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Background: Psychological and spiritual distress are highly prevalent in patients with advanced cancer, yet conventional interven
tions often fail to address their interconnected nature. While mindfulness-based interventions (MBIs) are widely used in oncology, 
their integration with spiritual or meaning-centered components remains insufficiently synthesized in high-level evidence.
Objective: This review aimed to evaluate the effectiveness and characteristics of mindfulness-based spiritual interventions on 
psychological and spiritual outcomes in patients with advanced and palliative cancer.
Methods: A PRISMA-guided systematic review of randomized controlled trials (RCTs) was conducted using PubMed, Scopus, and 
CINAHL databases (2015–2025). Eligible studies included adult patients with cancer receiving mindfulness-based interventions 
incorporating explicit spiritual, religious, or existential components. Methodological quality was appraised using the Joanna Briggs 
Institute checklist, and findings were synthesized using qualitative descriptive and narrative synthesis.
Results: Thirteen RCTs were included. The interventions were categorized into (1) hospital-based interventions and (2) remotely 
delivered interventions. Across these categories, five outcome domains were identified: psychological well-being (anxiety, depression, 
distress, quality of life), spiritual well-being (meaning, peace, faith, existential acceptance), attrition and treatment engagement, 
intervention acceptability, and mixed or inconsistent findings.
Conclusion: Mindfulness-based interventions that explicitly integrate spiritual or meaning-centered elements offer a comprehensive 
approach to addressing multidimensional distress in advanced cancer. These findings suggest that integrative psycho-spiritual care 
models may be beneficial in oncology and palliative care. Future research should prioritize standardized intervention frameworks and 
mechanism-driven evaluation across diverse populations.
Keywords: mindfulness-based interventions, spiritual well-being, psychological outcome, advanced cancer, palliative care

Introduction
Cancer remains a major global public health challenge, with an estimated 20 million new cases and 9.7 million cancer- 
related deaths worldwide in 2022.1 The global cancer burden is projected to increase by approximately 77% by 2050, 
with the most pronounced rise expected in low- and middle-income countries.2 In many low- and middle-income 
countries (LMICs), cancer is frequently diagnosed at advanced stages, leading to substantial symptom burden and an 
increased demand for palliative and supportive care.1,2 This trend highlights persistent disparities in early detection and 
access to comprehensive oncology services across diverse health care systems.

Beyond its physical consequences, cancer is widely recognized as a condition that profoundly affects psychological 
and existential well-being across the disease trajectory, particularly in advanced and life-limiting stages.3,4 Patients with 
cancer frequently experience anxiety, depression, emotional distress, fear of disease progression, and existential concerns 
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related to loss of meaning and control.5,6 Evidence indicates that up to 60–70% of individuals with cancer report 
clinically significant psychological distress, which may adversely influence symptom perception, treatment adherence, 
and overall quality of life.7,8

In advanced cancer and palliative care contexts, psychological distress is often closely intertwined with spiritual 
distress.9,10 Spiritual distress is increasingly recognized as a multidimensional form of suffering that may involve 
existential concerns related to meaning, purpose, hope, and spiritual needs. In patients with advanced cancer, spiritual 
distress may arise when serious illness challenges an individual’s sense of meaning, personal beliefs, sources of hope, 
and connectedness. These concerns frequently coexist with physical symptom burden and psychological distress, 
contributing to profound suffering among patients with advanced illness.9,10 Spiritual well-being, commonly conceptua
lized as a sense of meaning, purpose, inner peace, and connectedness to self, others, and transcendence, has been 
identified as a critical dimension of quality of life in patients facing life-limiting illness.4,11 Higher levels of spiritual 
well-being have been associated with reduced anxiety and depression, improved coping capacity, and greater acceptance 
of illness and mortality, whereas unmet spiritual needs are linked to demoralization, hopelessness, and poorer psycho
social outcomes.12,13 Spiritual needs may also vary according to individuals’ beliefs, values, and personal sources of 
meaning, highlighting the importance of considering diverse patient perspectives when evaluating spiritually oriented 
interventions.

Palliative care aims to alleviate suffering and improve quality of life through the holistic management of physical 
symptoms, psychological distress, social challenges, and spiritual concerns.14,15 While pharmacological treatments play 
a central role in symptom control, they are insufficient to address the complex emotional and existential dimensions of 
suffering commonly experienced by patients with advanced cancer.16,17 Consequently, there is growing interest in 
integrative non-pharmacological interventions that simultaneously target psychological and spiritual well-being within 
palliative care frameworks.18

Mindfulness-based interventions (MBIs) have emerged as promising psychosocial approaches in oncology and 
palliative care settings.3,19 Mindfulness is generally defined as purposeful, non-judgmental awareness of present- 
moment experiences that has been shown to enhance emotional regulation, reduce stress, and foster psychological 
resilience among individuals with chronic and life-threatening illness.20,21 Randomized controlled trials suggest that 
MBIs, including Mindfulness-Based Stress Reduction (MBSR), Mindfulness-Based Cognitive Therapy (MBCT), and 
Mindfulness-Based Cancer Recovery (MBCR), are effective in reducing anxiety, depression, and cancer-related distress 
and improving quality of life in patients with cancer.3,22,23 Although conventional mindfulness-based interventions 
primarily focus on emotional regulation and psychological adaptation, increasing attention has been directed toward 
integrating spiritual and existential dimensions to address the deeper concerns frequently experienced by patients with 
advanced cancer and those receiving palliative care.24,25

Importantly, an increasing body of literature highlights the conceptual and therapeutic overlap between mindfulness 
and spirituality, particularly in the context of serious illness and end-of-life care.24,25 Mindfulness practices may facilitate 
acceptance, compassion, existential reflection, and meaning-making, which are core elements of spiritual well-being.26 

From a theoretical perspective, mindfulness and spirituality share overlapping processes, including self-awareness, 
acceptance, meaning-making, and connectedness, which may contribute to enhanced spiritual well-being in individuals 
facing serious illness.24–26 Several studies indicate that spiritual well-being may mediate the relationship between 
mindfulness practice and psychological outcomes, suggesting that interventions integrating mindfulness with spiritual 
components may exert synergistic effects on psychological and existential distress.13,27

In the context of this review, mindfulness-based spiritual interventions refer to structured interventions that combine 
mindfulness practices with explicit spiritual, religious, existential, or meaning-centered components aimed at enhancing 
both psychological and spiritual well-being. A growing number of randomized controlled trials have examined mind
fulness-based spiritual interventions in cancer care, including Couple-Based Meditation, Religious Prayer Therapy, 
Individual Meaning-Centered Psychotherapy, and compassion-focused mindfulness programs.12,28,29 These interventions 
have demonstrated beneficial effects on psychological and spiritual well-being; however, findings remain heterogeneous 
regarding intervention content, delivery format, outcome measures, and patient populations.
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Despite this expanding evidence base, there is currently a lack of systematic synthesis focusing specifically on 
randomized controlled trials evaluating mindfulness-based spiritual interventions for psychological and spiritual well- 
being in palliative and advanced cancer care. Existing systematic reviews have primarily focused on the psychological 
benefits of mindfulness-based interventions, such as reductions in anxiety, depression, and distress, as well as improve
ments in quality of life among general cancer populations.3,30 However, these reviews rarely examined spiritual well- 
being as a primary outcome. They did not specifically target patients with advanced or palliative cancer, limiting the 
applicability of their conclusions to populations facing profound existential and spiritual challenges. Consequently, the 
effectiveness of mindfulness-based interventions that explicitly incorporate spiritual or meaning-centered elements for 
improving both psychological and spiritual outcomes in advanced cancer populations remains insufficiently understood. 
Given the heterogeneity of psychosocial and spiritual interventions in oncology and palliative care, evidence derived 
from randomized controlled trials provides the most rigorous basis for evaluating intervention effectiveness and 
minimizing potential sources of bias.

