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Background: Tis study aims to specifcally review the efcacy of mindfulness-based interventions (MBIs) for breast cancer
patients undergoing chemotherapy.
Methods: Five databases (PubMed, Embase, Cochrane, Web of Science, and CINAHL) were searched to collect relevant
randomized controlled trials (RCTs). A total of 1869 articles were initially retrieved, of which 8 met the inclusion criteria. Te
search cutof date was May 1, 2024. Included studies met prespecifed inclusion and exclusion criteria. Data analysis was
performed using RevMan 5.4 and STATA/SE 15.0 software.
Results: Tis study included 8 studies. Te fndings revealed statistically signifcant improvements in anxiety, depression levels,
and quality of life among patients undergoing MBIs compared to those receiving standard care, with a statistically signifcant
diference [SMD� −0.72, 95% CI (−1.07, −0.37), p � 0.040], [SMD� −0.72, 95% CI (−1.07, −0.38), p � 0.026], and [SMD� 0.51,
95% CI (0.22, 0.81), p � 0.037], respectively.
Conclusions: MBIs have been shown to signifcantly enhance the psychological well-being and quality of life in breast cancer
patients undergoing chemotherapy. Despite certain limitations, MBIs hold substantial promise for clinical use as a complementary
therapy and warrant further investigation through larger-scale RCTs. Moreover, future studies should examine the reactions of
breast cancer patients from various cultural backgrounds to MBIs, with the goal of refning intervention strategies to better serve
a diverse population.
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1. Background

Breast cancer, one of the most prevalent cancers among
women worldwide, signifcantly impacts their mental health
and overall quality of life (QoL) [1]. In 2020, breast cancer
became the most diagnosed malignant tumor, surpassing
lung cancer for the frst time in history [2]. Classifed as the
leading cause of cancer death among women by the World
Health Organization, breast cancer imposes a substantial
burden on individuals and healthcare systems [3]. In-
novative treatments and efective disease management are

crucial to meet the complex needs of breast cancer patients,
especially those undergoing chemotherapy [4].

Presenting a serious public health challenge [5], breast
cancer results in approximately 1.8 million new cases di-
agnosed annually, with incidence and mortality rates con-
tinuously rising globally [6]. Te WHO report notes that
breast cancer incidence is rapidly increasing not only in
developed countries but also in developing nations [1]. In
more developed regions, the overall 5-year survival rate for
breast cancer is higher than 80%; in contrast, the 5-year
survival rate in India is reported to be below 70%, and in
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South Africa below 50% [7]. According to 2023 projections,
the United States is expected to have 300,590 new cases of
invasive breast cancer and 43,700 deaths, accounting for
about 30% of all cancers in women [8]. By 2040, the burden
of breast cancer is expected to increase to over 3 million new
cases and 1 million deaths annually due to population
growth and aging alone [6]. Despite improvements in
survival rates due to advancements in medical technology,
the psychological stress and decline in QoL experienced by
patients during treatment remain signifcant issues [9].

Treatment for breast cancer includes surgery, chemo-
therapy, radiotherapy (RT), endocrine therapy, targeted
therapy, and immunotherapy, requiring the collaboration of
multiple subspecialties, with each method targeting diferent
stages and characteristics of the disease [10, 11]. However,
despite the efectiveness of these treatments in prolonging
patients’ survival, they are often accompanied by various
side efects such as nausea, hair loss, fatigue, and a range of
mental health issues, which severely impact patients’ QoL
[12]. Additionally, psychological problems such as anxiety,
depression, and fear of cancer recurrence (FCR) are par-
ticularly common among breast cancer patients.Tese issues
can arise during chemotherapy and may persist for many
years after cancer treatment [13]. Despite the existence of
a variety of supportive interventions (e.g., counselling, ex-
ercise, peer support, etc.), there is still a gap in understanding
the specifc benefts of positive thinking interventions for
patients undergoing chemotherapy during the course of
their treatment, which prompted us to conduct this focused
review. In recent years, mindfulness-based interventions
(MBIs) have emerged as a promising psychosocial in-
tervention in cancer treatment, demonstrating potential
benefts in enhancing the mental health and quality of life of
breast cancer patients [14, 15]. MBIs are interventions that
help individuals increase their focus and awareness of the
present moment through systematic mindfulness training,
thereby improving mental health and overall QoL [16, 17].
Utilizing a series of structured techniques such as mind-
fulness meditation, yoga postures, group interactive dis-
cussions, and daily life practices, MBIs systematically train
patients to enhance their awareness of present experiences.
Tis training not only guides patients to practice mindful-
ness and presence in their daily lives but also encourages
them to approach personal experiences with a non-
judgmental and accepting attitude, thereby cultivating
compassion for themselves and others [18, 19]. By teaching
patients to be mindful of the present, accept unchangeable
realities, and develop compassion, these interventions help
patients manage the psychological burden brought on by the
disease [20]. MBIs can efectively address various biopsy-
chosocial conditions, including depression, anxiety, stress,
insomnia, addiction, psychosis, pain, hypertension, weight
control, cancer-related symptoms, and prosocial
behavior [21].

Recent meta-analyses and systematic reviews have elu-
cidated various interventions aimed at improving psycho-
logical outcomes for breast cancer patients. MBIs, including
methods such as mindfulness-based stress reduction
(MBSR) and mindfulness-based cognitive therapy (MBCT),

have increasingly been recognized for their potential to
alleviate psychological distress in breast cancer patients [21].

