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Abstract

As many as 24.7% of cancer patients are also parents to children
younger than 18 years of age. This population faces unique challenges,
and quality of life in parental cancer patients has not been well stud-
ied. This integrative review assessed parental cancer patients’ quality
of life. PubMed and Scopus were searched using the following terms:
quality of life, distress, anxiety, coping, emotion, social support, em-
ployment, work, psychosocial, physical, function, parental cancer, and
parents with cancer. English publications conducted within the past
15 years that used an objective instrument to measure quality of life in
adult cancer patients with children 18 years of age or younger were in-
cluded. Studies with an intervention focus were excluded. After review
of 672 articles, nine studies met the criteria for inclusion. Several instru-
ments were utilized to measure quality of life. Some parental cancer
patients reported decreased quality of life when compared with other
cancer patients and the general population at diagnosis and years af-
ter. Parental cancer patients may be at an increased risk of decreased
quality of life. With this understanding, health-care providers should
complete comprehensive assessments routinely so that these patients’
unique needs may be more adequately addressed.

pproximately half of new
cancers are diagnosed
in adults younger than
65 years of age (Nation-
al Cancer Institute, 2021). Some of
these adults face a cancer diagnosis
while parenting children younger
than 18 years of age. A recent system-
atic review estimated that between

14% and 24.7% of cancer patients
have dependent children (Inhestern
et al., 2021a). Additionally, as cancer
screening tests evolve and the aver-
age age of first-time mothers rises, it
hasbeen theorized that the incidence
of adult cancer patients with depen-
dent children may increase in the
near future (Inhestern et al., 2021b;
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Matthews & Hamilton, 2016). The combination of
parenting and cancer presents unique challenges.
Assessing the quality of life in the parental cancer
population is critical.

Recent systematic reviews have focused pri-
marily on parental cancer in the setting of ad-
vanced cancer only, the effect of parental cancer
on the children, or resources available for paren-
tal cancer patients and their children (Caparso et
al., 2021; Faccio et al., 2018; Hauskov Graungaard
et al., 2019; Morris et al., 2018; Shah et al., 2017;
Weeks et al., 2019; Walczak et al., 2018; Wray et al.,
2022). No recent review has focused on quality of
life in parental cancer patients.

Healthy People 2020, which was a 10-year
plan for addressing the most critical public health
priorities and challenges, highlighted the impact
of quality of life on overall public health, as the
organization identified improving quality of life
as a high priority (HealthyPeople.gov, 2022). In
oncology patient care specifically, quality of life
is a significant factor that should be considered
when discussing goals of therapy and treatment
options, evaluating response to therapy, and de-
veloping clinical trial endpoints. Quality of life at
baseline can be used as a predictive factor to de-
termine treatment benefit and overall survival in
cancer patients (Trask et al., 2009). With this un-
derstanding, it is important for health-care pro-
fessionals working with the vulnerable oncology
population to heed recommendations to regularly
assess the quality of life in all cancer patients (Na-
tional Comprehensive Cancer Network, 2022).
Young parents with cancer face unique physical,
mental, emotional, and spiritual challenges and
are at an increased risk for distress (Caparso et
al., 2021; National Comprehensive Cancer Net-
work, 2022). By identifying patients with rela-
tively poor quality of life or at an increased risk
for decreased quality of life, health-care provid-
ers can best provide patient-centered care and
tailor interventions to the patients’ specific needs
(Centers for Disease Control and Prevention,
2018). This review was conducted to evaluate and
synthesize the available data regarding quality of
life in the parental cancer population. Specific
themes identified were instruments commonly
utilized to measure quality of life and quality-of-
life results.

METHODS
A search of the literature was conducted using
PubMed and Scopus databases. The search terms
included: quality of life, distress, anxiety, coping,
emotion, social support, employment, work, psy-
chosocial, physical, function, parental cancer, and
parents with cancer. The search retrieved 280 ar-
ticles. After 15 initial duplicates were removed,
263 articles were screened. An additional 394 ar-
ticles were identified through citation searching.
The inclusion criteria consisted of English lan-
guage and publications from December 12, 2006,
to December 12, 2021. Relevance was determined
by the following: focus on parental cancer patients
with children 18 years of age or younger, an objec-
tive instrument used to measure parental cancer
patients’ quality of life, and report of the patients’
quality-of-life results. Studies were excluded if
there was an intervention focus. A total of nine ar-
ticles met the inclusion and exclusion criteria (see
Figure 1).

