques. ② Health education: team members explained to patients and 
their families about oncological diseases, helping them to correctly understand the 
nature of the disease and improve patients’ compliance with treatment. Through the 
distribution of publicity materials and follow-up manuals, patients and their families 
were instructed on how to use these materials so that the patients could keep abreast 
of the changes in their bodies. In response to the patients’ level of disease cognition, 
the team members provide personalized health education to help them gain a deeper 

understanding of disease management and correct erroneous disease cognition. ③ 
Psychological assessment: Psychologists from the Department of Psychiatry will 
conduct regular psychological assessment of the patients to detect psychological 
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problems and take intervention measures in a timely manner. In addition, the team 
members will pay close attention to the patients’ psychological status, listen patiently 
and answer their questions to help them build up confidence and maintain an optimistic 

state of mind, so as to promote the recovery of the disease. ④ Relaxation therapy: 
Provide patients with a comfortable and quiet environment for whole-body relaxation 
training (2 times a day, 10 min each time), including whole-body muscle segmentation 
relaxation training, deep breathing training, and so on. During the training process, 
light music is played to help patients relax, relieve anxiety and tension, and enhance 

patients’ immune function. ⑤ Imagery dialogue therapy: on the basis of relaxation 
training, patients enter a state of relaxation through deep breathing and engage in 
imagery dialogue, such as imagining calm scenes or positive situations, to help 
patients eliminate their inner fear and anxiety. For patients with more serious 
emotional disorders, positive imagery guidance is adopted to change their emotions, 
while impedance treatment is carried out to promote their psychological recovery and 
disease rehabilitation. These interventions help to improve patients’ psychological 
resilience, coping ability and quality of life, and the professional training of 
psychology and nursing staff ensures the effectiveness of the interventions. Through 
this comprehensive intervention, patients were able to better understand the disease, 
maintain a positive mindset, increase compliance with treatment, and ultimately 
promote physical recovery. (Figure 1) 

 
Figure 1. Flowchart of the study design and intervention process. 

3.1. Outcome indicators 

(1) Fear of recurrence: The Fear of Progression Questionnaire-Short Form (FoP-
Q-SF) [6] was used for evaluation. The FoP-Q-SF scale included social family and 
physical health, with a total score of 6–30. The score is directly proportional to the 
degree of patients’ fear of disease recurrence. According to previous validation 
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studies, the FoP-Q-SF was analyzed across social/family and physical health 
dimensions. 

(2) Quality of life: The European Organization for Research and Treatment of 
Cancer (EORTC QOL-C30) [7] was used for evaluation. The scale included the 
overall health status, quality of life sub-scale, role and cognitive function, society, 
emotion and body. A 5–level scoring method was used with full scores of 100. The 
score is directly proportional to the quality of life. All EORTC QOL-C30 domain 
scores were linearly transformed to a 0–100 scale according to the EORTC scoring 
manual, with higher scores indicating better quality of life. 

(3) Psychological resilience: The Connor-Davidson resilience scale (CD-RISC) 
[8] was used for evaluation. The scale included 25 items with three dimensions of 
optimism, self-improvement and resilience, and each item was assigned based on 0–4 
score. The score is directly proportional to the degree of psychological resilience of 
patients. 

(4) Medical coping style: Medical Coping Modes Questionnaire (MCMQ) [9] 
was used for evaluation. The MCMQ questionnaire included eight facing items, seven 
avoiding items and five yielding items, all of which were based on the 1–4 score 
system. The higher the total score of each scale was, the more inclined the patient to 
choose this kind of coping style. 

(5) Self-perceived burden: Self-perceived burden Scale (SPBS) [10] was used for 
evaluation. The SPBS scale included 10 items of emotional, physical and economic 
dimensions. According to the 1–5 score system for each item, SPBS < 20 scores meant 
no significant burden, 20–29 scores meant mild burden,30–39 scores meant moderate 
burden and ≥ 40 scores meant severe burden. 

