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Abstract

Aim. Studies of parental reactions to a child’s cancer have traditionally been carried out within the framework of psychia-
try and psychopathology. We studied the significance of individual resource factors strengthening parents’ resilience to
long-term cancer-related distress, a focus that has rarely been used. Participants and methods. The two-nation Nordic sample
included 398 parents; 190 of whom had experienced a child’s cancer, and 208 reference parents. We studied the sense of
coherence (SOC) using the SOC-13 questionnaire. For assessing distress reactions we used a primarily illness-specific
11-dimensional Parental Psychosocial Distress in Cancer (PPD-C) self-report questionnaire developed for use with parents
of childhood cancer patients, and the General Health Questionnaire (GHQ). Resilience was defined as absence of/less
severe distress. Results. Low SOC was significantly associated with more severe distress in all dimensions of the PPD-C
and GHQ. The protective effect of SOC was indicated by it being most negatively related to general psychiatric symptoms,
physical and psychological stress symptoms, anxiety and depression. The influence of SOC varied with parents’ gender,
showing a stronger modifying influence among mothers. Mothers and fathers also differed in their utilisation of professional
psychosocial support when confronted with the child’s cancer. Conclusion. Parental resilience to cancer-related distress
varies with identifiable strength factors. A strengths-oriented approach helps in understanding parental adjustment to childhood
cancer. In order to counteract psychological vulnerability, addressing resilience instead of pathology helps to identify parents

at risk and in need of professional support when faced with a child’s cancer.

Although a rare disease, in the industrialised coun-
tries childhood cancer is the most common cause of
death for children under the age of 20 after acciden-
tal death, birth defects, and deliberate harm [1]. The
child’s illness constitutes a parental stressor, existen-
tially threatening the conception of life as predictable
and safe. For most parents, this is followed by the
immediate fear of losing their child. The require-
ments of coping with a suddenly altered life-situation
characterised by strain, escalated situational stress
and heightened parenting demands [2,3] transforms
everyday life.

The existential trauma caused by a child’s illness
affects the whole family, especially the parents,
regardless of individual family members’ psycholog-
ical resources. Nevertheless, as there appears to be
more and less adaptive ways of coping with this
threat [4,5], individual strengths and resources may

influence the psychological distress reactions [6].
This is supported by previous studies of patients’ and
families’ coping with the threat of illness in general
[7], and cancer in particular [4,8].

The strengths-focusing orientation of Antonovsky
[9] contributes to an understanding of the part
played by an individual’s resources in managing situ-
ational stressors. This orientation deals with the
question: What is it that strengthens some people’s
ability to manage crises and adapt to stress better
than others? The capacity to resist adverse psycho-
logical reactions when suffering risk experiences is
referred to as resilience [10].

Studies of parental reactions to a child’s cancer
have rarely adopted a resources-oriented pers-
pective. The focus has been on weaknesses, or for-
mation of psychological or psychiatric symptoms
within a framework of psychopathology. However,
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regarding other paediatric illnesses or medical con-
ditions, studies of parental strengths and reactions
have indicated the potential of SOC to strengthen
coping and resilience to distress. Thus, in studying
parents of children with learning difficulties, mental
retardation and behavioural disorders, Margalit
et al. found a positive relationship between low
sense of coherence and avoidant non-adaptive
behaviour [11]. A more recent study of Icelandic
and American parents of paediatric asthma patients
showed that sense of coherence modified the effect
of family demands on the situational adaptation of
parents [12]. Also, SOC has been identified as a
significant resource reducing stress among mothers
of children with hearing impairment [13], Down’s
syndrome [14], and developmental disabilities [15].
However, to our knowledge, prior studies have not
addressed the relationship between sense of coher-
ence and a variety of symptoms of disease-related
distress among the parents of children with life-
threatening cancer.

Our aim was to investigate the significance of
parental resistance resources, manifested by SOC, in
the ability to withstand long-term distress caused by
a child’s cancer. In our model we examined whether
SOC plays a role in parental resilience defined as the
absence of, or relatively low levels of distress symp-
toms. The specific focus was on the relationships
between parental SOC and illness-specific and
generic distress symptoms. We also wanted to study
whether parental (a) gender, (b) level of education, and
(c) use of professional support influenced the rela-
tionship between sense of coherence and distress.
Based on theory and previous adjacent research, we
hypothesised that sense of coherence would strengthen
resilience.

Table I. Characteristics of children of parents in clinical group.