Current literature suggests that MBSR can signifcantly
enhance the QoL for breast cancer patients, reducing
symptoms of anxiety and depression [22]. However, the
review also highlights the heterogeneity of the study results,
indicating that diferent MBIs vary in their implementation
methods and in how well they meet the specifc needs of
breast cancer patients. Although existing meta-analyses
provide valuable insights, they often include studies with
broad criteria regarding cancer type or treatment stage,
potentially diluting the specifc impact of MBIs on breast
cancer patients undergoing chemotherapy [23]. Addition-
ally, these reviews sometimes overlook the efects of MBIs on
psychological well-being and QoL during and after che-
motherapy, leaving gaps in understanding the sustained
benefts of mindfulness practices. Although various psy-
chological interventions—such as cognitive-behavioral
therapy (CBT), counseling, and supportive-expressive
therapy—have been widely used and evidenced in cancer
care, especially for addressing anxiety, depression, and fear
of recurrence, MBIs represent a distinct therapeutic ap-
proach; unlike CBT, which emphasizes cognitive restruc-
turing and problem-solving strategies, MBIs cultivate
nonjudgmental awareness and acceptance of the present
moment, aiming to reduce reactivity to distressing thoughts
and bodily sensations [24–26]. Tis fundamental diference
may ofer additional or alternative benefts to patients ex-
periencing the acute stressors of chemotherapy.

Several systematic reviews have confrmed the efcacy of
CBT in improving psychological well-being among breast
cancer patients [27]. However, the unique mechanisms and
experiential qualities of MBIs remain less extensively
studied, particularly in the context of active chemotherapy.
To date, most meta-analyses have either focused broadly on
psychological interventions regardless of type or included
mixed cancer populations, which limits the ability to isolate
MBI-specifc efects during chemotherapy. Terefore, a fo-
cused synthesis of MBI efects on anxiety, depression, and
QoL in breast cancer patients receiving chemotherapy is
warranted to clarify their potential clinical value relative to
existing interventions.

Tis meta-analysis aims to specifcally review the efcacy
of MBIs for breast cancer patients undergoing chemother-
apy. By narrowing the scope of the research, it seeks to
provide clearer insights and support clinical decision-
making. What is more, it will critically evaluate existing
evidence to better understand the potential of MBIs in
managing the psychological aspects of breast cancer treat-
ment, addressing research gaps and contributing to more
comprehensive care approaches.

2. Methods

Tis study was carried out based on the Cochrane Handbook
for the Systematic Review of Interventions (for details, see at
http://training.cochrane.org/handbook) and the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
Statement (PRISMA) [28]. Te research protocol was
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published on PROSPERO (ID: CRD 42024552050). Tis
study does not require ethical approval or patient consent.

2.1. Search Strategy. Two researchers independently
searched PubMed, Cochrane Library, Embase, Web of
Science, and CINAHL databases from their inception toMay
1, 2024. Te literature search employed a combination of
controlled vocabulary (subject terms) and free-text terms,
tailored to each database’s specifc requirements. Search
terms included “Breast Neoplasm,” “Chemotherapy,”
“mindfulness,” and others, using Boolean operators “and”
and “or” to refne the search (see supporting fle 1: search
strategy for details).

2.2. Inclusion Criteria

2.2.1. Study Type. Te study type was randomized controlled
trials (RCTs).

2.2.2. Study Participants. Study participants were female
breast cancer patients aged ≥ 18 years undergoing chemo-
therapy or in the postchemotherapy phase.

2.2.3. Intervention. Experimental group receiving MBIs;
control group receiving standard care or waitlist control.

2.2.4. Outcome Measures. Primary outcomes were anxiety
and depression.

Secondary outcome was QoL.

2.3. Exclusion Criteria. Exclusion criteria were defned as
follows:

1. Systematic reviews, meta-analyses, case reports,
conference papers, animal studies, letters.

2. Studies without full-text accessibility.
3. Studies involving children or adolescents.

2.4. Literature Screening and Data Extraction. Two re-
searchers were responsible for the literature search, and
Endnote software Version X9 (Bld 12,062) was employed to
manage the literature. After using software to automatically
delete 524 duplicate articles, 1345 articles remained; then,
1302 articles were excluded by screening titles or abstracts;
fnally, 43 studies that met the criteria were preliminarily
selected and the full texts were downloaded. Based on the
full-text review, 9 “no full text,” 4 “poster,” 5 “non-RCT,”
1 “observational studies,” 4 “system overview,” and
12 “wrong outcome” articles were excluded. Finally, eight
original studies that met the requirements of this systematic
review were included.

Literature information was extracted, cross-verifed, and
standardized for measurement units. If there was any dis-
crepancy, a third researcher was consulted to assist in the
fnal decision. Te extracted information mainly included
title, frst author, year of publication, country, type of study,

sample size, age, intervention method, intervention time,
and outcome indicators.

To avoid duplicated data, the data extracted from the
eligible studies were entered into a data collection spread-
sheet. Based on the samples in the eligible study, this
spreadsheet was pilot-tested to confrm that the inclusion
and exclusion criteria were aligned with the research topic. If
the outcome indicators within multiple periods were re-
ported, we gathered the data within the shortest period.

2.5. Assessment of Study Quality. Two researchers in-
dependently assessed the risk of bias in the eligible studies
using a bias assessment tool recommended in the Cochrane
Handbook for Systematic Reviews of Interventions Version
6.3, Chapter 8: Assessing risk of bias in a randomized trial,
the Cochrane risk-of-bias tool for randomized trials (RoB 2),
and the results were cross-validated.

Te assessment included the following seven aspects,
categorized into three levels: low risk, unclear risk, and high
risk: ① Generation of random sequence; ② Allocation
concealment; ③ Blinding of participants, personnel, and
outcome assessors; ④ Blinding of outcome assessment; ⑤
Completeness of outcome data; ⑥ Selective reporting of
study results;⑦ Other biases. Two reviewers independently
assessed these aspects and checked for consistency. Dis-
crepancies in assessment were resolved through discussion
or consultation with a third reviewer to achieve consensus.