(6) Post-traumatic stress state: The PTSD Cheeklist-17 (PCL-17) [11] was used 
for evaluation. The PCL-17 scale included three dimensions of persistent numbness 
and avoidance, repeated trauma experience and high alertness, with a total of 17 items. 
The higher score indicated the more severe stress state of patients. 

3.2. Statistical methods 

SPSS24.0 was used to process the data. Measurement data is expressed as mean 
± standard deviation (x ± s), count data is expressed as frequency and percentage, and 
intra group comparison is performed using t-test and chi square test (χ²). All data have 
undergone normality testing, and data that conforms to a normal distribution are 
subjected to parameter testing. All statistical tests were conducted using a two-sided 
test, with P < 0.05 indicating statistically significant differences. For ordinal 
categorical variables, rank-sum tests were used for between-group comparisons. 

4. Results 

4.1. Basic information of participants 

After obtaining the consent of the Medical Ethics Committee of our hospital, 100 
tumor patients admitted to our hospital from January 2022 to December 2023 were 
selected and divided into two groups by random number table method, 50 cases in the 
control group, including 27 males and 23 females; Age ranged from 25 to 55 years, 
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with an average of (38.15 ± 3.15) years; Tumor nature: benign in 20 cases, malignant 
in 30 cases. 50 cases in the research group, including 25 males and 25 females; Age 
ranged from 23 to 58 years, with an average of (38.32 ± 3.21) years; Tumor nature: 
benign in 18 cases, malignant in 32 cases. The comparison of the above data between 
the two groups was ideally balanced (P > 0.05), and the study could be conducted. 

4.2. Fear of recurrence 

There was no significant difference in social family and physical health scores in 
the FoP-Q-SF scale between the two groups before intervention (P > 0.05). After 
intervention, the social family and physical health scores in the FoP-Q-SF of the two 
groups were all decreased, and the social family and physical health scores in the 
research group were all lower than those in the control group, with a statistically 
significant difference (P < 0.05) (Table 2). 

Table 2. Comparison of recurrence fear (FoP-Q-SF) (±s, score). 

 Social family Physical health 

Group 
Pre-
intervention 

Post-
intervention 

t P 
Pre-
intervention 

Post-
intervention 

t P 

Control 
group (n 
= 50) 

23.45 ± 1.26 16.12 ± 2.43 18.935 <0.001 21.02 ± 2.61 17.09 ± 3.15 6.793 <0.001 

Research 
group (n 
= 50) 

23.48 ± 1.29 13.85 ± 2.30 25.822 <0.001 21.95 ± 2.57 15.30 ± 3.05 11.790 <0.001 

t 0.118 4.797   1.795 2.887   

P 0.907 <0.001   0.076 0.005   

4.3. Quality of life 

There was no significant difference in physical function, role function, social 
function, emotional function, cognitive function and total health status between the 
two groups before intervention (P > 0.05). After intervention, the scores of physical 
function, role function, social function, emotional function, cognitive function and 
total health status were increased in the two groups, and the scores of the above 
indicators in the research group were higher than those in the control group, with a 
statistically significant difference (P < 0.05) (Table 3). 

Table 3. Comparison of quality of life (EORTC QOL-C30) ( x  ± s, score). 

 Physical function Role function Social function 

Group 
Pre-
intervention 

Post-
intervention 

t P 
Pre-
intervention 

Post-
intervention 

t P 
Pre-
intervention 

Post-
intervention 

t P 

Control 
group (n 
= 50) 

60.15 ± 3.55 85.15 ± 6.85 22.913 <0.001 
50.25 ± 
2.15 

70.12 ± 2.50 42.611 <0.001 53.12 ± 2.05 72.15 ± 3.20 35.408 <0.001 

Research 
group (n 
= 50) 

60.12 ± 3.52 92.15 ± 3.05 48.628 <0.001 
50.23 ± 
2.13 

89.50 ± 6.01 43.549 <0.001 53.10 ± 2.03 80.25 ± 4.15 41.555 <0.001 
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Table 4. (Continued). 