Participants and methods
Participants

The study was a Nordic co-project and included par-
ents of children treated at two sites. This resulted in
a larger study group than in comparable Nordic
studies, which have been national and/or emanated
from single centres. The children of participants had
been treated at Astrid Lindgren Children’s Hospital
in Stockholm, Sweden (ALCH, 103 parents of 64
children), or Landspitali-University Hospital in
Reykjavik, Iceland (ILUHI, 87 parents of 62 chil-
dren), who were diagnosed with any kind of malig-
nancy or Langerhan’s cell histiocytosis (Table I).
Only parents whose child had survived their ill-
ness were approached for this study. A known fatal
diagnosis, palliative treatment phase, or insufficient
knowledge of Swedish or Icelandic to complete ques-
tionnaires, were criteria for exclusion. Parents were
invited to participate either while attending the in-
patient or out-patient unit for treatment or follow-
up, or by contacting them by mail if regular routine
follow-ups at the hospital had ended. A criterion for
inclusion in the study was that a minimum of 36
months had passed from the child’s diagnosis in
order to comply with the aim of investigating long-
term distress and resilience. To limit the group size
at the larger Swedish centre, the following procedure
was followed: parents of children in treatment were
assigned consecutively to the study during the inclu-
sion period. In addition, those with a child off treat-
ment were included by identifying from the hospital
records eligible parents who were registered for
follow-up visits during two randomly selected
months. In Iceland, after identification through the
Childhood Cancer Association register, all parents of

Age at DX! Years from DX to

Diagnosis n % m (SD)? assessment m (SD) Girls n Girls % Boys n Boys %
Leukaemia 55 47.4 5.9 (4.4) 9.1 (5.5) 21 38.2 34 61.8
Lymphoma 12 10.3 9.7 (5.1) 8.7 (5.2) 3 25.0 9 75.0
CNS-tumour 15 12.9 5.7 (4.8) 6.6 (2.4) 6 40.0 9 60.0
Sympatic nerve system 3 2.6 1.1 (1.6) 9.5 (5.3) 2 66.7 1 33.3
Retinoblastoma 1 0.9 0.3 18.4 1 100.0 0 0
Renal tumour 6 5.2 3.7 (3.5) 7.6 (3.6) 2 33.3 4 66.7
Hepatic tumour 1 0.9 1.9 11.6 0 0 1 100.0
Skeletal tumour 8 6.9 14.8 (3.2) 5.8 (3.0) 1 12.5 7 87.5
Soft tissue sarcoma 4 3.4 12.6 (7.6) 9.2 (3.1) 1 25.0 3 75.0
Germinal cell cancer 4 3.4 8.0 (8.4) 4.4 (1.0) 2 50.0 2 50.0
Other/unspecified 4 3.4 6.5 (6.1) 11.2 (8.0) 1 25.0 3 75.0
LCH? 3 2.6 3.5 (0.8) 5.6 (3.0) 2 66.7 1 33.3
Data missing 10 7.9 2

Total/mean 126 6.9 (5.4) 8.7 (5.4) 42 74

DX =diagnosis; 2m=mean, SD=standard deviation; >LCH=Langerhan’s Cell Histiocytosis.



children in and out of treatment at the time of the
study were included.

Although comparison between the clinical
group of parents of childhood cancer patients and
parents of the general population was not a focus
of the study, we also collected normative data
regarding SOC. The only reason for collecting
these non-clinical reference data was the need to
evaluate the feasibility of using SOC as intended;
we wanted to examine the degree to which the SOC
scale might reflect situational distress in this popu-
lation [12,16], to ensure a more reliable interpreta-
tion of the scores. The non-clinical reference parents
were selected from families who a) lived in the
catchment area of ALCH, and b) had at least one
child corresponding in age to that of the children in
the clinical group. They were randomly selected
from the population of mothers of children aged
0-16 years. In a letter of invitation, both parents
were asked to participate by completing individual
questionnaires.

Table II presents descriptive demographic and
family data for study and reference groups.

Assessments

Swedish and Icelandic versions of the Sense of
Coherence-Scale (SOC-scale) [17] were used. The
instrument covers three components of comprehen-
sibility, manageability and meaningfulness. Sense of

Table II. Clinical and non-clinical group characteristics.
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coherence has been recognised as a health promoting
resource, which strengthens resilience and develops
a positive subjective state of health [18-20]. The
SOC assessment scale has been found to be cross-
culturally applicable and developed for use in both
Sweden and Iceland [21]. In this study a 13-item
questionnaire with a 7-point response format scale
was used. Part of the items were reverse-scored
before analysis, so that a higher total score regu-
larly reflected higher SOC. Summary scores were
calculated for parents individually. In prior studies
using SOC-13, internal reliability has ranged from
0.74 to 0.91, and the instrument has demonstrated
high content, face and construct validity, as well as
temporal stability [17,22].