2.6. Statistical Analysis. Statistical analysis of the literature
was conducted using STATA/SE 15 software. For studies
that were combinable and relatively homogeneous in design,
intervention, and outcomes, meta-analysis was performed to
summarize the data statistically. Continuous data such as
QoL, anxiety levels, and depression severity were recorded in
mean and standard deviation format. In cases where there
were diferences in measurement methods or units between
groups leading to potentially large numerical disparities,
standardized mean diferences (SMDs) were used as the
efect size measure. Mean diferences (MD) were utilized
when measurement methods between groups were similar,
both with 95% confdence intervals.

Statistical heterogeneity among included studies was
assessed using the I2 statistic, where I2 values of 0%, 25%,
50%, and 75% represent no, low, moderate, and high het-
erogeneity, respectively. When I2 < 50%, we used a fxed-
efects model for meta-analyses, which suggests low het-
erogeneity and the possibility of common underlying efect
sizes; when I2 ≥ 50%, we used a random-efects model to
account for greater variability between studies, which is
consistent with the Cochrane Handbook. All data were
expressed with 95% confdence intervals, and all results were
considered statistically signifcant at p< 0.05.

Given the high heterogeneity observed across the three
outcomes, we attempted to explore potential sources. For the
QoL outcome, diferences in follow-up duration (1.5 vs.
2months) were noted and tested via meta-regression
alongside publication year; neither showed signifcant in-
fuence (p � 0.637). As each outcome included only fve
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studies, identifying the sources of heterogeneity remains
challenging. Further analysis will be conducted as more
primary studies become available (Supporting fle 2:
Figures S6 and S7).

3. Results

3.1. Literature Search Flow. A total of 1869 articles were
initially identifed through database searches: 816 from
PubMed, 108 from Web of Science, 290 from Embase, 578
from Cochrane Library, and 77 from CINAHL. After
screening and applying inclusion criteria, 8 articles [29–36]
were included in the study. Te detailed fowchart of the
literature search process and results was presented in
Figure 1.

3.2. Basic Characteristics of Included Studies. A total of 8
studies [29–36] were included in the fnal analysis, all of
which were RCTs published between inception and 2024.
Te total sample size comprised 676 patients, with 342
patients in the intervention groups and 334 patients in the
control groups. Among these studies, 5 reported anxiety as
a primary outcome measure: 3 used the HADS scale [37], 1
used the BAI scale [38], and 1 used the BDI-II scale [39].
Secondary outcome measures included QoL indicators:
FACT-B, FACT-G, and IFILC. Detailed basic characteristics
of the included studies were summarized in Table 1.

3.3. Quality Assessment. Risk of bias assessment for the fnal
eight included studies [29–36] was conducted using the
Cochrane Collaboration’s tool. Risk of bias graphs for in-
dividual studies (Figure 2(a)) and a summary of method-
ological quality assessment (Figure 2(b)) were generated
using RevMan 5.4 software. All included studies were RCTs.
Among the 8 studies, 2 were considered to be of good
quality, with low risk of bias in random sequence generation,
blinding, allocation concealment, completeness of outcome
data, and selective reporting. Overall risk assessment across
all studies was deemed low due to clear participant selection
based on random sequence generation in all studies. One
study was rated as high risk due to lack of allocation con-
cealment. Selective reporting of trial results was assessed as
low risk across all studies, and completeness of outcome data
was rated low risk in all studies despite some loss to follow-
up. Tree studies did not report blinding of outcome
assessors.

3.4. Meta-Analysis Results of Included Studies

3.4.1. Meta-Analysis Results for Anxiety. Five studies
[29–31, 33, 35] reported on the impact of MBIs on anxiety
among breast cancer patients undergoing chemotherapy. A
total of 343 participants were included, with 170 in the
intervention group and 173 in the control group. Among
these, 3 studies utilized the HADS-Anxiety scale, 1 study
used the SAS scale, and 1 study used the BAI scale. Het-
erogeneity testing showed signifcant variability (I2 � 60%),
warranting analysis using a random-efects model. Te

results indicated a signifcant improvement in anxiety levels
among patients receiving MBI compared to those receiving
standard care, with a statistically signifcant diference
[SMD� −0.72, 95% CI (−1.07, −0.37), p � 0.040] (Figure 3).

3.4.2. Meta-Analysis Results for Depression. Among the
studies included in this analysis, fve reported [29–31, 33, 35]
on the impact of MBIs on depression in breast cancer pa-
tients undergoing chemotherapy. A total of 417 participants
were included, with 203 in the intervention group and 214 in
the control group. Among these, 3 studies utilized the
HADS-Depression scale, 1 study used the BDI-II scale, and 1
study used the SDS scale. Heterogeneity testing showed
signifcant variability (I2 � 63.7%), prompting the use of
a random-efects model for analysis. Te results indicated
a signifcant improvement in depression levels among pa-
tients receiving MBIs compared to those receiving standard
care, with a statistically signifcant diference [SMD� −0.72,
95% CI (−1.07, −0.38), p � 0.026] (Figure 4).

3.4.3. Meta-Analysis Results for QoL Outcome. Five studies
[29–31, 33, 35] reported on the impact of MBIs on QoL in
breast cancer patients undergoing chemotherapy. A total of
481 participants were included, with 235 in the intervention
group and 246 in the control group. Among these, 3 studies
utilized the FACT scale, 3 studies used the FACT-B scale,
and 2 studies used the FACT-G scale. Heterogeneity testing
showed signifcant variability (I2 � 60.8%), prompting the
use of a random-efects model for analysis. Te results in-
dicated a signifcant improvement in QoL among patients
who received MBIs compared to those receiving standard
care, with a statistically signifcant diference [SMD� 0.51,
95% CI (0.22, 0.81), p � 0.037] (Figure 5).

