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Chapter 3 

 

 

 

Parent-child communication patterns during the  

first year after a parent’s cancer diagnosis: 

the effect on parents’ functioning. 
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Abstract 

Background: Good parent-child communication is thought to help families adjust more 

easily during stressful events such as parental cancer. Families dealing with cancer who 

communicate openly have reported less psychological distress. The first year after 

diagnosis may be particularly stressful. We investigated parents’ QoL and stress-response 

symptoms and parent-child communication during the first year after diagnosis and 

examined possible relationships between communication and parents’ functioning.  

Methods: Recently diagnosed cancer patients (N=70) and spouses (N=55) participated 

within 4 months of diagnosis (T1), and six (T2) and twelve months later (T3). Parents 

reported on communication with the children (PACS) and on their own physical and 

psychosocial functioning (RAND-36) and stress-response symptoms (IES). 

Results: Parent-child communication remained stable throughout the first year after 

diagnosis and was similar to communication in families 1-5 years after diagnosis. Patients’ 

functioning improved and cancer-related distress decreased significantly. Spouses’ cancer-

related distress decreased; their functioning fluctuated through the year. In concurrent 

analyses, patients’ open communication with the children only related to T1 intrusion. 

Spouses’ open communication related to T3 psychosocial functioning; problem 

communication related to T1 and T2 psychosocial functioning and T2 avoidance. In 

prospective analyses, no significant relationships were found between parent-child 

communication and change in parents’ functioning. 

Conclusion: Communication between parents and children remained stable over time; 

patients’ and spouses’ functioning improved. Parent-child communication seems to have a 

limited affect on parents’ functioning. 

 



38 



Parent-child communication patterns during the first year   39 

Being confronted with cancer is traumatic for the entire family and can disrupt 

family life as family members are confronted with emotional, practical and existential 

issues. Dealing with these stressors is never easy. However, younger families with children 

have been identified as being in the most difficult stage to adjust to a cancer diagnosis 

(Veach & Nicholas, 1998). Patients and spouses with children living at home deal with the 

stress of illness and treatment while balancing work and childrearing duties, sustaining a 

healthy marriage, and maintaining relationships with family and friends (Rait & 

Mederberg, 1990).  

Quality of life (QoL) refers to a concept including physical and psychosocial 

functioning. Cancer’s effect on QoL has been extensively studied in older couples, as 

cancer is more prevalent in older adults. Patients’ QoL seems to decrease in the short 

term and increase over time (Manne, 1998) and partners seem to respond to the stress of 

cancer similarly (Hodges et al., 2005). Literature has shown that younger cancer patients’ 

QoL is generally lower than older patients (Avis et al., 2005; Cimprich et al., 2002; Ganz et 

al., 2003; Parker et al., 2003; Veach & Nicholas, 1998). In addition to decreasing QoL, 

exposure to the stress of a life-threatening illness such as cancer can lead to post-

traumatic stress symptoms (DSM-IV, 2000). Cancer is a complex stressor, different from an 

accident or act of violence (Kangas et al., 2002) because family members are confronted 

with the stressor not once, but continually, especially during the first year after diagnosis 

when the patient requires extensive treatment. Over the course of the illness, the family 

may be distressed by the patient’s prognosis or treatment, or by disruptions in their daily 

routine. Intrusive thoughts may focus around past occurrences, but also on the 

anticipation of future treatment or recurrence. The stressor may also be difficult to avoid, 

as patients are continuously confronted with their disease (Mehnert & Koch, 2007). The 

characteristics of such a complex stressor may place patients and family members at 

particular risk for distress, underlining the importance of identifying factors that may 

mediate distress. 