 Physical function Role function Social function 

t 0.042 6.601   0.047 21.053   0.049 10.930   

P 0.966 <0.001   0.963 <0.001   0.961 <0.001   

 Emotional function Cognitive function Total health status 

Group 
Pre-
intervention 

Post-
intervention 

t P 
Pre-
intervention 

Post-
intervention 

t P 
Pre-
intervention 

Post-
intervention 

t P 

Control 
group (n 
= 50) 

45.25 ± 3.50 72.45 ± 5.50 
29.50
3 

<0.001 43.15 ± 2.45 74.15 ± 4.85 40.342 <0.001 52.12 ± 3.20 74.15 ± 4.25 29.281 <0.001 

Research 
group (n 
= 50) 

45.23 ± 3.42 85.15 ± 3.15 
60.71
0 

<0.001 43.10 ± 2.40 82.15 ± 3.20 69.031 <0.001 52.10 ± 3.16 80.02 ± 5.25 32.219 <0.001 

t 0.029 14.169   0.103 9.376   0.031 6.145   

P 0.977 <0.001   0.918 <0.001   0.975 <0.001   

4.4. Psychological resilience 

Before the intervention, there was no significant difference in the scores of CD-
RISC scale between the two groups (P > 0.05). The scores of the two groups after 
intervention were higher than those before intervention (P < 0.05). The CD-RISC 
score of the research group was higher than that of the control group, and the difference 
was statistically significant (P < 0.05) (Table 4). 

Table 5. Comparison of psychological resilience (CD-RISC) (± s, score). 

Group Pre-intervention Post-intervention t P 

Control group (n = 
50) 

31.05 ± 2.58 61.25 ± 6.12 32.153 <0.001 

Research group (n = 
50) 

31.01 ± 2.55 85.52 ± 7.50 48.657 <0.001 

t 0.078 17.729   

P 0.938 <0.001   

4.5. Medical coping style 

There was no significant difference in coping, avoidance and yield scores 
between the two groups in the MCMQ scale before intervention (P < 0.05). After 
intervention, the coping dimension scores of the two groups were increased, while the 
avoidance and yield dimension scores were decreased after intervention (P < 0.05). 
The coping scores of the research group were higher than those of the control group, 
and the avoidance and yield dimension scores were lower than those of the control 
group, with a statistically significant difference (P < 0.05) (Table 5). 

Table 5. Comparison of medical coping styles (MCMQ) ( x  ± s, score). 

 Coping Avoidance Yield 

Group Pre-
intervention 

Post-
intervention 

t P Pre-
intervention 

Post-
intervention 

t P Pre-
intervention 

Post-
intervention 

t p 

Control 
group (n = 
50) 

15.10 ± 1.55 17.52 ± 2.52 5.784 <0.001 16.45 ± 2.61 15.10 ± 1.55 3.145 0.002 13.32 ± 1.70 12.20 ± 1.58 3.412 0.001 
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Table 5. (Continued). 

 Coping Avoidance Yield 

Research 
group (n = 
50) 

15.11 ± 1.56 19.82 ± 3.52 8.650 <0.001 16.42 ± 2.58 14.02 ± 1.32 5.856 <0.001 13.30 ± 1.62 11.21 ± 1.42 6.860 <0.00
1 

t 0.032 3.757   0.058 3.751   0.060 3.295   

P 0.974 <0.001   0.954 <0.001   0.952 0.001   

4.6. Self-perceived burden 

Before intervention, there was no significant difference in the self-perceived 
burden between the two groups (P < 0.05). After intervention, the status of self-
perceived burden of the research group was superior to that in the control group, and 
the difference was statistically significant (P < 0.05) (Table 6). 

Table 6. Comparison of self-perceived burden (SPBS) n (%). 