3.5. Publication Bias and Sensitivity Analysis. Publication
bias analysis was conducted for each included outcome
measure using a funnel plot to visually assess bias. Egger’s
test was employed to analyze the funnel plot, with a p value >
0.05 indicating no publication bias. Egger’s test results
showed p values of 0.525 for depression, 0.380 for anxiety,
and 0.357 for quality of life, all indicating no signifcant
publication bias among the studies. To assess the sensitivity
of the meta-analysis results, each study was individually
excluded from the meta-analysis. None of the studies had
a disproportionate infuence on the meta-analysis results,
indicating stability and reliability of the fndings (supporting
fle 2: Figures S1–S3).

4. Discussion

Breast cancer patients undergoing chemotherapy often ex-
perience numerous complications, including fatigue, nausea,
pain, and cognitive impairments, signifcantly impacting
their QoL, mental health, and overall well-being, leading to
decreased QoL as well as anxiety and depression [40]. In-
tegrating MBIs early in the chemotherapy process for breast
cancer patients holds promise as a strategy to enhance QoL
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by promoting better emotional regulation, reducing stress
levels, and improving psychological health outcomes during
chemotherapy. Implementing mindfulness interventions
early in the chemotherapy process is crucial as it not only
addresses immediate psychological distress but also provides
long-term benefts by helping patients develop coping
strategies to improve their overall psychological health
and QoL.

Breast cancer patients undergoing chemotherapy or in
the postchemotherapy phase frequently endure a wide range
of adverse efects, such as fatigue, nausea, pain, and cognitive
impairments. Tese complications have profound and
multifaceted impacts, not only diminishing physical well-
being but also signifcantly afecting mental health and
overall QoL. Te cumulative burden of these symptoms
often leads to heightened levels of psychological distress,
including anxiety and depression, further exacerbating the
deterioration of QoL [31]. Integrating MBIs early in the
chemotherapy process ofers a promising approach to

addressing these complex challenges. MBIs have the po-
tential to enhance QoL by improving emotional regulation,
reducing stress, and fostering resilience during treatment. By
promoting present-moment awareness and acceptance,
MBIs can help patients manage the psychological and
emotional toll associated with chemotherapy. Moreover,
early implementation of these interventions is essential, as it
not only alleviates immediate emotional distress but also
equips patients with long-term coping mechanisms. Tese
strategies allow patients to navigate the psychological bur-
dens of both treatment and survivorship more efectively,
contributing to sustained improvements in their overall
psychological health and QoL. Incorporating MBIs into the
standard care regimen for breast cancer patients undergoing
chemotherapy can thus provide a holistic approach to
treatment. Beyond managing physical symptoms, these
interventions target the underlying emotional and psycho-
logical factors that signifcantly contribute to the patient’s
overall well-being. Early MBI integration ensures that
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Figure 2: Risk of bias graph for individual studies. (a) Risk of bias graph. Proportion of included studies at diferent levels of risk of bias
across seven bias domains. Te x-axis represents the percentage of studies (0%–100%) for each domain. Te y-axis lists the assessed bias
domains, including: random sequence generation, allocation concealment, blinding of participants/personnel, blinding of outcome as-
sessment, incomplete outcome data, selective reporting, and other bias. Green indicates low risk of bias, yellow indicates unclear risk, and
red indicates high risk. (b) Risk of bias summary. Rows represent the eight included studies, and columns correspond to the seven bias
domains: random sequence generation, allocation concealment, blinding of participants/personnel, blinding of outcome assessment,
incomplete outcome data, selective reporting, and other bias. Each cell indicates the risk of bias judgment for the corresponding domain in
a given study, using green for low risk, yellow for unclear risk, and red for high risk.
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patients are better prepared to handle the ongoing demands
of treatment while fostering greater resilience and psycho-
logical stability throughout their cancer journey.

Tis study mainly includes three mindfulness in-
terventions: MBSR, MBCT, and MBT, among which MBSR
includes mindfulness yoga andmindfulness meditation. Our

analysis results indicate that MBIs signifcantly improve the
psychological well-being of breast cancer participants and
greatly enhance their QoL. Tese interventions exert a cru-
cial role in alleviating psychological burdens and enhancing
overall treatment experiences for these patients. Included
studies demonstrate signifcant improvements in anxiety,

Note: Weights are from random-effects analysis

Overall (I2 = 60.0%, p = 0.040)

Xiaomin Chu (2020)

Motahareh Mirmahmoodi (2020)

Weimin Liu (2022)

Pingting Zhu (2023)
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–1.11 (–1.57, –0.65)
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SMD (95% CI)
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(%)

0–1.92 1.92

Study ID

Figure 3: Anxiety forest plot. Forest plot of standardized mean diferences (SMDs) and 95% confdence intervals (CIs) for anxiety outcomes
across six included studies, sorted by publication year or author. Te x-axis represents the SMD, and the y-axis lists individual studies. Each
square denotes the point estimate of the efect size for a study, with the horizontal line indicating its 95% CI. Te size of each square refects
the relative weight of the study in the meta-analysis (indicated as a percentage). Te diamond at the bottom represents the overall pooled
SMD and its 95% CI.