Communication has been described as fundamental for a family’s QoL (Beach & 

Anderson, 2003) and a crucial element in interpersonal relationships and is believed to be 

critical in helping individual family members adapt (Barnes & Olson, 1985; Manne et al., 

2006). Openness in communication between partners was also related to better 

adjustment after a cancer diagnosis (Bloom, 1996). Couples who discuss the illness 

constructively report less psychological distress (Manne et al., 2006) and more marital 

satisfaction (Henselmans et al., 2004). Breast cancer patients who felt able to 

communicate openly with their family reported a more positive psychological well-being 

(Mallinger et al., 2006). Our team examined parent-child communication patterns in 

families facing parental cancer (Huizinga et al., 2005) cross-sectionally, focusing on 
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adolescent children’s functioning. We found that more problems in communication 

correlated positively with post-traumatic stress symptoms, particularly for daughters. 

Adolescents whose parent had cancer reported similar communication patterns to 

adolescents whose parents were not ill. However, the cross-sectional study examined 

families 1-5 years after the parent’s diagnosis; there were no significant relationships 

between communication and the adolescents’ functioning. It is unclear what role parent-

child communication plays in how the parents cope with the complicated and possibly 

repeating stress of cancer, particularly in the first year after diagnosis. In younger families, 

where flexibility and the ability to adapt as the family develops are critical (Rait & 

Mederberg, 1990; Schulz et al., 1996), communication with children may have a 

particularly important effect on parents’ functioning. 

This study is part of a larger study focusing on how parents and children function 

when a parent is confronted with cancer. In this paper, we longitudinally explore parent-

child communication as viewed by the parents and its’ relationship with parents’ 

functioning. The first aim was to explore parent-child communication patterns, examining 

if and how these change during the first year after cancer. In previous research, we found 

that adolescent daughters reported communicating more openly with ill parents than with 

healthy parents (Huizinga et al., 2005). Therefore, we expected patients to view 

communication more open than spouses. Our second aim was to explore parents’ 

functioning. We believed that functioning would be poorest just after diagnosis and would 

improve over time. The third aim was to explore concurrent and prospective relationships 

between communication and parents’ functioning. As communication has been found to 

help families adjust, we expected that parents would function better when 

communication was more open and had fewer problems. We also hypothesized that less 

openness and more problems would be related to more avoidance symptoms, that less 

communication gives parents the opportunity to avoid the stressor or, vice versa, that 

parents avoiding the stressor communicate less openly and experience more problems. 

We further expected that more openness and fewer problems would be related to higher 

intrusion levels; we believed that this would imply that parents talk more often about 

what bothers them, more often confronting them with the stressor. Lastly, we 

hypothesized that positive change over time in parent–child communication patterns 

would be related to positive change in parents’ functioning and distress.  
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Methods 

Procedure 

This study took place at the University Medical Center Groningen in the 

Netherlands. During a 2-year period, a physician or nurse provided written information 

about they study to all new cancer patients from Surgical, Medical, and Gynecological 

Oncology meeting the inclusion criteria. Patients were eligible if they: were recently 

diagnosed with cancer, had children 4-18 living at home, were fluent in Dutch, and were 

expected by their physician to survive longer than a year. Each family member received 

separate informed consent forms and was individually asked to participate; a family was 

included if the patient and at least one child consented. After obtaining informed consent, 

a questionnaire and pre-paid return envelope were mailed to family members (T1). 

Questionnaires for the second (T2) and third (T3) measurements were mailed six and 

twelve months after T1. All participating family members were asked to complete each 

questionnaire alone. 

 

Instruments 

Communication was measured with the Dutch Parent-Adolescent 

Communication Scale (PACS) (Barnes & Olsen, 1995; Jackson et al., 1998). Fathers and 

mothers reported on their perception of communication with each child. The PACS 

measures two aspects of communication. Open communication (10 items, range 10-50) 

measures the exchange of information between family members; higher scores denote 

more openness. Problem communication (10 items, range 10-50) measures negative 

feelings about communication and the absence of sharing emotions or selectiveness of 

subjects that family members discuss with each other. Scores on the problem 

communication scale are reversed, i.e. higher scores denote fewer problems. Cronbach’s 

alphas in this study ranged from .73-.99 for both parents for both scales at T1, T2 and T3. 

No Dutch norm scores are available for parents (Jackson et al., 1998). 