The PPD-C distress measure was originally
developed by van Dongen-Melman et al. [23]. It
was constructed and used for studying the unique
illness-specific conditions for parents of children
with cancer [24]. The conceptual framework for
the assessment model is based on theory, literature,
and in-depth interviews with parents of childhood
cancer patients. A detailed account of the rigorous
development of the instrument has been pre-
sented elsewhere [23,24]. Swedish non-clinical
norm data have been published for the parts of
the questionnaire that are not illness-specific [25].
The Swedish and Icelandic version of the PPD-C,
consists of 11 subscales for wuncertainty, loss of
control (regarding personal functioning, parenting

Clinical group N=190

Non-clinical group N=207

Site: Swedish (n) 103 208

Site: Icelandic (n) 87 -

Number of children/parent, mean 2.9 2,27

Ethnicity
Swedish or Icelandic % 88.9 78.3"
Immigrant background %! 11.1 21.7

Mothers Fathers Mothers Fathers
N=114 N=76 N=119 N=88

Educational status, n (%)
Compulsory school? 20 (17.5) 15 (19.7) 11 (9.2) 13 (14.9)
Upper secondary 44 (38.6) 22 (28.9) 55 (46.2) 27 (31.0)
College/university 50 (43.9) 39 (51.4) 53 (44.6) 47 (54.0)
Data missing 0 (0.0) 0 (0.0) 0 (0.0) 2 (1.0)3

Utilised psychosocial support?, n (%) 60 (52.6) 22 (28.9)* n.a.* n.a.
Number of contacts: 1 9 (15.0) 6 (7.9) n.a. n.a.
Number of contacts: 2 7 (11.7) 3 (13.6) n.a. n.a.
Number of contacts: 3 6 (10.0) 4 (18.2) n.a. n.a.
Number of contacts: 4-10 22 (36.7) 5 (22.7) n.a. n.a.
Number of contacts: 11-20 6 (10.0) 2 (9.1) n.a. n.a.
Number of contacts: 21 or more 3 (5.0) 0 (0.0) n.a. n.a.
Data missing 8 (13.3) 7 (31.9) n.a. n.a.

Non-Nordic background; 29-year compulsory school; data missing in non-clinical reference group about sex for one and about education
for one parent; “Not applicable, *=p<0.05. *=p<0.01, **=p<0.001
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the patient, the sibling(s)), self-esteem, anxiety,
disease-related fear, loneliness, sleep disturbances,
depression, and psychological and physical distress.
The response format of the 125 items asks parents
to respond according to 2-, 3-, or 4-point Likert
scales (Table III). The in-depth interviews with
parents, which were part of the construction of the
original questionnaire, ensure construct validity of
assessment [24].

A reliable and sensitive short form of the Gene-
ral Health Questionnaire was used, the 12-item
version GHQ-12.This is a tool for screening for non-
pathological psychiatric symptoms [26], commonly
used world-wide, including Sweden and Iceland, in
studies of various clinical populations. Items relate
to the mastering of daily problems, self-esteem, stress,
depression and anxiety. The response format renders
Likert-scale scores between 1 and 4, and a summary
score provides a global outcome. Cronbach’s alpha in
the study group was 0.86 (Table III).

The questionnaire booklet handed out to parents in
the study group also addressed illness and treatment-
related information, parents’ utilisation of profes-
sional psychological support, the family structure,
educational level, ethnic background, and home
language.

Procedures

All parents received an invitation letter, including
written information about the project, and informed
consent was obtained from all prior to inclusion.
Mothers and fathers were instructed to complete the
questionnaires independently, without consulting the
other parent. After completion, parents returned
questionnaires by mail in a pre-paid return envelope.
The study was reviewed and approved by the Swed-
ish regional ethics committee and the Icelandic
National Bioethical Committee.

Data management and analysis

First, parents in the clinical group were compared
with parents in the non-clinical group regarding
SOC scores using the t-test for independent groups
to evaluate the feasibility of SOC for subsequent
interpretation and inference. Parents in the clinical
and non-clinical groups were compared regarding
background variables using the )2 test categorical
and ordinal variables, and the t-test for continuous
variables.

