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Abstract
Objective: The objective of this study is to assess the quality of life (QOL) of cancer patients and their
family members over 1-year period post therapy.

Methods: We evaluated QOL in cancer patients (N = 161) (Short Form-8 Health Survey (SF-8),
European Organization for Research and Treatment of Cancer 30- Item Core Quality of Life
Questionnaire (EORTC QLQ-C30)), their partners (N=110) (SF-8), and their children (N=115)
(KIDSCREEN-27) using a longitudinal design (t1: post therapy, t2: 6 months after t1, t3: 12 months
after t1). Multiple regression models were employed to examine factors related to QOL.

Results: After cancer therapy, impairments in the patients’ QOL were found primarily in emotional
and social areas and also in role functions. We found the highest symptom burden in fatigue
(M= 45.21), sleep disturbances (M= 41.04), and financial difficulties (M= 39.2). Partners had lower
mental QOL compared with the general population at each assessment point (p< 0.05). No significant
difference was found in physical QOL between partners and the general population (p> 0.05). Social
support, full-time employment, tumor stage 0–2, time since diagnosis <1 year, and lower levels of anx-
iety and depression were associated with better QOL in patients. Full-time employment, social sup-
port, and lower levels of anxiety and depression had a significant impact on the partners’ QOL.
Higher levels of anxiety and depression in patients (p= 0.006) adversely influenced children’s QOL.

Conclusions: Family members’ QOL is overall stable over time indicating the need for professional
psychosocial support for those family members with low QOL. For the children, new measures are
needed to better examine the experience with parental cancer.
Copyright © 2014 John Wiley & Sons, Ltd.

Background

Many studies document that cancer presents a crisis event
for family members with comparable mental and somatic
implications [1–5]. So far, most psychosocial research
has focused on the impact that cancer has on the quality
of life (QOL) of the patient, the partner, and the couple
[6–8]. Consequently, little is known about how parental
cancer affects the psychosocial situation and QOL of chil-
dren below legal age [9].
Most research examining the QOL of cancer patients,

partners, and children is retrospective and/or cross-
sectional [5]. However, adjustment to cancer involves a
process, not a single event in time [10]. Therefore, studies
with longitudinal designs are needed.

Quality of life of patients, partners, and children

Health-related QOL is a multidimensional concept that in-
cludes domains related to physical, mental, emotional, and so-
cial functioning. The following factors have been described in
the literature as risk factors for lowQOLand high psychological

distress in cancer patients: female gender, younger age, weak
family cohesion and quality of couple’s relationship, and dissat-
isfaction with social support [6,7,11,12].
Studies with children of cancer patients showed indica-

tions of emotional problems in about 50% of the cases
[13]. Especially younger children and adolescent girls ap-
pear vulnerable [14]. Empirical studies support the as-
sumption that objective illness-related factors such as the
duration or severity of parental cancer only have a minor
influence on the emotional effects on their children
[13,14]. Unfavorable for the children, however, are emo-
tional factors such as parental depression or dysfunctional
affective relationships among family members [15].
Considering the QOL of the partners of cancer pa-

tients, the results remain inconsistent [16,17]. Several
studies indicated associations between a better QOL in
partners and male gender, older age, higher family in-
come, better social support, and more open communica-
tion [18,19]. Studies also have reported that the levels
of psychological distress among partners of cancer pa-
tients are equal to, or sometimes even greater than, those
of the patients [16,20].
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Parenthood and cancer

Parents with cancer who have children below legal age
consider themselves insecure in their role as a parent or
are additionally distressed by the idea that their children
could suffer from this situation [17]. Patients with children
compared with those without children had a five times
higher risk of developing a stress disorder in the course
of the disease. Children have also been identified as a risk
factor for the development of anxiety disorders [21]. In
addition, several studies conclude that being young and
female are risk factors for a lower QOL in cancer patients
[6]. This finding is particularly relevant as younger female
cancer patients have an increased probability of having
children under 18 years.
Findings on the impact of parenthood on the QOL of

cancer patients, their partners, and children are inconsis-
tent [22,23]. This might be due to the fact that cancer pa-
tients are often older persons with adult children; children
under 18 years are the exception.
Therefore, the first aim of this study was to examine the

QOL of cancer patients, their partners, and their children in
a longitudinal design. The second aim was to investigate
the impact of sociodemographic and psychosocial factors
on the QOL of cancer patients, their children, and partners.
Our work centered on the following questions:

1. What is the health related QOL of

a) cancer patients, b) their partners, and c) children over
time?

