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ABSTRACT 

The pediatrie psychosocial oncology literature focuses almost exclusively on 

psychological maladjustment and deficits resulting from the cancer experience. The 

limited research that has been conducted on childhood resilience has generally used 

normal development and the absence of psychopathology as outcome measures. 

However, little is known about outcomes that exceed children's expected developmental 

course. The current study explores whether posttraumatic growth (PTG) is a construct 

relevant to children with cancer. PTG refers to the experience of personal growth and the 

perception of positive benefits resulting from a traumatic experience (Tedeschi & 

Calhoun, 1995). PTG emphasizes that the individual has developed emotionally and 

psychologically beyond his or her previous level of adaptation, hence the term 'growth' 

rather than simply 'coping with' or 'resilience to' a maladaptive outcome. 

In the current study, children with a variety of types and severities of cancer who 

were at least two years post-treatment were interviewed about personal changes that had 

resulted from the cancer experience. Each child and parent also completed a number of 

self-report inventories measuring the child's social support, self-efficacy, PTG, parents' 

PTG, and a number of demographic and disease variables that were hypothesized to be 

correlated with PTG in the child. Results demonstrated that children with cancer 

experienced PTG to a similar extent as adults who have experienced traumatic events. 

Variables positively correlated with children's PTG included teachers' support, children's 

perceptions of increased diagnosis severity, children's awareness of their parents' PTG 

experience, the presence of both cognitive and physical impairments resulting from the 

cancer experience, and female gender. When examining self-efficacy, social support, and 

parents' PTG as predictors of children's PTG, the only significant predictor was social 

support. In a post-hoc analysis, when the effects of disease and demographic variables 

were controlled for prior to entering social support into the regression equation, the only 

significant predictors of children's PTG were female gender, and the presence of both 

cognitive and physical impairments resulting from the illness. 
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CHAPTER ONE: INTRODUCTION 
1 

Significant advances in medical treatments for pediatric oncology patients have 

occurred over the past fifty years. Improvements in treatments have resulted in better 

survival rates; better survival rates have resulted in new approaches to conceptualizing 

the illness experience. Consequently, there have been substantial shifts in our 

understanding of the experience of childhood cancer. Eiser (1994) outlined a number of 

these changes that have occurred over the past five decades. In the 1950's and the 1960's 

the major approach to understanding the pediatric oncology patient's experience was 

deficit centered. At that time, surviving childhood cancer was extremely rare. 

Consequently, the major focus was on care of the dying child and the identification of 

families with maladjustment problems. As medical treatments improved for children with 

cancer and as survival rates increased, the focus in the 1970's and the 1980's shifted to 

improving the quality of life of children living with cancer. Issues related to the process 

of normal development despite having cancer became of interest. However, research 

continued to subscribe to the deficit-oriented approach and focussed on identifying 

maladjustment in children with cancer. 

Only within the last decade have researchers begun to shift to a resilience 

centered approach which considers the constructs of adjustment, coping resources, and 

individual competencies of long-term survivors of childhood cancers. This approach 

recognizes that understanding how individuals cope successfully with adversity is 

integral to improving our understanding of maladjustment under such circumstances 

(Woodgate, 1999). Garmezy (1994) suggests that there is a continuum between 

maladaptive and adaptive behaviors. As a result, we can only fully understand adjustment 

problems related to childhood cancer by also exploring the ways that children adapt 

effectively. 

Since the predominant focus in the pediatric literature on coping with medical 

illnesses has been almost exclusively on the measurement of negative outcomes such as 

psychological maladjustment, there has been a paucity of research on the potential 

benefits that may arise from such experiences (Fonagy, Steele, Steele, Higgitt, & Target, 
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1994). However, there is a body of literature that demonstrates that it is not uncommon 

for adults to experience some positive benefits as a result of their experiences of 

traumatic life events. For example, research with adult cancer patients, heart attack 

survivors, arthritis patients, and individuals who have experienced other traumatic 

experiences has begun to show that some people actually experience psychological 

growth as a result of these chronic and life threatening conditions (e.g., Affleck & 

Tennen, 1996; Calhoun, Cann, Tedeschi, & McMillan, 2000; Calhoun & Tedeschi, 1990; 

Collins, Taylor, & Skokan, 1990; O'Connor, Wicker, & Germino, 1990; Park, Cohen, & 

Murch, 1996; Taylor, Kemeny, Reed, Bower, & Gruenewald, 2000; Thompson, 1985). 

Some of the areas of growth reported include improved relationships; positive changes in 

priorities, values, and life goals; re-evaluation of personal identity and general outlook on 

life; as well as other changes such as increased empathy for others and an enhanced sense 

of self-competence. 

The Concept of Resilience 

Resilience has been defined in a number of different ways. Some researchers have 

used the term to describe children who possess particular personality traits, while others 

have reserved the term for measuring positive outcomes in children in high-risk 

situations. Woodgate (1999) suggests that Rutter's 1987 model of resilience as a process 

is most useful in understanding resilience in children with cancer. Conceptualizing 

resilience as a process influenced by risk and protective factors allows for a more 

comprehensive understanding of the construct than is obtained by defining it solely as an 

outcome or as a personality trait. Defining resilience as a process takes into account the 

interplay of several factors including coping resources, personality variables, 

environmental factors, and adjustment outcomes. In relation to adolescent cancer 

patients, Hasse (1997) described resilience as a process involving the identification or 

development of personal and environmental resources to manage stressors in such a way 

as to obtain a positive outcome, as well as a sense of self-confidence, mastery, and self-

esteem. 
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Recent conceptualizations of resilience as a process have contributed in 

significant ways to our understanding of children's adjustment under adverse 

circumstances such as chronic illness, economic deprivation, maltreatment, parental 

psychopathology, and parental divorce. Several characteristics of resilient children have 

been identified, including a sense of humor, the capacity to plan, coping resources, 

empathy, self-worth, internal locus of control, and self-efficacy (Fonagy et al., 1994). 

Although there is a broad base of literature in the area of resilience research, interest in 

this phenomenon has limited our focus to children's normal development, as defined by 

the absence of psychopathology, in the face of adversity. As a result, little is known about 

outcomes that exceed children's expected developmental achievements, such as 

posttraumatic growth. Furthermore, little is understood about the determinants of these 

outcomes. 

The Concept of Posttraumatic Growth 

The current study examines the construct of posttraumatic growth (PTG) in 

children with cancer. Calhoun and Tedeschi (2001) define PTG as the perception of 

benefits and the experience of personal growth as a result of struggling to cope with 

traumatic events. Three areas of change related to PTG include an altered sense of self 

(e.g., increased self-competence), changed relationships (e.g., an increased sense of 

connectedness with others, increased empathy), and an altered philosophy of life (e.g., 

enhanced awareness of existential issues and spirituality, increased appreciation of life, 

enhanced purpose or meaning in life). In the current study, the phenomenon of PTG is 

examined to determine whether it is influenced by a variety of factors including disease 

and demographic variables, social support, self-efficacy, and parents' personal 

experiences of PTG. Some of these factors may be amenable to intervention and it is 

anticipated that gaining a greater understanding of the factors influencing PTG in 

children with cancer may lead to a shift toward enhancing adjustment and promoting 

primary prevention efforts. Examining PTG may facilitate our understanding of 
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children's adjustment to cancer and may improve our understanding of children who 

have difficulties adjusting to the cancer experience. 

Tedeschi, Park, and Calhoun (1998) describe PTG as both a process and an 

outcome. PTG results from a cognitive reconstruction process used to cope with 

traumatic events. The term PTG emphasizes that the individual has developed beyond his 

or her previous level of adaptation, hence the term 'growth' rather than simply 'coping 

with' or 'resilience to' a negative outcome. However, although people may experience 

growth and perceive benefits resulting from a traumatic experience, it does not preclude 

the experience of distress, negative consequences, and vulnerabilities resulting from the 

experience. Calhoun and Tedeschi (2001) state, "the view of oneself as stronger and 

having higher levels of self-efficacy...may, paradoxically, coexist with an increased 

experience of being vulnerable to life's tragedies" (p. 137). Furthermore, research has 

demonstrated that individuals who report positive benefits resulting from traumatic 

events also report negative aspects of the experience (Tedeschi & Calhoun, 1996). 

In a review of the research literature on PTG, Updegraff and Taylor (2000) 

outlined factors that have been shown to influence trauma related growth in adults. These 

include an active coping style, optimism, internal locus of control over life events, a 

strong sense of self (e.g., high self-esteem, ego strength), and increased severity and 

reduced primary controllability of the event. Other factors related to PTG that Calhoun 

and Tedeschi (2001) outlined in a recent review include extroverted personality style, 

openness to experience, and female gender. 

Tedeschi et al. (1998) suggest that events which initiate PTG tend to be extremely 

demanding both, cognitively and emotionally. They are experiences that pose a 

significant threat to individuals' current understanding of themselves and the world, as 

well as their sense of future. These researchers draw an analogy between the effects of 

traumatic events such as cancer, and the destruction caused by earthquakes. The 

devastation caused by such events and the inevitable subsequent reconstruction of one's 

life provide opportunities for transformative growth. Janoff-Bulman and Berger (2000) 

state that "the legacy of survivors' traumatic experiences is not wholly negative... for a 

heightened sense of both vulnerability and appreciation emerge. By being forced to 
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confront harsh reality, survivors discover the means to enrich it" (p. 41). New 

psychological schémas, or mental frameworks for understanding the world, develop that 

incorporate the reality of such traumatic events and ways of managing them. These 

cognitive reconstructions enable individuals to cope more effectively with events that 

were previously beyond their realm of understanding. 

Construing Benefits From Adversity: Models of Cognitive Adaptation to Threat 

Several cognitive theories contribute to the explanation of the process whereby 

individuals construct benefits from adversity. These theories share the premise that 

stressful life events can be dealt with through the use of cognitive adaptations that enable 

individuals to perceive positive outcomes in stressful situations. These cognitive 

strategies enable restoration of shattered views of the self, others, and the world, which 

facilitates adjustment and adaptive coping. 

Children's coping styles have been widely studied with respect to four categories: 

active coping, which includes problem-focussed coping and positive cognitive 

restructuring; cognitive and behavioral avoidance coping; distraction; and problem-

focussed or emotion-focussed support (Kliewer, Sandler, & Wolchik, 1994). Research 

has consistently shown that active coping strategies including problem-focussed coping 

and positive cognitive restructuring are associated with enhanced adjustment, higher self-

efficacy, and improved self-esteem (Compas, Phares, & Ledoux, 1989; Ebata «fe Moos, 

1991). Positive cognitive restructuring refers to attempts to cognitively reframe a 

situation in a way that reduces the threat associated with it. Consequently, it would be 

expected that PTG or the perception of positive benefits in a stressful situation would be 

associated with reduced threat and improved adjustment. 

Selective Evaluation as a Response to Adversity 

The selective evaluation model of cognitive adaptation proposed by Taylor, 

Wood, and Lichtman (1983) focusses on the adaptive value of positively interpreting 

negative life events. Victims of traumatic events are motivated to minimize the adverse 
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effects of their experience of victimization by evaluating themselves or their situation 

against selected comparison standards. Selective cognitive evaluation involving positive 

appraisals such as benefit-finding, assists victims of traumatic events in mitigating 

feelings of stigmatization and in restoring self-esteem. As a result, they feel 'de-

victimized'. 

Taylor et al. (1983) proposes five selective evaluation strategies that are used by 

victims of adverse events to minimize the degree of victimization. First, downward social 

comparisons are frequently used. This strategy involves comparison of oneself to 

seemingly less fortunate others. The result is that victims feel better about their situation 

relative to the comparison other. The need for self-esteem is satisfied at the expense of 

informational needs when downward social comparisons are made. Taylor et al. (1983) 

found that nearly all of the breast cancer patients they surveyed reported coping with their 

cancer experience by making downward social comparisons. 

A second selective evaluation strategy frequently used is that of downward social 

comparison on a select dimension. This enables the self to appear better off than another 

person on a similar specific dimension. As a result, even individuals in extremely 

difficult situations can choose a particular dimension of their experience in which they 

are more fortunate than others. For example, in the Taylor et al. (1983) study, breast 

cancer patients who had a lumpectomy compared themselves to patients who required a 

mastectomy and appraised themselves as fortunate that it was 'only' a lumpectomy that 

they required. 

A third strategy is the creation of hypothetical 'worse worlds'. Victims sometimes 

imagine worse scenarios than their own experience and in comparison, they feel relieved 

that they did not encounter the worst possible scenario. 

A fourth strategy is the construction of normative standards of adjustment. 