The two summary scores of the Dutch RAND-36 Health Survey (Health Science 

Program, 1992; van der Zee & Sanderman, 1993) were used to measure parents’ physical 

and psychosocial functioning. Summary scores are standardized with a mean of 50 and a 

standard deviation of 10. Higher scores denote better functioning. The reliability and 

validity of the RAND-36 is supported in a wide number of international and national 

studies (Brooke et al., 1979; Health Science Program, 1992; van der Zee et al., 1996a; van 

der Zee et al., 1996b). Cronbach’s alphas at T1-T3 ranged from .74-.92 for patients and.79-

.94 for spouses.  

Cancer-related distress was measured with the Dutch Impact of Event Scale (IES), 

a 15-item questionnaire measuring stress-response symptoms after a major life event 
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(Brom & Kleber, 1985; Horowitz et al., 1979). It measures two categories of responses: 

intrusive experiences (7 items, range 0-35), and avoidance of thoughts and images 

associated with an event (8 items, range 0-40), with higher scores denoting more intrusion 

or avoidance. The sum of these is the total score, (range 0-75); higher scores denote more 

distress. In the Dutch version, scores <8 signify little to no distress (low), 8-25 signifies a 

need for extra attention (some distress) and scores ≥26 indicate clinically-elevated stress-

response symptoms (Kleber & Brom, 1992). The IES has been validated in a number of 

studies (Sundin & Horowitz, 2003; van der Ploeg et al., 2004). Cronbach’s alphas for 

intrusion, avoidance and the total score at T1, T2 and T3 ranged from .82-.95 for patients 

and .87-.98 for partners. 

Demographic information was gathered regarding age, gender, patients’ marital 

status, length of relationship, and education. Information on the patient’s illness was also 

gathered, specifically tumor type, time since diagnosis, type of treatment and recurrence 

at T3. In this study, we grouped patients into two treatment categories based on the 

clinical expectation that surgical treatment alone (non-intense) would be less distressing 

for the family because of less time away from home and fewer visible side effects. Other 

single-modal (chemotherapy, radiotherapy) and multi-modal treatments (combination of: 

surgery, chemotherapy, radiotherapy, hormone or immunotherapy) were considered 

intense. 

 

Analysis 

Descriptive analyses were performed on demographic information. Paired t-tests 

were used to compare each couple’s functioning and cancer-related distress and for 

comparisons between parents’ reports of communication with the oldest, second and 

third child in the family. As parents’ communication with the children individually was 

largely similar, mean scores were calculated at each measurement point for open and 

problem communication with all children. Functioning, cancer-related distress and 

communication were compared to a reference group of cancer patients and spouses 

assessed 1-5 years after diagnosis (207 patients, 166 spouses, time since diagnosis 2.8 

±1.2 years) (Gazendam-Donofrio et al., 2008). An ANOVA with a Bonferroni post-hoc test 

was used to explore parents’ reports of parent-adolescent communication as a function of 

gender and health status and also to examine the effect of treatment intensity. Chi-

squares were calculated to explore gender differences in prevalence of clinically-elevated 

cancer-related distress. Repeated measures ANOVAs were calculated to examine changes 

in parents’ functioning, cancer-related distress and communication over time. Effect sizes 

were calculated to assess clinical significance (Cohen, 1988). Effect sizes between .20-.49 

were considered small, .50-.79 medium and ≥.80 large (Cohen, 1988). Effect sizes ≥.50 



Parent-child communication patterns during the first year  43 

indicate a clinically significant difference (Norman et al., 2003). In concurrent correlational 

analyses, the RAND-36 composite scores and the IES scales were used to explore 

relationships between communication and parents’ functioning at T1, T2 and T3. 

Pearson’s correlation coefficients <.30 were considered weak, .30-.50 moderately strong 

and >.50 strong (Cohen, 1988). For prospective analyses, Pearson’s correlation coefficients 

were calculated to explore relationships between communication at T1 and functioning at 

T2 and T3, while controlling for T1 functioning. To examine whether changes in 

communication were associated with changes in parents’ functioning, regression analyses 

were performed while controlling for T1 functioning and communication. The 

independent variable was functioning at T2 or T3; T1 functioning and communication 

were entered into the model, followed by T2 or T3 communication (Cohen et al., 2003). 