2. Which factors are associated with QOL of

a) cancer patients, b) their partners, and c) children?

Methods

Study design

The following article is based on a longitudinal design
and studies the QOL of cancer patients, their partners,
and children. The results presented come from the multi-
site research project ‘Psychosocial Services for Children
of Parents with Cancer’ conducted Germany-wide in
2009–2012 and supported by the German Cancer Aid
(Deutsche Krebshilfe, grant no. 108303). The study par-
ticipants were surveyed at three assessment points by
mail (t1: post therapy, t2: 6 months after t1, t3: 12 months
after t1). An overview of the persons surveyed at the cor-
responding points in time is shown in Table 1.

Ethics statement

All study participants were informed about the study and
about the possibility of ending participation in the study

at any time without any adverse consequences. The signa-
ture on the consent form by all study participants declared
the voluntary nature of their participation. The children of
cancer patients were surveyed when both the parents and
the children gave their written informed consent for study
participation. There is a positive statement from the ethics
committee of the University of Leipzig indicating the ap-
proval of the research.

Study participants

Patients

A total of 218 cancer patients with children in the
participating institutions (University Hospital of Leipzig
and cooperating hospitals in the Leipzig region) were
approached and asked to participate in the study before re-
lease from hospital or when attending a follow-up visit.
Inclusion criteria were a cancer diagnosis, children under
18 years old, no palliative treatment situation present,
and the informed consent for the study. For that, a medical
staff member asked the patient if she or he had children
under 18 years. Of the patients approached, 26.1%
(n=57) rejected participation, mainly based on rational

Table 1. Sample characteristic

N %

Patient 161 100
Gender
Female 124 77
Male 37 23

Age, mean (min–max) 40.4 years (23–55)
Children <18 years in the household
0 8 5.1
1 94 59.4
2 and 3 59 35.5

Diagnosis
Breast cancer 95 56.9
Head and neck cancer 13 7.8
Gynecological tumor 18 10.8
Other 35 24.5

Time since diagnosis (t1)
<1 year 108 67.1
≥1 year 53 32.9

Children 110 100
Gender
Female 50 45.4
Male 60 54.5

Age, mean (min–max) 14.3 years (11–18)
Age category
11–14 years 58 52.7
15–18 years 52 47.3

Partner 115 100
Gender
Female 34 29.6
Male 81 70.4

Age, mean (min–max) 40.7 years (24–61)
Relationship to the child
Biological father or mother 95 82.6
Other relationship to the child 20 17.4
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reasons (e.g., no interest). Of the 218 patients (73.9%),
161 met the inclusion criteria (assessment point t1) (75%
women and 25% men). Those rejecting participation did
not vary significantly in gender and age from participants
(p>0.05). At t2, 124 patients could be surveyed (77%
based on t1). Five of the 37 nonparticipants had died,
and the rest did not return the questionnaire and did not re-
spond to corresponding reminders. At t3, 121 patients
were still included, which corresponds to a failure rate of
2.4% (based on t2). In the following analysis, a patient
was included if he had at least one child from 11 to
17 years who participated in the study.

Partners

The portion of the 161 surveyed patients who live with a
partner amounts to 88.9% (n=143). Of the potential
questionnaires for partners at t1, n=115 were filled out
(80.4%). Of these partners, 29.6% were female, and
70.4% were male. At t2 and t3, 80 (failure quota of
30%) and 81, respectively, filled out the questionnaire.
Partners were included in the following analysis when
both the patient and the child (11–17 years) participated
in the study.