Analysis related to the primary question regard-
ing the relationship between SOC and distress was
carried out by conducting linear regression analyses
— adjusted for time passed since diagnosis — for each
distress outcome variable separately. In these analy-
ses, single symptom domain scores of the PPD-C,
and the summarised GHQ score were inserted as the
dependent variable in separate analyses, with the
individual SOC-sum score inserted as the indepen-
dent predictor variable.

With general linear model factorial design two-
way ANOVA, and analysis of interaction effects, we
also examined whether the relationship between
parental SOC and distress was influenced by the fol-
lowing potentially modifying factors: time passed
since diagnosis, parent gender, level of education,
and utilisation of professional support. Analyses of
interaction between these potential modifiers and
SOC were conducted in ANOVA'’s (separate for each
modifier), where main -, and interaction effects were
simultaneously estimated in the custom model.

In case a significant interaction was found in
analyses involving parent gender, these analyses were
re-conducted adjusted for the possible dependency
caused by both parents of a child at times provid-
ing data. The statistical software SPSS® 16.0 for
Windows (SPSS, Inc., Chicago, Illinois) was used
for all descriptive and inferential analyses.

Table III. PPD-C? and GHQP distress outcomes of 190 parents in the clinical group.

No of Response format Illness-specific Cronbach’s
Variable items (Likert scale) or general® alpha Mean (SD) N
Uncertainty 21 4-point IS 0.95 2.80 (0.81) 179
Loss of control — personal functioning 10 2-point IS 0.83 1.29 (0.28) 184
Loss of control — parenting of patient’ 9 2-point IS 0.79 1.32 (0.28) 184
Loss of control — parenting of sibling(s) 10 2-point IS 0.89 1.40 (0.32) 167
Self-esteem 4 3-point G 0.70 1.63 (0.51) 186
Anxiety 17 4-point G 0.94 2.26 (0.65) 186
Disease-related fear 11 4-point IS 0.89 2.04 (0.65) 186
Loneliness 8 4-point IS 0.90 2.04 (0.70) 186
Sleep disturbances 5 2-point IS 0.77 1.50 (0.34) 183
Depression 10 4-point G 0.76 1.93 (0.50) 187
Psychological & physical distress 20 4-point G 0.94 1.70 (0.58) 185
GHQ-12 12 4-point G 0.88 20.86 (5.95) 187

aParental Psychosocial Distress in Cancer, °General Health Questionnaire, ‘IS=illness-specific; G=general.



Results

Data were collected from 398 parents of children and
adolescents, of whom 190 had children that had been
diagnosed with cancer (clinical group), while 208
were reference parents of the community (non-
clinical group). The clinical group comprised parents
of 126 children who were either in treatment or had
finished treatment at one of the two sites. Of the 347
parents in the clinical group who received invitations,
197 returned the questionnaires (57%). Due to miss-
ing data regarding identification, or incompletely
filled out questionnaires, seven respondents were
excluded prior to analyses. Data analyses were thus
based on the remaining 190 parents. The response
rate in the non-clinical group was 56%.

In the clinical group, 128 responders (67.4%)
were parents of children where both parents had
responded (parents of 64 children), while 62 (32.6%)
were parents in families where only one parent
responded (parents of 62 children). In the non-
clinical group, questionnaires were returned by both
parents in 83 families (79.8%), while in 42 families
(20.2%) only one of the parents answered.

Mean age of cancer patients at diagnosis was 6.9
years (SD 5.4, range 0-18.0; females mean 5.2, SD
4.9; males mean 7.8, SD 5.5). Seventeen children in
the clinical group were diagnosed after their 15th
birthday, the oldest being 18 years at diagnosis.
Descriptive and summary characteristics for children
in the clinical group and for parents in the clinical and
non-clinical groups are presented in Tables I and II.

Comparison of non-responding participants
(NRP), from whom questionnaires were not returned,
with responding participants (RP) showed that the
proportion of fathers was higher among NRP (57%)
than among RP (40%, ¥x2=9.60, df=1, p=0.002).
Diagnostic subgroups categorised as leukaemia, CNS
tumour, and other was equally represented among RP
and NRP. Groups differed regarding age of child at
time of study (RP mean=15.2 years, SD 7.3; NRP
mean=18.0 years, SD 7.4, t=-—3.45, df=331,
p<0.01), and time from diagnosis to time of study
(RP mean 8.7 years, SD 5.4 years; NRP mean=11.0
years, SD=6.4 years, t=—3.55 df=305, p<0.01).