 

Results 

Participants 

222 families were approached; 112 agreed to participate (50%). At T2, 74 families 

participated (66%); at T3, 70 (63%). The 70 families that took part in the study at T1, T2 

and T3 are the focus of this article. Almost two-thirds of the 70 patients were female 

(63%) (Table 1). Our sample reflects the statistic that in the age range 30-50 years, women 

are diagnosed with cancer more frequently than men (Comprehensive Cancer Center, 

2008). The vast majority was married (89%). 54 spouses (38% women, 62% men) provided 

data. Parents reported on communication with 124 children aged 4-18 (2.2 children per 

family; mean age 11.02±3.9; 55% girls). Breast cancer was the most prevalent type of 

cancer (36%), followed by gastroenterological (11%), dermatological (11%), gynecological 

(10%), urological (10%), sarcoma/bone (9%), hematological (7%) and head/neck (6%). 16 

patients received non-intense treatment (23%), 54 intense treatment (77%). At T3, 1 

patient had a recurrence and was still being treated; the other patients had completed 

treatment and were in follow-up. 

Families who did not participate at T1 did so because parents were not interested 

(n=27), children were not interested (n=17), participation was too burdensome (n=17), 

patients had a good (n=6) or poor prognosis (n=3), the children were considered too 

young (n=5) or were not informed of the parent’s diagnosis (n=3). The remaining 32 

families did not specify a reason. Non-participating families differed from participating 

families with regard to type of cancer (X
2
=41.7, p<.001), with gynecological cancers 

significantly more prevalent in non-participating families (22% of patients, X
2
=10.5, 

p<.001). The percentage of patients with urological cancer and sarcomas was significantly 

higher in participating families (X
2
=18.1, p<.001 and X

2
=6.5, p<.01, respectively). Patients 

and spouses who dropped out after T1 were not significantly different from those who 
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remained in the study regarding demographic information, functioning or parent-child 

communication.  

 

 

Table 1. Demographics      

 Patient   Spouse  

Gender     men, N (%) 

   women, N (%) 

26 (37%) 

44 (63%)   

33 (61%) 

21 (39%)  

Age in years M (SD)  42.5 (5.1)  43.0 (5.8) 

Range 33-55   27-56  

Length of relationship in years M (SD) 18.2 (5.9)    

Level of education completed, N (%) 

 elementary/lower vocational school 

 high/intermediate vocational degree 

 university/higher vocational degree 

22 

25 

23 

(31%) 

(36%) 

(33%)  

22 

20 

13 

(40%) 

(36%) 

(24%) 

Treatment intensity N (%) 

 T1 intense 

  non-intense 

 T2 intense 

  non-intense 

  completed 

 T3 intense 

  non-intense 

  completed 

54 

16 

57 

8 

5 

1 

0 

69 

(77%) 

(23%) 

(82%) 

(11%) 

(5%) 

(1%) 

(0%) 

(99%)    

Time since diagnosis in months, M (SD) 

 T1 

 T2 

 T3 

2.3 

7.7 

13.8 

(1.0) 

(1.4) 

(1.8)    

Number of children per family, M 

   1 child N (%) 

   2  

   3  

   ≥4  

2.2 

14 

37 

12 

7 

(20%) 

(53%) 

(17%) 

(10%)    

 



 

 

 

 

 

Table 2 Parents’ communication with children 

  

 

T1 

 

 

T2 

 

 

T3 

Repeated 

measures 

ANOVA 

 

Retrospective group 

Open communication M (SD) Range M (SD) Range M (SD) Range F  p M (SD) 

Ill mothers 38.8 (4.9) 26-48 37.6 (5.2) 26-48 38.0 (4.2) 32-48 1.27 .29 37.6 (4.3) 

Ill fathers 36.1 (5.2) 24-44 35.6 (5.0) 28-46 36.9 (5.1) 28-47 1.36 .27 36.8 (4.3) 

          