Note: Weights are from random-efects analysis

Overall (I2 = 63.7%, p = 0.026)
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Figure 4: Depression forest plot. Forest plot of standardized mean diferences (SMDs) and 95% confdence intervals (CIs) for depression
outcomes across fve included studies, sorted by publication year or author. Te x-axis represents the SMD, and the y-axis lists individual
studies. Each square denotes the point estimate of the efect size for a study, with the horizontal line indicating its 95% CI. Te size of each
square refects the relative weight of the study in the meta-analysis (indicated as a percentage). Te diamond at the bottom represents the
overall pooled SMD and its 95% CI.
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depression, and QoL among participants following mind-
fulness interventions. Tis fnding aligns with previous lit-
erature on the positive impact of MBIs on cancer patients
[23, 41].

Huiyuan Wu and Qiuxiang Zhang’s research further
supports this viewpoint. Teir systematic review and meta-
analysis demonstrated that MBSR was superior to standard
or conventional care in alleviating psychological stress,
anxiety, and depression among breast cancer patients
[41, 42]. Tese study fndings indicated that MBSR, as an
efective psychological intervention, should be widely pro-
moted in breast cancer treatment to improve patients’
psychological well-being and QoL. To explore time-based
trends, I plotted (supporting fle 2: Figures S4–S6), which
shows scatter plots of efect sizes (SMDs) for anxiety, de-
pression, and QoL versus year of publication. No clear time
trends were observed in any of the outcomes.

Compared to the meta-analysis by Reangsing et al. [23],
this study’s strength lies in analyzing anxiety and QoL as
outcome measures. Furthermore, we focus specifcally on
breast cancer patients undergoing chemotherapy, a specifc
group that has received less attention in previous research.
Our fndings are consistent with the results of Reangsing et al.
[23], who reported amoderate efect ofMBIs on depression in
breast cancer patients. However, unlike their review, we fo-
cused only on patients receiving chemotherapy, which may
explain why we reported a slightly higher efect size for the
anxiety outcome. However, unlike their review, we focused
only on patients receiving chemotherapy, which may explain
why we reported a slightly higher efect size for the anxiety
outcome. By specifcally targeting this stage, we can provide
a more precise assessment of intervention efects, which has
direct implications for clinical application of MBIs.

4.1. Strengths and Limitations. One of the strengths of this
study is its focus on specifc interventions tailored to par-
ticular populations for meta-analysis, which makes the re-
sults more precise. However, despite the promising fndings,
this study has several limitations. Te included studies show
heterogeneity and use diferent measurement indicators. To
better understand the observed heterogeneity, we conducted
exploratory meta-regression analyses using publication year
and intervention type as potential moderators. For anxiety
and depression outcomes, none of these moderators sig-
nifcantly explained variability in efect sizes (all p values >
0.6), althoughmodels indicated some explanatory power (R2

ranged from 0.35 for anxiety to 0.72 for depression). Due to
the small number of included studies (n� 5), these results
should be interpreted cautiously. Te QoL outcome had
insufcient data (n� 6) for valid interpretation due to
overftting and thus provided no meaningful conclusions
from the meta-regression analysis. Tese fndings un-
derscore the need for more homogeneous and larger-scale
trials in future research.

Another important limitation is related to statistical
power. In meta-analysis, traditional prospective power ana-
lyses are typically not performed, as meta-analysis aims to
summarize existing published results rather than test a new
hypothesis with a predefned sample size. However, we ac-
knowledge that the small number of included studies and
their relatively small sample sizes may increase the risk of
Type II errors (false negatives), potentially leading to un-
derestimation of true efects. Tus, our fndings—especially
nonsignifcant ones—should be interpreted cautiously. Future
studies with larger sample sizes are required to confrm our
conclusions and to enhance the robustness of evidence re-
garding mindfulness interventions in this patient population.

Note: Weights are from random-efects analysis

Overall (I2 = 60.8%, p = 0.037)

Weimin Liu (2022)

Hatice Oner Cengiz (2023)
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Figure 5: Quality of life (QoL) forest plot. Forest plot of standardized mean diferences (SMDs) and 95% confdence intervals (CIs) for QoL
outcomes across fve included studies, sorted by publication year or author. Te x-axis represents the SMD, and the y-axis lists individual
studies. Each square denotes the point estimate of the efect size for a study, with the horizontal line indicating its 95% CI. Te size of each
square refects the relative weight of the study in the meta-analysis (indicated as a percentage). Te diamond at the bottom represents the
overall pooled SMD and its 95% CI.
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Another limitation concerns the practical implementa-
tion and adherence to MBIs among patients undergoing
chemotherapy. Although serious adverse events were not
reported in the included studies, several trials indicated
issues with intervention feasibility and participant retention.
For instance, one trial [36] reported that 3 out of 35 par-
ticipants in the MBI group withdrew due to poor adapt-
ability or unwillingness to continue during treatment.
Another study [31] documented a dropout rate of 10.3% in
the intervention group, which was partly attributed to
scheduling conficts and lack of motivation for face-to-face
sessions. Tese fndings suggest that while MBIs are gen-
erally well tolerated, their real-world implementation during
chemotherapy may be challenged by fatigue, time con-
straints, and reduced psychological engagement. Tese
challenges underline the importance of designing more
fexible, accessible, and personalized intervention strategies,
such as short daily sessions or digital delivery formats, to
enhance adherence and clinical applicability.

Of the eight studies reviewed, six mentioned QoL, with
fve using the FACT scale for assessment [30–32, 35, 36, 43].
In the included studies, the programs ranged from an 8-week
MBSR course to shorter daily mindfulness exercises, which
may be one reason for the heterogeneity of the depression
outcomes. In contrast, Zhu et al. used the FLIC to measure
QoL [30]. Tree studies used a waiting list control, and fve
studies used usual or standard care. Tis variation in control
conditions may afect efect sizes, as participants on the
waiting list usually show greater postintervention contrast
than participants receiving an active standard care program.