Victims acknowledge that victimization has occurred but maintain that they have dealt 

with the situation unusually well. In this way, hypothetical normative standards of 

adjustment are created that enable the individual's adjustment to appear exceptional in 

comparison. 
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A fifth and final strategy proposed by Taylor et al. (1983) is the construction of 

benefit from adversity. Individuals who have been exposed to adverse events cognitively 

reconstruct the experience to highlight its benefits or any positive effects the event may 

have had. This is sometimes achieved by finding meaning in the experience. Taylor et al. 

(1983) found that sixty percent of cancer patients in their study reported enduring 

positive benefits that resulted from their cancer experience. Due to the stable nature of 

the benefits experienced, these researchers concluded that construction of benefits from 

adversity is not simply a process of denial used to cope with the immediate shock of the 

event. 

This model of adaptation to threat demonstrates the importance of selective 

cognitive evaluations as a way of construing benefits from adversity. Taylor et al. (1983) 

emphasize that even under the most adverse circumstances, some individuals can find the 

personal resources to seek meaning in the experience, maintain their self-esteem, and 

establish value in their lives. They suggest that selective cognitive evaluation of 

victimizing events is "a testimony to the resilience of the human spirit" (Taylor et al., 

1983). 

Two-Process Model of Personal Control 

Rothbaum, Weisz, and Snyder's (1982) model of personal control involves 

primary and secondary control processes. In situations that are beyond the control of the 

individual, there is a shift from the use of primary control strategies to secondary control 

strategies rather than the abandonment of control. Primary control refers to attempts to 

gain control of a situation by altering the situation itself. Active coping behaviors are 

used to solve the problem. For example, an individual experiencing a broken leg may 

gain a sense of primary control by having a cast put on the leg and performing 

physiotherapy to help alleviate the problem. On the other hand, secondary control refers 

to attempts to gain control by altering one's self so that it aligns more closely with the 

environmental situation. It involves attempts to find meaning and to integrate experiences 

that are out of one's personal control. This process facilitates acceptance of the eve8nt. 
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According to this theory, in situations such as cancer, which are under less primary 

control, the use of secondary control appraisals increases. One example of this is the use 

of cognitive reappraisal to enable one to make the best of a difficult situation that is not 

amenable to change. 

The construction of positive benefits in adverse circumstances is considered a 

secondary control appraisal as it is an attempt to alter one's self rather than the 

environmental situation. It provides a comforting alternative to feelings of helplessness 

and lack of primary control in the face of traumatic events. Consequently, finding 

benefits in adverse situations that are out of one's control, such as in the cancer 

experience, enhances secondary control. Rothbaum et al. (1982) suggest that the 

perception of benefits in adverse situations frequently takes the form of a search for 

meaning and understanding of the event. This provides the individual with a secondary 

form of control, interpretive control. Interpretive control results in better understanding 

and acceptance of the event. Frankl (1963) maintains that under situations of minimal 

primary control, there is a particularly intense search for meaning and a need for 

secondary control. As a result, a sense of mastery is achieved when a person can find 

positive benefits such as meaning or understanding in an adverse situation. 

Assumptive World Restoration Following Victimization 

In a recent article, Janoff-Bulman and Berger (2000) conceptualized the way in 

which survivors of trauma are motivated to live differently in the aftermath. 

Survivors no longer operate on automatic, for they have been shaken from the 

comfort and complacency of their pre-trauma existence. Their lives have been 

dislodged from any routine, and their disintegrated inner worlds require intense 

attention to daily existence, for things are no longer as they had seemed... For 

trauma survivors, the mundane and everyday are no longer 'just business as usual' 

but rather experiences all the more remarkable because of their natural contrast to 

their extreme negative experience... they are motivated to live life differently" (p. 

34). 
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Janoff-Bulman (1992) proposed the assumptive world restoration theory of 

cognitive adaptation to victimization. This theory suggests that traumatic events shatter 

our most basic cognitive schémas or core assumptions. Schémas help us to organize 

information and provide us with a framework for making sense of our world and 

ourselves. However, traumatic events challenge our fundamental assumptions about 

ourselves, others, and the world because they threaten our view of the world as 

predictable, safe, and meaningful. Our assumptions of personal mastery, meaning, and 

self-worth are jeopardized. Traumatic events are those which are outside the realm of 

usual human experience and are appraised as threatening to one's survival or self-

preservation (Lazarus and Folkman, 1987). A traumatic event is one that is beyond our 

assumptive world and is interpreted in such a way that it disrupts the core of our 

conceptual system. Consequently, traumatic events challenge our preexisting cognitive 

assumptions. 

In the case of a life-threatening illness such as cancer, one's survival is challenged 

by the diagnosis of the disease. Consequently, cancer patients are faced with the daunting 

task of integrating the potentially fatal disease into their understanding of self. Prior to an 

experience like cancer, most people have a sense of invulnerability and are able to 

maintain assumptions about safety and security. Most people do not consider their 

mortality. However, with a diagnosis of cancer, issues of mortality come to the fore, core 

assumptions about the self are challenged, and a psychological crisis is induced. Janoff-

Bulman (1992) suggests that one's inner world is in turmoil following a traumatic event. 

One's self- and world-view are no longer reliable, the world loses its meaningfulness, 

events in one's life do not seem to have purpose, and there is an acute loss of control over 

one's life. There is a profound sense of vulnerability and one's external and internal 

worlds seem unfamiliar and threatening. Janoff-Bulman (1992) states, "the very 

assumptions that had provided psychological coherence and stability in a complex world 

are the very assumptions that are shattered" (p. 64). 

According to this theory, it is through the questioning of basic assumptions after a 

traumatic event, that deep-seated personal change is facilitated. The challenge is to 

integrate the traumatic event in a way that is congruent with previously held cognitive 
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schémas and worldviews. This requires modification of previously held beliefs as well 

as reinterpretation of the event in a way that is less threatening to existing schémas. 

Worldviews are disrupted by traumatic events. Cognitive processing and attempts to 

assimilate the traumatic event enable reconstruction of cognitive schémas in the face of 

adversity. Janoff-Bulman (1992) proposes that survivors of traumatic events reconstruct 

their inner conceptual worlds as a way of restoring psychological equilibrium. 

Janoff-Bulman (1992) proposes that meaning can be found in traumatic 

experiences through focus on the benefits gained. It is suggested that this meaning-

finding process may enable the individual to experience emotional relief that facilitates 

the recovery of psychological equilibrium. Survivors of traumatic events create a view of 

reality that accounts for their victimizing experience in a way that is less overwhelming. 

As Janoff-Bulman (1992) states, "they entail réévaluations and appraisals of the traumatic 

event that maximize the possibility of perceiving benevolence in the world, meaning, and 

self-worth - the very assumptions that were so seriously challenged by the victimization" 

(p. 117). One strategy that enables survivors of trauma to cope is through transforming 

the traumatic experience into a meaningful event. The process of perceiving positive 

benefits as a result of the traumatic event enables the survivor to regain psychological 

equilibrium by experiencing meaningfulness, benevolence, and self-worth. This process 

enables the restoration of a benign worldview and facilitates the resolution of existential 

dilemmas. 

Since the assumptive world of an adult is more solidified than that of a child, 

there are essential differences between adults and children in terms of how they 

reconstruct their cognitive schémas following a traumatic experience. According to 

Janoff-Bulman (1992), one of two outcomes may occur in children. Since the child's 

cognitive schémas are more pliable, they may be more prone to devastation if they are not 

comforted by caring input from their environments. Consequently, the child's developing 

sense of trust, security, and optimism about life may be seriously hindered. On the other 

hand, despite traumatic events in their lives, children may be more resilient to devastation 

i f they experience sensitive parental interpretations of the traumatic event and a sense of 

security from attachment figures. Such children are more likely to be able to reconstruct 
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their assumptive worlds in an integrated, stable and positive manner because they have 

supportive responses from others that they can also incorporate into their interpretation of 

the traumatic event (Janoff-Bulman, 1992). Furthermore, a supportive environment is 

conducive to helping the child to understand and assimilate the traumatic event. 

In sum, due to their immature cognitive-emotional system, children's inner worlds 

can be both a blessing and a curse. Children who experience trauma either at the hands of 

those they trust or at random, may develop negative cognitive schémas that become core 

elements of their assumptive worlds. However, as a result of their pliable worldviews, 

children who experience traumatic events may also be more resilient to the effects of 

such events if they simultaneously experience a supportive environment. 

Does Benefit-Finding in Traumatic Experiences Merely Reflect a Self-Enhancing 

Coping Strategy or Does it Really Represent Posttraumatic Growth? 

There is some concern in the literature that perception of positive benefits 

resulting from traumatic life experiences represents denial, self-deception, a self-

enhancement strategy, and other phenomena that are motivated by the desire to maintain 

control and meaning in the face of adversity. A few studies have documented findings 

that attempt to refute the validity of the construct of PTG. However, there is also strong 

empirical evidence that demonstrates that PTG is a valid construct. 

The following is a review of some of the research that challenges the validity of 

the PTG construct. Taylor and Brown (1988) demonstrated that maintaining positive self-

evaluations, inflated perceptions of control, and unrealistic optimism are not only 

characteristic of healthy human thinking, but that they are also particularly adaptive in the 

face of adversity. Baumeister (1989), in a discussion of social intelligence, described four 

needs for meaning that human beings have; the need for purpose, efficacy or control, 

legitimation or value, and self-worth. Based on these needs, they suggest that people may 

fabricate positive benefits amidst adversity to satisfy inherent needs for meaning. 

McFarland and Alvaro (2000) point to the literature that demonstrates that humans' 

motivation for self-enhancement influences their social comparisons (e.g., downward 



social comparisons are made when self-esteem is threatened) and suggest that the same 

motivation may also influence individuals' perceptions of personal growth following a 

traumatic experience. McFarland et al. (1992) suggested that individuals who have 

experienced trauma may be motivated to construct negative perceptions of past personal 

characteristics because it promotes the false perception of personal growth and enhances 

a sense of well-being. Consequently, these researchers question the validity of the 

construct of posttraumatic growth. 

McFarland and Alvaro (2000) conducted a series of studies with university 

students that examined perceptions of personal growth following traumatic events. In one 

study, they compared victims' and acquaintances' retrospective reports of a victim's 

personal attributes before and after a traumatic event. They found that whereas victims 

reported greater positive changes following severe negative events than after mild events, 

observers reported greater changes following mild events than severe events. These 

researchers concluded that this suggests that victims of severe events are motivated to 

distort perceptions of their past self in a way that allows them to exaggerate improvement 

and alleviate distress. However, they did not examine victims and observers of the same 

victim in this study. As a result, they did not establish corroborative evidence and it 

cannot be determined whether victims or their observers report greater improvements. 

Furthermore, experiences of personal growth may not be observable by acquaintances, 

and consequently, observers' reports would likely be inconsistent with victims'. 

In another study in the same series, McFarland and Alvaro (2000) found that 

victims of traumatic events report greater improvements in personal attributes than do the 

victims of mild events. They concluded that this demonstrates that victims of traumatic 

events are more motivated than victims of mild events to derogate pre-trauma personal 

attributes. However, these results could also be interpreted as evidence that traumatic 

events disrupt worldviews sufficiently to enable reconstruction of meaning. Furthermore, 

in this study subjects were asked to imagine a traumatic or mild event, and had not 

actually experienced the event. Consequently, it cannot be concluded that the effects of 

imagining a traumatic event would be the same as if the individual had experienced such 



an event. In conclusion, the evidence that attempts to refute the validity of the PTG 

construct is weak at best. 

In attempt to clarify what PTG actually represents, several studies have been 

conducted that provide empirical evidence of the validity of the PTG construct. In a 

sample of college students who had experienced stressful life events, Park et al. (1996) 

used two methodological strategies to promote valid assessment of positive benefit-

finding. They conducted a series of validity studies that examined stress-related growth 

using a prospective design and they obtained corroborative reports of close friends and 

relatives. They found a significant correlation between victims' and corroborators' reports 

of positive changes, suggesting that victims' reports of growth were valid. Furthermore, 

using a prospective design to measure pre- and post-traumatic event reports of growth, 

results demonstrated that stress-related growth was in fact the construct that was being 

measured. 

The concern that benefit-finding simply represents the denial of adverse effects of 

stressful situations, which would be considered a maladaptive coping strategy, was 

addressed in a study by Tedeschi and Calhoun (1996). These researchers examined 

whether reporting of benefits resulting from traumatic events resulted in denial of the 

negative effects. They found that although 60% of their sample reported positive benefits, 

100% of them also reported negative effects of a stressful experience. These results refute 

the notion that benefit finding simply represents denial of negative effects. Taken 

together, these studies support the validity of the PTG construct. 