Therefore, this systematic review aimed to synthesize and evaluate evidence from randomized controlled trials on 
mindfulness-based spiritual interventions among patients with advanced cancer receiving palliative care, with a particular 
focus on psychological and spiritual outcomes. By clarifying the effectiveness of these interventions, this review may 
help support the development of holistic care strategies, provide evidence-based recommendations for clinical practice, 
and facilitate the integration of spiritual care within palliative care settings.

Methods
Study Design
This systematic review was conducted and reported in accordance with the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines and was prospectively registered in PROSPERO 
(CRD420261352990).

Eligibility Criteria
Eligibility criteria were defined a priori using the PICOS framework.

● Population: Adults (≥18 years) diagnosed with advanced-stage or palliative cancer, regardless of cancer type or 
treatment status.

● Intervention: Mindfulness-based spiritual interventions including mindfulness practices with explicit spiritual, 
religious, existential, or meaning-centered components.

● Comparison: Usual care, waitlist, or active control without structured mindfulness or spiritual components.
● Outcomes: Psychological well-being (eg, anxiety, depression, distress, quality of life) and spiritual well-being (eg, 

meaning, inner peace, existential well-being).
● Study Design: Randomized controlled trials.

Studies published in English between January 2015 and December 2025 were included in this systematic review. The 
restriction to English-language publications was applied to ensure methodological consistency and accuracy in data 
extraction and critical appraisal, given the absence of resources for professional translation. Moreover, the majority of 
high-quality randomized controlled trials evaluating mindfulness-based and spiritual interventions in oncology and 
palliative care are published in English-language peer-reviewed journals. This approach is consistent with established 
methodological guidance for systematic reviews and is unlikely to compromise the completeness of the evidence base 
substantially.

The primary outcomes of interest were psychological well-being and spiritual well-being. Psychological well-being 
included indicators such as anxiety, depression, psychological distress, mood disturbance, fatigue, and quality of life, as 
assessed using validated instruments reported in the included studies. Spiritual well-being referred to dimensions such as 
meaning, peace, faith, existential well-being, spiritual coping, and connectedness, typically measured using validated 
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spiritual well-being instruments. Secondary outcomes included intervention acceptability, treatment engagement, attri
tion, and feasibility, which were extracted when reported.

The publication period was restricted to studies published from 2015 onward to capture contemporary evidence 
reflecting current theoretical frameworks, standardized intervention protocols, and validated outcome measures in 
mindfulness-based and spiritual interventions. Earlier studies frequently employed heterogeneous or non-standardized 
intervention designs and outcome instruments, which may limit comparability and synthesis. This time restriction was 
applied to enhance methodological homogeneity, clinical relevance, and interpretability of pooled findings, rather than to 
limit comprehensiveness. In addition, conference abstracts, study protocols, dissertations, theses, and other forms of grey 
literature were not eligible for inclusion because they generally provide insufficient methodological detail and incomplete 
outcome data for critical appraisal and evidence synthesis.

Data Collection
Search Strategy
A comprehensive literature search was conducted on January 30, 2026, using electronic databases, including Scopus, 
CINAHL, and PubMed, to retrieve relevant studies published between 2015 and 2025. The search strategy employed 
combinations of keywords related to mindfulness, spirituality, cancer, and psychological well-being. The search terms 
included: “mindfulness-based” OR “mindfulness meditation” OR MBSR AND spiritual OR faith-based OR religious OR 
spirituality AND cancer OR oncology OR “advanced cancer” OR palliative AND “psychological well-being” OR 
“mental health” OR anxiety OR depression OR hope OR “inner peace” OR meaning AND intervention OR therapy 
OR program. More details are provided in Supplementary Table S1.

Study Selection and Quality Appraisal
Study selection was conducted in accordance with the PRISMA guidelines. The selection process consisted of two 
sequential stages. First, two reviewers independently screened the titles and abstracts to identify potentially eligible 
articles. Second, the full texts of the selected articles were independently assessed against the predefined inclusion and 
exclusion criteria.

Following the study selection process, the methodological quality of the included articles was critically appraised 
using the Joanna Briggs Institute (JBI) Critical Appraisal Checklist for Randomized Controlled Trials. The JBI checklist 
was used to identify methodological strengths and potential sources of bias and to support interpretation of the review 
findings. The appraisal was conducted independently by two reviewers (F.S. and M.K). Each study was evaluated across 
key JBI domains, including randomization procedures, allocation concealment, baseline comparability, blinding, com
pleteness of follow-up, reliability of outcome measurement, and appropriateness of statistical analysis. No studies were 
excluded based on quality appraisal results. Any discrepancies between reviewers were resolved through discussion until 
consensus was reached.

Data Extraction and Analysis
In the data extraction and analysis stage, all included studies were systematically extracted using a structured data 
extraction form. Key study information was summarized in Table 1 (Characteristics of Studies), which includes sample 
size, country, intervention characteristics, follow-up (including loss to follow-up), outcomes assessed, and a brief 
synthesis of the main findings. This table was used to provide an overview of the included evidence and to facilitate 
comparison across studies in terms of context, intervention type, and outcome patterns.

To ensure that intervention reporting was comprehensive and replicable, intervention details were additionally 
extracted and assessed using the Template for Intervention Description and Replication (TIDieR) checklist, as presented 
in Table 2. Each article was evaluated according to the TIDieR domains, including the intervention name, rationale for 
delivery, intervention content and materials, the individuals delivering the intervention, mode of delivery, setting, dose 
and duration, tailoring, modifications, intervention fidelity (how well it was delivered), and other relevant implementation 
details. This process strengthened the transparency of intervention reporting and supported the interpretation of how the 
interventions were implemented across studies.
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Table 1 Characteristics of Studies

Study Sample Country Intervention Follow-Up 
(Loss to 

Follow-Up)

Outcomes Results

(Milbury 
et al 
2020)12

n = 75 dyads (patients with 
metastatic non–small cell lung 
cancer and partners)

United 
States

Couple-Based Meditation (CBM): 4 weekly 
60-min sessions via videoconference; 
included mindfulness, emotional sharing, 
compassion, and values reflection.

3 months; 27/ 
75 lost (35%)

Primary: Feasibility; 
Secondary: Depression, 
cancer-related stress, spiritual 
well-being.