Comparison group

Data obtained on the family caregivers’ QOL were com-
pared with German normative data from a representative
survey. In 2004, the Short Form-8 Health Survey (SF-8)
was applied in a nationwide omnibus survey in Germany.
Representative normative data of the SF-8 (N=2552)
were reported for the German population. Reference data
for sex groups are available [24].

Children 11–17 years (self-rating)

In the context of our study, children aged 11–18 years
were surveyed with a self-rating questionnaire at all three
times if the parents and the children consented. At t1, there
were 110 completed surveys, and in 44 cases, two or more
children per family were surveyed. At t2, 80 children
could be included in the study (failure rate 27.3%); at t3,
we contacted 85 children.

Instruments

The QOL of cancer patients and their partners was mea-
sured with the SF-8 [25]. The instrument serves to mea-
sure the subjective health condition related to physical,
emotional, and social aspects. Each item represents one
of the eight scales of subjective health, which relate to var-
ious aspects of daily life. In addition to the evaluation of
the subscales, it is possible to create two superordinate di-
mensions, the physical and the mental summary score.
The patients additionally answered the European Orga-

nization for Research and Treatment of Cancer Quality of

Life Questionnaire – Core Questionnaire (EORTC QLQ-
C30) [26]. The EORTC QLQ-C30 is a multidimensional
module of the ‘European Organization for Research and
Treatment of Cancer’ for evaluating health-related QOL.
It is a 30-item Likert-scaled self-report instrument, com-
prised of five function scales, a scale for global QOL
and nine symptom scales.
Psychological distress was assessed with the Hospital

Anxiety and Depression Scale (HADS), which measures
anxiety and depression in adults with physical illness
[27]. For each scale, a cumulative score (0–21) can be
generated reflecting the severity of problems: 0–7 (low),
8–10 (moderate), and ≥11 (high). The HAD total scale,
used as a measure for psychological distress, has a theoret-
ical score range between zero and 42 with a cutoff of ≥15
indicating severe psychological distress.
We used the Oslo three-item social support scale (OSS) to

measure social support [28]. The three items cover different
fields of social support and were put together into a compos-
ite index of social support by summarizing the scores for
each item. A score of 3–8 represents ‘poor support’, 9–11
‘moderate support’, and 12–14 ‘strong support’.
The QOL of children was measured with the

KIDSCREEN-27, a QOL instrument for children and
young people [29]. The KIDSCREEN-27 provides a de-
tailed profile that allows an interpretation of the results
on five QOL dimensions (school environment, social sup-
port and peers, autonomy and parent relation, psychologi-
cal well-being, and physical well-being). Children can
complete the questionnaires independently (self-rating).
Depressive symptomatology of the children was mea-

sured with the Center for Epidemiological Studies Depres-
sion Scale for Children (CES-DC) [30]. This instrument
was developed especially for the age range of 6–17 years
and includes 20 items. A sum score is calculated; values
>15 represent a relevant depressive symptomatology.

Data analysis

All statistical analyses were performed using SPSS 20
(IBM Corp., Armonk, NY, USA). For bivariate compari-
sons, we used χ2-tests (Pearson and Fisher’s exact tests)
or Student’s t-tests. Multiple regression models (method:
enter) were employed to examine factors related to QOL
in patients, children, and partner for every measurement
time point.

Sample

In Table 1, we present an overview of the sample charac-
teristics of the patients, the partners, and the children. The
patients were 75% female and aged mid-40s; about 2/3
had one child, and 1/3 had two or more children. The most
common diagnosis was breast cancer, and in 70% of the
surveyed patients, the diagnosis occurred within the
12 months prior to the first assessment point. Eight
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patients were interviewed who did not live with their chil-
dren in a household, as they mainly lived with the other
parent because of divorce. Among the surveyed children,
the gender distribution was even (45.4% female), and the
average age was 14.4 years. The partners were mainly
male (71%) and aged mid-40s.