There is also a small body of literature demonstrating that some children and 

adolescents with cancer tend to score high on measures of social desirability (e.g., 

Madan-Swain, Brown, Foster, Vega, Byars, Rodenberger, et al., 2000; Madan-Swain, 

Brown, Sexson, Baldwin, Pais, & Ragab, 1994). This research may result in questioning 

whether reports of positive benefits resulting from the cancer experience may simply 

reflect social desirability. However, there have been studies in the adult PTG literature 

demonstrating that PTG is not correlated with social desirability (e.g., Park et al., 1996; 

Thompson 1985). Furthermore, in the pediatric oncology literature, some studies have 

shown that children with cancer tend to underreport distress, have a repressive style of 



adaptation, and use avoidant coping strategies such as blunting (e.g., Canning, 

Canning, & Boyce, 1992; Phipps, Fairclough, & Mulhern, 1995). However, due to the 

relationship between PTG and improved adjustment in adults, it is unlikely that PTG 

results from the use of avoidant coping strategies or repressive adaptation. Furthermore, 

the studies that have demonstrated corroborative evidence of the positive changes 

reported by trauma victims and studies that have utilized prospective designs lend further 

support to the validity of the PTG construct. 

The empirical evidence provided by the studies in the adult literature that support 

the validity of the PTG construct is based on stronger research methodology than the 

studies that have attempted to refute it. However, further research is necessary to 

determine the nature of PTG represents in children and adolescents. Furthermore, 

regardless of whether or not PTG represents actual changes or merely illusions of 

positive change following a traumatic event, research has demonstrated its utility in its 

relationship to effective coping and adjustment. For example, in a study of breast cancer 

patients, Taylor (1983) demonstrated that illusions about one's efficacy in coping with 

cancer were associated with improved psychological adjustment. Taylor and Brown 

(1988) reviewed the research literature on positive illusions and concluded that "evidence 

from converging sources suggests that positive illusions about the self, one's control, and 

the future may be especially apparent and adaptive under circumstances of adversity" (p. 

201). Many researchers and theorists have recognized the psychologically adaptive 

functions of focusing on positive benefits in the face of adversity, regardless of whether 

they are illusory, as they restore a sense of meaning which is a basic human need 

(Affleck & Tennen, 1996; Baumeister, 1989; Janoff-Bulman, 1992; Taylor, 1983; 

Thompson, 1985). Consequently, the construct of PTG appears to have inherent value. 
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Variables that Predict the Construction of Benefits from Adversity 

A Transactional Approach to the Study of Coping with Chronic Illness 

Several models of how children adjust to chronic illness have been developed. 

Research on chronic illness in children advocates for a transactional approach to this area 

of study (e.g., Brown, Doepke, & Kaslow, 1993; Davis, Brown, Bakeman, & Campbell, 

1998; Kliewer et al., 1994; Thompson et al., 1994; Wallander, Varni, Babani, Banis, & 

Wilcox, 1989). In transactional models, children's adjustment to chronic illnesses is 

influenced by a number of interrelated variables including innate qualities of the child 

and interactions between the child and the environment. Two models that may prove to 

be useful for studying PTG in children with cancer are the transactional models of 

children's adjustment to chronic illness proposed by Wallander and Varni (1992) and 

Kliewer et al. (1994). 

Wallander and Varni's (1992) disability-stress-coping model of adjustment has 

proven to be particularly relevant to children with cancer and has established significant 

empirical support in the pediatric chronic illness literature (Brown, Lambert, Devine, 

Baldwin, Casey, Doepke, et al., 2000; Greenberg, Kazak, & Meadows, 1989; Kupst, & 

Schulman, 1988; Mulhern, 1994; Zeltzer, 1993). In this model, children's adjustment to 

chronic illness is influenced by a complex interaction between risk and resistance factors. 

Risk factors include 1) disease parameters (illness type and severity, disease related 

impairments, visibility), 2) functional independence, and 3) psychosocial stressors (major 

life events, daily hassles). Resistance factors include 1) intrapersonal factors 

(temperament, competence, effectance motivation, problem solving ability), 2) social-

ecological factors (social support, family environment and resources, parental 

adjustment), and 3) stress processing (cognitive appraisal, coping strategies). This model 

appears to be a useful framework for understanding children's adjustment to cancer and 

may prove to be useful in studying PTG in children with cancer. 

Kliewer et al. (1994) have developed a transactional model that emphasizes the 

influence of parent-child interactions on children's adjustment to stressful experiences. 
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This model has also been effectively applied to children coping with cancer and other 

chronic illnesses (see Sandler, Miller, Short, & Wolchik, 1989; Sandler, Wolchik, 

MacKinnon, Ayers, & Roosa, 1997). In this model, two proximal variables that mediate 

children's adjustment to stressful situations include threat appraisal and coping efforts. 

According to the cognitive-relational stress theory, the effects of threatening events are 

mediated by cognitive appraisals (Lazarus & Folkman, 1987). Events that are appraised 

as exceeding the resources of the individual are perceived as overwhelming and are less 

likely to evoke effective coping efforts. Research has demonstrated that parents influence 

their children's appraisals of threat during stressful experiences in ways that either reduce 

or heighten threat appraisals (e.g., Bush, Melamed, Sheras, & Greenbaum, 1986; Davis et 

al., 1998; Kazak & Barakat, 1997). Consequently, parent-child interactions can also alter 

the degree of coping efforts exhibited by children under such circumstances. 

According to Kliewer et al. (1994), parent-child interactions influence children's 

threat appraisals and coping efforts in three ways. First, parents directly instruct, coach, 

and reinforce children's coping strategies and threat appraisals. Second, parents model 

their own coping techniques and appraisals of stressful situations. Finally, parents 

provide a family context with varying degrees of supportiveness that fosters particular 

styles of coping and threat appraisals. Although each of these parental influences 

(coaching, modeling, and the family context) has the potential to result in improved 

adjustment of the child, conversely, parents' maladaptive coping and appraisal strategies 

may inhibit children's adjustment (Bush et al., 1986; Kupst et al., 1995). 

There are several lines of research in pediatric oncology that support Kliewer et 

al.'s (1994) model the influence of parent-child interactions on children's threat 

appraisals and adjustment to cancer. Peterson et al. (1997) examined the factors that 

influence children's coping with stressful medical procedures. They found that higher 

levels of anxiety displayed by mothers were associated with increased child distress. 

Sanger et al. (1991) demonstrated that children with cancer whose parents reported fewer 

effective coping responses demonstrated greater adjustment difficulties. In a longitudinal 

study of families coping with pediatric leukemia, Kupst et al. (1995) demonstrated that 

the most significant predictors of coping and perceived adjustment in survivors of 



childhood cancer were the coping and adjustment of the mother. Furthermore, they 

also found that the child's level of coping and adjustment was a significant predictor of 

the mother's adjustment. They attribute these findings to the effects of modeling and 

reinforcement of coping behaviors for both children and mothers. 

As explained previously, PTG refers to the perception of positive benefits 

resulting from a traumatic experience. Consequently, the current study included the 

hypothesis that the most likely children to experience PTG would be those who are 

provided with parental support that fosters appraisals of reduced threat, effective coping, 

and adjustment. Children provided with coaching and modeling of effective coping 

behaviors, in addition to a generally supportive family environment, would also be 

expected to adjust more effectively to cancer and to be more likely to perceive that some 

positive benefits have resulted from the experience. 

The current study examined the relationship between PTG and a variety of 

transactional variables relevant to Wallander and Varni's (1992) risk-resistance model of 

children's adjustment to chronic illness, Kliewer et al.'s (1994) parent-child interaction 

model of children's adaptation to chronic illness, and the adult literature on PTG. These 

factors included 1) disease parameters (illness type, severity, and prognosis, illness 

related impairments), 2) psychosocial stressors (major life stressors and losses), 3) 

intrapersonal factors (self-efficacy, age, gender, children's awareness of their parents' 

adjustment) 4) social-ecological factors (social support, parents' PTG), and 5) stress 

processing (awareness of life threat, perception of positive benefits). The effect of parent-

child interactions on children's PTG was also examined by studying the influence of 

parental support, parents' experience of PTG, and children's awareness of their parents' 

perceptions of positive benefits. The use of a transactional approach may enable us to 

determine the variables influencing whether some children with cancer experience PTG. 

Identification of such factors may facilitate the screening of children who are at risk for 

maladjustment and development of preventive interventions that promote more effective 

adjustment and possibly PTG. Updegraff and Taylor (2000) suggest that individuals with 

higher levels of initial personal and coping resources are more likely to employ effective 

coping strategies and consequently, may be more likely to experience PTG. 



Consequently, in the current study, retrospective reports of children's self-efficacy and 

social support just prior to the cancer experience were examined. The following is a more 

detailed discussion of the variables in this study that were predicted to influence PTG in 

children. 

Self-Efficacy 

Efficacy expectations as defined by Bandura (1977) are general beliefs in one's 

own ability to adequately deal with the demands of different situations and to produce 

desired outcomes. Self-efficacy is the expectation of personal mastery in a particular 

situation and it influences whether or not coping behaviors are initiated, the amount of 

effort that is invested in coping behaviors, and the degree of persistence exhibited in the 

face of adversity. Bandura (1986) describes efficacy beliefs as a function of the degree to 

which one tends to approach or avoid challenging situations. 

Although self-efficacy is frequently viewed as an enduring personality 

characteristic, research has demonstrated that it is prone to development and change 

across the lifespan, particularly in response to stressful life events (Jerusalem & Mittag, 

1995). As early as infancy, a sense of self-efficacy begins to develop when children learn 

through personal and vicarious experiences that they can effect changes on the 

environment by their own actions (Kagan, 1980). Self-efficacy beliefs continue to 

develop throughout childhood, adolescence, and adulthood in response to life events, 

transactional experiences with the environment, and feedback from parents, siblings, 

adult role models, and peers (Bandura, 1997). Sources of efficacy expectations include 

performance accomplishments, vicarious learning, verbal persuasion through suggestion 

or self-instruction, and attribution of cause to one's own efforts for effective performance 

(Bandura, 1977). Because such a wide range of factors influence the ongoing 

development and maintenance of efficacy beliefs, it would be expected that experiences 

of traumatic life events during childhood would impact these beliefs in significant ways, 

perhaps both negatively as well as positively. Furthermore, a child's existing efficacy 

beliefs, which are based on previous life experiences, would be expected to have a 
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significant influence on the amount of coping effort exhibited in relation to such 

traumatic events as chronic illness. 

Research demonstrates that self-efficacy beliefs play a major role in adjustment to 

challenging life experiences. They can either benefit an individual by acting as a personal 

resource variable, as in the case of an individual with high self-efficacy, or they can be a 

vulnerability factor for individuals with low self-efficacy, thus resulting in reduced 

coping efforts and poorer adjustment (e.g., Bandura, 1986; Lazarus & Folkman, 1987). 

Although there is a paucity of research on the effects of efficacy beliefs on coping with 

cancer, several studies have demonstrated the positive effects of high self-efficacy on 

health outcomes with other illnesses. For example, the literature has demonstrated that 

children with high self-efficacy report reduced postoperative pain and lower levels of 

anxiety (Bennett-Branson & Craig, 1997). High self-efficacy has also been associated 

with better disease management in children with asthma (Clark, Rosenstock, Hassan, 

Evans, Wasilewski, Feldman, et al. (1988). In the adult literature, there is evidence that a 

high self-efficacy related to coping with stressful life events improves general immune 

functioning (Wiedenfeld, O'Leary, Bandura, Brown, Levine, & Raska, 1990). Individuals 

with high self-efficacy tend to have a higher pain tolerance threshold than those with low 

self-efficacy (Litt, 1988; Manning & Wright, 1983). Furthermore, research has 

demonstrated that cardiac patients' efficacy beliefs are related to enhanced cardiac 

functioning (Taylor, Bandura, Ewart, Miller, & DeBusk, 1985). These studies suggest 

that self-efficacy not only has positive psychological effects on adjustment to challenging 

life experiences, but also appear to have positive health benefits. 

There are several reasons for the profound effects of self-efficacy beliefs on 

coping and adjustment. According to Jerusalem and Mittag (1995), individuals with a 

high sense of self-efficacy tend to view stressful life circumstances in the following way. 

First, they have confidence in their ability to deal with the situation rather than viewing it 

as completely overwhelming and beyond their control. This results in clearer judgement 

and more effective coping efforts. Second, they tend to interpret the demands of stressful 

situations as challenging rather than threatening, which leads to increased efforts at 

coping rather than resignation. Third, they tend to attribute the cause of negative events to 
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external circumstances and attribute the cause of positive events to personal effort. 