Reduced depressive symptoms in patients (p = 0.05, d = 0.53) 
and spouses (p < 0.01, d = 0.74) compared with usual care; 
moderate reduction in cancer-related stress among patients (d 
= 0.68); no significant improvement in spiritual well-being.

(Carlson 
et al 
2016)3

252 breast cancer survivors 
(Stages I–III), randomized to 
MBCR or SET with 12-month 
follow-up

Canada MBCR: 8 weekly 90-min group sessions + 6- 
hr retreat. Mindfulness meditation, yoga, 
education. SET: emotional support, coping, 
and expressive discussion.

12 months; 
124/252 lost 
(49.2%)

Mood disturbance, stress 
symptoms, QOL, social 
support, spirituality, PTG.

MBCR demonstrated greater improvements than SET in mood 
disturbance (fatigue d=0.45, anxiety d=0.39), stress symptoms 
(total stress d=0.40), spirituality (peace d=0.38), quality of life, 
and post-traumatic growth

(Cengiz 
et al 
2023)13

70 breast cancer patients 
randomized to MBT vs routine 
care. Duration: 8 weeks.

Turkey Mindfulness-Based Therapy (MBT): 8 weekly 
online sessions (45–60 min); focus on self- 
regulation, values, emotional presence.

8 weeks; 5/70 
lost (7.1%)

Spiritual well-being (FACIT- 
Sp), quality of life (FACIT-G).

Significant improvements in spiritual well-being and QOL in 
MBT group vs control (p<0.05).

(Fraguell- 
Hernando 
et al 
2020)29

32 patients with advanced cancer, 
mixed gender and diagnoses.

Spain Individual Meaning-Centered Psychotherapy 
for Palliative Care (IMCP-PC): 3 weekly 
sessions, 45–60 min.

4 weeks; 19/ 
51 lost 
(37.3%)

Demoralization, depression, 
anxiety, emotional distress, 
spiritual well-being.

IMCP-PC significantly reduced Demoralization: d=1.26 (95% CI 
4.31–9.04); Anxiety: d=0.73 (95% CI 0.74–4.74); 
Depression: d=1.27 (95% CI 2.37–6.12); Emotional 
distress: d=0.63 (95% CI 0.25–4.00)

(Würtzen 
et al 
2015)22

336 women post-breast cancer 
surgery (Stages I–III), MICA trial.

Denmark MBSR: 8 weekly 2.5-hour sessions + full-day 
retreat; included meditation, yoga, 
psychoeducation.

12 months; 
53/336 lost 
(15.8%)

Somatic symptoms (BCPT), 
distress (SCL-90r), 
mindfulness (FFMQ), spiritual 
well-being (FACIT-Sp).

Significant reduction in somatic symptom burden post- 
intervention (p=0.01) and at 6 months (p=0.002), and significant 
reduction in distress post-intervention (p=0.01), 6 months 
(p=0.001), and 12 months (p=0.04).

(Park et al 
2020)31

74, non-metastatic breast cancer, 
MBCT vs waitlist,

Japan 8-week MBCT, 2h/week, adapted to remove 
retreat, include cancer-specific psycho 
education.

12 weeks (4- 
week post- 
intervention); 
3/74 lost 
(4.1%)

HADS, FACIT-Sp, BFI, FCR 
(CARS), QOL (FACT-G), 
FFMQ.

MBCT significantly reduced psychological distress (d=1.17), fear 
of cancer recurrence (d=0.43), and fatigue (d=0.66), while 
improving spiritual well-being (d=0.91), quality of life (d=0.79), 
and mindfulness skills. Effects remained significant at 12-week 
follow-up.

(Yik et al 
2020)23

40 palliative care patients with 
advanced cancer randomized to 5- 
minute mindfulness vs active 
listening

Malaysia 5-minute mindfulness of peace session vs 5- 
min active listening.

Immediate 
post- 
intervention 
(5 min); NR

Suffering (Suffering 
Pictogram), spiritual well- 
being (FACIT-Sp).

A brief 5-minute mindfulness of peace intervention significantly 
reduced suffering (η2=0.31, p=0.001) and improved spiritual 
well-being (η2=0.21, p=0.004) immediately after the 
intervention among palliative care patients

(Eilami 
et al 
2018)28

76 patients with cancer (mixed 
diagnoses) randomized to religious 
psychotherapy vs control group

Iran 4-week religious prayer therapy emphasizing 
spiritual meaning and acceptance.

4-week post- 
intervention 
assessment; 
5/76 lost 
(6.6%)

GHQ-28, pain scale. Religious psychotherapy significantly improved overall mental 
health (GHQ-28 total score decreased from 60.51±3.48 to 
41.72±10.17) and reduced pain (8.21±1.08 to 5.61±1.91) 
compared with the control group. Improvements were also 
observed in physical symptoms, anxiety, social functioning, and 
depression.

(Continued)
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Table 1 (Continued). 

Study Sample Country Intervention Follow-Up 
(Loss to 

Follow-Up)

Outcomes Results

(Yun et al 
2016)32

n = 46 breast cancer survivors 
(MSM = 22; SME = 24) randomized 
to mind subtraction meditation vs 
supportive education

South 
Korea.

Mind Subtraction Meditation (MSM) vs Self- 
Management Education (SME); 8-week 
program.

8 weeks 
(end-of- 
intervention); 
6/52 lost 
(11.5%)

Depression, anxiety, stress, 
spiritual well-being, QOL, 
sleep quality.

An 8-week mind subtraction meditation program significantly 
reduced depression (P=0.034), anxiety (P=0.036), and perceived 
stress (P=0.009), while improving quality of life (P<0.001), 
satisfaction with life (P<0.001), posttraumatic growth (P=0.007), 
and sleep quality (P=0.010) compared with self-management 
education

(Tan et al 
2023)33

n = 73 patients with advanced 
cancer receiving palliative care

Malaysia Mindfulness-Based Supportive Therapy 
(MBST): structured mindfulness intervention 
delivered in group sessions.

Post- 
intervention 
assessment; 
NR

Primary: Suffering. Secondary: 
Psychological distress, 
emotional well-being, and 
quality of life.

MBST significantly reduced overall suffering (median change 
−2.0 vs −1.0; p=0.008), improved anxiety and depression 
symptoms (HADS total score, p=0.046), and increased spiritual 
well-being (FACIT-Sp total score, median change +14.5 vs +5.0; 
p<0.001) compared with the control group

(Pehlivan 
et al 
2025)34

n = 39 breast cancer patients 
undergoing modified radical 
mastectomy

Turkey 8-week mindfulness-based meditation and 
yoga program; 90-minute face-to-face 
sessions

2-month 
follow-up; 
NR

Stress, body image, self- 
esteem, sexual adjustment

An 8-week mindfulness-based meditation and yoga program 
significantly decreased perceived stress and the importance 
attributed to breasts in sexuality, while improving self-esteem 
and body perception. No significant effects were observed on 
sexual adjustment

(Liu et al 
2022)35

n = 136 early-stage breast cancer 
patients undergoing adjuvant 
chemotherapy

China 8-week Mindfulness Yoga program (90- 
minute weekly sessions) including 
mindfulness meditation, breathing awareness, 
yoga postures, body scan, and discussion;

20 weeks; 13/ 
136 lost 
(9.6%)

Primary: Anxiety and 
depression (HADS). 
Secondary: Fatigue (RPFS-CV) 
, pain (BPI-C), quality of life 
(FACT-B).