RESULTS

A description of the studies, the patient popula-
tion, the instruments utilized to assess quality of
life, and parental quality-of-life results are pre-
sented in Table 1.

Population Studied

The nine studies reported characteristics of the
parental cancer patients or their children (see
Table 1). In these nine studies, the total sample
consisted of 1,846 parental cancer patients, whose
ages ranged from 18 to 63. The number of depen-
dent children in the families ranged from one to
four or more, with a mean of two children per
family. Children’s ages ranged from O to 18 years.
Most patients were females in partnerships who
were employed, educated, or of middle to high so-
cioeconomic status. Breast cancer was the most
common diagnosis. Stage I to IV disease and vari-
ous treatment modalities were represented. Pa-
tients’ diagnosis time frame ranged from newly
diagnosed to 6 years after diagnosis. Studies were
primarily conducted across Europe.

Instruments
All articles used a specific quality-of-life instru-
ment. Three articles used the Short Form Health
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Figure 1. PRISMA flow diagram (Page et al., 2021).

Survey (SF-8; Bultmann et al., 2014; Gotze et al.,
2015; Krattenmacher et al., 2014). The SF-8 is an
abbreviated version of the SF-36 (Bultmann et al.,
2014). The questionnaire has been used as a re-
liable instrument in various studies to measure
health-related quality of life among eight domains,
as well as provide a summary score for both physi-
cal and mental health (Bultmann et al., 2014; GO-
tze et al., 2015; Krattenmacher et al., 2014). Scores
range from O to 100, with lower values indicating
worse quality of life (Bultmann et al., 2014).

The European Organisation for Research and
Treatment of Cancer quality of life core question-
naire (EORTC QLQ-C30) was used in three of the
studies (Ernst et al., 2012; Gotze et al., 2015; Inhes-
tern et al., 2021b). The EORTC QLQ-C30 is a reli-
able and valid instrument in assessing health-re-
lated quality of life in cancer patients (Hjermstad
et al.,, 1995). It is a 30-item self-report question-
naire that evaluates five function scales (physi-
cal, social, emotional, cognitive, and role), nine

symptom scales, and global quality of life (Aaron-
son et al., 1993). After adding the subscale scores,
the scores are converted into a result between 0 to
100, with lower scores indicating worse function-
ing (Ernst et al., 2012).

Two studies used the Dutch RAND-36 Health
Survey (Gazendam-Donofrio et al., 2008; Gazen-
dam-Donofrio et al., 2009). Scores range from O to
100 on the eight subscales of the survey. Higher
scores indicate greater functioning. Psychosocial
and physical functioning can be evaluated through
two summary scores. Multiple studies have indi-
cated the RAND-36 is a reliable and valid instru-
ment (VanderZee et al., 1996a, 1996b). To further
evaluate parents’ stress, Gazendam-Donofrio and
colleagues (2009) utilized the Dutch Impact of
Event Scale (IES) to evaluate patients’ cancer-
related distress. The IES is a reliable and valid
15-question survey that evaluates stress response
after a serious life occurrence (Sundin & Horow-
itz, 2003; van der Ploeg, et al., 2004). Higher
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scores indicate greater distress (Sundin & Horow-
itz, 2003).

The Functional Assessment of Cancer Ther-
apy - General (FACT-G) was used in two articles
(Park et al., 2016; Park et al., 2018). The fourth ver-
sion of the FACT-G instrument is a 27-item self-
report instrument that measures emotional, so-
cial/family, physical, and functional health. Scores
range from 0 to 108, with higher scores signifying
greater quality of life. It is a well-validated tool
(Victorson et al., 2008).