Tis meta-analysis mainly focused on FACT-B and
FACT-G measurement indicators, and according to Gok
Metin et al., mindfulness meditation positively impacts QoL.
Tis fnding aligns with our meta-analysis results.

Te age range of participants in the eight included
studies is primarily between 40 and 55 years old, with only
Liu et al.’s study including participants aged 18–70 years.
According to a systematic review by Liu et al. [31], diferent
age groups experience varying levels of anxiety and de-
pression and face diferent life stressors. While Liu et al.’s
results align with our meta-analysis, relying on a single study
limits the accuracy of this result. Future research should
include more original studies covering various age groups to
gather comprehensive evidence for more reliable
conclusions.

Despite the rigorous design of the included RCTstudies,
they generally had small sample sizes, and most studies
originated from the same country, which may limit the
generalizability of our fndings. Additionally, diferences in
measurement tools and intervention durations across
studies may have impacted the consistency and compara-
bility of the results.

Another important source of heterogeneity may be at-
tributed to diferences in the design and delivery of MBIs
across the included studies. Te eight trials included in this
review employed various MBI formats, including MBSR,
MBCT, mindfulness yoga, and mindfulness with acupres-
sure. Intervention durations ranged from 6 to 12weeks, with
session frequencies from once to twice per week, and session

lengths varying from 60 to 120min. Most interventions were
conducted face-to-face in a group format, although one
study integrated acupressure and mindfulness body
scanning.

Tese diferences likely infuenced the magnitude and
consistency of the observed efects. For instance, MBCT
integrates cognitive therapy components that may ofer
more targeted benefts for rumination and depressive
symptoms, whereas MBSR emphasizes body awareness and
stress reduction through mindfulness meditation and yoga,
potentially benefting physical symptoms and anxiety. Te
group format may provide social support and shared ex-
periences, whereas individual sessions may ofer more
fexibility. Longer interventions may enable deeper skill
acquisition, but also risk higher dropout due to time burden.
As such, future studies should consider head-to-head
comparisons of MBI types and delivery modes to optimize
both efcacy and feasibility.

5. Conclusion

Overall, MBIs efectively improve the psychological health
and QoL of breast cancer patients undergoing chemother-
apy. Despite some limitations, MBIs have broad potential for
clinical application as an adjunct therapy and merit further
validation through larger-scale RCTs. Additionally, future
research should explore the responses of breast cancer pa-
tients from diferent cultural backgrounds to MBIs, aiming
to optimize intervention strategies to meet the needs of
a more diverse population. Tere was heterogeneity in the
meta-analysis results, with three studies using a waiting list
control and fve studies using usual or standard care. Tis
variation in control conditions may afect efect sizes, as
participants on waiting lists typically show greater post-
intervention contrast than participants receiving an active
standard care regimen.
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“Mindfulness-Based Stress Reduction for Women Diagnosed
With Breast Cancer,” Cochrane Database of Systematic Re-
views 3, no. 3 (2019): Cd011518, https://doi.org/10.1002/
14651858.CD011518.pub2.

[20] S. G. Hofmann and J. A. J. Smits, “Cognitive Behavioral
Terapy for Anxiety and Depression,” Psychiatric Clinics of
North America 40, no. 4 (2017): 739–749, https://doi.org/
10.1016/s0193-953x(17)30082-5.

[21] D. Zhang, E. K. Lee, E. C. Mak, C. Y. Ho, and S. Y. Wong,
“Mindfulness-Based Interventions: An Overall Review,”
British Medical Bulletin 138, no. 1 (2021): 41–57, https://
doi.org/10.1093/bmb/ldab005.

[22] S. B. Goldberg, “A Common Factors Perspective on
Mindfulness-Based Interventions,” Nature Reviews Psychol-
ogy 1, no. 10 (2022): 605–619, https://doi.org/10.1038/s44159-
022-00090-8.

[23] C. Reangsing, S. Punsuwun, and K. Keller, “Efects of
Mindfulness-Based Interventions on Depression in Patients
With Breast Cancer: A Systematic Review and Meta-Analysis,”
Integrative Cancer Terapies 22 (2023): 15347354231220617,
https://doi.org/10.1177/15347354231220617.

[24] L. Zhang, X. Liu, F. Tong, et al., “Cognitive BehavioralTerapy
for Anxiety and Depression in Cancer Survivors: a Meta-
Analysis,” Scientifc Reports 12, no. 1 (2022): 21466, https://
doi.org/10.1038/s41598-022-25068-7.