This results in improved self-esteem and increased likelihood of initiating coping efforts 

in the face of adversity. Consequently, high self-efficacy functions as an internal 

buffering system that evokes effective coping responses in the face of stressful life 

experiences. 

Jerusalem and Mittag (1995) maintain that high self-efficacy beliefs foster 

"positive eustress perceptions" (p. 178) and reduce distress during stressful life events. 

As a result of this positive interpretation bias, individuals with high self-efficacy are more 

likely to perceive positive benefits in negative life events. In contrast, individuals with 

low personal efficacy tend to lack confidence in their ability to cope and they experience 

feelings of threat in the face of stressful situations (Jerusalem & Mittag, 1995). 

Consequently, individuals with low self-efficacy are less likely to perceive that positive 

benefits have resulted from negative life experiences. Consequently, it was anticipated 

that high self-efficacy would be positively correlated with PTG in children with cancer. 

Social Support 

Social support has been defined in various ways and an important distinction is 

made in the literature between perceived and actual support. Perceived social support 

refers to an individual's perception of the availability of potentially supportive resources 

as well as the perception that support has been provided to them by others. Actual social 

support refers to an observable set of objective actions that are generally considered 

supportive (Vaux, 1988). For example, the number of friends a person has and the 

number of visits they receive from their acquaintances are sometimes regarded as 

indicators of actual support. 

It is argued here that the individual's perception of the support received has more 

impact on adjustment to stressful life events than the actual support received. This notion 

is supported by constructivist theorists, Turner, Frankel, and Levin (1983) who aptly 

state, "it is after all an axiom of social psychology that events or circumstances in the real 

world affect the individual only to the extent and in the form in which they are perceived" 
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(p. 74). Consequently, social support is best conceptualized as a personal perception of 

experience rather than as a set of objective circumstances that can be measured by an 

onlooker. The following discussion of social support will pertain to perceived social 

support, as this is the essence of the experience of social support. 

Social support has been widely cited in the literature as a powerful factor in 

reducing the negative impact of life stressors and promoting adjustment (e.g., Cohen & 

Syme, 1985; Janoff-Bulman & Berger, 2000; Rutter, 1987; Wolchik & Sandler, 1997). 

There is consistent support in the literature for direct effects as well as stress-buffering 

effects of social support on adjustment to stressful life experiences (e.g., Quamma & 

Greenberg, 1994; Wills, Blechman, & McNamera, 1996). Social support reduces threat 

appraisals, which results in improved coping efforts and coping-efficacy (Bandura, 

1992). Research suggests that social support is a protective factor against the negative 

psychological effects of stressful life experiences in children through the facilitation of 

self-esteem, perceptions of increased control, and perceptions of increased security of 

social relations (e.g., Garmezy, 1983; Kliewer et al., 1994; Rutter, 1983). 

Research demonstrates that perceived social support enhances children's 

appraisals that they have adequate resources to cope with life stressors even when there 

may not be actual support provided (Sandler et al., 1989). Because perceived social 

support increases one's perception of having some control in a given situation, it may 

facilitate self-efficacy beliefs. Furthermore, children's beliefs that they have the ability to 

control the outcome of a stressful situation, even if that outcome is only their personal 

perception of the event, has been found to reduce the amount of distress they experience 

in the situation and to improve their psychological adjustment to it (Sandler et al., 1989). 

In a recent review of the social support literature, Sandler, Wolchik, MacKinnon, 

Ayers, & Roosa (1997) examined research evidence for the effects of social support in 

buffering the negative effects of stress on children's adjustment. These studies 

consistently demonstrate the protective function of parental and family support. However, 

the role of peer support varies depending on the presence of parental support. It is only 

when parental support is present that peer support appears to provide benefits. Research 
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has demonstrated that in the absence of parental support, peer support may lead to 

maladaptive coping strategies such as substance abuse (Sandler et al., 1997). 

Sandler et al. (1989) propose a model that suggests that social support facilitates 

children's coping with stressful life experiences by helping them maintain a sense of 

control. These researchers suggest that there are three intervening variables that facilitate 

the effects of social support. First, by providing a predictable social environment, social 

support enhances children's control beliefs. Second, social support enhances children's 

sense of security with respect to their social relations. Third, social support can function 

to affirm children's self-esteem and self-efficacy for dealing with stressful events. 

Kliewer et al. (1994) suggest several other important ways that social support may 

influence children's adaptation to life stressors. First, supporters may instruct coping 

efforts and appropriate stress appraisals. Second, supporters may model effective ways to 

deal with stress. Third, social support provides a supportive context for coping. Finally, 

supporters may facilitate access to helpful resources. Consequently, social support 

influences children's coping with stressful life events both directly and indirectly, 

through these intervening variables. 

Research demonstrates that parental support is a particularly influential protective 

factor for children with cancer due to its wide ranging positive effects on threat appraisal, 

coping, and adjustment (e.g., Bush, Melamed, Sheras, & Greenbaum, 1986; Kazak & 

Barakat, 1997; Kupst et al., 1995). Parental support facilitates self-esteem, perceptions of 

elevated control, perceptions of increased security of social relations, and coping efficacy 

(Garmezy, 1983; Rutter, 1983; Sandler et al., 1989). 

In a study of childhood cancer survivors conducted by Kazak and Meadows 

(1989), children's satisfaction with the support provided by their parents was an 

important predictor of their well-being and long-term adjustment. In two- and six-year 

follow-up studies of children with leukemia, Kupst and Schulman (1984, 1988) assessed 

the factors associated with children's effective long-term coping. At both the two- and 

six-year follow-ups they found that parent and family support, and open parent-child 

communication were significant predictors of child adjustment and coping. 
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Mulhern, Fairclough, Smith, and Douglas (1992) investigated the relationship 

between the incidence of depression in children with cancer and in their mothers. Results 

indicated that mothers' depressive symptoms were predicted by low levels of perceived 

support. Furthermore, depression in mothers was associated with higher levels of 

depression in their children. Consequently, the level of maternal distress and social 

support of the mother influenced the child's psychological adjustment to cancer. 

Walsh-Burke (1992) explored the role of family support in the form of 

communication styles and interaction patterns in the adjustment of children with cancer. 

Results demonstrated that families who communicated more openly and frequently 

reported less difficulty coping with cancer and consequently, were better adjusted. 

In sum, the research on parental support suggests that supportive parent-child 

interactions, play a significant role in children's adjustment to cancer. Perceived parental 

support enhances children's appraisals that they have adequate resources to cope with life 

stressors even when there may not be actual support provided. Children's beliefs that they 

have the ability to control the outcome of a stressful situation, even if that outcome is 

only their personal perception of the event, reduces the amount of distress they 

experience in the situation and improves their psychological adjustment to it (Sandler et 

al., 1989). Children who are able to control their perceptions of a stressful event are more 

likely to be capable of attributing positive benefits to such an event. Consequently, in the 

current study, supportive parent-child interactions were expected to play a key role in 

determining whether a child experiences PTG following an experience of cancer. 

Some research has also demonstrated the importance of classmate and teacher 

support in children coping with cancer. In a study of children with newly diagnosed 

cancer, Varni, Katz, Colegrove, and Dolgin (1994) demonstrated that classmate, parent, 

and teacher support were positively correlated with better self-rated and parent-rated 

adjustment (higher self-esteem and reduced distress) in children with cancer. 

Furthermore, the most consistent predictor of children's adjustment to cancer was the 

experience of high levels of perceived classmate support. In a six month longitudinal 

study of adolescents who had survived a variety of childhood cancers, perceived social 

acceptance was related to satisfaction with emotional support and family adjustment 



(Kazak & Meadows, 1989). In a multisite intervention project, Varni, Katz, Colegrove, 

and Dolgin (1993) demonstrated that social skills training with children diagnosed with 

cancer resulted in increased classmate and teacher support when compared to a standard 

treatment control group. This research suggests that social support is a variable that is 

amenable to intervention. 

Given the abundance of research demonstrating the important role of both parent, 

classmate, and teacher support on children's adjustment to cancer and other chronic 

illnesses, it was predicted that social support may be an important factor influencing 

PTG in children with cancer. 

The Reciprocal Effects between Self-Efficacy and Social Support During Traumatic Life 

Experiences 

Research on early development suggests that consistent responsiveness and 

supportive exchanges between parents and their children promotes the development of 

positive internal working models of relationships that facilitate children's efficacy to seek 

support and to cope effectively with stressors (e.g., Bowlby, 1988; Kagan, 1980; Wills et 

al., 1996). Parental support results in successful mastery of stressors which improves self-

esteem, self-efficacy, and consequently, efforts exhibited in stressful situations (Bandura, 

1997). Self-efficacy serves as a buffer during stressful life experiences by providing the 

individual with a sense of personal control over the situation and by reducing feelings of 

vulnerability. The development of self-efficacy beliefs in children is influenced by 

reinforcement associated with experiences of successful coping, modeling, vicarious 

learning, and encouragement from supportive others (Bandura, 1982). As a result, 

experiences of parental support may influence children's coping efficacy and later 

adjustment to stressful life events. 

Self-efficacy and social support are two resources known to have buffering effects 

on stressful life experiences (Bandura, 1995). Social support buffers the negative effects 

of stress through the enhancement of self-esteem and promotion of a resilient self-

concept (Cohen & Wills, 1985). High self-efficacy serves as a buffer to stressful 
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experiences by a sense of personal control over the situation as opposed to feelings of 

vulnerability. There is a transactional relationship between self-efficacy and social 

support. Not only do self-efficacy beliefs and social support have direct buffering effects 

on stressful life experiences, but they also have direct and indirect influences on each 

other. The development of self-efficacy beliefs in children is influenced by perceptions of 

their own success in coping, vicarious learning, and encouragement by supportive others 

(Bandura, 1982). Consequently, social support plays a major role in the development and 

maintenance of efficacy beliefs. Social support and self-efficacy beliefs appear to have a 

complex interrelationship. 

According to the cognitive-relational stress theory (Lazarus, 1991; Lazarus & 

Folkman, 1987), psychological adaptation to stressful circumstances maybe either 

facilitated or impeded depending on the individual's personal resources or vulnerabilities 

as well as environmental resources or constraints. Strong personal resources coupled with 

a greater number of environmental resources mediate better psychological and physical 

well-being. Based on this theory it would be anticipated that individuals with high self-

efficacy (personal resources) and a high level of social support (environmental resources) 

would tend to adapt more effectively in challenging situations such as cancer. 

Merluzzi and Martinez Sanchez (1997) studied a group of adult cancer patients 

and found that high levels of perceived social support correlate with high levels of self-

efficacy in coping with cancer. However, they also found that high levels of actual social 

support correlate with low levels of self-efficacy. They suggest that higher levels of 

actual social support may result in increased dependence on supportive others which 

results in diminished personal efficacy beliefs. Excessive dependence on social support 

may undermine self-efficacy expectations by diminishing a sense of personal control. 

This may be particularly true of children as their self-efficacy beliefs are in the 

developing stages. Consequently, further exploration of the complex interactions between 

social support and self-efficacy in cancer patients is required to more fully understand 

this relationship. Furthermore, it is important to explore the relationship between 

perceived social support, self-efficacy, and posttraumatic growth, particularly in children 

with cancer as this is an area of research that is uncharted ground. 
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Parent 's Experience of Posttraumatic Growth (PTG) 

Given that children are influenced by their parents' beliefs through coaching, 

modeling, and their general supportiveness (Kliewer et al., 1994), it was expected that 

parents' experience of PTG would influence children's levels of PTG in a number of 

ways. First, the tendency to perceive positive benefits in adverse circumstances may be 

learned by children modeling or imitating their parents' strategies for coping. Second, 

parents may also directly encourage their children to recognize positive benefits in 

stressful situations. Finally, given that PTG has been positively correlated with improved 

adjustment to stressful life experiences in adults, it may be expected that parents who 

have high levels of PTG may tend to be better equipped to provide the necessary support 

to their children in dealing with cancer. Consequently, parents' PTG was anticipated to 

be associated with increased parental support of the child and possibly even improved 

self-efficacy in the child. Based on the above assumptions, it was hypothesized that 

children's PTG scores would be positively correlated with parents' PTG scores. 

Summary and Rationale for 

Posttraumatic Growth Research in Children with Cancer 

Posttraumatic growth resulting from childhood cancer is an important area of 

research for several reasons. Some researchers believe that the perception of positive 

benefits is a worthy outcome in itself (e.g., Taylor, 1983; Calhoun & Tedeschi, 1990). 