Mindfulness yoga significantly improved anxiety (95% CI 0.20– 
2.17; P=0.018), depression (95% CI 0.48–2.50; P=0.004), and 
health-related quality of life (95% CI −11.81 to −0.87; P=0.023) 
at 8 weeks compared with conventional care, whereas fatigue 
and pain showed no significant between-group differences

(Johns 
et al 
2015)36

n = 35 cancer survivors with 
clinically significant cancer-related 
fatigue

United 
States

7-week Mindfulness-Based Stress Reduction 
(MBSR) program including mindfulness 
meditation, body scan, gentle hatha yoga, 
walking meditation, and home practice.

6 months; 1/ 
35 lost (2.9%)

Primary: fatigue interference. 
Secondary: fatigue severity, 
vitality, disability, depression, 
anxiety, sleep disturbance.

MBSR produced large reductions in fatigue interference (d= 
−1.43), fatigue severity (d=−1.55), depression (d=−1.30), and 
sleep disturbance (d=−0.74), while improving vitality (d=1.29). 
Improvements were sustained through 6-month follow-up
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Table 2 Intervention Description and Replication (TIDieR) Checklist Evaluation

Author Intervention (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11)

Author Intervention Why What Who How Where When Tailoring Modifications How Well Who Provided Other 
Details

(Milbury 
et al 
2020)12

Couple-Based 
Mind-Body 
(CBMB) 
Intervention

To reduce 
psychological distress 
and improve 
relational coping in 
advanced cancer 
dyads

Guided 
meditation, 
emotional 
sharing, 
compassion- 
based exercises, 
and value- 
oriented 
reflection

Not reported 
explicitly

Videoconference- 
based guided 
sessions

Remote, via 
video 
conferencing

Four 1-hour 
sessions, 
with follow- 
ups.

Not 
reported

Not reported Feasibility and 
engagement 
reported

Trained 
interventionists 
in mind–body 
approaches

Dyadic 
intervention 
including 
patients and 
partners

(Carlson 
et al 
2016)3

Mindfulness- 
Based Cancer 
Recovery 
(MBCR)

To reduce distress 
and improve mood 
and quality of life in 
breast cancer 
survivors

Mindfulness 
meditation, body 
scan, gentle yoga, 
and group 
discussion

Certified MBCR 
instructors

Face-to-face 
group sessions

Cancer 
treatment 
centers/ 
clinical 
settings

8-week 
program 
with weekly 
sessions and 
home 
practice

Not 
reported

Not reported Attendance 
and adherence 
rates reported

Certified MBCR 
facilitators

Compared 
with 
supportive 
expressive 
therapy

(Cengiz 
et al 
2023)13

Mindfulness- 
Based Therapy 
(MBT)

To improve 
psychological and 
spiritual well-being 
and quality of life

Mindfulness 
meditation, 
breathing 
awareness, 
emotional 
regulation, and 
supportive 
reflection

Not reported 
explicitly

Online 
structured group 
sessions

Remote/ 
virtual setting

8 weekly 
sessions (45– 
60 minutes 
each)

Not 
reported

Not reported Participation 
and 
completion 
rates reported

Therapists 
trained in 
mindfulness- 
based 
approaches

Supportive 
care adjunct 
during cancer 
treatment

(Fraguell- 
Hernando 
et al 
2020)29

Individual 
Meaning- 
Centered 
Psychotherapy 
(IMCP-PC)

To enhance meaning, 
existential 
acceptance, and 
spiritual coping in 
advanced cancer

Meaning-oriented 
reflection, life 
review, purpose 
exploration, and 
illness acceptance 
work

Psychotherapists 
trained in 
meaning- 
centered 
psychotherapy

Individual face-to- 
face 
psychotherapy 
sessions

Oncology or 
palliative care 
clinical 
settings

Weekly 
sessions 
across 
structured 
therapy 
program

Not 
reported

Not reported Attendance 
and 
completion 
rates 
reported; 
attrition 
related to 
disease 
progression

Trained 
psychotherapists

Designed for 
patients with 
advanced 
cancer in 
palliative care

(Würtzen 
et al 
2015)22

Mindfulness- 
Based Stress 
Reduction 
(MBSR)

To reduce stress, 
emotional distress, 
and somatic 
symptoms

Standard MBSR 
curriculum: 
meditation, body 
scan, yoga, and 
group dialogue

Certified MBSR 
instructors

Face-to-face 
structured group 
sessions

Hospital or 
rehabilitation 
center 
settings

8-week 
standardized 
program 
with weekly 
sessions and 
home 
practice

Not 
reported

Not reported Attendance 
and adherence 
reported

Certified MBSR 
facilitators

Part of the 
MICA 
randomized 
trial

(Continued)
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Table 2 (Continued). 

Author Intervention (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11)

Author Intervention Why What Who How Where When Tailoring Modifications How Well Who Provided Other 
Details

(Park et al 
2020)31

Mindfulness- 
Based 
Cognitive 
Therapy 
(MBCT)

To reduce distress, 
fear of recurrence, 
and fatigue, and 
improve spiritual 
well-being and quality 
of life

MBCT integrating 
mindfulness 
meditation with 
cognitive therapy 
techniques

Not reported 
explicitly

Face-to-face 
group therapy 
sessions

Oncology 
outpatient/ 
clinical care 
settings

8-week 
MBCT 
program 
with weekly 
sessions and 
home 
practice

Not 
reported

Not reported Attendance 
and 
completion 
rates reported

Therapists 
trained in MBCT 
protocols

Integration of 
cognitive 
therapy and 
mindfulness 
training

(Yik et al 
2020)23

5-Minute 
Mindfulness of 
Peace 
Intervention

To reduce suffering 
and enhance spiritual 
well-being in 
palliative care 
patients

Brief guided 
mindfulness 
focusing on 
peace, 
acceptance, and 
present-moment 
awareness

Not reported 
explicitly

Individually 
guided session

Palliative care 
clinical setting

Single 5- 
minute 
session

Not 
reported

Not reported High 
acceptability 
and minimal 
burden 
reported

Trained clinical 
staff

Designed as 
a brief low- 
burden 
intervention

Author Intervention Why What Who How Where When Tailoring Modifications How Well Who provided Other details

(Eilami 
et al 
2018)28

Religious 
Psychotherapy 
(Prayers)

To improve mental 
health and reduce 
pain through spiritual 
and religious coping

Structured 
sessions including 
prayer, religious 
teachings, 
spiritual 
discussion, and 
reflection

Not reported 
explicitly

Face-to-face 
structured 
psychotherapy 
sessions

Clinical 
counseling/ 
hospital 
oncology 
setting

Weekly 
sessions 
across 
intervention 
period

Not 
reported

Not reported Attendance 
and outcome 
improvements 
reported

Therapists 
trained in 
religious 
psychotherapy

Focus on 
integrating 
spiritual beliefs 
into coping

(Yun et al 
2016)32

Mind 
Subtraction 
Meditation 
(MSM)