Healthy mothers 37.1 (4.0) 32-46 36.2 (4.6) 26-44 37.7 (3.4) 31-28 1.17 .33 39.9 (4.5) 

Healthy fathers 35.4 (5.5) 28-46 35.5 (5.5) 25-47 35.2 (5.5) 23-42 .11 .89 37.2 (4.8) 

Problem communication          

Ill mothers 38.5 (5.3) 26-48 38.7 (4.8) 30-48 38.9 (4.2) 29-48 .06 .94 37.8 (5.3) 

Ill fathers 38.1 (6.4) 24-47 37.7 (7.1) 25-49 38.1 (6.7) 23-50 .24 .79 38.1 (5.0) 

          

Healthy mothers 37.3 (5.5) 25-44 39.1 (6.6) 21-47 39.3 (7.2) 28-50 2.51 .09 37.1 (5.2) 

Healthy fathers 35.9 (5.1) 26-49 36.1 (4.7) 26-45 36.9 (6.4) 27-50 .49 .62 38.5 (5.8) 
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Communication between parents and children 

Parents’ perception of communication did not change significantly over time. 

Patients’ and spouses’ mean scores fell well above the median at all measurements. 

Parents’ communication at T1, T2 and T3 was comparable to that in the reference group 

(Table 2). Neither parent’s gender nor health status was related to communication with 

the children. Children’s age was unrelated to parent’s perception of communication. 

Children’s gender was only related to parents’ perception of communication at T2; ill 

parents reported more open communication with boys than girls at T2 (t=2.22, p=.029). 

Patients reported no significant differences in openness or problems in communication 

with the oldest, second and third children. Spouses communicated significantly differently 

with the oldest child than with the others at T1 (open: t=2.84, p=.007; problem: t=2.88, 

p=.006) (Table 3). 

 

 

 

 

Parents’ functioning 

Patients’ functioning and stress-response symptoms were not significantly 

affected by demographic (age, gender, education, children’s ages or gender) or cancer-

related variables (type of cancer, treatment intensity) at any point.  

From T1-T3, significant changes over time were found on both parents’ QoL 

(Table 4). Change in patients’ psychosocial functioning was clinically relevant; change in 

patients’ physical functioning and changes in spouses’ physical and psychosocial 

functioning were statistically significant, but not clinically relevant. During the year, 

patients’ psychosocial functioning increased clinically significantly, going from far below 

the norm and retrospective groups at T1 and T2, to a level comparable with patients 1-5 

years after diagnosis at T3. Spouses’ physical functioning was above the norm throughout 

the year. Spouses’ psychosocial functioning was lower than the norm and retrospective 

groups at T1 and T2; it decreased sharply from T1-T2 and increased by T3 to a level 

comparable with the norm and retrospective groups. Patients scored lower on physical 

functioning than spouses at all three measurement points (t=3.73, t=5.40, t=3.98, 

respectively; p<.001 all measurements). Patients reported significantly more psychosocial 

Table 3. Spouse reports of communication at T1 

 Open communication  

M (SD) 

 

Range 

Problem communication 

M (SD) 

 

Range 

Oldest child  37.95 (4.69) 26-47 37.78 (5.58) 23-49 

Second child 34.99 (5.76) 22-49 35.75 (5.70) 19-48 

Third child 34.11 (4.39) 26-42 34.07 (4.67) 26-42 



Parent-child communication patterns during the first year  47 

dysfunction than spouses at T1 (t=-7.05, p<.001); at T2 and T3 their levels of psychosocial 

dysfunction were similar. 

 

Cancer-related distress 

Parents’ cancer-related distress levels are listed in Table 5. Patients’ and spouses’ 

stress-response symptoms did not differ as a function of gender at any measurement 

point. Patients’ intrusion, avoidance and total distress decreased significantly (Table 4), 

but effect sizes were negligible. Spouses’ stress-response symptoms decreased 

significantly. Small effect sizes were found for intrusion (ES=.36) and total distress 

(ES=.32). 

Patients reported significantly more intrusion and total distress at T1 than 

patients in the retrospective group (ES=.61, .35, respectively) (Table 4). At T2 and T3, 

intrusion and total distress were similar to patients in the retrospective group. Patients’ 

avoidance levels were comparable to the retrospective group at all measurement points. 