European Journal of Cancer Care 11

https://doi.org/10.1155/ecc/1656569
https://doi.org/10.1155/ecc/1656569
https://www.who.int/news-room/fact-sheets/detail/breast-cancer
https://www.who.int/news-room/fact-sheets/detail/breast-cancer
http://doi.org/10.1016/j.ctrv.2022.102339
http://doi.org/10.1016/j.ctrv.2022.102339
http://doi.org/10.1259/bjr.20211033
http://doi.org/10.1259/bjr.20211033
http://doi.org/10.1002/cncr.32910
http://doi.org/10.1002/cncr.32910
http://doi.org/10.1016/s0140-6736(22)00184-2
http://doi.org/10.1016/j.breast.2022.08.010
http://doi.org/10.1016/j.breast.2022.08.010
http://doi.org/10.3322/caac.21660
http://doi.org/10.3322/caac.21660
http://doi.org/10.3322/caac.21763
http://doi.org/10.1186/s12955-020-01591-x
http://doi.org/10.1186/s12955-020-01591-x
http://doi.org/10.2147/bctt.s432526
http://doi.org/10.3390/jpm11080808
http://doi.org/10.3390/jpm11080808
http://doi.org/10.1016/j.gendis.2022.02.007
http://doi.org/10.1016/j.gendis.2022.02.007
http://doi.org/10.3389/fpsyg.2021.644932
http://doi.org/10.3389/fpsyg.2021.644932
http://doi.org/10.3390/ejihpe10030052
http://doi.org/10.1007/s00784-023-05007-0
http://doi.org/10.1016/j.psychres.2021.113935
http://doi.org/10.1016/j.psychres.2021.113935
http://doi.org/10.3389/fneur.2024.1462364
http://doi.org/10.1188/15.onf.276-282
http://doi.org/10.1188/15.onf.276-282
http://doi.org/10.1002/14651858.CD011518.pub2
http://doi.org/10.1002/14651858.CD011518.pub2
http://doi.org/10.1016/s0193-953x(17)30082-5
http://doi.org/10.1016/s0193-953x(17)30082-5
http://doi.org/10.1093/bmb/ldab005
http://doi.org/10.1093/bmb/ldab005
http://doi.org/10.1038/s44159-022-00090-8
http://doi.org/10.1038/s44159-022-00090-8
http://doi.org/10.1177/15347354231220617
http://doi.org/10.1038/s41598-022-25068-7
http://doi.org/10.1038/s41598-022-25068-7


[25] S. G. Hofmann, A. T. Sawyer, A. A. Witt, and D. Oh, “Te
Efect of Mindfulness-Based Terapy on Anxiety and De-
pression: A Meta-Analytic Review,” Journal of Consulting and
Clinical Psychology 78, no. 2 (2010): 169–183, https://doi.org/
10.1037/a0018555.

[26] L. Cillessen, M. Johannsen, A. E. M. Speckens, and
R. Zachariae, “Mindfulness-Based Interventions for Psycho-
logical and Physical Health Outcomes in Cancer Patients and
Survivors: A Systematic Review and Meta-Analysis of Ran-
domized Controlled Trials,” Psycho-Oncology 28, no. 12
(2019): 2257–2269, https://doi.org/10.1002/pon.5214.

[27] A. Wols, M. Pingel, A. Lichtwarck-Aschof, and I. Granic,
“Efectiveness of Applied and Casual Games for Young
People’s Mental Health: A Systematic Review of Randomised
Controlled Studies,” Clinical Psychology Review 108 (2024):
102396, https://doi.org/10.1016/j.cpr.2024.102396.

[28] A. Liberati, D. G. Altman, J. Tetzlaf, et al., “Te PRISMA
Statement for Reporting Systematic Reviews and Meta-
Analyses of Studies that Evaluate Healthcare Interventions:
Explanation and Elaboration,” BMJ 339, no. jul21 1 (2009):
b2700, https://doi.org/10.1136/bmj.b2700.

[29] M. Mirmahmoodi, P. Mangalian, A. Ahmadi, and
M. Dehghan, “Te Efect of Mindfulness-Based Stress Re-
duction Group Counseling on Psychological and In-
fammatory Responses of the Women With Breast Cancer,”
Integrative Cancer Terapies 19 (2020): 1534735420946819,
https://doi.org/10.1177/1534735420946819.

[30] P. Zhu, X. Liu, X. Shang, Y. Chen, C. Chen, and Q. Wu,
“Mindfulness-Based Stress Reduction for Quality of Life,
Psychological Distress, and Cognitive Emotion Regulation
Strategies in Patients With Breast Cancer Under Early
Chemotherapy-A Randomized Controlled Trial,” Holistic
Nursing Practice 37, no. 3 (2023): 131–142, https://doi.org/
10.1097/hnp.0000000000000580.

[31] W. Liu, J. Liu, L. Ma, and J. Chen, “Efect of Mindfulness Yoga
on Anxiety and Depression in Early Breast Cancer Patients
Received Adjuvant Chemotherapy: A Randomized Clinical
Trial,” Journal of Cancer Research and Clinical Oncology 148,
no. 9 (2022): 2549–2560, https://doi.org/10.1007/s00432-022-
04167-y.

[32] P. Zhu, Q.Wu, X. Liu, C. Chen, Q. Ji, and X. Shang, “Efects of
Mindfulness-Based Stress Reduction Terapy on Post-
traumatic Growth and Quality of Life in Patients With Breast
Cancer Under Early Chemotherapy: A Randomized Con-
trolled Trial,” Holistic Nursing Practice 10 (2022).

[33] Q. Liu, C. Wang, Y. Wang, et al., “Mindfulness-Based Stress
Reduction With Acupressure for Sleep Quality in Breast
Cancer Patients With Insomnia Undergoing Chemotherapy:
A Randomized Controlled Trial,” European Journal of On-
cology Nursing 61 (2022): 102219, https://doi.org/10.1016/
j.ejon.2022.102219.

[34] Z. Gok Metin, C. Karadas, N. Izgu, L. Ozdemir, and
U. Demirci, “Efects of Progressive Muscle Relaxation and
Mindfulness Meditation on Fatigue, Coping Styles, and
Quality of Life in Early Breast Cancer Patients: An Assessor
Blinded, Tree-Arm, Randomized Controlled Trial,” Euro-
pean Journal of Oncology Nursing 42 (2019): 116–125, https://
doi.org/10.1016/j.ejon.2019.09.003.

[35] X. Chu, Y. Lou, Z. Wang, and Q. I. N. Xu, “Efect of
Mindfulness Based Cognitive Terapy on the Mental Health
and Quality of Life in Patients With Breast Cancer,” Indian
Journal of Pharmaceutical Sciences 82 (2020): https://doi.org/
10.36468/pharmaceutical-sciences.spl.143.