To reduce 
psychological distress 
and improve sleep 
quality and quality of 
life

Guided 
meditation using 
cognitive- 
emotional 
subtraction and 
awareness 
practices

Not reported 
explicitly

Structured group 
meditation 
sessions

Clinical or 
community- 
based 
intervention 
setting

Multi-session 
scheduled 
meditation 
program

Not 
reported

Not reported Attendance 
and 
completion 
rates reported

Meditation 
instructors 
trained in MSM 
approach

Compared 
with 
supportive 
mind 
education 
control group

(Tan et al 
2022)33

Mindfulness- 
Based 
Supportive 
Therapy 
(MBST)

To reduce suffering 
and psychological 
distress in patients 
with advanced cancer

Mindfulness 
meditation, 
breathing 
awareness, 
emotional 
reflection, and 
supportive 
discussion

Not reported 
explicitly

Group-based 
mindfulnes 
therapy sessions

Clinical 
oncology 
setting

Structured 
mindfulness 
sessions 
across the 
intervention 
period

Not 
reported

Not reported Feasibility and 
adherence 
assessed

Facilitators 
trained in 
mindfulness- 
based 
supportive 
therapy

Intervention 
designed for 
patients with 
advanced 
cancer in 
palliative care
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(Pehlivan 
et al 
2025)34

Mindfulness- 
Based 
Meditation and 
Yoga

To reduce stress and 
improve body image, 
self-esteem, and 
sexual adjustment in 
breast cancer 
patients after 
mastectomy

Mindfulness 
meditation, 
breathing 
exercises, yoga 
practice, and 
guided relaxation

Not reported 
explicitly

Face-to-face 
group sessions

Clinical 
oncology 
setting

8-week 
program 
with weekly 
~90-minute 
sessions

Not 
reported

Not reported Participation 
and 
completion 
rates reported

Intervention 
delivered by 
trained 
researchers/ 
therapists

Program 
designed for 
women 
undergoing 
modified 
radical 
mastectomy

(Liu et al 
2022)35

Mindfulness 
Yoga Program

To reduce anxiety 
and depression and 
improve quality of life 
in breast cancer 
patients receiving 
chemotherapy

Mindfulness 
meditation, 
breathing 
awareness, yoga 
postures, body 
scan, and group 
discussion

Not reported 
explicitly

Group 
mindfulnesyoga 
sessions

Hospital 
clinical setting

8-week 
intervention 
with weekly 
sessions

Not 
reported

Not reported Attendance 
and adherence 
monitored

Trained 
instructors in 
mindfulness 
yoga

Compared 
with usual care 
during 
chemotherapy 
treatment

(Johns 
et al 
2015)36

Mindfulness- 
Based Stress 
Reduction 
(MBSR)

To reduce cancer- 
related fatigue and 
associated 
psychological 
symptoms

Body scan 
meditation, sitting 
meditation, 
walking 
meditation, gentle 
yoga, and home 
mindfulness 
practice

Certified MBSR 
instructor

Group 
mindfulnes 
training sessions

Clinical 
research and 
oncology 
settings

7-week 
program 
with ~2-hour 
weekly 
sessions and 
home 
practice

Not 
reported

Adapted for 
cancer-related 
fatigue

Attendance 
and adherence 
monitored

Experienced 
MBSR instructor 
with formal 
training

Program 
adapted for 
cancer 
survivors with 
persistent 
fatigue

Notes: (1) Why the Intervention is Delivered; (2) What the Intervention Entails; (3) Who Delivered the Intervention; (4) How the Intervention was Delivered; (5) Where the Intervention was Delivered; (6) When and How Much; (7) 
Tailoring; (8) Modifications; (9) How Well the Intervention was Delivered; (10) Who Provided the Intervention; (11) Other Details.

Journal of M
ultidisciplinary H

ealthcare 2026:19                                                                                 
https://doi.org/10.2147/JM

D
H

.S616728                                                                                                                                                                                                                                                                                                                                                                                                       
9

Sinaga et al

Powered by TCPDF (www.tcpdf.org)



Data analysis was conducted using a qualitative descriptive approach and narrative synthesis, summarizing and 
comparing study characteristics, intervention components, and reported outcomes. In addition, a thematic analysis was 
applied to identify recurring patterns and similarities across interventions. Through iterative coding and theme develop
ment, interventions were grouped into categories based on shared characteristics, such as similarity in core components, 
delivery method (eg, face-to-face vs technology-assisted), intervention intensity and duration, and the psychological– 
spiritual targets addressed. The themes generated from this analysis formed the basis for developing intervention 
categories with comparable features and for describing variations in approaches used to enhance psychological and 
spiritual well-being in patients receiving palliative and advanced cancer care.

Result
Study Selection
The study selection process is illustrated in Figure 1. A total of 369 records were identified through database searching, 
of which 114 duplicate records were removed. The remaining 255 records were screened based on titles and abstracts, of 
which 194 were excluded for not meeting the inclusion criteria. The full texts of the remaining 61 articles were assessed 
for eligibility. Of these, 48 studies were excluded due to reasons such as non-randomized study design, inappropriate 
population, or lack of relevant psychological or spiritual outcomes. Ultimately, 13 randomized controlled trials were 
included in the final synthesis.

Figure 1 PRISMA Flowchart.
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Quality Appraisal Results
The methodological quality of the included studies was assessed using the JBI Critical Appraisal Checklist for RCT. The 
checklist consists of 13 items evaluating key methodological domains, including randomization procedures, allocation 
concealment, blinding, completeness of follow-up, and appropriateness of statistical analysis.

The quality appraisal was conducted independently by two reviewers (F.S. and M.K)., and any discrepancies were 
resolved through discussion and consensus. Overall, the included studies demonstrated generally acceptable methodo
logical quality according to the JBI Critical Appraisal Checklist. All studies adequately reported appropriate randomiza
tion procedures, allocation concealment, baseline comparability, complete follow-up, intention-to-treat analysis, and the 
use of valid and reliable outcome measures (n = 13 for each domain). However, consistent limitations were observed in 
blinding procedures. None of the included studies reported blinding of participants or intervention providers (n = 13), 
which is likely due to the behavioral nature of mindfulness-based interventions. In addition, blinding of outcome 
assessors was unclear across all studies (n = 13). Despite these limitations, all studies met the majority of JBI criteria, 
indicating generally robust methodological quality.

In addition to the JBI appraisal, methodological characteristics related to trial registration, randomization procedures, 
and blinding were reviewed where reported. Several studies reported prospective registration in recognized clinical trial 
registries, although registration information was not consistently available across all trials. All included studies employed 
individual randomized controlled trial designs, and no cluster-randomized trials were identified. Reporting of outcome 
assessor blinding and data analyst blinding was limited across studies, restricting further evaluation of these domains. 
Detailed results of the quality appraisal are presented in Supplementary Table S2.