Spouses reported higher intrusion levels (ES=.94), more avoidance (ES=.46) and total 

distress (ES=.69) at T1. Their stress-response symptoms at T2 and T3 were comparable to 

the retrospective group. Additionally, spouses reported higher levels of intrusion than 

patients at T1 (t=-2.71, p=.009). Parents scored similarly on avoidance and total distress at 

T1 and on all scales at T2 and T3. 

 

Relationships between communication and parents’ functioning in concurrent analyses 

Only one significant correlation was found between patients’ functioning and 

communication, namely between open communication and intrusion at T1 (r=.39, p=.007). 

For spouses, open communication and avoidance at T2 (r=-.35, p=.034) and open 

communication and psychosocial functioning at T3 (r=.33, p=.05) were moderately 

strongly related. Spouses’ problem communication with the children related moderately 

strongly to spouses’ psychosocial functioning at T1 (r=.41, p=.012) and at T2 (r=.36, 

p=.027). Additionally, spouses’ problem communication at T1 with the oldest child was 

moderately strongly related to their physical (r=.31, p=.008) and significantly related to 

their psychosocial functioning (r=.24, p=.04). Spouses’ problem communication with the 

third child was moderately strongly related to their physical functioning (r=.35, p=.22) and 

strongly related to their psychosocial functioning (r=.54, p=.05).  

 

 



 

 

 
 

 

 

 

 

 

Table 4 RAND-36 scores, comparisons with the retrospective group 

  Physical summary Psychosocial summary Intrusion Avoidance Total distress 

Patient T1 M(SD) 48.2 (10.7) 26.3 (8.0)**## 14.9 (7.1)## 10.5 (7.8) 25.4 (12.2)## 

 T2 M(SD) 51.7 (10.5) 26.9 (6.7)**## 11.9 (8.2) 8.3 (7.7) 20.3 (14.6) 

 T3 M(SD) 45.6 (10.2)** 50.7 (8.8) 10.6 (7.8) 7.4 (8.5) 17.9 (15.3) 

 Repeated measures F 5.6±± 213.2±± 6.11±± 3.72± 5.89±± 

 Effect Size .10 .80 .13 .06 .11 

 Retrospective group 46.9 (10.0) 49.2 (10.4) 10.3 (7.9) 8.5 (8.1) 20.4 (16.2) 

Spouse T1 M(SD) 55.3 (8.5)**# 40.2 (12.0)**## 18.3 (8.6)## 10.8(9.1)## 29.9 (15.9)## 

 T2 M(SD) 62.9 (8.9)**## 27.9 (6.0)**## 12.2 (8.5) 8.4 (8.8) 20.6 (16.2) 

 T3 M(SD) 53.1 (8.4)* 48.3 (9.4) 10.9 (8.6) 7.1 (7.9) 18.0 (15.5) 

 Repeated measures F 26.4±± 60.7±± 16.25±± 4.25± 11.91±± 

 Effect Size .42 .63 .36 .18 .32 

 Retrospective group 52.5 (8.5) 50.9 (10.2) 10.5 (7.9) 7.3 (7.2) 19.0 (15.3) 

Norm M (SD) 50 (10) 50 (10) n.a. n.a. n.a. 

**p≤0.01, *p≤0.05 in comparisons with norm group; ##p≤0.01, #p≤0.05 in comparisons with retrospective group;  

±±p≤0.01, ±p≤0.05 in repeated measures analyses 

Table 5 Prevalence of parents’ cancer-related distress 

 Patients Spouses 

 T1 T2 T3 T1 T2 T3 

Low distress N(%) 5 (7%) 18 (26%) 21 (30%) 3 (6%) 15 (29%) 18 (36%) 

Some distress N(%) 29 (42%) 29 (41%) 28 (40%) 21 (39%) 15 (29%) 18 (36%) 

Clinically-elevated distress N(%) 36 (51%) 23 (33%) 21 (30%) 30 (55%) 22 (41%) 14 (28%) 
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Communication and parents’ functioning; prospective analyses and associations of change 

over time 

Partial correlational analyses showed no significant relationships between 

patient-child communication at T1 and patients’ physical and psychosocial functioning and 

cancer-related distress at T2 or T3. No significant relationships were found between 

spouse-child communication at T1 and T2 or T3 spouse functioning. Changes in parent-

child communication over time were not associated with either patients’ or spouses’ 

changes in functioning.  