Patients’ Quality-of-Life Results

All studies evaluated quality of life in patients ei-
ther across different cancer stages or focused only
on patients with metastatic disease. For studies
that evaluated patients with various stages of
disease, quality-of-life results can be categorized
into two subgroups: newly diagnosed patients
or long-term survivors. In the newly diagnosed
patient group, patients studied were primarily
within the first 2 years since diagnosis (Ernst et
al., 2012; Gazendam-Donofrio et al., 2009; G6tze
et al., 2015; Inhestern et al., 2021b). In the long-
term survivor group, patients studied had a mean
of greater than 2 years since diagnosis and range
of up to 6 years post diagnosis (Bultmann et al.,
2014; Gazendam-Donofrio et al., 2008; Kratten-
macher et al., 2014).

Quality of Life in Newly Diagnosed Patients
Four of the studies focused on quality of life in the
first 2 years of diagnosis (Ernst et al., 2012; Gazen-
dam-Donofrio et al., 2009; Gotze et al., 2015; In-
hestern et al., 2021b). A summary of the studies’
quality-of-life results are presented in Table 2. In-
hestern and colleagues (2021b) conducted a cross-
sectional study of 78 parental cancer patients (M
= 42.2 years) with at least one child younger than
18 years old (M = 8.4 years). Patients were pri-
marily females (91%) with breast cancer (62.8%)
who were diagnosed within the past year (75%)
and were living with a partner (87.2%). Using the
EORTC QLQ-C30, the mean score for patients
(55.7) was below the norm (67). Physical function-
ing scored highest (M = 75) but remained below
the norm (82.8). The lowest functioning was in the
social functioning subscale (M = 40.7), which was
considerably below the norm (84.8).

Using the EORTC QLQ-C30 but in a longitu-
dinal study, Gotze and colleagues (2015) assessed
quality of life at the end of treatment, 6 months
post treatment, and 1 year post treatment in 161
parental cancer patients. Patients had a mean age
of 40.4 years, and children’s ages ranged from 11 to
17 years old (M = 14.3 years). Most patients were
female (77%), living with a partner (88.9%), and
had breast cancer (56.9%). Quality of life in pa-
rental cancer patients across all EORTC QLQ-C30
scales post therapy (T1) were low, with the follow-
ing mean scores out of a maximum score of 100:
60.8 in global quality of life, 79.5 in physical func-
tion, 60.5 in role function, 61.2 in emotional func-
tion, 77.1 in cognitive function, and 63.5 in social
function. At 6 months post therapy (T2), improve-
ment was noted across all domains, except for
cognitive and emotional functioning, with the fol-
lowing mean scores: 65.4 in global quality of life,
83.4 in physical function, 67 in role function, 61 in
emotional function, 76.6 in cognitive function, and
72.2 in social function. At 1 year post therapy (T3),
patients’ quality of life significantly improved in
the global quality-of-life scale (p = .003) and all
subscales (p < .001), except cognitive functioning
(p =.627). Sleep issues and fatigue continued to be
persistent patient-reported issues at T3.

Ernst and colleagues (2012) also used the
EORTC QLQ-C30 in a longitudinal study to com-
pare quality of life in parental cancer patients with
children younger than 18 years of age (n = 41) and
cancer patients without children (n = 28) during
the initial treatment phase (T1) and 2 years after
(T2). Parental cancer patients had a mean age of
41.7 years, were predominantly female (65.9%),
and had a partner (97.6%). Most patients had breast
(26.8%) or gynecological cancers (26.8%). At diag-
nosis (T1), cancer patients with and without chil-
dren had similarly low scores in global quality of
life, cognitive function, emotional function, role
function, and physical function. At 2 years after
diagnosis (T2), parental cancer patients’ scores
significantly improved in all categories except
for cognitive and emotional functioning. The so-
cial functioning subscale results increased from
49 at T1 to 71 at T2 (p < .05). The role function-
ing subscale score was 36 at T1, which improved
to 70 at T2 (p < .01). In the physical functioning
subscale, scores improved to 83 at T2 from 65 at T1
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Table 2. Evidence Table on Quality of Life in Cancer Patients With Underage Children:
Newly Diagnosed Patients
Author/Title Outcomes
Ernst et al. (2012) During treatment
Quality of life of parents diagnosed e Low QOL in all domains
with cancer: Change over time and e Similar impairment in majority of QOL domains among patients with and
influencing factors patients without children
2 years post treatment
e QOL significantly improved in all domains except cognitive and emotional
functioning
e Lower QOL than general population
e Higher QOL in patients with children than those without
Gazendam-Donofrio et al. (2009) At diagnosis
Parent-child communication e | ower psychosocial functioning than the norm
patterns during the first year aftera e High distress
parent’s cancer diagnosis: The effect e Physical functioning comparable to the norm
on parents’ functioning e | ower physical and psychosocial functioning than spouses
6 months post diagnosis
e Lower psychosocial functioning than the norm
e Physical functioning comparable to the norm
1 year post diagnosis
e Clinically significant improvement in psychosocial functioning
e Statistically significant decrease in distress
Gotze et al. (2015) End of treatment
Predictors of quality of life of cancer e Low QOL in all domains
patients, their children, and partners e Greatest functioning in the physical domain
e Lowest functioning in the role domain
6 months post treatment
e Improvement in majority of QOL domains, except cognitive and emotional
functioning
e Greatest functioning in the physical domain
e Lowest functioning in the emotional domain
1 year post treatment
e QOL significantly improved in all domains except cognitive functioning
Inhestern et al. (2021b) Majority of patients within 1 year of diagnosis
Families affected by parental cancer: e Lower QOL than the general population
Quality of life, impact on children e Greatest functioning in the physical domain
@nd psychosocial care needs e Lowest functioning in the social domain Y,