[36] H. Oner Cengiz, B. Bayir, S. Sayar, andM. Demirtas, “Efect of
Mindfulness-BasedTerapy on Spiritual Well-Being in Breast
Cancer Patients: A Randomized Controlled Study,” Sup-
portive Care in Cancer 31, no. 7 (2023): 438, https://doi.org/
10.1007/s00520-023-07904-2.

[37] A. F. Stern, “Te Hospital Anxiety and Depression Scale,”
Occupational Medicine 64, no. 5 (2014): 393–394, https://
doi.org/10.1093/occmed/kqu024.

[38] A. D. Muntingh, C. M. van der Feltz-Cornelis,
H. W. van Marwijk, P. Spinhoven, B. W. Penninx, and
A. J. van Balkom, “Is the Beck Anxiety Inventory a Good Tool
to Assess the Severity of Anxiety? A Primary Care Study in the
Netherlands Study of Depression and Anxiety (NESDA),”
BMC Family Practice 12, no. 1 (2011): 66, https://doi.org/
10.1186/1471-2296-12-66.

[39] W. Contributors, “Beck Depression Inventory,” (2019),
https://en.wikipedia.org/wiki/Beck Depression Inventory.

[40] K. Hermelink, M. Bühner, P. Sckopke, et al., “Chemotherapy
and Post-Traumatic Stress in the Causation of Cognitive
Dysfunction in Breast Cancer Patients,” Journal of the Na-
tional Cancer Institute 109, no. 10 (2017): https://doi.org/
10.1093/jnci/djx057.

[41] E. Chayadi, N. Baes, and L. Kiropoulos, “Te Efects of
Mindfulness-Based Interventions on Symptoms of De-
pression, Anxiety, and Cancer-Related Fatigue in Oncology
Patients: A Systematic Review and meta-analysis,” PLoS One
17, no. 7 (2022): e0269519, https://doi.org/10.1371/
journal.pone.0269519.

[42] H. Wu, F. Li, and F. Zhang, “Te Efcacy of Mindfulness-
Based Stress Reduction vs. Standard or Usual Care in Patients
With Breast Cancer: A Systematic Review and Meta-Analysis
of Randomized Controlled Trials,” Translational Cancer Re-
search 11, no. 11 (2022): 4148–4158, https://doi.org/10.21037/
tcr-22-2530.

[43] H. Schipper, J. Clinch, A. McMurray, and M. Levitt, “Mea-
suring the Quality of Life of Cancer Patients: Te Functional
Living Index-Cancer: Development and Validation,” Journal
of Clinical Oncology 2, no. 5 (1984): 472–483, https://doi.org/
10.1200/jco.1984.2.5.472.

12 European Journal of Cancer Care

http://doi.org/10.1037/a0018555
http://doi.org/10.1037/a0018555
http://doi.org/10.1002/pon.5214
http://doi.org/10.1016/j.cpr.2024.102396
http://doi.org/10.1136/bmj.b2700
http://doi.org/10.1177/1534735420946819
http://doi.org/10.1097/hnp.0000000000000580
http://doi.org/10.1097/hnp.0000000000000580
http://doi.org/10.1007/s00432-022-04167-y
http://doi.org/10.1007/s00432-022-04167-y
http://doi.org/10.1016/j.ejon.2022.102219
http://doi.org/10.1016/j.ejon.2022.102219
http://doi.org/10.1016/j.ejon.2019.09.003
http://doi.org/10.1016/j.ejon.2019.09.003
http://doi.org/10.36468/pharmaceutical-sciences.spl.143
http://doi.org/10.36468/pharmaceutical-sciences.spl.143
http://doi.org/10.1007/s00520-023-07904-2
http://doi.org/10.1007/s00520-023-07904-2
http://doi.org/10.1093/occmed/kqu024
http://doi.org/10.1093/occmed/kqu024
http://doi.org/10.1186/1471-2296-12-66
http://doi.org/10.1186/1471-2296-12-66
https://en.wikipedia.org/wiki/Beck_Depression_Inventory
http://doi.org/10.1093/jnci/djx057
http://doi.org/10.1093/jnci/djx057
http://doi.org/10.1371/journal.pone.0269519
http://doi.org/10.1371/journal.pone.0269519
http://doi.org/10.21037/tcr-22-2530
http://doi.org/10.21037/tcr-22-2530
http://doi.org/10.1200/jco.1984.2.5.472
http://doi.org/10.1200/jco.1984.2.5.472

	Effects of Mindfulness Interventions on Anxiety, Depression, and Quality of Life in Patients Undergoing Chemotherapy for Breast Cancer: A Systematic Review and Meta-Analysis
	1. Background
	2. Methods
	2.1. Search Strategy
	2.2. Inclusion Criteria
	2.2.1. Study Type
	2.2.2. Study Participants
	2.2.3. Intervention
	2.2.4. Outcome Measures

	2.3. Exclusion Criteria
	2.4. Literature Screening and Data Extraction
	2.5. Assessment of Study Quality
	2.6. Statistical Analysis

	3. Results
	3.1. Literature Search Flow
	3.2. Basic Characteristics of Included Studies
	3.3. Quality Assessment
	3.4. Meta-Analysis Results of Included Studies
	3.4.1. Meta-Analysis Results for Anxiety
	3.4.2. Meta-Analysis Results for Depression
	3.4.3. Meta-Analysis Results for QoL Outcome

	3.5. Publication Bias and Sensitivity Analysis

	4. Discussion
	4.1. Strengths and Limitations

	5. Conclusion
	Data Availability Statement
	Ethics Statement
	Consent
	Conflicts of Interest
	Author Contributions
	Funding
	Acknowledgments
	Supporting Information
	References