Due to the mode of inclusion, the proportion of
childhood cancer sub-diagnoses in the final study
group did not fully correspond with their propor-
tions in the entire patient population of the Nordic
countries [27].

Demographic data for the 190 parents in the
clinical group and the 208 parents in the non-clinical
reference group are presented in Table II. Educa-
tional level was similar in both groups. In the clinical
group, the mean number of children per parent was
higher (t=6.46, df=396, p<0.001), and the propor-
tion of parents with immigrant backgrounds lower
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(x?=9.08, df=2, p<0.05). Within the clinical group,
82 parents (43.2%) had utilised professional psy-
chological support, 22 fathers (30.6% of fathers)
and 60 mothers (53.1% of mothers, ¥2=9.06, df=1,
p<0.01).

Estimation of reliability of the questionnaires by
Cronbach’s alpha resulted in 0.88 and 0.86 for the
clinical and non-clinical groups respectively regard-
ing the SOC Scale, 0.86 and 0.82 for the clinical
and non-clinical groups regarding GHQ, and an
alpha ranging from 0.70 to 0.95 for the sub-scales
of PPD-C.

In initial comparisons of SOC-outcomes, the
clinical and non-clinical groups were similar, although
a non-significant tendency for higher SOC was seen
for parents in the non-clinical group (t=-—1.817,
df=359.5, p=0.07).

Distress outcomes for parents in the clinical
group are presented in Table III.

Sense of coherence and distress

An inverse relationship was found between sense of
coherence and distress. Negative correlations (beta-
coefficients, §) were found for all the dependent dis-
tress variables, with associations varying from
moderate (r=—0.20) for the PPD-C/uncertainty sub-
domain to strong (r=-—0.79) for GHQ (Table IV).

Examination of the effects of independent back-
ground variables on the relationship between SOC
and distress showed a significant interaction effect
between gender and SOC on self-esteemn (p=0.048)
and disease-related fear (p=0.008).

Table IV. Regression derived coefficients and significance level of
the effect of sense of coherence on distress factors among parents
of childhood cancer survivors.!

Distress variable n R? B F

Uncertainty 178 0.094 -0.197 9.07*"*

Loss of control — personal 184 0.221 -0.471 25.707
functioning

Loss of control — parenting 184 0.170 -0.413 18.5%
the patient

Loss of control — parenting 167 0.170 -0.412  16.8"*

sibling(s)

Self-esteem (low) 186 0.291 -0.520

Anxiety 186 0.418 -0.647
Disease-related fear 185 0.202 -0.431

Loneliness 185 0.366 —0.608

Sleep disturbances 183 0.251 -0.502

Depression 187 0.422 -0.653  67.20"*"
Physical and psychological 185 0.422 -0.718 95, 7%

distress
GHQ total score 186 0.512 -0.790 164.7**

!Univariate linear regression model, adjusted for time elapsed
since diagnosis. *=p<0.05, “=p<0.01, “*=p<0.001, =
p<<0.0001.
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Analyses regarding the effect of gender were also
carried out with adjusting for possible dependency
between responding parent couples. These subsequent
analyses showed that the SOC/gender interaction
effect was to some extent reduced to statistically non-
significant for self-esteem (p=0.077) while margin-
ally strengthened for disease-related fear (p=0.005).
In both cases, outcomes indicated a stronger negative
relationship between SOC and the distress variable in
mothers compared to fathers — a tendency that was
indicated regarding other distress outcomes as well,
although less strong. Also, results showed a significant
interaction between education and SOC (p=0.021)
on the psychological and physiological distress variable
indicative of a greater protective effect of SOC in par-
ents with a lower, compared to parents with higher
education. Time elapsed since diagnosis had no sig-
nificant influence on the SOC/distress relationship.

Discussion

In this study, it was found that higher levels of sense
of coherence (SOC) were consistently associated with
lower levels of distress. This finding supported the
hypothesis concerning the role of SOC as a protective
psychological resource strengthening resilience to
parental distress in reaction to a child’s cancer.

Parent’s gender and level of education had a
partial effect on the resilience-strengthening impact
of SOC. Regarding distress outcomes, a more
strongly protective effect of SOC was indicated
for mothers than for fathers (disease-related fear), as
well as for parents with lower educational status
compared with those with higher (psychological and
physiological distress).

Findings support the feasibility of the SOC13-
scale as a measure of individual strengths facilitating
coping, as well as protection against long-term dis-
tress in parents of childhood cancer patients.