Characteristic of Studies
The characteristics of the included studies are summarized in Table 1. A total of 13 randomized controlled trials (RCTs) 
were included in this review. The included studies were conducted between 2015 and 2025 and represented a wide range 
of geographical settings, including the United States, Canada, Denmark, Spain, Turkey, Japan, South Korea, Malaysia, 
Iran, and China.3,12,13,22,23,28,29,31–33,35–37

The United States contributed several trials, particularly those evaluating mindfulness-based interventions such as 
Mindfulness-Based Stress Reduction (MBSR), Mindfulness-Based Cancer Recovery (MBCR), Couple-Based Meditation 
(CBM), and interventions targeting cancer-related fatigue.3,12,36 Studies conducted in Europe, including Denmark and 
Spain, examined structured mindfulness programs and meaning-centered psychotherapy in oncology and palliative care 
contexts.22,29 Several trials were conducted in Asian and Middle Eastern countries, including Turkey, Japan, South 
Korea, Malaysia, Iran, and China, reflecting increasing interest in culturally adapted mindfulness-based and spiritually 
integrated interventions in cancer care.13,23,28,31–35

Most studies employed parallel-group RCT designs, with sample sizes ranging from 32 to 336 participants. 
Interventions included both individual-based and dyadic approaches, particularly in studies involving patients with 
advanced cancer and their partners.12 The majority of trials were conducted in hospital-based or clinical oncology 
settings, including cancer treatment centers and palliative care services.3,22,29,35 In addition to traditional face-to-face 
programs, several studies employed technology-assisted or remotely delivered interventions, such as videoconferencing- 
based mindfulness programs and brief guided mindfulness sessions designed for patients with advanced illness or limited 
mobility.12,13,23 Overall, the included trials demonstrate substantial diversity in intervention models, delivery formats, 
and clinical contexts while sharing a common focus on enhancing psychological and spiritual well-being among 
individuals with cancer.

Characteristic of Participants
Across the 13 included RCTs, participant sample sizes ranged from 32 to 336 individuals, with several studies also 
including patient–caregiver dyads, particularly in trials involving patients with advanced cancer.3,12,13 Participants were 
predominantly adults diagnosed with cancer, with most studies enrolling individuals in middle adulthood to older age, 
reflecting the typical demographic profile of oncology and palliative care populations.3,22,31
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The majority of included studies involved female participants, largely due to the high proportion of trials focusing on 
breast cancer patients and survivors.3,22,31,32,34,35 Several studies included women exclusively, particularly those exam
ining survivorship or post-surgical populations. Other trials enrolled both male and female participants, particularly 
studies involving patients with advanced or metastatic cancer, such as metastatic non–small cell lung cancer or mixed 
advanced cancer populations.12,29,33

Regarding cancer diagnosis, breast cancer was the most frequently represented condition across the included 
studies.3,22,31,32,35 Other diagnoses included metastatic non–small cell lung cancer, mixed advanced cancer types, and 
patients receiving palliative care for life-limiting malignancies.12,23,29,33 Some studies focused specifically on patients 
with advanced or terminal disease, whereas others enrolled cancer survivors or patients undergoing active treatments 
such as chemotherapy or surgery.35–37

Participants were primarily recruited from oncology clinics, hospitals, rehabilitation programs, and palliative care 
services, with eligibility criteria commonly defined by cancer diagnosis, treatment status, and the ability to participate in 
mindfulness-based or spiritually oriented interventions.3,12,29,35 Overall, participant characteristics reflected 
a heterogeneous cancer population, encompassing individuals across the cancer trajectory, including patients undergoing 
treatment, survivors, and those receiving palliative or advanced cancer care.

Characteristic of Intervention
The included studies evaluated a diverse range of mindfulness-based and spiritually integrated interventions, which 
varied in their theoretical foundations, delivery format, duration, and intensity. Based on the intervention setting and 
delivery mode, the interventions were categorized into hospital-based and online or remotely delivered.

Category I: Hospital-Based Interventions
Hospital-based interventions were primarily delivered in oncology clinics, cancer centers, and palliative care services 
through face-to-face individual or group sessions.3,22,29,31,35,37 These interventions varied in duration and structure, 
ranging from brief single-session formats to structured multi-week programs lasting four to eight weeks.

The interventions included MBCR, MBSR, MBCT, Individual Meaning-Centered Psychotherapy for Palliative Care 
(IMCP-PC), Mind Subtraction Meditation (MSM), religious or prayer-based psychotherapy, mindfulness-based suppor
tive therapy, and mindfulness yoga programs.3,22,28,29,32,33,35–37

Across studies, intervention sessions were typically conducted on a weekly basis, with session durations ranging from 
approximately 45 minutes to 2.5 hours, depending on the intervention model. Core intervention components commonly 
included guided mindfulness meditation, breathing exercises, body awareness practices, gentle yoga, reflective discus
sion, and psychoeducation aimed at enhancing emotional regulation and present-moment awareness. Several interven
tions also incorporated existential or meaning-oriented components, such as values clarification, reflection on life 
purpose, acceptance of illness, and exploration of spiritual beliefs.

In spiritually oriented programs, including religious psychotherapy and meaning-centered psychotherapy, intervention 
components emphasized spiritual reflection, meaning-making, existential coping, and faith-based support.28,29 Overall, 
hospital-based interventions were delivered by trained healthcare professionals, including psychologists, psychothera
pists, mindfulness instructors, and spiritual care providers.

Category II: Online or Remotely Delivered Interventions
Online or remotely delivered interventions were implemented in several studies to improve accessibility and feasibility, 
particularly for patients with advanced cancer or high symptom burden.12,13,23 These interventions were delivered via 
videoconferencing platforms or brief guided mindfulness formats and varied in duration, frequency, and therapeutic focus 
across studies.

For example, Couple-Based Meditation (CBM) was delivered through videoconferencing in four weekly sessions of 
approximately 60 minutes, integrating guided mindfulness meditation, structured emotional sharing between patients and 
their partners, compassion-based practices, and values-oriented reflection to support psychological and relational coping.12
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Similarly, online Mindfulness-Based Therapy involved eight weekly virtual sessions lasting approximately 45– 
60 minutes, focusing on mindfulness meditation, emotional regulation, and values clarification to enhance psychological 
and spiritual well-being.13 In palliative care settings, a brief mindfulness-of-peace intervention was delivered as a single 
five-minute guided session, designed to accommodate patients with advanced illness while addressing spiritual distress 
and subjective suffering.23

Across studies, remotely delivered interventions were facilitated by trained healthcare professionals or mindfulness 
instructors and were often adapted to patients’ physical condition and treatment burden. Overall, these interventions 
demonstrated good feasibility and acceptability, particularly for individuals with limited mobility or advanced disease, 
while preserving the core components of mindfulness practice and spiritual reflection.