These researchers suggest that the perception of benefits in traumatic experiences 

naturally co-occurs with improvements in physical and psychological functioning. In a 

study of adult cancer patients, O'Connor et al. (1990) found that perception of positive 

benefits results in finding meaning or purpose in the experience, thereby, creating a sense 

of control, and meeting the basic human need for meaning. 

Research has demonstrated that PTG is related to enhanced adjustment across a 

variety of stressful situations including improved adjustment in coping with HIV 
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(Thompson, Nanni, & Levine, 1994); improved psychological well-being in chronic 

fatigue syndrome patients (Moss-Morris, Petrie, & Weinman, 1996); enhanced 

psychological functioning in parents of infants in intensive care (Affleck, Tennen, & 

Rowe, 1991); and reduced distress in breast cancer patients (Carver, Pozo, Harris, 

Noriega, Scheier, Robinson, et al., 1993). PTG has also been indirectly related to 

enhanced adjustment reflected by improved social network resources, newly developed 

coping skills, and altered priorities and life goals (Schaefer & Moos, 1992). Several 

researchers suggest that the tendency to report positive benefits resulting from traumatic 

life events reflects a general personality disposition and coping style that is associated 

with improved adjustment (e.g., Affleck et al., 1991; McMillen et al., 1995; Tedeschi & 

Calhoun, 1996). Consequently, it appears that the study of PTG in children with cancer is 

a valuable area of research for diverse reasons. 

Numerous studies have demonstrated that events that induce undesirable change 

are associated with greater maladjustment in children than events that create desirable 

changes (e.g., Rowlinson & Felner, 1988; Sandler, Wolchik, Braver, & Fogas, 1991). 

Consequently, children who report positive changes as a result of their cancer experience 

would be expected to be better adjusted than children who do not report such positive 

effects. Although there is a small body of literature on PTG in adults who have 

experienced chronic physical illnesses and other stressful life experiences, this 

phenomenon has not been examined in children. Given the potential relevance of PTG in 

children to predicting resilience and adjustment to traumatic experiences, it is an area of 

research that is of great interest both theoretically as well as clinically. 

Research Goals and Hypotheses 

Goals 

1. To determine whether PTG (posttraumatic growth) is a phenomenon relevant to 

children with cancer. 

2. To investigate the extent to which parents' PTG, and children's self-efficacy and 

perceptions of social support are related to children's degree of PTG. 
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3. To explore the relationship between a variety of demographic variables and 

disease-related factors and the phenomenon of PTG in children. 

4. To determine whether parents' reports of their children's levels of PTG, self-efficacy, 

and social support are significantly different from their children's reports. 

5. To determine whether children's social support and self-efficacy scores and parents' 

PTG scores are significant predictors of children's PTG. 

Hypotheses 

1. Children with cancer will experience PTG to the same extent as adults who have 

survived traumatic experiences. 

2. High levels of PTG in the parent, and high levels of self-efficacy and perceived social 

support in the child will be correlated with high levels of PTG in the child. 

3. The following variables will be correlated with high levels of PTG in the child: 

increased number of months since last treatment, increased number of stressors 

experienced before and after cancer, fewer known survivors of cancer, increased 

number of cancer related deaths, increased number of deaths experienced across 

lifetime, increased diagnosis severity, poorer parent rated prognosis, increased 

number of treatments and months on treatment, the occurrence of metastases, child 

and parent illness related counseling, the child's awareness of life threat, the child's 

awareness of parent's PTG, cognitive and physical impairments resulting from the 

illness, change in appearance as a result of the illness, increased current age, female 

gender, increased number of positive life events following cancer, reports of positive 

changes made since cancer, increased age at diagnosis. 

4. Parents' reports of their children's self-efficacy, social support, and PTG will not be 

significantly different from their children's reports. 

5. Significant predictors of children's PTG will include children's self-efficacy and 

social support, and parents' PTG. 
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Subjects 

Subjects were recruited through the Southern Alberta Children's Cancer Program 

at the Alberta Children's Hospital in Calgary, as well as through the Northern Alberta 

Children's Cancer Program at the Cross Cancer Institute in Edmonton. Ethical approval 

was acquired in Calgary through the Child Health Scientific Review Committee and the 

Conjoint Health Research Ethics Board of the Calgary Regional Health Authority. Ethical 

approval was obtained in Edmonton through the Alberta Cancer Board's Research 

Committee for Science and Ethics. Initial approval to contact the parents of children with 

cancer was obtained by a nurse at the respective hospitals who contacted the families and 

obtained permission to release their names and phone numbers to the principal 

investigator of the study. The nurse also screened potential participants and excluded any 

children who had significant cognitive impairments that would prevent them from being 

eligible to participate in the study. Subsequently, the principal investigator phoned the 

parents and provided them with further information about the study, and gave them an 

opportunity to volunteer to participate. Written consent to participate was obtained 

following the telephone conversations and prior to participation (see Appendix C). 

Participants included 35 males and 19 females between the ages of 8 and 25 

years, as well as one parent of each participant. Each parent and child were required to 

complete a number of questionnaires and each child participated in a structured interview 

with the primary investigator. Due to the nature of PTG, participants were required to be 

at least two years post-treatment completion, and a minimum of 4 years of age at 

diagnosis. Retrospective data were obtained regarding the children's levels of self-

efficacy and social support just prior to their diagnosis. The limitations associated with 

the use of retrospective data will be addressed in the Discussion chapter. Children and 

adolescents with a wide range of cancer sites, severities, and prognoses were recruited. 

It has been widely cited in the literature that there are cognitive and 

neuropsychological deficits resulting from central nervous system irradiation and 
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prophylactic chemotherapy (e.g., Brown, Madan-Swain, Walco, Cherrick, levers, 

Conte, et al., 1998; Brown & Madan-Swain, 1993). Children with deficits in cognitive 

functioning, either related to developmental delays (e.g. Down's Syndrome), their cancer 

site (e.g. brain tumour), or its treatment (e.g., central nervous system prophylactic 

chemotherapy or irradiation), were not included in the study due to the cognitive 

demands of the measures employed. 

Five children and their parents who had indicated an interest in participating in 

the study were excluded because they failed to return the questionnaires that were mailed 

to them. Four of the five children that were excluded were male. A l l of the excluded 

participants were recruited through the Cross Cancer Centre in Edmonton. There was 

insufficient data to determine if there was a significant pattern to the individuals who 

chose not to participate. 

Measures 

Posttraumatic Growth 

The Posttraumatic Growth Inventory (PTGI) by Tedeschi and Calhoun (1996) and 

the PTGI-Revised for Children and Adolescents were used to assess parents' and 

children's self-reports of positive benefits that have occurred as a result of the cancer 

experience (see Appendices H and I). Parents were also required to complete the PTGI-

Revised for Children and Adolescents as an estimate of their children's levels of PTG. 

This information was used to corroborate children's reports of PTG. 

The PTGI is a 21-item inventory that requires respondents to indicate the extent to 

which particular positive changes have occurred as a result of a traumatic experience. 

Five factors underlie the scale items: New Possibilities, Relating to Others, Personal 

Strength, Appreciation of Life, and Spiritual Change. The PTGI is an adult measure of 

PTG and has consequently been reworded by the researchers of the current study for 

children as young as 8 years of age. The revised scale is the PTGI-Revised for Children 

and Adolescents. This scale was validated for children and adolescents in a pilot study 



using a panel of adult judges who rated the scale on its comparability of constructs to 

the original adult version of the scale as well as for its level of comprehension for 

children as young as 8 years of age. Subsequently, the PTGI-Revised for Children and 

Adolescents was piloted on a group of children as young as 8 years of age to ensure that 

it was comprehensible to children as young as the ones that participated in this study. 

Revisions were made to the wording of the scale based on recommendations from the 

pilot study participants. 

The PTGI is a relatively new measure as the concept of PTG is a new area of 

research in the literature. However, there is preliminary support for its validity and 

reliability with an adult population of college students. A study of 199 male and 405 

female young adults between the ages of 17 and 25 who had experienced a severe life 

stressor between six months and four years prior to the study was conducted to examine 

internal consistency and test-retest reliability (Tedeschi & Calhoun, 1996). Results 

suggest that there is high internal reliability (alpha = .90). A l l items proved to contribute 

relatively equally to the consistency of the scale as deletion of individual items did not 

result in a drop in alpha below .89. The five factors of the scale also show substantial 

internal consistency with alpha coefficients ranging from .67 to .85. The test-retest 

reliability with a sample of 28 college students was .71, which demonstrates adequate 

stability over a two-month period. 

A second study conducted by the test authors using the same sample as above, 

showed that there was no relationship between the respondent's age and PTGI score or 

between the time since the traumatic event and PTGI score (Tedeschi & Calhoun, 1996). 

A third study examined construct validity of the PTGI. In this study, 117 college 

psychology students were recruited ranging in age from 18 to 28 years (Tedeschi & 

Calhoun, 1996). Results indicated that individuals who had undergone severely traumatic 

experiences reported more positive benefits than those who experienced less severe life 

stressors. These results suggest that the scale measures what it intends to; benefits 

resulting from traumatic life events. Normative data using the same sample demonstrates 

that females (M= 75.2, SD = 21.2) report more positive benefits than males (M = 67.8, 

SD = 22.1). 



Social Support 

Harter's (1985) Social Support Scale for Children was used to measure 

participants' perceptions of social support (see Appendix F). This scale has been used 

extensively in research and is widely referenced in the literature. It has demonstrated 

considerable reliability and validity. 

Participants were asked to respond to questions on this scale retrospectively. The 

children and adolescents were instructed to answer the questions as they would have just 

before they were diagnosed with cancer. Parents were also asked to complete the Harter's 

Social Support Scale according to their recollections of their children's experience of 

social support just prior to their diagnosis. This information was used to corroborate the 

children's retrospective reports. 

Harter's Social Support Scale for Children (1985) is a 24-item scale that assesses 

children's levels of social support as defined by positive regard from others and focusses 

on four sources of social support that predict one's global self-worth as a person. Items of 

this scale assess the degree to which others treat the child as a person who really matters, 

like them the way they are, care about their feelings, understand them, listen to their 

problems and help them deal with them, and act like what they do is important. Four sub-

scales address social support from parents, teachers, classmates, and close friends. The 

items of this scale are in a "structured alternative format" in which the child is presented 

with a two-part question that is designed to overcome the tendency for children to 

respond according to a positive response set. The child is given the option to choose the 

less socially desirable response by choosing "sort of true" or "really true" indicating the 

degree to which they experience particular types of support. The wording and two-part 

format of the questions also implies that half of the children "in the world" may have 

such support and half do not. This strategy discourages children from responding in 

socially desirable ways and also helps to prevent children who do not have much social 

support from feeling discouraged by answering the questionnaire. 
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This scale has been validated on children who are between third and eighth 

grade, or between 8 and 12 years (Harter, 1985). With a sample of 577 boys and 560 

girls, strong internal consistency reliabilities have been demonstrated as indicated by 

alpha coefficients ranging from .72 to .88. Classmate support correlates .62 with self-

rated acceptance and close friend support correlates .46 with children's self-rated ability 

to disclose thoughts and feelings to friends. Parent support correlates .48 with agreement 

of values between parents and children. Factor analyses indicated that for third to fifth 

graders, the two peer support sub-scales (classmate and close friend) merge to form one 

factor. For sixth to eighth graders, the two peer factors emerge as separate factors, 

suggesting that older children distinguish between the role of classmates and close friends 

more so than young children. Norms for the standardization sample are as follows. Mean 

scores for individual subscales ranged from 2.7 (SD = .78) to 3.6 (SD = .63) for boys and 

from 2.8 (SD = .73) to 3.6 (SD = .60) for girls, depending on age. 

Self-Efficacy 

Retrospective accounts of children and adolescents' self-efficacy beliefs at the 

time of diagnosis were assessed using Hoeltje, Stephen, Zubrick, Silburn, and Garton's 

(1996) Perceived Self-Efficacy - Revised (PSE-R) 22-item scale (see Appendix G). This 

scale is a revision of the PSE by Cowen, Wyman, Work, and Parker (1990). The 

revisions of the original scale extend the applicability of the PSE scale from fourth 

through sixth grade children (ages 9 to 11 years) to include adolescents between the ages 

of 12 and 16 years and to address some of the psychometric limitations of the original 

scale. Respondents rate their confidence (self-efficacy) in dealing successfully with a 

variety of everyday life issues on a 5-point scale. 

Participants were required to respond to questions on this scale retrospectively 

and they were instructed to answer the questions as they would have just prior to their 

diagnosis of cancer. Parents were also asked to fill out the PSE-R scale as an estimate of 

their perceptions of their children's self-efficacy just prior to their diagnosis. This 



information was used to corroborate the children's retrospective reports of their 

perceived self-efficacy. 