Results

Quality of life over 1-year period post therapy

Patients

After cancer therapy (t1), we found impairments in the pa-
tients’ QOL in many areas, primarily in emotional and so-
cial areas and also in role functions (Figure 1). We found
the highest symptom burden in fatigue (M=45.21) and
sleep disturbances (M=41.04).
In the 1-year period after diagnosis, patients’ QOL sig-

nificantly improved on all function scales (with all
p<0.001, except cognitive function p=0.627) and in the
global scale of QOL (p=0.003). Concerning the symptom
scales, the greatest symptom expression was observed on
the first measure. A significant decrease in the symptoms
fatigue (p=0.005), nausea/vomiting (p=0.001), and appe-
tite loss (p=0.004) was demonstrated. Financial difficul-
ties were also reduced significantly (p<0.001). Yet,
even at t1, the symptom burden was very high in the areas
of sleep disturbances (M=38.1) and fatigue (M=37.3).

Partners

The partners’ QOL was compared with a representative
comparison group from the German general population
[24]. The development of the partners’ QOL based on
gender is presented in Figure 2. At the first and second

assessment point, partners had significantly lower values
in the emotional areas of QOL than the general population
(mental sum scale: general population: M=53.25, t1:
M=48.82/p<0.001, t2: M=49.86/p=0.001). It was the
female partners above all who indicated clearly reduced
values at the first data collection time point in the mental
sum scale (general population: M=52.3, t1: M=45.6/
p<0.001). In the physical area, there was no difference from
the comparison group (physical sum scale: general popula-
tion: M=50.30, t1: M=50.99/p=0.320, t2: M=50.42/
p=0.907, t3: M=51.23/p=0.283).

Children

With children, all areas of QOL showed small improve-
ments over time (Figure 3). The changes, however, were
not statistically significant.

Predictors of quality of life

Patients and partners

Because of the factors described in the literature, we ex-
amined the following factors to see how they relate to
the QOL of the patients and their partners: gender, age
(≤40 years/>40 years), time since diagnosis (≤1 year/
>1 year, only patient), social support (OSS cutoff),
psychological distress (HADS cutoff), employed full-time
(yes/no), and tumor stage (0–2/3–4/unknown, only
patient).
In Table 2, the results of the multiple regression models

are shown for every measurement time point separately
for mental (MCS) and physical QOL (PCS).
The examined factors gender and age did not relevantly

influence the QOL of the patients and their partners (ex-
cept male patients (t3: Beta=0.154, p=0.039) and older

Figure 1. Quality of life (QOL) of cancer patients, European Organization for Research and Treatment of Cancer (EORTC) – Functional
Scales, range = 0–100, higher values = better QOL, t1: post therapy, t2: 6 month post t1, t3: 12 month post t1, N= 121
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partners (t1: Beta=0.158, p=0.029) had a better mental
QOL). Patients whose time of diagnosis was more than a
year in the past showed lower physical (t2: Beta=�0.192,
p=0.028; t3: Beta=�0.199, p=0.030) and mental (t3:
�0.148, p=0.046) QOL. Patients with insufficient social
support had a lower mental (t1: Beta=0.138, p=0.034;
t2: Beta=0.238, p=0.002) and physical (t2: Beta=0.227,
p=0.013) QOL. After acute therapy, patients with tumor
stage 0–2 had a better mental QOL than patients with a
higher tumor stage (Beta=�0.168, p=0.010). Patients,

who were employed full-time, showed a better physical
QOL at each assessment point than patients who were un-
employed or worked part-time (Beta=0.197–0.283,
p=0.023–0.002). In all surveys, there was a significant as-
sociation between high levels of QOL and low levels of
anxiety and depressive symptoms in patients and partners
(except partners’ physical QOL at t2 and t3). Full-time
employment also had a positive impact on mental (t2:
Beta=0.315, p=0.009) and physical (t3: Beta=0.320,
p=0.011) QOL of the partners. The explained variations