(p < .01). On the overall global quality-of-life scale,
scores significantly improved from 48 at T1 to 70
at T2 (p < .01). Although parental cancer patients’
quality-of-life scores remained below the general
population’s, parental cancer patients’ scores were
moderately to substantially higher than childless
patients’ scores in all domains except for cognitive
functioning (statistical analysis not reported). Pa-
rental cancer patients’ global quality-of-life score
was 70, while childless patients’ score was 59 at
T2. Interestingly, a subsequent covariance analy-
sis did not identify a significant relationship be-
tween parenthood and quality of life.
Gazendam-Donofrio and colleagues (2009)
used the Dutch RAND-36 Health Survey and the
Dutch IES in a longitudinal study to evaluate par-

ents’ quality of life, distress, and parent-child com-
munication patterns at diagnosis (T1), 6 months
(T2), and 12 months (T3). 70 parental cancer pa-
tients (M = 42.5 years) with dependent children
aged 4 to18 (M =11.02 years) were queried. Patients
were primarily females (63%) and married (89%).
The single most predominant cancer was breast
cancer (36%). Using the RAND-36, patients’ psy-
chosocial functioning at diagnosis (T1 = 26.3) and
6 months later (T2 = 26.9) was considerably less
than the norm score of 50 and the retrospective
group score of 49.2 (p < .01). In contrast, physical
functioning was comparable to the norm score of
50 at both T1 (48.2) and T2 (51.7). Patients’ physi-
cal (48.2) and psychosocial (26.3) functioning was
worse at diagnosis than that of their spouses, who

AdvancedPractitioner.com Vol 14 = No 5 = Jul/Aug 2023



had scores of 55.3 and 40.1, respectively (p < .001).
At 1year post diagnosis (T3), patients experienced
a clinically significant improvement in their psy-
chosocial functioning score to 50.7 and a nonclini-
cally significant decrease in physical functioning
to 45.6. Parental cancer patients’ total distress de-
creased significantly over time (statistical analysis
not reported), but effect sizes were not significant.
At T1, 51% of patients reported clinically elevated
distress with a subsequent decrease to 30% at T3.

Quality of Life in Long-Term Survivors

Three of the articles focused on quality of life more
than 2 years after diagnosis (Bultmann et al., 2014;
Gazendam-Donofrio et al., 2008; Krattenmacher
et al,, 2014). A summary of the studies’ quality-
of-life results are presented in Table 3. Kratten-
macher and colleagues (2014) completed a cross-
sectional study to assess emotional and behavioral
problems in underage children of patients with
mental illness (n = 69) compared with those of
cancer patients (n = 67), and also assessed health-
related quality of life for both patient groups us-
ing the SF-8. Most patients were female (67.2%)
with a mean age of 42.9 years. The single most
predominant cancer was breast (31.3%). Although
time since diagnosis ranged from less than 1 year
to more than 3 years, the mean was 2.48 years. Pa-
rental cancer patients had a significant decrease in
mental and physical health-related quality of life
than the norm (p <.001). When compared with pa-
tients with mental illness, parental cancer patients
had similar scores in physical health-related qual-
ity of life but greater mental health-related quality
of life (p = .014).