Hoeltje et al. (1996) assessed 112 Australian twelve to sixteen year-olds and 

found excellent content validity (alpha = .92) and good construct validity as demonstrated 

by a varimax rotation with an item-load criterion set at .45 that accounted for 68.8% of 

the variance. These results suggest that the PSE-R scale is a sound instrument measuring 

a multidimensional construct. Relatively high alpha coefficients (ranging from .75 to .83) 

for individual factors confirm a robust factor structure that is theoretically based. In a 

series of studies using four different samples of youth ages 8 to 16 (total N = 1,276), 

Hoeltje (1996) confirmed good internal consistency as demonstrated by Cronbach alpha 

values ranging from .88 to .92. These researchers also found that children's scores on the 

PSE-R scale are unrelated to their parents' level of self-efficacy. In their study of 12 to 16 

year olds, Hoeltje et al. (1996) found that adolescents had a mean PSE-R score of 73.2 

(SD = 14.42). It was also found that young adolescents, ages 12 to 14, had lower scores 

on the PSE-R than older adolescents, ages 15 to 16 years old, regardless of sex. Using the 

original PSE scale and a sample of 314 American 9 to 11 year-olds, Cowen et al. (1991) 

found a mean PSE score of 63.8; SD = 13.08. It appears that self-efficacy increases with 

age from childhood through adolescence. 

Measurement of Moderating Variables 

Demographic Information 

A structured demographic information questionnaire was administered to each 

child's parent (see Appendix D). Demographic information obtained included the child's 

current age, age at diagnosis, current grade in school, and gender. Information about the 

types of medical treatments the child has undergone; any psychological treatment the 

child or family has sought to deal with the illness; and the parent's perception of the 

child's understanding of the severity of the disease were also obtained. There was a 

question about any other major stressors and losses the child has experienced before, 



during, or after cancer treatment. Medical information was obtained by the researcher 

through hospital records and included information regarding the site, severity, and 

prognosis of the disease, as well as the length of time since diagnosis and the treatment 

completion date (see Appendix J). Any other medical information that the parent was 

unsure of was also confirmed through medical records. 

The Child's Perceptions 

A semi-structured interview was conducted with each child in the study (see 

Appendix E). Issues inquired about included the child's understanding of the illness, its 

severity, and the child's awareness of its life-threatening nature. The children were asked 

to describe any cognitive or physical functional impairments or physical disfigurements 

they have experienced as a result of the illness or treatment. An open-ended question was 

asked about positive benefits that have resulted from the cancer experience. Inquiry was 

also made into whether or not the children were aware that their parents had experienced 

positive benefits as a result of their cancer experience. The children were asked whether 

or not they had experienced any major life stressors or losses before, during, or after their 

cancer experience including the death of a loved one, parental illness, parental divorce, 

previous serious illnesses, hospitalizations, and emergency room visits. 

Procedure 

Fifty-four children and adolescents with cancer and one parent of each child 

participated in this study. The principal investigator administered the assessment 

measures to the Southern Alberta participants in person and the Northern Alberta 

participants by mail. The questionnaires were subsequently followed up with either an in-

person or telephone interview with the child. A l l participants were given the option to 

have the researcher present the questionnaires to them in case any children or parents had 

difficulties reading. Immediately following the interview, all participants were debriefed 

and were given the opportunity to ask questions about the study. The assessment 



procedure took approximately 60 to 90 minutes of each family's time. Given the 

sensitive and personal nature of the issues addressed in this study, all participants 

provided information about the counseling services available to them through the 

hospitals' cancer programs. 
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Analyses performed on the data included standard and hierarchical multiple 

regressions, independent and paired t-tests, chi-square analyses, and Pearson's correlation 

analyses. The significance level for all analyses was set at .05. To reduce the likelihood 

of Type I errors, where appropriate, Bonferroni adjustments were applied by dividing .05 

by the number of correlations conducted per variable. A l l analyses were conducted using 

the Statistical Package for the Social Sciences version 10.0 (SPSS 10.0). 

Pre-Analysis Data Screening 

Prior to performing any statistical analyses on the data, the following evaluation 

of assumptions of multivariate analyses was conducted. First, data were checked for 

accuracy of entry, missing data, and outliers. Missing data were randomly distributed 

across items with no significant pattern. Therefore, the conservative procedure of 

replacing missing values for each variable by mean values was used. Values were defined 

as outliers if they lay beyond 3.00 standard deviations of the mean and were assessed by 

examining z-scores that exceeded +/- 3.00 (Tabachnick & Fidell, 1996). There was one 

outlier on parents' PTG total scores, two on the parents' PTG factor scores, one on parent 

reported total social support, and one on a social support subscale. There was only one 

outlier in children's self-reported scores, which was on a PTG factor score. After careful 

examination of specific cases that were outliers, all outliers were coded as missing and 

replaced with mean values. 

The data were subsequently assessed for deviations from normality, linearity, and 

homoscedasticity. Skewness and kurtosis values were examined to assess normality of 

the distribution of data. Skewness refers to the symmetry of the distribution about the 

mean and kurtosis refers to the flatness or peakedness of a distribution. Non-normality of 

a distribution can produce an underestimate of the variance of a variable. To assess for 

normality, skewness and kurtosis values were divided by their respective standard errors 

and a conventional cut-off score of 3.00 was used to evaluate the significance of the z-
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scores obtained. In effect, the obtained skew and kurtosis values were tested against 

the null hypothesis of zero skew and kurtosis (Tabachnick & Fidell, 1996). Frequency 

histograms were also inspected to assess deviations from normality in the dependent 

variables. None of the relevant variables had significant skewness or kurtosis. It was 

concluded that there were no departures from normality and thus, data transformation 

was not required. The assumption of linearity is that there is a straight-line relationship 

between two variables, which is necessary for performing the analyses in this study. 

Bivariate scatter plots demonstrating an oval shape indicate linear relationships. Upon 

examination of all of the pairs of variables that were involved in the regression analyses, 

it was concluded that there were no violations of the linearity assumption. The 

assumption of homoscedasticity is that the variability in scores for one continuous 

variable is roughly the same at all values of another continuous variable. Because the 

assumptions for multivariate normality were met, it can be assumed that the relationships 

between the variables in this data set were homoscedastic (Tabachnick & Fidell, 1996). 

Multicollinearity refers to variables within a data set that are highly correlated (> 

.90), and therefore, likely measuring the same construct. The information they provide is 

redundant and can weaken the analysis by inflating the error terms. Collinearity 

diagnostics were examined for each multiple regression analysis that was conducted. 

Criteria for the presence of multicollinearity are a conditioning index > 30 and at least 

two variance proportions > .50 for a given root number. These tests showed that no 

multicollinearity was evident in the variables involved in the multiple regressions. 

Reliability: Internal Consistency of the Scales 

Cronbach's alpha values were calculated for the PTG inventory as well as the 

Perceived Self-Efficacy (PSE) inventory to determine their internal consistency with the 

current sample. The total scale reliability for the PTG inventory was very high at .94, 

indicating that the individual items appear to represent a similar underlying construct. 

The internal consistency of each factor was also calculated and Cronbach's alpha values 

for scales one through five were .86, .84, .80, .68, and .84 respectively. Factor 4 has a 
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relatively lower alpha value than the other factors, due in part to the fact that there are 

only three items loading onto that factor and the calculation of Cronbach's alpha is 

heavily influenced by the number of items included. These values represent good internal 

consistency, indicating that the items of each factor appear to represent a unified 

construct. 

The PSE inventory was also assessed for internal consistency. Cronbach's alpha 

for the total scale score was .88 for children's self-reported PSE scores and .95 for parent 

reported PSE scores. Both of these values demonstrate very high internal consistency on 

the PSE in the current sample, indicating that the items on the PSE inventory represent a 

similar underlying construct. 

Description of the Sample 

Detailed descriptive statistics for the sample are presented in Tables 1 and 2. 

Fifty-four youth and one parent of each youth participated in the study. Thirty-two 

children from southern Alberta were recruited in Calgary through the Alberta Children's 

Hospital and 22 children from northern Alberta were recruited in Edmonton through the 

Cross Cancer Centre. The sample was 65% male and 35% female. The mean current age 

of participants was 16.1 years and ranged from 8.9 to 24.6 years. The mean age at 

diagnosis was 8.1 years and ranged from 4.1 to 16.9 years. A l l participants had completed 

treatment at least two years prior to participation in the study and the mean time since 

treatment was 6.3 years. Children with a variety of cancer diagnoses and severities 

ranging from mild to severe participated. A number of children included in the study 

experienced some physical and cognitive impairments as a result of their treatment. 

However, participants with cognitive impairments either due to treatment or 

developmental delays that may have impeded their ability to understand the questions, as 

judged by their health care practitioners, were excluded. 



Table 1 
Sample Descriptive Statistics for General Demographic and Disease Variables 

Variable n % Range M SD 

Gender 
Boys 35 65.0 
Girls 19 35.0 

Current Age (years) 
Age at Diagnosis (years) 
Time Since Diagnosis (years) 
Time Since Treatment End (years) 
Duration of Treatment (months) 

Medical Diagnoses 
Acute Lymphoblastic Leukemia 15 27.8 
Wilms' Tumour 7 13.0 
Rhabdomyosarcoma 6 11.1 
Osteosarcoma 5 9.3 
Hodgkin's Disease 5 9.3 
T-Cell Leukemia 5 9.3 
Acute Myelogenous Leukemia 3 5.6 
Non-Hodgkins Lymphoma 4 7.4 
Ewing's Sarcoma 1 1.9 
Ganglioneuroma 1 1.9 
Neuroblastoma 1 1.9 
Histocytosis 1 1.9 

Metastases 6 11.1 

Treatment Type 
Surgery 32 59.3 
Chemotherapy 52 96.3 
Radiation 16 29.6 
Bone Marrow Transplant 2 3.7 
Multiple Treatment Types 33 61.1 

Impairments Due to Treatment 
Leg Amputations 4 7.4 
Physical Ability 22 40.7 
Cognitive Ability 9 16.7 
Physical and Cognitive 5 9.3 
No Impairments 28 51.9 

8.9-24.6 16.1 3.36 
4.1-16.9 8.1 2.92 
2.9-14.0 8.0 2.84 
2.2-11.8 6.3 2.49 
1.0-130.0 21.1 22.00 
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Table 2 

Sample Descriptive Statistics for Psychological Demographic Variables 

Variable n % Range M SD 

Awareness of Parent's PTG 26 48.0 

Awareness of Life Threat 29 56.9 

Child's Perception of Diagnosis Severity (Mean = Moderately Severe) 

Mild 5 9.8 

Moderate 14 27.5 

Moderately Severe 16 31.4 

Severe 16 31.4 

Illness Related Counseling 

Child 17 31.5 

Parent 9 16.7 

Total # of Stressors Across Lifetime 1-16 7.1 3.29 

Deaths Experienced before Cancer Diagnosis 1-12 3.4 2.34 

Cancer Related Deaths Experienced before Cancer 0-6 1.9 1.70 

Known Survivors of Cancer 0-4 0.8 1.11 

Demographic Differences between Calgary and Edmonton Recruitment Samples 

Independent samples t-tests and chi-square tests were conducted to examine 

differences between the Calgary and Edmonton recruitment samples (Tables 3 and 4). 

Children in the Calgary sample experienced significantly more stressors and deaths in 

their lifetimes, as well as more life stressors after their cancer experience than did the 



Edmonton sample. Children in the Calgary sample had higher self-reported scores of 

total social support than those in the Edmonton sample. 