Figure 2. Quality of life (QOL) of partners of cancer patients in comparison with normative data of the German population, Short Form-8
Health Survey: mental and physical component summary score, t1: post therapy, t2: 6 month post t1, t3: 12 month post t1, N= 79 (partner)/
N=2552 (general population)

Figure 3. Quality of life of the children, KIDSCREEN – subscales, range = 0–100, higher values = better quality of life, t1: post therapy, t2:
6 month post t1, t3: 12 month post t1, N= 85
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of the multiple regression models for the mental QOL of
patients and partners were in the middle range (between
34% and 47%). The explained variations for the physical
QOL were low overall (between 7% and 25%).

Children

To study the connection between sociodemographic and
illness-related variables and the QOL of children below le-
gal age with a parent with cancer, we investigated the rela-
tionship between the summary score of the KIDSCREEN
and the following independent control variables: gender,
age (11–14 years/15–18 years), siblings (yes/no), psycho-
logical distress (CES cutoff≤/>15), and psychological dis-
tress of the cancer parent (HADS cutoff </≥15).
The association between younger age of the children

and better QOL after cancer therapy was statistically sig-
nificant only in a bivariate analysis (KIDSCREEN-27
sum score/t-test for independent samples: 11–14 years:
M=76.2 (SD=13.8), >14 years: M=70.2 (SD=14.5),
p=0.030). Also, the positive impact of having siblings
on the children’s QOL 1 year after cancer therapy of the
patient (t3) was statistically significant only in a bivariate
analysis (with siblings: M=75.3 (SD=12.3), no siblings:
M=81.2 (SD=11.8), p=0.047). In the bivariate analysis,
the surveyed girls indicated a lower QOL than the boys
at t1 (girls: M=70.0 (SD=14.5), boys: M=76.4
(SD=13.4), p=0.019).
The results of the regression models are shown in

Table 3 for all measurement time points.
The presence of depressive symptoms in the child had a

negative influence on the QOL at all assessment points

(Beta=�0.480 to �0.601, p<0.001). Children of pa-
tients with high levels of anxiety and depressive symp-
toms had lower values in QOL after cancer therapy
(Beta=�0.230, p=0.006). None of the other factors stud-
ied revealed a significant relationship with the children’s
QOL. The explained variations of the multiple regression
models for the children’s QOL were in the middle range
(between 30% and 36%).

Conclusion

The QOL of the surveyed cancer patients was limited for
all subscales of the EORTC QLQ-C30 after cancer

Table 2. Predictors of quality of life in patients and partners; criterion: SF-8: mental component summary score/physical component
summary score (multiple regression models, separate for every measurement time point)

Predictors
Mental quality of life (MCS) Physical quality of life (PCS)

Patient
t1 (N = 150) t2 (N = 112) t3 (N = 112) t1 (N = 150) t2 (N = 112) t3 (N = 112)

Beta p Beta p Beta p Beta p Beta p Beta p

Gender (female/male) 0.073 0.243 0.138 0.059 0.154 0.039 �0.003 0.964 �0.018 0.837 0.105 0.249
Age (18–40/≥41 years) 0.062 0.327 0.004 0.956 0.003 0.961 �0.010 0.899 0.010 0.903 �0.090 0.309
Time since diagnosis (<1/≥1 year) 0.005 0.932 �0.031 0.674 �0.148 0.046 0.060 0.450 �0.192 0.028 �0.199 0.030
Social support (OSS cutoff) 0.138 0.034 0.238 0.002 0.092 0.255 0.116 0.149 0.227 0.013 0.023 0.815
Psychological distress (HADS cutoff) �0.628 <0.001 �0.565 <0.001 �0.595 <0.001 �0.264 0.001 �0.258 0.004 �0.214 0.027
Employed full-time (yes/no) 0.075 0.246 0.104 0.150 0.078 0.294 0.221 0.007 0.197 0.023 0.283 0.002
Tumor stage (0–2/3–4/unknown) �0.168 0.010 0.029 0.680 �0.039 0.600 �0.058 0.471 �0.063 0.450 �0.035 0.695
Adj. R2 0.430 0.465 0.455 0.116 0.251 0.175