Using the same SF-8 tool and cross-sectional
research design, Bultmann and colleagues (2014)
assessed health-related quality of life in 976 pa-
rental cancer patients (M = 46.7 years) diagnosed
within the past 6 years and their children aged 6
to 18 years (M = 9.4 years at diagnosis). Patients
were primarily females (70.6%) in partnerships
(88.5%) with breast cancer (56.5%). The mean
time since diagnosis was 3.5 years. Both the phys-
ical (p < .05) and mental health (p < .01) of can-
cer survivors were significantly worse than the
general population. Additionally, 26% of cancer
survivors indicated a current need for psychoso-
cial support.

Gazendam-Donofrio and colleagues (2008)
conducted a cross-sectional study and utilized the
Dutch RAND-36 Health Survey to assess the qual-
ity of life of 166 parental cancer patients (M = 44.7
years) and their spouses. Patients were diagnosed
1to 5 years prior and had children 4 to 18 years of
age. Most patients were females (78%) with breast
cancer (52%). With a mean of 2.76 years post diag-
nosis, patients’ mean physical summary score was
46.05 and psychosocial summary score was 47.3.
A clinically relevant or statistically significant de-
crease was identified in three of eight quality-of-
life domains in cancer survivors. When compared
with the instrument’s norm, the domains affected
for mothers were social functioning and physical
role limitations. For both mothers and fathers, vi-
tality was affected (p < .0015).

Quality of Life in the Metastatic Setting
Two studies addressed quality of life of parental
cancer patients exclusively in the metastatic set-
ting (Park et al., 2016; Park et al., 2018). A summary
of the studies’ quality-of-life results are presented
in Table 4. Using a cross-sectional research de-
sign, Park and colleagues (2016) evaluated parent-
ing concerns, quality of life, depression, and anxi-
ety in 63 parental cancer patients (M = 43.8 years)
with at least one child younger than 18 years of
age (M = 11.6 years). Patients were primarily fe-
males (67%) and had a partner (66.7%). Breast was
the primary cancer reported (30%). The FACT-G
tool was utilized to evaluate quality of life in pa-
rental cancer patients at an average of 17 months
since stage IV diagnosis (Park et al., 2016). With a
maximum possible score of 108 and lower scores
indicating worse quality of life, parental cancer
patients’ mean FACT-G score was 65.9 (Park et al.,
2016; Victorson et al., 2008). A comparator group
was not included in the study (Park et al., 2016).
In a later study, Park and colleagues (2018)
used the same FACT-G instrument and cross-sec-
tional research design to compare health-related
quality of life in mothers with metastatic disease
to other adult cancer patients. 224 mothers (M =
44.2 years) with stage IV disease and at least one
child younger than 18 years of age (M = 11.3 years)
were evaluated. Most patients were married (80%)
and had breast cancer (92%). At an average of 2.5
years since metastatic diagnosis, general FACT-G

J Adv Pract Oncol @ AdvancedPractitioner.com



Long-Term Survivors

f
Table 3. Evidence Table on Quality of Life in Cancer Patients With Underage Children:

~

Author/Title

Bultmann et al. (2014)

Parental cancer: Health-related quality of life and
current psychosocial support needs of cancer
survivors and their children

Gazendam-Donofrio et al. (2008)
Quality of life of parents with children living at home:
When one parent has cancer

Krattenmacher et al. (2014)

A comparison of the emotional and behavioral
problems of children of patients with cancer or a
mental disorder and their association with parental
@uality of life

Outcomes

Mean 3.6 years post diagnosis
e Lower physical and mental QOL than the general
population

Mean 2.76 years post diagnosis
e |ower scores in 3 of 8 QOL domains than the instrument’s
norm

Mean 2.48 years post diagnosis

e Lower mental and physical QOL than the norm
e Similar results in physical QOL than mentally ill
e Higher mental QOL than mentally ill

J

scores for parental cancer patients (M = 65.5) were
almost a standard deviation lower than those of
adult patients with various cancer diagnoses (M
= 79.3) and more than a standard deviation lower
than patients with metastatic breast cancer (M =
81.9). Differences were particularly evident in the
Emotional Well-Being category, as adults with var-
ious cancer diagnoses reported scores a full stan-
dard deviation higher than patients with children.