 Pre-intervention Post-intervention 

Group 
No 
obvious 
burden 

Mild Moderate Severe 
No 
obvious 
burden 

Mild Moderate Severe 

Control 
group (n 
= 50) 

2(4.00) 6(12.00) 10(20.00) 32(64.00) 5(10.00) 10(20.00) 16(32.00) 19(38.00) 

Research 
group (n 
= 50) 

2(4.00) 5(10.00) 9(18.00) 34(68.00) 10(20.00) 20(40.00) 18(36.00) 2(4.00) 

Z 0.411 3.807 

P 0.681 <0.001 

4.7. Post-traumatic stress status 

There was no significant difference in the comparison of trauma repeat 
experience, persistent numbness and avoidance, and high vigilance in the PCL-17 
scale of the two groups before intervention (P > 0.05). After intervention, the scores 
of trauma repeated experience, persistent numbness and avoidance as well as high 
vigilance in the PCL-17 scale of the two groups were decreased (P < 0.05). Besides, 
the scores of trauma repeated experience, persistent numbness and avoidance as well 
as high vigilance in the research group were lower than those in the control group, and 
the differences were statistically significant (P < 0.05) (Table 7). 

Table 7. Comparison of post-traumatic stress status (PCL-17) ( x ±s, score). 

 Trauma repeat experience Persistent numbness and avoidance High vigilance 

Group 
Pre-
intervention 

Post-
intervention 

t P 
Pre-
intervention 

Post-
intervention 

t P 
Pre-
intervention 

Post-
intervention 

t P 

Control 
group (n 
= 50) 

17.92 ± 2.14 14.15 ± 1.78 9.577 <0.001 24.58 ± 2.22 19.45 ± 3.52 8.717 <0.001 18.53 ± 2.13 12.60 ± 1.86 14.828 <0.001 

Research 
group (n 
= 50) 

17.90 ± 2.10 12.60 ± 1.62 14.130 <0.001 24.55 ± 2.20 17.15 ± 2.58 15.433 <0.001 18.55 ± 2.15 10.05 ± 1.52 22.827 <0.001 



Psycho-Oncologie 2025, 19(4), 3674.  

10 

Table 7. (Continued). 

 Trauma repeat experience Persistent numbness and avoidance High vigilance 

t 0.047 4.554   0.068 3.727   0.047 7.507   

P 0.963 <0.001   0.946 <0.001   0.963 <0.001   

5. Discussion 

The relatively marked improvement in quality-of-life scores observed in the 
intervention group may be attributed to the intensive, structured psychological 
intervention and the relatively young mean age of the participants, which may have 
enhanced psychological adaptability during rehabilitation. The emergence of 
psychological oncology reflects the progress of modern oncology and the attention 
paid to the spiritual and social attributes of tumor patients, which makes the clinical 
nursing and treatment of tumor more perfect, and ultimately improves the quality of 
life and overall health level of patients, and promotes the development of modern 
holistic medicine. The conventional nursing model involves the intervention and 
nursing of clinical symptoms and existing problems, only to improve the general 
condition of patients. However, the psychological problems caused by the disease 
itself and the surrounding environment have not been effectively solved [12–14]. 
Therefore, in addition to actively improving the general situation of tumor patients, 
psychological intervention is particularly important. The results of this study showed 
that after intervention, compared with the control group, the social family, physical 
health, avoidance and yield dimensions, trauma repeat experience, persistent 
numbness and avoidance, and high vigilance scores in the research group were lower, 
and the burden of self-perceived was reduced. The physical function, role function, 
social function, emotional function, cognitive function and total health status in the 
EORTC QOL-C30 scale, as well as the scores of CD-RISC scale and coping 
dimension in the MCMQ scale were higher in the research group, suggesting that 
psychological intervention could effectively improve the psychological resilience and 
quality of life of tumor patients, reduce the burden of self-perceived, fear of 

recurrence, and relieve stress state. The reasons were analyzed as follows: ① 
According to cognitive psychology, human cognition directly affects patients’ 
emotions. The team members strengthened patients’ disease cognition and corrected 
wrong disease cognition by issuing health education publicity manual and other 
means, helped patients to understand in a positive way and establish healthy disease 
cognition, and then adopted positive coping styles and cooperated with treatment and 