 

Discussion 

This longitudinal study focused on parents’ QoL and cancer-related distress and 

parent-child communication. Our first aim was to examine communication between 

parents and children; we found it to be fairly stable. Parent-child communication did not 

change throughout the year and was comparable to communication in families 1-5 years 

after diagnosis. Furthermore, parents’ communication scores were above the median at 

all three measurements, implying that families confronted with cancer communicate 

openly and with few problems. While there are no Dutch norm scores for adults, a recent 

study on adolescent children whose parent was confronted with cancer (Huizinga et al., 

2005) reported that the children communicated no differently with parents than “normal” 

adolescents. It seems that intra-family communication is unaffected by cancer-related 

stresses. It also seems to be unrelated to the parent’s health status, in contrast with our 

expectations based on a study (Huizinga et al., 2005) reporting that adolescent daughters 

and ill parents communicated more openly. Adolescents may view parent-child 

communication differently than their parents. 

Secondly, we examined parents’ QoL and stress-response symptoms. Shortly after 

diagnosis, patients’ psychosocial functioning was lower than the norm and increased over 

the course of the year, in line with other studies (Manne, 1998). We found no differences 

in functioning between non-intensively treated patients and those treated intensively. 

Interestingly, patients’ physical functioning was similar to the norm during the first six 

months and decreased approximately 1 year after diagnosis, though not clinically 

significantly. This slight change could be due to late effects of treatment. It may also be 

that patients expected physical functioning to decrease during treatment and therefore 

viewed it differently than they did a year after diagnosis, when treatment had ended. 

Throughout the year, patients’ psychosocial functioning increased clinically significantly, 

going from far below the norm to a level comparable with patients 1-5 years after 

diagnosis at the end of the year. Patients may have had a more positive outlook on life 

after having completed and responded to treatment.  
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Patients’ cancer-related distress decreased significantly over time. By year’s end, 

the percentage of patients reporting clinically-elevated distress had decreased from more 

than half to less than a third. However, this is still a considerable figure contrasting with 

literature reporting that 3-12% of patients have clinically-elevated distress, depending on 

treatment (Green et al., 1998; Hampton & Frombach, 2000; Widows & Jacobson, 2000). 

One explanation may be that patients in this study were younger (Avis et al., 2005; 

Cimprich et al., 2002; Ganz et al., 2003; Parker et al., 2003). 

Spouses’ QoL fluctuated over time, although only psychosocial functioning 

changed clinically relevantly. Interestingly, their functioning did not change linearly. 

Spouses’ psychosocial functioning decreased at 6 months and increased again at one year, 

while physical functioning changed inversely, first increasing and later decreasing. It would 

seem that psychosocial functioning was poorest after the initial “shock” of the diagnosis 

may have slightly worn off but while many patients were (still) undergoing treatment. We 

found that spouses’ physical functioning levels were higher than the norm, similar to 

spouses measured 1-5 years later (Gazendam-Donofrio et al., 2008). Spouses’ physical 

functioning was also better than their ill partner’s throughout the year. Spouses may judge 

their own health relative to the patient’s.  

Spouses’ cancer-related distress decreased significantly over time. However, one 

year after diagnosis, almost 30% of spouses had clinically-elevated distress, an almost 

equal percentage as patients. It would seem that some spouses are as distressed by the 

illness as patients, in line with research (Hodges et al., 2005). Interestingly, spouses 

reported significantly more intrusion just after diagnosis than patients, in line with a study 

focusing on testicular cancer patients and their spouses (Tuinman et al., 2006), reporting 

that two-thirds of spouses experience more distress than the patients. Spouses reported 

the most distress shortly after the patient’s diagnosis (Tuinman et al., 2006). In that study, 

the spouses were women, while 61% of partners in this study were men. Interestingly, we 

did not find any gender effects, in contrast with literature (Tuinstra et al., 2004).  