Table 3 

Differences between Calgary and Edmonton Recruitment Samples: Continuous Variables 

Continuous Variable Calgary (n = 32) Edmonton (n = 22) t 

M SD M SD 

Current Age (years) 16.1 3.22 16.1 3.63 0.06 
Age at Diagnosis (years) 8.1 3.09 8.1 2.71 -0.04 

Time Since Diagnosis (years) 7.9 2.77 8.1 3.01 0.23 

Duration of Treatment (months) 18.2 13.91 25.5 30.10 1.21 

Life Stressors across Lifetime 7.9 3.34 6.0 2.95 -2.18* 

Life Stressors before CA 3.9 2.84 3.4 2.58 -0.67 

Life Stressors after CA 4.1 2.45 2.7 2.03 -2.22* 

Deaths Experienced in Lifetime 4.0 2.57 2.7 1.76 -2.04* 

Cancer Related Deaths before CA 2.2 1.71 1.5 1.65 -1.41 

Known Survivors of Cancer 0.8 1.13 0.8 1.11 -0.03 

Child Reported 

PTG 11.9 4.00 11.1 4.24 -0.55 

Social Support 13.4 1.50 12.8 1.16 -2.05* 

Self-Efficacy 73.3 11.17 71.0 15.81 -0.62 

Parent Reported 

Social Support 13.7 1.91 13.0 1.36 -1.40 

Self-Efficacy 74.0 17.34 66.6 17.89 -1.50 

Parents' PTG 13.5 3.53 14.2 2.91 0.73 

*p< .05. 
**p< .01. 
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Differences between Calgary and Edmonton Recruitment Samples: Discrete Variables 

Discrete Variable Calgary (n 

n 

= 32) 

% 

Edmonton (n 

n 

= 22) 

% 

Gender Ratio 0.19 
Boys 20 62.5 15 68.2 

Girls 12 37.5 7 31.8 

Impairments Due to Treatment 

Leg Amputation 4 7.4 0 0 2.97 

Physical Ability (incl. amputees) 14 43.8 7 31.8 0.78 

Cognitive Ability 6 18.8 4 18.2 0.003 

Both Physical & Cognitive 3 9.4 2 9.1 0.001 

Illness Related Counseling 

Child 8 25.0 9 42.9 1.86 
Parent 5 15.6 4 20.0 0.17 

Awareness of Parent's PTG 16 51.6 10 45.5 0.20 

Awareness of Life Threat 20 64.5 9 45.0 1.89 

Diagnosis Severity (child report) M = 2.8 M=2.8 0.68 

* p < .05. 
**p<. 01. 

Differences between Calgary and Edmonton Recruitment Samples on Child versus Parent 

Reports of Children's PTG, Self-Efficacy, and Social Support 

Paired samples t-tests were conducted separately for the Calgary and Edmonton 

samples to determine whether there were significant differences between parent and child 
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reports on Children's PTG, self-efficacy, or social support (Table 5). In the Calgary 

sample, there were no significant differences between child and parent reports of the 

child's PTG, t (32) - .19,/? > .05; self-efficacy, t (32) = .20, p > .05; nor social support, t 

(32) = 1.21,/7 > .05. In the Edmonton sample, there were also no significant differences 

between child and parent reports of the child's PTG, t (20) = .00,/? > .05; self-efficacy, t 

(20) = -.86,/7 > .05; nor social support, t (19) = 1.21,/7 > .05. 

Table 5 

Differences between Calgary and Edmonton Recruitment Samples on Parent vs. Child Reports 
of Children's PTG, Self-Efficacy, and Social Support 

Variable Calgary (n = 32) Edmonton (n = 22) 

M SD t M SD t 

Child's PTG 0.19 0.00 

Parent Report 12.0 3.66 11.1 3.06 

Child Report 11.9 4.00 11.1 4.24 

Child's Self-Efficacy 0.20 -0.86 

Parent Report 74.0 17.34 67.3 18.11 

Child Report 73.3 11.17 71.1 16.22 

Child's Social Support 1.21 1.21 

Parent Report 13.7 1.91 13.1 1.32 

Child Report 13.4 1.50 12.8 1.16 

*p< .05. 
** p < .01. 
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Descriptive Statistics and Normative Data for Child and Parent Reports of 

PTG, Self-Efficacy, and Social Support 

Table 6 presents descriptive statistics for the PTG Inventory, the Perceived Self-

Efficacy Scale, and the Social Support Scale, for both child and parent reports. In the 

current sample of youth, scores on these scales did not differ significantly from the norms 

established by the test authors in the standardization samples. Please note that in Table 6 

the PTG scores are raw scores so that they can be compared to the normative data. 

However, factor scores cannot be directly compared to each other as each factor is made 

up of a different number of items. 

Normative data for the three scales are as follows. The standardization sample for 

the original PTG Inventory included 117 college students between the ages of 18 to 28 

years (Tedeschi & Calhoun, 1996). Females tended to report more positive benefits (M = 

75.2, SD = 21.24) than males (M= 67.8. SD = 22.07) as a result of experiencing 

traumatic events. The Social Support Scale (Harter, 1985) was standardized on sample of 

577 boys and 560 girls between the ages of 8 and 12 years. Means for individual 

subscales ranged from 2.7 (SD = .78) to 3.6 (SD = .63) for boys and from 2.8 (SD = .73) 

to 3.6 (SD = .60) for girls, depending on age. Using the original Perceived Self-Efficacy 

Scale and a sample of 314 children between the ages of 9 and 11 years, Cowen et al. 

(1991) found a mean PSE of 63.8 (SD = 13.08). Using the Revised Perceived Self-

Efficacy Scale and a sample of 12 to 16 year olds, Hoeltje et al. (1996) found that 

adolescents had a mean self-efficacy score of 73.2 (SD = 14.42). Younger adolescents, 

ages 12 to 14, had lower self-efficacy scores than older adolescents, ages 15 to 16 years 

old, regardless of sex. 

To test Hypothesis 1, and to determine whether PTG is a phenomenon relevant to 

children with cancer, children's mean total scores on PTG were compared to the adult 

norms that have been established. Results demonstrate that children with cancer in the 

current sample appeared to experience PTG to a similar extent as adults who have 

experienced traumatic events, as 48% of the current sample had PTG scores at or above 

the adult mean score. Furthermore, using select cut-off scores, the current sample 
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demonstrated that 59% of the total sample endorsed having experienced at least a small 

degree of positive change on every item of the questionnaire, 37% reported at least a 

moderate degree of positive change on every item, and 6% reported at least a great degree 

of positive change on every item of the questionnaire. Furthermore, only 17% reported 

having experienced a very small degree of positive change or less on every item. 

Table 6 

Descriptive Statistics for PTG, Self-Efficacy, and Social Support 

Variable Child's Self-Report Parent's Report 

M SD Range M SD Range 

Parent's PTG Total 82.8 19.74 22.0-116.0 

Child's PTG Total 69.4 24.12 24.0-110.0 69.9 20.62 32.0-109.0 

New Possibilities Factor 15.1 7.02 5.0-30.0 14.4 5.82 5.0-26.0 

Improved Relationships Factor 24.6 8.30 7.0-42.0 25.6 7.44 12.0-40.0 

Personal Strength Factor 13.2 5.02 4.0-23.0 13.3 4.63 4.0-24.0 

Appreciation of Life Factor 11.2 3.99 3.0-18.0 10.8 3.26 3.0-17.0 

Spiritual Change Factor 5.5 3.19 2.0-12.0 5.8 3.09 2.0-12.0 

Self-Efficacy Total 72.4 13.11 35.0-96.0 71.1 17.77 32.0-110.0 

Social Support Total 13.1 1.48 9.3-15.8 13.5 1.74 7.3-16.0 

Parent Support Subscale 3.4 0.48 2.0-4.0 3.6 0.39 2.5-4.0 

Teacher Support Subscale 3.2 0.57 1.8-4.0 3.5 0.51 1.5-4.0 

Classmate Support Subscale 3.2 0.50 1.8-4.0 3.2 0.62 1.5-4.0 

Friend Support Subscale 3.2 0.61 1.7-4.0 3.2 0.68 1.5-4.0 
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Relationships between Children's PTG and 

Self-Efficacy, Social Support, and Parents' PTG 

To test hypothesis 2, that high levels of perceived self-efficacy and high levels of 

social support in the child as well as high levels of PTG in the parent would be correlated 

with high levels of PTG in the child, correlation analyses were conducted (Table 7). Both 

total scale scores and subscale or factor scores were examined. Parent reports of the 

Appreciation for Life factor was positively correlated with their reports of parent support. 

Children's total scores on the PTG inventory, the Improved Relationships factor, and the 

Personal Strength factor were significantly and positively correlated with their self-

reports of teachers' support. Furthermore, the Personal Strength factor was positively 

correlated with self-reported total social support and social support from friends. There 

were no significant correlations between children's PTG and self-efficacy or parents' 

PTG. 
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Table 7 

Correlations between Children's PTG and Self-Efficacy, Social Support, and 

Parents' PTG 

Variable PTGtot NewPoss Relations Strength Apprec Life Spirituality 

Parent Reports 

PSE .01 .06 .02 -.02 .03 -.10 
SStotal .07 .09 .09 -.01 .18 -.03 
SSparent .10 .10 .08 .06 .28* -.03 

SSclassmate -.06 -.02 -.01 -.08 .02 -.24 
SSteacher .11 .10 .08 .02 .20 .18 
SSfriend .10 .12 .14 .003 .12 .02 

:hild Self-Reports 

PSE -.01 -.13 .08 -.02 .14 -.09 

SStotal .22 .12 .22 .33* .22 .09 

SSparent .06 -.01 .12 .14 .10 -.12 

SSclassmate .02 .001 .03 .08 -.01 .03 

SSteacher .28* .16 .31* .37** .26 .16 

SSfriend .20 .15 .13 .30* .22 .13 

Trent's PTG .21 .15 .26 .04 .23 .19 

*p < .05. 
**p< .01. 
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Relationships between Demographic/Disease Variables and Children's PTG 

To test hypothesis 3, the following correlation analyses were conducted to 

examine the relationships between demographic and disease variables and children's 

PTG (Table 8). Bonferroni adjustments were made to control for error rates when more 

than one correlation was conducted per variable. The following variable groupings and 

Bonferroni adjustments were made: life stressors (number of stressors before cancer, 

number of stressors after cancer, total number of life stressors, total number of deaths in 

lifetime), alpha = .05/4 = .013; experience with cancer (number of known survivors, 

number of cancer related deaths), alpha = .05/2 = .025; objective reports of diagnosis 

severity (medical diagnosis severity, parent prognosis), alpha = .05/2 = .025; treatment 

severity (number of treatments, number of months on treatment), alpha = .05/2 = .025; 

illness related counseling (child counseling, parent counseling), alpha = .05/2 = .025; 

illness related impairments (cognitive impairments, physical impairments, cognitive and 

physical, appearance change), alpha = .05/4 = .013. A l l other correlations were evaluated 

with alpha set at .05. 

Higher self-reported PTG total scores were correlated with the child's perception 

of increased diagnosis severity, the child's awareness of their parents' PTG, the presence 

of both cognitive and physical impairments as a result of cancer, and female gender. 

Some of the PTG factors showed significant correlations with demographic variables as 

well. The variable that was most consistent in exhibiting significant correlations was 

female gender, which was significantly correlated with all five factors on the PTG 

inventory. The presence of both cognitive and physical impairments was correlated with 

the Improved Relationships and Spiritual Awareness factors. Children's awareness of 

their parents' perception of positive benefits resulting from their cancer experience was 

correlated with Personal Strength and Appreciation for Life. Children of parents who 

obtained illness related counseling scored higher on the Appreciation for Life and 

Spiritual Awareness factors. The child's perception of increased diagnosis severity was 

associated with the Appreciation for Life factor. 
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Table 8 

Correlations between Demographic/Disease Variables and Children's PTG (Self-Report) 

Demographic/Disease Variable PTGtot PTG1 PTG2 PTG3 PTG4 PTG5 

# Mo Since Last Tx -.10 -.08 -.04 -.13 -.08 -.25 
# of Stressors before C A .23- .13 .27-- .19 .22 .17 
# of Stressors after CA -.02 .04 .04 -.09 -.03 -.18 
Total # of Life Stressors .15 .11 .24 .07 .13 -.02 
# of Known Survivors of CA -.16 -.10 -.15 -.13 -.15 -.24 
# of CA Related Deaths .13 .06 .19 .08 .19 .02 
Total # of Deaths in Lifetime .23- .17 .26 .15 .28- .12 
Medical Dx Severity -.08 -.05 -.11 -.02 -.12 -.04 
Child's Perception of Dx Severity .31* .18 .33-- .28- 44** .14 
Parents' Understanding of Prognosis .30- .32- .31 .18 .15 .16 
# of Txs .19 .12 .21 .13 .22 .13 
# of Months on Tx .24T .18 .25 .15 .25 .16 
Occurrence of Metastases .21 .13 .26 .19 .18 .10 
Child Counseling .17 .12 .22 .08 .09 .15 
Parent Counseling .23T .18 .21 .16 .32* .32* 
Awareness of Life Threat -.02 -.14 -.01 .05 .08 .09 
Awareness of Parent's PTG .28* .20 .26 .32* .33* .13 
Cognitive Impairments .26T .30- .27-- .09 .10 .27-
Physical Impairments .24T .19 .21 .26 .14 .23 
Cognitive & Physical Impairments .36** .28- .39**.24 .21 42** 
Appearance Change -.16 -.16 -.13 -.26 -.11 .004 
Current Age .04 .06 .02 -.001 .18 -.13 
Child's Sex .47** 47** 39** 35** .56** 29** 
Experience of Positive Life Events .04 -.06 .15 -.01 .05 .03 
Positive Changes Made in Life .14 .11 .12 .16 .24 -.03 
Dx Age -.01 .03 -.11 .02 .12 -.04 

~p < .05, significant before but not after Bonferroni adjustment. 
*p < .05. 