training [15–17]. ② Strengthen communication among patients, share coping skills, 
improve patients’ coping skills, and reduce the negative impact of patients’ 
psychological resilience due to lack of coping experience, so that they have enough 
sense of strength when facing with the disease, which in turn helps patients to actively 
face challenges and improve confidence in diagnosis and treatment; Encouraging 
patients to express their inner thoughts and troubles and confide in their psychological 
experience was beneficial for patients to vent their bad emotions, and positively 

significant for reducing patients’ self-perceived burden [18–20]. ③ To guide family 
members and patients to adopt more sympathetic expression, improve their emotional 
support, discuss more topics of interest with patients, and provide an emotional 
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evacuation environment for patients. In addition, a good family atmosphere can 
provide patients with space for emotional expression and feelings, which is conducive 
to reducing patients’ fear of relapse and improving the quality of life during the 

survival period [21–23]. ④ The team members can eliminate the negative emotions 
through establishing good communication doctor-patient relationship with the patients 
and active communication, and at the same time guide the patients to face the disease 
correctly and actively and enhance the confidence to overcome the disease, which is 

particularly necessary to alleviate the stress state of patients after trauma [24–26]. ⑤ 
Deep breathing, relaxation therapy, and segmental muscle relaxation training are 
adopted to help patients to relieve stress, maintain a pleasant mood at all times, 

improve the quality of life, and reduce the fear of relapse [27–29]. ⑥ Theme content 
of imagery is set according to different questions. By inducing patients to use positive 
imagery, the patient can be helped to dredge negative emotions while developing 
correct coping and behavior styles, promoting the regulation of neuroendocrine 
system, affecting the synthesis and secretion of related hormones of the body, and 
helping patients to improve immune function and enhance resistance. This is 
particularly crucial for patients to establish positive coping styles and relieve post-
traumatic stress [30–32]. These results are directly and closely related to the measures 
used in psychological interventions. First, cognitive psychology suggests that the way 
patients perceive themselves directly affects their emotions and behavior. Through 
health education, the intervention team helped patients to understand the disease 
correctly, correct misunderstandings and cope positively, which promoted their 
psychological adaptability and reduced the fear of relapse. Secondly, the 
psychological intervention reduced negative psychological resilience due to lack of 
coping skills by encouraging patients to share their coping experiences and emotions, 
and enhanced their confidence and sense of strength in facing the disease. Meanwhile, 
effective communication with family members also provided patients with the 
necessary emotional support to reduce anxiety and post-traumatic stress. Relaxation 
therapy and imagery dialogue therapy, on the other hand, relieved patients ‘tension 
and improved immune function through physiological and psychological adjustment 
mechanisms, further enhancing patients’ quality of life and disease resistance. Deep 
breathing and relaxation training help patients maintain a relaxed state, reduce 
psychological burden and promote positive coping. Imagery therapy, on the other 
hand, helped patients improve their emotional and psychological coping styles through 
the guidance of positive contexts, and enhanced psychological resilience and 
immunity. Psychological interventions effectively improved patients’ psychological 
resilience and quality of life by improving their emotions, cognition and behaviors, 
and reduced the fear of relapse and post-traumatic stress. 

Compared with previous studies, this study simultaneously evaluated 
psychological resilience, coping styles, self-perceived burden, fear of recurrence, and 
post-traumatic stress symptoms in tumor patients during rehabilitation, providing a 
more comprehensive psychological profile and practical evidence for nursing-led 
psychological interventions. 
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6. Conclusion 

Psychological intervention during tumor rehabilitation can effectively reduce fear 
of recurrence, enhance psychological resilience, improve quality of life, promote 
positive coping styles, and alleviate self-perceived burden and post-traumatic stress 
symptoms. This intervention model is worthy of wider clinical application. 
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