Characteristic of Outcomes
Across the included randomized controlled trials, a wide range of psychological, spiritual, and implementation-related outcomes 
were assessed. In addition to clinical outcomes, several studies also reported feasibility-related indicators, including attrition 
rates, treatment engagement, and intervention acceptability. Because some studies reported mixed or non-significant findings, 
outcomes that did not reach statistical significance were also summarized to provide a balanced interpretation of the evidence. 
Based on this synthesis, the reported outcomes were categorized into five domains: (I) Psychological Well-Being, (II) Spiritual 
Well-Being, (III) Attrition and Treatment Engagement, (IV) Acceptability, and (V) Mixed or Inconsistent Findings. All outcome 
measures were assessed using validated instruments that have been previously applied and validated in cancer and/or palliative 
care populations.

Outcome I: Psychological Well-Being
Psychological well-being was the most frequently reported outcome domain, assessed in the majority of included studies 
using validated self-report instruments. Commonly evaluated outcomes included anxiety, depression, psychological 
distress, mood disturbance, fatigue, demoralization, and quality of life. Measurement tools frequently used across studies 
included the Hospital Anxiety and Depression Scale (HADS), Profile of Mood States (POMS), Symptom Checklist-90 
(SCL-90R), Functional Assessment of Cancer Therapy (FACT), and other validated psychological assessment 
instruments.3,22,31,32,35

Eleven of the 13 included studies reported statistically significant improvements in at least one psychological outcome 
among participants receiving mindfulness-based or spiritually integrated interventions compared with control conditions. 
Improvements were observed across depression, anxiety, psychological distress, stress, mood disturbance, and quality of 
life.3,12,22,28,29,31–33,35–37 Improvements were observed across diverse patient populations, including breast cancer 
survivors, individuals undergoing chemotherapy or surgery, patients with advanced or metastatic disease, and those 
receiving palliative care.12,23,29,33

Outcome II: Spiritual Well-Being
Spiritual well-being was assessed in several included studies using validated instruments, most commonly the Functional 
Assessment of Chronic Illness Therapy–Spiritual Well-Being (FACIT-Sp) scale. This instrument evaluates dimensions 
such as meaning, peace, faith, and existential well-being.3,13,31

Six of the 13 included studies reported statistically significant improvements in spiritual well-being, particularly 
among interventions that incorporated explicit spiritual, religious, existential, or meaning-centered 
components.3,13,23,29,31,32 Spiritual benefits were reported among breast cancer survivors, patients with advanced cancer, 
and individuals receiving palliative care, depending on the intervention model and study context.

Outcome III: Attrition and Treatment Engagement
Attrition and treatment engagement were reported in several included studies and were particularly relevant among 
participants with advanced cancer and those receiving palliative care, where disease progression, symptom burden, and 
treatment demands could affect intervention completion and adherence. Participant withdrawal was most frequently 
associated with deterioration in health status, particularly among individuals with advanced cancer or those receiving 
palliative care.3,12,13
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Additional factors contributing to attrition included logistical barriers, such as transportation difficulties, scheduling 
conflicts, and physical fatigue related to ongoing cancer treatment.22,29 Several studies also noted that longer-duration 
interventions, particularly those lasting eight weeks or more, were associated with slightly higher dropout rates. Despite 
these challenges, participants who completed the interventions generally demonstrated high levels of session attendance 
and treatment engagement.

Outcome IV: Acceptability
Intervention acceptability was reported in several included studies and was generally high across both face-to-face and 
remotely delivered intervention formats. Participants commonly perceived the interventions as manageable, meaningful, 
and relevant to their psychosocial and spiritual needs. For example, Couple-Based Meditation (CBM) demonstrated 
strong acceptability among patients with advanced cancer and their partners when delivered via videoconferencing.12 

Similarly, Mindfulness-Based Cancer Recovery (MBCR) programs reported high participation rates and sustained 
engagement among cancer survivors.3

In palliative care settings, brief mindfulness-based interventions were also reported to be acceptable and feasible, with 
minimal burden on participants despite advanced illness.23 Overall, both hospital-based and remotely delivered inter
ventions were perceived as manageable and meaningful by participants, suggesting that mindfulness-based spiritual 
interventions can be integrated into oncology and palliative care services.

Outcome V: Mixed or Inconsistent Findings
Although the majority of included studies reported beneficial effects, several trials demonstrated mixed or inconsistent 
findings across specific outcome domains, particularly spiritual well-being, quality of life, fatigue, and selected psycho
logical subdomains. For example, Würtzen et al (2015) reported no statistically significant improvement in spiritual well- 
being among breast cancer survivors participating in Mindfulness-Based Stress Reduction, despite reductions in 
psychological distress.22

Similarly, Fraguell-Hernando et al (2020) reported non-significant changes in some psychological and spiritual 
subdomains, while other outcomes showed improvement. These mixed findings highlight the heterogeneity of interven
tion protocols, outcome measures, and participant characteristics, which may influence the magnitude and consistency of 
observed intervention effects.29

Discussion
This systematic review synthesized evidence from 13 RCTs examining the effectiveness of mindfulness-based and 
spiritually integrated interventions in improving psychological and spiritual well-being among patients with cancer. 
Across the included studies, interventions were broadly categorized into two main delivery formats: hospital-based face- 
to-face interventions and online or remotely delivered interventions.3,12,13,22,23,31,32

Across these intervention types, outcomes were consistently reported in five domains: anxiety, depression, psycho
logical distress, quality of life, and spiritual well-being. Improvements in psychological outcomes were the most 
consistently observed findings. Several studies reported significant reductions in anxiety and depression following 
mindfulness-based interventions.3,22,31–33,35 Reductions in overall psychological distress were also documented across 
multiple trials.12,13,23 These findings suggest that both face-to-face and remotely delivered interventions are effective in 
addressing emotional burden in cancer populations.

Quality of life was frequently assessed, with several studies reporting improvements following intervention.3,12,33 

However, the findings in this domain were less consistent compared to psychological outcomes, with some studies 
reporting modest or non-significant changes. This variability may be attributed to differences in intervention duration, 
disease stage, and measurement instruments used across studies.

Enhancements in spiritual well-being were primarily observed in studies that incorporated explicit spiritual or 
meaning-centered components. Interventions integrating religious or meaning-focused approaches demonstrated 
improvements in spiritual outcomes and existential coping.32 These findings suggest that the inclusion of spiritual 
elements plays an important role in addressing existential distress among patients with advanced cancer.
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The qualifications of intervention facilitators varied across the included studies. While several studies reported 
training or certification in mindfulness-based interventions, psychology, nursing, or oncology care, formal qualifications 
in theology, divinity, or related religious disciplines were rarely reported. In addition, facilitator qualifications and levels 
of experience were not consistently described across studies. Consequently, it was not possible to determine whether 
differences in instructor qualifications contributed to variations in intervention outcomes.

Despite generally positive findings, not all studies demonstrated statistically significant effects across all outcome 
domains. Some trials reported mixed or non-significant results, particularly on spiritual well-being and quality-of-life 
outcomes.22,29 These inconsistencies may reflect variations in intervention intensity, delivery format, sample character
istics, and outcome measurement approaches.

Overall, the findings suggest that mindfulness-based and spiritually integrated interventions are promising approaches 
for improving psychological and spiritual well-being in cancer populations. However, the heterogeneity observed across 
studies highlights the need for more standardized intervention protocols, clearer reporting of intervention components, 
and the use of consistent outcome measures in future research.