DISCUSSION

In this integrative review, five different reliable
and valid instruments were utilized to assess qual-
ity of life in parental cancer patients. One tool
did not emerge as superior. During the first year
of diagnosis and initial treatment phase, paren-
tal cancer patients had low global quality of life
(Ernst et al., 2012; Go6tze et al., 2015; Inhestern
et al., 2021b). Within the quality-of-life domains,
scores were predominantly lowest psychosocially
and highest physically (Gazendam-Donofrio et al.,
2009; Gotze et al., 2015; Inhestern et al., 2021b).
Soon after diagnosis, parental cancer patients may

experience more mental than physical distress
as the patients and their families aim to adapt to
this permanently life-altering diagnosis. Physical
symptoms may not be as bothersome as patients
have not yet initiated cancer-directed therapy and
are not experiencing treatment side effects (Ga-
zendam-Donofrio et al., 2009).

At 1 to 2 years post diagnosis, parental can-
cer patients reported an improvement in quality
of life but continued to face deficits in certain
categories, particularly cognitive and emotional
functioning (Ernst et al., 2012; Gazendam-Dono-
frio et al., 2009; Gotze et al., 2015). More than 2
years after diagnosis, parental cancer patients
continued to experience low mental and physi-
cal quality of life (Bultmann et al., 2014; Gazen-
dam-Donofrio et al.,, 2008; Krattenmacher et
al., 2014). These ongoing impairments could be
related to many different factors, including con-
tinued difficulty adapting to the diagnosis, role
changes within the family and societal context,
and cancer-related or treatment-related cogni-
tive impairment.

- 0
Table 4. Evidence Table on Quality of Life in Cancer Patients With Underage Children: Metastatic Setting

Author/Title

Park et al. (2016)
Parenting concerns, quality of life, and psychological
distress in patients with advanced cancer

Park et al. (2018)
Understanding health-related quality of life in adult .
women with metastatic cancer who have dependent e
children

Outcomes

Mean 1.41 years since stage |V diagnosis
¢ QOL score 65.9/108

Mean 2.5 years since stage IV diagnosis

QOL score 65.9/108

Lower overall QOL than adults with various cancers and
metastatic cancer

e Lower QOL in the Emotional Well-Being category than other
\_ adult cancer patients J
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Using the Dutch RAND-36 Health Survey,
Gazendam-Donofrio and colleagues (2009) eval-
uated quality of life in the first year of diagnosis,
while an earlier study by Gazendam-Donofrio
and colleagues (2008) evaluated quality of life 1
to 5 years after diagnosis. For patients diagnosed
within the first year, the mean physical sum-
mary score was slightly greater, and the mean
psychosocial summary score was considerably
lower when compared with patients diagnosed 1
to 5 years previously (Gazendam-Donofrio et al.,
2008; Gazendam-Donofrio et al.,, 2009). These
findings indicate that parental cancer patients’
psychosocial quality of life can improve dramati-
cally over the years.

When compared with the norm, parental
cancer patients had low quality-of-life scores at
diagnosis, during initial treatment, and up to 6
years after diagnosis (Bultmann et al., 2014; Ernst
et al., 2012; Gazendam-Donofrio et al., 2008; In-
hestern et al., 2021b; Krattenmacher et al., 2014).
An extensive population-based study conducted
in 2012 with more than 26,000 participants had
similar findings. Cancer survivors within the fol-
lowing time frame were evaluated: less than 2
years since diagnosis to more than 11 years since
diagnosis. In this study, 24.5% of cancer survi-
vors had decreased physical quality of life and
10.1% had decreased mental quality of life when
compared with the norm (Weaver et al., 2012).