Additionally, we found that parents’ QoL was unrelated to illness-related 

variables. This is in line with our findings from the retrospective group (Gazendam-

Donofrio et al., 2008), and partially in line with literature reporting that illness 

characteristics are not associated with relatives’ psychological functioning (Edwards & 

Clarke, 2004). It would seem that other factors are more strongly associated with 

functioning than type of cancer or treatment intensity. 

Our third aim was to explore relationships between communication and parents’ 

QoL and stress-response symptoms. In general it seems that parent-child communication 

is largely unrelated to parents’ functioning. In concurrent analyses, only one significant, 

moderately strong relationship was found between patients’ functioning and 
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communication, while, for spouses, only 4 of 15 relationships were significant. Shortly 

after diagnosis, problems in communication with the oldest and third child were more 

strongly related to spouses’ distress. It would be interesting to further explore differences 

in parents’ relationships with each child in future studies in order to more fully understand 

this. 

Regarding the relationships between communication and parents’ functioning, 

our first hypothesis that parents would function better when there were fewer problems 

in the communication was supported by spouses, shortly after diagnosis and at 6 months. 

The second hypothesis that intrusion levels would be higher when parent-communication 

was more open was partially supported by patients. We found a moderately strong 

relationship between open communication and intrusion shortly after diagnosis. However, 

the hypothesis that avoidance levels would be lower when communication was more 

open was unsupported. In fact, we found a positive relationship between spouses’ 

avoidance and open communication. It appears that stress-response symptoms are higher 

when communication is more open, which may imply that communication confronts the 

patient and spouse with the illness, and that they, therefore, experience more distress. 

In prospective analyses, parents’ functioning was unrelated to communication. 

Furthermore, change in communication was not associated with change in functioning. 

These findings imply that parent-child communication has a limited affect on parents’ 

functioning and distress. This is surprising since communication has been suggested as 

being critical to a family’s functioning during stressful times (Barnes & Olson, 1985; Manne 

et al., 2006; Manne et al., 2004). In those studies, the term family functioning describes 

patient-partner communication. Communication between partners may have a stronger 

affect than parent-child communication. Other variables such as other family members’ 

functioning or the family environment (Gazendam-Donofrio et al., 2007; Gazendam-

Donofrio et al., 2008) seem to play a more important role in helping families through 

tough times.  

One of our study’s limitations is the response rate. Despite efforts to approach 

families carefully, with great attention, many families declined participation and it is 

unclear whether parents’ problems were over- or underreported. Non-participants gave a 

variety of reasons for not taking part in the study; the main reason was lack of interest, 

which does not provide insight into family members’ distress levels. A second possible 

limitation is that our primary focus was on everyday family communication, not cancer-

related communication. A future study could explore whether communication specifically 

about the parent’s cancer relates more strongly to parents’ functioning. However, a major 

strength of this explorative study is that it focuses on an important subject that to-date 

has not been given much attention.  
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In conclusion, parent-child communication seems to be stable, regardless of the 

stress a family experiences when a parent has cancer. Mothers and fathers, ill or healthy, 

reported similar levels of openness and problems in the communication with their 

children. Parents’ physical and psychosocial functioning changed during the first year, with 

patients’ physical functioning still below the norm at one year. Both parents’ psychosocial 

functioning was comparable to the norm by the year’s end. Additionally, their cancer-

related distress decreased. While patient-spouse communication affects patient outcomes 

(Bloom, 1996; Manne et al., 2004) and parent-adolescent communication is related to 

adolescents’ cancer-related distress (Huizinga et al., 2005), parent-adolescent 

communication has a limited affect on parents’ QoL in the first year after a cancer 

diagnosis. Future studies should examine other factors, such as practical and emotional 

support, to better understand why some families adapt well during the first year after a 

parent’s cancer diagnosis. 
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