Partner t1 (N = 114) t2 (N = 74) t3 (N = 74) t1 (N = 114) t2 (N = 74) t3 (N = 74)
Gender (female/male) �0.080 0.311 �0.159 0.190 0.042 0.702 �0.110 0.283 �0.225 0.163 �0.106 0.403
Age (18–40/≥41 years) 0.158 0.029 0.057 0.546 �0.024 0.811 �0.131 0.163 �0.047 0.708 �0.191 0.095
Social support (OSS cutoff) 0.078 0.289 0.245 0.011 0.114 0.240 0.123 0.199 0.081 0.518 0.034 0.760
Psychological distress (HADS cutoff) �0.654 <0.001 �0.496 <0.001 �0.581 <0.001 �0.245 0.013 �0.144 0.271 �0.216 0.056
Employed full-time (yes/no) 0.137 0.074 0.315 0.009 0.052 0.629 0.091 0.357 0.185 0.242 0.320 0.011
Adj. R2 0.465 0.440 0.344 0.093 0.007 0.145

Significant results at p<0.05 were highlighted in bold font.
HADS, Hospital Anxiety and Depression Scale; OSS, Oslo three-item social support scale; MCS, mental component summary; PCS, physical component summary.
Beta = standardized regression coefficient, p = significance, HADS: cutoff </≥15, OSS: 3–8 (poor support), 9–11 (moderate support), 12–14 (strong support).

Table 3. Predictors of quality of life in children; criterion:
KIDSCREEN sum score (multiple regression models, separate for
every measurement time point)

Quality of life – general
(KIDSCREEN sum score)

t1 (N = 104) t2 (N = 69) t3 (N = 74)

Predictors Beta p Beta p Beta p

Age (10–14/15–18 years) �0.090 0.269 0.076 0.465 �0.015 0.878
Gender (female/male) 0.110 0.172 0.038 0.710 0.015 0.874
Siblings (yes/no) �0.003 0.975 0.155 0.142 0.116 0.262
Psychological distress
(CES cutoff)

�0.480 <0.001 �0.578 <0.001 �0.601 <0.001

Psychological distress
patient (HADS cutoff)

�0.230 0.006 �0.027 0.791 0.018 0.870

Adj. R2 0.358 0.304 0.355

Significant results at p<0.05 were highlighted in bold font.
CES, Center for Epidemiological Studies; HADS, Hospital Anxiety and Depression Scale.
Beta = standardized regression coefficient, p = significance, CES: cutoff ≤/>15, HADS:
cutoff </≥15.
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therapy (t1). Over the course of time, cancer patients with
children reported significantly improved scores for all life
domains except for cognitive functioning. Even 1 year af-
ter cancer therapy, the symptom burden was very high in
the areas of sleep disturbances and fatigue. This corre-
sponds to findings from several other studies documenting
a low QOL among cancer patients [31]. This finding is
also consistent with previous research showing an im-
proved QOL in cancer patients with children 1 and 2 years
after diagnosis [31,32].
Consistent with the findings of Northouse et al., at all

three assessment points, the partners had significantly
lower values in the emotional areas of QOL than the gen-
eral population [20]. The lowest values in mental QOL in-
dicated female partners after the cancer therapy of the
patient. We validated the results of previous investigations
that female partners had lower QOL and higher levels of
psychological distress than male partners [2,18,19].
The QOL of the children did not change significantly over

time. Our own findings on this issue also show a constantly
high presence of depressive symptoms in children that go be-
yond patient treatment [33]. In a review of the psychosocial
situation of children in the context of parental cancer, Osborn
reports that the psychosocial problems of these children do
not increase in general [5]. However, there is an increased
risk for internalizing problems, which is difficult to detect
with the QOL questionnaire we used. Other researchers like
Lewis, Watson, and colleagues also point out that the impact
of parental cancer on the child should not be pathologized
and that new measures are needed to better examine the
child’s experience with parental cancer [14,22]. He under-
lines that ‘children are affected by the interpersonal environ-
ment in their home, their peers, their own development, and
the quality of the parenting relationship’.
The calculated regression models did not show a rele-