When comparing parental cancer patients’
quality of life with that of childless cancer pa-
tients, results were mixed. Ernst and colleagues
(2012) reported parental patients’ quality-of-life
scores were higher than childless patients’ 2 years
after diagnosis, while Park and colleagues (2018)
reported parental patients had lower quality-of-
life scores than other adult cancer patients. How-
ever, in the Ernst and colleagues (2012) study,
most parental cancer patients had stage I to II
disease, while all patients in the Park and col-
leagues (2018) study had metastatic disease. The
differences in staging could have influenced the
results, especially since multiple studies have re-
ported that patients with advanced disease or re-
currence had lower quality of life and were more
likely to need psychosocial support (Bultmann et
al., 2014; Gazendam-Donofrio et al., 2008; Gotze
etal., 2015).

Parental cancer patients had improved men-
tal quality of life when compared with patients
with mental illness (Krattenmacher et al., 2014).
Anxiety and depression have been associated
with quality of life (Gotze et al., 2015; Park et al.,
2016). No studies in this review focused on quali-
ty-of-life scores in parents with cancer and men-
tal illness. These patients may have an even lower
quality of life.

Limitations

Additional research evaluating parental cancer
patients’ quality of life is needed. Most of the stud-
ies included in this review were cross sectional.
This research design provides quality-of-life re-
sults at only one timepoint and limits the ability
to draw causative conclusions. In the future, lon-
gitudinal studies could provide more dynamic
and conclusive data (Gazendam-Donofrio et al,,
2008; Inhestern et al., 2021b). The results of this
literature review are also limited by the popula-
tion studied. Patients were predominantly women
with breast cancer. Studies targeting fathers and
patients with other cancer diagnoses is needed.
Additionally, most patients in this literature re-
view had partners and were employed, educated,
or with middle to high socioeconomic status. Mul-
tiple studies excluded patients with a high mor-
tality rate, those receiving palliative care, or those
with a concurrent mental illness. Future research
evaluating these potentially more vulnerable pop-
ulations would be beneficial.

Implications for Practice

The mean age of parental cancer patients in this
review was in the fifth decade of life. Therefore,
parental cancer patients may be beyond the age
limit for adolescent and young adult (AYA) pro-
grams, which generally see patients up to age
39, but not yet identify with the older adult or
geriatric population (National Cancer Institute,
2020). With this integrative review’s findings,
advanced practice providers will be well po-
sitioned to identify and address quality-of-life
deficits in this unique patient population. With
an understanding that parental cancer patients
may be at an increased risk for decreased quality
of life, providers can follow these patients more
closely. It is imperative to assess parental cancer
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patients’ quality of life at diagnosis and at rou-
tine timepoints thereafter (Gazendam-Donofrio
et al., 2009).

This review highlighted the importance of
continuing to assess quality of life years after
diagnosis, as patients may have not returned to
baseline. With this knowledge, providers will be
well equipped to educate others and advocate for
patients. Providers can dismantle the incorrect
assumption that patients have adequately adapt-
ed simply because significant time has passed
since diagnosis. Providers can also advocate for
quality-of-life assessments to be incorporated in
routine appointments in long-term survivorship
clinics. This intervention can help identify pa-
tients who continue to face impairments. With
thorough assessments, providers can recognize
quality-of-life deficits and guide patients to ap-
propriate resources.

When evaluating parental cancer patients’
quality of life, it is imperative to use a well validat-
ed and reliable tool. In the studies included in this
review, multiple tools were used to evaluate qual-
ity of life. One superior tool did not emerge from
the data. Providers should be familiar with sev-
eral quality-of-life instruments, such as the SF-8,
EORTC QLQ-C30, and RAND-36. Several factors
should be considered when selecting a quality-of-
life instrument, such as tool availability, patients’
performance status, and disease specificity (Luck-
ett et al., 2011; Sato et al., 2014).

Future research can focus on identifying spe-
cific risk factors associated with decreased quality
of life in parental cancer patients. With this analy-
sis, providers would be able to identify which pa-
tients may be particularly vulnerable to decreased
quality of life and provide education regarding
modifiable risk factors (Gazendam-Donofrio et
al., 2009). Additionally, studies evaluating fam-
ily dynamics, how to best evaluate family-specific
needs, and effective interventions for decreased
quality of life in parental cancer patients would
provide valuable guidance for the advanced prac-
tice provider caring for this subgroup of patients
(Gotze et al., 2015; Inhestern et al., 2021b; Park et
al,, 2016).
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