The findings of the present review are broadly consistent with previous systematic reviews and meta-analyses 
evaluating mindfulness-based and psychosocial interventions in cancer populations. The study reported that mindfulness- 
based interventions were associated with improvements in psychological well-being, coping, mindfulness, and quality of 
life among patients with cancer and cancer survivors.25 Similarly, another study found that psychological interventions 
produced beneficial effects on cancer-related emotional distress and fear of cancer recurrence, although the magnitude of 
benefit varied across intervention characteristics and follow-up periods.5 The present review extends this evidence by 
specifically focusing on randomized controlled trials that incorporated spiritual or meaning-centered components and by 
examining both psychological and spiritual outcomes among patients with advanced cancer receiving palliative care. 
These findings suggest that integrating spiritual dimensions within mindfulness-based interventions may offer additional 
benefits for addressing the complex psychological and existential needs of this patient population.

Variability in Intervention Protocols and Delivery Methods
Across the 13 included RCTs, mindfulness-based and spiritually integrated interventions demonstrated substantial 
variability in structure, delivery format, and therapeutic components. Hospital-based interventions were most commonly 
implemented in oncology clinics or palliative care settings and frequently involved structured programs such as 
Mindfulness-Based Cancer Recovery (MBCR), Mindfulness-Based Stress Reduction (MBSR), and mindfulness-based 
cognitive or meaning-centered approaches.3,22,29,31 These interventions typically included core components such as 
guided mindfulness meditation, breathing awareness, body scan exercises, emotional regulation strategies, and reflective 
or meaning-centered discussions.

Remotely delivered interventions, reported in several studies, included videoconference-based sessions, online 
mindfulness therapy, and brief guided practices designed to improve accessibility for patients with advanced disease 
or mobility limitations.12,13,23 Across both delivery formats, the most consistently reported components were guided 
meditation and breathing awareness exercises, which appeared in the majority of studies. Interventions were most 
commonly delivered by trained healthcare professionals, including psychologists, psychotherapists, mindfulness 
instructors, and, in some cases, spiritual care providers or multidisciplinary teams. Facilitator backgrounds also 
varied across studies, ranging from certified mindfulness instructors and psychotherapists to healthcare professionals 
and spiritual care providers, which may have contributed to differences in intervention implementation and 
outcomes.

Challenges in Implementing Mindfulness-Based Spiritual Interventions
Despite the promising benefits reported across studies, several challenges may affect the implementation of mindfulness- 
based spiritual interventions in oncology and palliative care settings. Patients with advanced cancer often experience high 
symptom burden, treatment fatigue, and disease progression, which may limit consistent participation in structured 
programs.3,12 Practical barriers such as scheduling conflicts, transportation difficulties, and competing medical appoint
ments may also reduce attendance in hospital-based interventions.22,36
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For remotely delivered interventions, additional challenges may include technological barriers and varying levels of 
digital literacy, particularly among older adults.13,23 These factors highlight the importance of developing flexible and 
patient-centered intervention designs that can accommodate the physical and logistical challenges experienced by 
patients living with advanced cancer.29,31

Feasibility and Acceptability of Interventions
Despite these challenges, the included studies generally reported good feasibility and acceptability of mindfulness-based 
spiritual interventions among cancer patients. High levels of treatment engagement were observed in both hospital-based 
and remotely delivered programs, suggesting that these interventions can be successfully integrated into oncology and 
palliative care settings. Remote delivery formats, in particular, may enhance accessibility for patients who experience 
physical or logistical barriers to attending in-person sessions.12 Overall, the findings suggest that flexible delivery 
approaches and tailored intervention designs may improve participation and reduce attrition in this patient population.

Strengths and Limitations
This review has several notable strengths. First, only randomized controlled trials (RCTs) were included, providing 
a relatively high level of evidence and strengthening the internal validity of the findings. Second, the inclusion of studies 
conducted across diverse geographical and cultural settings enhances the relevance and potential generalizability of the 
results to different oncology and palliative care populations.

However, several limitations should be noted. First, substantial variability in intervention protocols, including 
differences in duration, format, and content, limits direct comparability across studies. Second, many studies had 
relatively small sample sizes or were conducted in single-center settings. In addition, volunteer bias may have occurred, 
as participants willing to engage in mindfulness-based spiritual interventions may have been more motivated or receptive 
to these approaches than the broader population of patients with advanced cancer. Third, participant attrition related to 
disease progression, fatigue, treatment burden, and logistical barriers may have affected intervention adherence. Another 
limitation is that important clinical outcomes, including mortality, pain, nausea, and medication use, were infrequently 
reported across the included studies. As a result, the potential impact of mindfulness-based spiritual interventions on 
these clinically relevant outcomes could not be comprehensively assessed within this review.

At the review level, several methodological limitations should also be considered. Although PubMed, Scopus, and 
CINAHL provide broad coverage of oncology, nursing, and health sciences literature, additional databases such as 
Embase, PsycINFO, and the Cochrane Library were not searched, and relevant studies may therefore have been missed. 
The review was also restricted to English-language publications, which may have introduced language bias. Furthermore, 
conference abstracts, dissertations, theses, and other forms of grey literature were excluded because they generally 
provide insufficient methodological detail and incomplete outcome data for rigorous critical appraisal and evidence 
synthesis. Finally, the integration of spiritual components across different cultural and religious contexts may influence 
intervention acceptability and effectiveness, potentially limiting the transferability of findings across diverse populations.

Future research should prioritize larger multi-center trials, standardized intervention protocols, consistent outcome 
measurement, and comprehensive reporting of clinically relevant outcomes to strengthen the evidence base for mind
fulness-based spiritual interventions in cancer care.

Conclusion
This systematic review synthesizes evidence from 13 RCTs suggesting that mindfulness-based and spiritually integrated 
interventions may improve psychological and spiritual outcomes among patients with cancer across multiple domains. 
Overall, 11 of the 13 included studies reported improvements in at least one psychological outcome, while 6 studies 
reported significant improvements in spiritual well-being, particularly in domains such as meaning, peace, and existential 
acceptance. However, several trials also reported mixed or non-significant findings in specific outcome domains, 
reflecting variability in intervention protocols, delivery formats, outcome measures, and patient clinical characteristics.

The available evidence suggests that both hospital-based and remotely delivered interventions are generally feasible 
and acceptable to patients, although attrition may occur due to disease burden and treatment-related fatigue. Taken 
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together, these findings indicate that mindfulness-based and spiritually integrated interventions have potential as 
complementary approaches for addressing the multidimensional needs of patients with cancer. Nevertheless, the observed 
heterogeneity across studies and the presence of mixed findings warrant cautious interpretation of the evidence. Future 
research should focus on standardizing intervention protocols, identifying mechanisms of action, and evaluating long- 
term outcomes across diverse cancer populations. The findings may inform nurses and palliative care professionals 
seeking to incorporate mindfulness-based spiritual care strategies into supportive care for patients with advanced cancer.
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