Studies of parental reactions to a child’s cancer
have typically dealt with the incidence and severity
of distress symptoms, including reactive psychiatric
morbidity, while resilience-strengthening character-
istics have hardly been investigated at all. These stud-
ies indicate that parents run the risk of extraordinary
strain, producing a range of psychological symptoms
including loss of control, decreased self-esteem, anx-
iety, depression, and traumatic and post-traumatic
stress [25,28,29]. The psychological consequences
have been found to persist years after diagnosis and
even after successful treatments [24,25]. In studies
concerning protective factors and patient reactions to
illness it has been found that SOC acts as a buffer
against stress-related reactions [30,31]. Interestingly
enough, our findings indicate that favourable SOC
also seems to modify the experience of stress, and

thus improve adjustment in parents of children who
have survived cancer. This parallels findings from
previous studies regarding parents of children suffer-
ing from other medical conditions [11-15]. The out-
come indicates that identifiable strength factors in
individuals do play a role. Parents with a higher sense
of coherence may be better prepared to manage
stressful situations related to a child’s cancer. They
come across as less negatively affected and display
fewer symptoms of distress. SOC-associated resil-
ience against cancer-related negative reactions was
found regarding both general psychiatric symptoms
as measured by the GHQ, as well as illness-specific
parental distress and fear.

Although the findings indicate support for the
hypothesis concerning the resilience-strengthening
effect of SOC, questions arise as to the nature of the
relationship between sense of coherence and coping
with threat. The results showed that the SOC of par-
ents of long-term survivors was similar to those in
the non-clinical reference-group. This indicates a
relative stability of SOC across situational circum-
stances. We found a non-significant tendency, how-
ever, for lower SOC-scores among parents in the
clinical group. Thus, parental strength factors appear
to have a possible influence on illness-related
distress, while on the other hand, distressing condi-
tions may also reversely influence SOC [9,15].
Antonovsky, for example, points out that situations
involving long-lasting extensive stress may be poten-
tial modifiers of SOC [9]. Our study group was com-
prised of parents whose children had already com-
pleted up to 2-2.5 years of cancer treatment. For
these parents, the first years after diagnosis might
have been characterised by this type of persistent
and/or cumulative stress [5,24,32]. Our data indicate
that the post-treatment period is less apt to affect
parental “base-level” vigour.

While both the SOC and GHQ questionnaires
are well-established and frequently used in both
Sweden and Iceland, the PPD-C questionnaire was
used for the first time on an Icelandic group in this
study. Sweden and Iceland can be considered to be
culturally highly similar. Nevertheless, due to the
lack of prior Icelandic experience from use of PPD-C
and local norm data, we cannot fully know whether
the instrument can be used equally in both countries.

The response rate in the clinical group was 57%
which is acceptable, although low enough to exercise
caution in generalising the findings for the entire
population of parents of childhood cancer patients.
Analyses of differences between responders and
non-responders in the clinical group indicate that
findings might not be fully applicable for parents of
older children (diagnosed earlier in time), nor to
fathers. Furthermore, our study focused on parents



of children who survived a cancer that was diagnosed
a relatively long period of time previously (mean time
since diagnosis of 8.7 years) and who had all com-
pleted up to 2-2.5 years of treatment. Findings may
therefore not apply to parents of newly diagnosed
children. Another limitation concerns the simultane-
ous assessments of SOC and distress. Although the
main findings provide interesting targets for follow-
up studies, we cannot make definite conclusions
about inferred causal relationships, since SOC was
not assessed in parents prior to the child’s cancer.

Forthcoming studies would benefit from investi-
gating additional resilience-related determinants at
an early stage. Repeated assessments over time in a
longitudinal approach would add to our understand-
ing of how strengths and distress are causally related,
and whether parents with identifiable resources
recover faster or more completely. A prospective
approach initiated closer in time to child’s diagnosis
could address the question of how individual strengths
are related to parental reactions to acute, chronic or
ongoing stress.

Interpreted in the light of similar studies [19], the
clinical implications of the findings are that screening
for strengths can be useful in predicting the severity of
stress-reactions in parents of children with cancer. The
SOC scale integrates essential parts of a well-estab-
lished stress-coping model, and the 13-item version is
short and easy to use. It provides an opportunity for
identifying parents in need of intensified psychosocial
follow-up. The integration of a resources perspective
in psychosocial care would promote parents’ resilience
when dealing with childhood cancer.
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