vant influence of patients’ or partners’ age on their QOL.
This finding can be explained by the fact that the age of
the study participants was relatively homogeneous be-
tween 23 and 55 years (M=40). In most studies, female
gender has been associated with higher psychological dis-
tress, but other studies, including our own, have not iden-
tified such a gender difference [2,34]. As the recruitment
was done in the hospitals, patients with tumor stage 3–4
and whose time of diagnosis was more than a year in the
past were mostly patients with long-lasting disease and
complex and lengthy treatments. This is again reflected
in the lower QOL. Edwards and Clarke found that receiv-
ing surgery was significantly associated with higher levels
of depression in cancer patients [2].
An important finding of the study was the role of social

support, especially after cancer therapy and at the time of
return to work. Those patients who reported higher social
support also had a higher QOL than survivors with less
support. This finding affirmed the importance of continuing
social support for both cancer patients and their partners

and is consistent with other investigators’ findings that those
patients who reported more social support also reported a
higher QOL [18,19].
Patients who were employed full-time showed a better

physical QOL. Returning to work may positively impact
the recovery and the psychological well-being in many
ways [35]. Full-time employment also had a positive im-
pact on the partners’ QOL. Integration into an everyday
working life, partners gain normalcy, structure, a sense of
meaning, and support during the patient’s time of disease
and treatment. Also, financial worries were lower when
the patient’s partner was employed full-time. Low levels
of anxiety and depression positively impacted mental and
even physical QOL of the patients, their children, and
partly their partners. This result demonstrates the enor-
mous importance of psycho-oncological support during
the acute treatment and aftercare for all family members.
Younger children showed a better QOL (t1) than older

children, which is consistent with the hypothesis that youn-
ger children have a delayed comprehension of the existen-
tial difficulty represented by parental cancer. A study of
Huizinga et al., which assessed stress response symptoms
in 220 adolescents (aged 11–18 years) whose parents had
been diagnosed with cancer, found that older children re-
ported fewer intrusive thoughts about their parents’ cancer
but reported more avoidance symptoms than younger chil-
dren [36]. High levels of anxiety and depression in cancer
patients had a negative influence on the children’s QOL at
all assessment points (p<0.001). Previous studies have re-
peatedly reported connections between the emotional
health of cancer patients and that of their children [37,38].

Limitations of the study

When evaluating the study results, one should consider
that patients in a palliative situation were not included in
the study. In addition, several studies have shown that
nonparticipants in cancer research are characterized by
more severe physical and psychosocial complaints [39].
Therefore, the patients studied here represent a ‘positive’
selection of the total patient group.
Because the studied groups were members of a family

system, it can be assumed that there were complex corre-
lations with regard to QOL. In the analysis, these existing
correlations between the study groups were not taken into
account, limiting the results’ representativeness.

Implications and future research

Suitable ways of providing support for cancer patients and
their family members are counseling and intervention
programs like the child-centered counseling of families with
a parent with cancer according to the Children of Somatically
III Parents (COSIP) concept [40] or the enhancing connec-
tions program—a cognitive-behavioral intervention for
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mothers and children affected by breast cancer [41]. Here, in-
tervention goals are adjusted to the individual and familial bur-
den factors and to coping strategies of those seeking advice.
The study focuses on predictors of QOL and its change

over time. For further analysis, it would be interesting to
study family relationships. Here, we could apply triadic data
analysis using, for example, the Social Relation Model de-
scribed in ‘Dyadic Data Analysis’ by Kenny and colleagues
[42]. They underline that ‘from a family systems perspec-
tive, families have been understood as complex organiza-
tions in which socially and biologically prescribed role
requirements and processes of positive and negative feed-
back have dramatic effects on family members’ behavior’.
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