**p < .01. 
Tp<A0. 

PTGtot = Child's Self-reported Total Score on the PTG Inventory. 
PTG1 = New Possibilities Factor. 
PTG2 = Improved Relationships Factor. 
PTG3 = Personal Strength Factor. 
PTG4 = Appreciation for Life Factor. 
PTG5 = Enhanced Spiritual Awareness Factor. 
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Relationships between Self-Efficacy, Social Support, and Parents' PTG 

Correlations between self-efficacy, social support, and parents' PTG were 

analyzed to determine the relationships between the variables that were later used in the 

multiple regression analyses (Table 9). Parent reports of children's total social support 

and children's self-reported total social support were positively correlated. Parents who 

rated their children as having higher self-efficacy reported higher total social support for 

their children and reported having experienced less PTG themselves. 

Table 9 

Correlations between Self-Efficacy, Social Support, and Parents ' PTG as Reported by 

Parent and Child 

Variable PSE parent PSE child SSparent SS child 

Parent's PTG -.35** -.001 -.10 -.24T 

SS child .24 .11 .55** 

SS parent .28* .23 

PSE child .20 

*p < .05. 
**p< .01. 
Tp<.\0. 

Differences between Parent and Child Reports of Children's PTG, Self-Efficacy, and 
Social Support 

To test hypothesis 4, that parents' estimates of their children's PTG, self-efficacy, 

and social support would not differ from children's self-reports, three paired samples t-



tests were conducted. Results support these hypotheses. There were no significant 

differences between parents' and children's reports of the child's PTG, t (51) = 0.23,/» > 

.05; Self-Efficacy, t (51) = -0.37,p > .05, nor Social Support, t (50) - 1.72,/? > .05. As a 

result of the lack of significant differences between parent and child reports of children's 

PTG, and for theoretical as well as statistical reasons, it was decided that children's self-

reported PTG scores would be used as the dependent variable for the purposes of multiple 

regression analyses throughout this study. Theoretical reasons for selecting children's 

self-reported PTG included a) the personal and internal nature of the PTG questionnaire 

items, and b) the mean age of participants was 16 years, indicating some maturity. 

Furthermore, children's self-reported PTG was used as the dependent variable in multiple 

regression analyses with both child and parent predictor variables to reduce the statistical 

problems associated with common method variance (e.g. positive or negative response 

set). 

Predictors of Children's PTG 

Children's Self-Reported Self-Efficacy and Social Support, and Parents ' PTG as 

Predictors of Children's PTG 

To test hypothesis 5 using children's self-reported scores, a standard multiple 

regression was conducted (Table 10). A l l predictor variables were entered simultaneously 

into each regression and each was assessed as if it had entered the regression equation 

after all of the other predictors had been entered. The squared semi-partial correlation 

coefficients for each predictor indicated the amount of unique variance that was 

contributed to the prediction of children's PTG by each predictor. The R2 value provided 

the total amount of variance accounted for in the dependent variable by all of the 

predictors when they were entered into the equation simultaneously (Tabachnick & 

Fidell, 1996). Children's self-reported social support and self-efficacy scores as well as 

parents' PTG scores were entered as predictors, and children's self-reported PTG was 

entered as the dependent variable. R for regression was not significantly different from 



zero, F (3, 50) = 2.13,/? >.05. The only significant predictor of children's self-reported 

total PTG in this regression analysis was child-reported total social support, which 

accounted for 7% of the variance in children's PTG scores. 

Table 10 

Simultaneous Regression of Child's Self-Reported Self-Efficacy and Social Support, and 

Parent's PTG on Child's PTG (N = 54) 

Predictor B SEB P 

Self-Efficacy -.01 .04 -.04 
Social Support .76 .38 .28* 
Parent' s PTG .33 .17 .26 

R2 = . 11 ; Adjusted R2 = .06. 
*p<.05. 

**/?<.01. 

A follow-up regression was performed to determine which of the four subscales 

on the social support measure were significant predictors of children's PTG (Table 11). 

When the four social support subscales were regressed on children's self-reported PTG, R 

for regression was not significantly different from zero, F (4, 49) = 1.48,/? > .05. 

Furthermore, none of the individual social support subscales were significant predictors 

of children's PTG. 



Table 11 

Follow-up Simultaneous Regression: 

Self-Reported PTG (N= 54) 

54 

Social Support Subscales as Predictors of Child's 

Predictor B SEB fi 

Parent Support 0.13 1.27 0.02 

Classmates Support -1.01 1.36 -0.12 

Teacher Support 1.85 1.01 0.26 

Friends Support 1.29 1.08 0.19 

R2 = .11; Adjusted R2 =.04. 
*p< .05. 

**p< .01. 

A series of five standard multiple regressions were subsequently conducted to 

examine each of the five self-reported PTG factors (New Possibilities, Improved 

Relationships, Personal Strength, Appreciation for Life, and Increased Spiritual 

Awareness) as individual dependent variables, simultaneously regressing children's self-

reported social support and self-efficacy, and parents' PTG onto each of them (Tables 12 

through 16). With the New Possibilities factor, Personal Strength factor, Appreciation for 

Life factor, and the Increased Awareness of Spirituality factor as the dependent variables, 

R for regression was not significantly different from zero. However, with the Improved 

Relationships factor as the dependent variable, R for regression was significantly 

different from zero, F (3, 50) = 2.86,/? <.05. Significant predictors of Improved 

Relationships included PTG of the parent, which accounted for 10% of the variance, and 

children's self-reported total social support, which accounted for 7% of the variance. 

Children's self-reported total social support score was a significant predictor of the 

Personal Strength Factor, which accounted for 12% of the variance. Parents' PTG was 

also a significant predictor of the Appreciation for Life factor, which accounted for 8% of 

the variance. 
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Table 12 

Simultaneous Regression of Child's Self Reported Self-Efficacy and Social Support, and 

Parent's PTG on the PTG New Possibilities Factor (N= 54) 

Predictors B SEB ft 

Self-Efficacy -.01 .01 -.15 

Social Support .15 .12 .18 

Parent' s PTG .07 .05 .19 

R2 = .07; Adjusted R2 = .01. 
*p<.05. 

**p<.0l. 

Table 13 

Simultaneous Regression of Child's Self Reported Self-Efficacy and Social Support, and 

Parent's PTG on the PTG Improved Relationships Factor (N= 54) 

Predictors B SEB P 

Self-Efficacy .01 .01 .05 

Social Support .26 .13 .28* 

Parent' s PTG .14 .06 .32* 

R¿ = .\5*\ Adjusted R¿=. 10. 
*p < .05. 

**p< .01. 



Table 14 
5 

Simultaneous Regression of Child's Self Reported Self-Efficacy and Social Support, and 

Parent's PTG on the PTG Personal Strength Factor (N= 54) 

Predictors B SEB P 

Self-Efficacy -.004 .01 -.06 

Social Support .21 .08 .36** 

Parent' s PTG .03 .04 .11 

R2 = .13; Adjusted R2= .07. 
*p< .05. 

**p<. 01. 

Table 15 

Simultaneous Regression of Child's Self Reported Self-Efficacy and Social Support, and 

Parent's PTG on the PTG Appreciation for Life Factor (N = 54) 

Predictors B SEB P 

Self-Efficacy .01 .01 .11 

Social Support .12 .06 .27 

Parent' s PTG .06 .03 .28* 

R1 = .14; Adjusted R¿ =.09. 
*p < .05. 

**p< .01. 
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Table 16 

Simultaneous Regression of Child's Self Reported Self-Efficacy and Social Support, and 

Parent's PTG on the PTG Spiritual Awareness Factor (N = 54) 

Predictors B SEB fi 

Self-Efficacy -.004 .01 -.11 

Social Support .05 .05 .14 

Parent' s PTG .04 .02 .22 

R2 = .07; Adjusted R2 =.01. 
*p< .05. 

**p< .01. 

Parent Reported Self-Efficacy, Social Support, and Parents ' PTG as Predictors of 

Children's PTG 

To test hypothesis 5 using parent reported scores, a standard multiple regression 

was conducted by simultaneously entering parents' reports of children's social support 

and self-efficacy, and parents' PTG scores as predictors, with children's self-reported 

PTG as the dependent variable (Table 17). R for regression was not significantly different 

from zero, F (3, 50) = .96, p > .05; and none of the predictors accounted for a significant 

amount of variance. 
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Table 17 

Simultaneous Regression of Parent Reported Self-Efficacy and Social Support, and 

Parent's PTG on Children's PTG (N= 54) 

Predictors B SEB ft 

Self-Efficacy .02 .04 .07 

Social Support .18 .34 .07 

Parent' s PTG .30 .18 .24 

R2 = .05; Adjusted R2=0. 
*p<.05. ' 

**p<. 01. 

A series of five standard multiple regressions were subsequently conducted to 

examine each of the five child reported PTG factors (New Possibilities, Improved 

Relationships, Personal Strength, Appreciation for Life, and Enhanced Spiritual 

Awareness) as individual dependent variables, simultaneously regressing parents' reports 

of child social support, self-efficacy, and parents' PTG onto each of them (Tables 18 

through 22). None of the R for regressions were significantly different from zero. The 

only significant predictor variable was parents' PTG, which accounted for 8% of the 

variance in the Improved Relationships factor. 
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Table 18 

Simultaneous Regression of Parent Reported Self-Efficacy and Social Support, and 

Parent's PTG on Child's PTG New Possibilities Factor (N = 54) 

Predictors B SEB P 

Self-Efficacy .01 .01 .11 

Social Support .06 .11 .08 

Parent' s PTG .08 .06 .20 

R2 = .04; Adjusted R2=0. 
*p<.05. 

**p<.0l. 

Table 19 

Simultaneous Regression of Parent Reported Self-Efficacy and Social Support, and 

Parent's PTG on Child's PTG Improved Relationships Factor (N = 54) 

Predictors B SEB P 

Self-Efficacy .01 .01 .10 

Social Support .07 .11 .09 

Parent' s PTG .13 .06 .30* 

R2 = .09; Adjusted R2 =.03. 
* p < .05. 

**p<. 01. 
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Simultaneous Regression of Parent Reported Self-Efficacy and Social Support, and 

Parent's PTG on Child's PTG Personal Strength Factor (N = 54) 
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Predictors 

Self-Efficacy 

Social Support 

Parent' s PTG 

R2 = .001; Adjusted R2=0. 
*p< .05. 

**/?<.01. 

B SEB P 

.00 .01 -.002 

-.003 .07 -.01 

.01 .04 .04 

Table 21 

Simultaneous Regression of Parent Reported Self-Efficacy and Social Support, and 

Parent's PTG on Child's PTG Appreciation for Life Factor (N = 54) 

Predictors B SEB P 

Self-Efficacy .003 .01 .08 

Social Support .07 .06 .18 

Parent' s PTG .06 .03 .27 

R2 = .09; Adjusted R2 =.04. 
*p< .05. 

**p< .01. 
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Simultaneous Regression of Parent Reported Self-Efficacy and Social Support, and 
Parent's PTG on Child's PTG Spiritual Awareness Factor (N = 54) 
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Predictors B SEB P 

Self-Efficacy -.001 .01 -.04 
Social Support -.002 .05 -.01 
Parent' s PTG .03 .02 .18 

R2 = .04; Adjusted R2 = 0. 
*p< .05. 

**p < .01. 

Post-Hoc Analyses 

The Effects of Social Support on Children's PTG while Controlling for Disease and 

Demographic Variables 

A hierarchical multiple regression was conducted post-hoc as a result of finding 

significant correlations between four disease and demographic variables and children's 

PTG (Table 23). A Bonferroni adjustment of alpha .05/5 = .Olwas made to control for 

Type I errors as these analyses were not included in the original hypotheses. In step 1, 

sex, the child's perception of diagnosis severity, the presence of both cognitive and 

physical impairments, and children's awareness of their parents' PTG were entered. In 

step 2, social support, the most significant predictor of children's PTG in the original 

hypotheses, was added to the regression equation. By assessing the significance of the R2 

change after social support was added, it was possible to determine if social support 

contributed a significant amount of variance over and above the effects of the disease and 

demographic variables. Thus, it was possible to determine if social support contributed a 

significant amount of variance in the prediction of children's PTG while controlling for 

the demographic and disease variables. 
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Results demonstrated that at step 1, R for regression differed significantly from 

zero, F (4, 49) = 7.37, R2 = .38, p <.00T, indicating that the disease and demographic 

variables accounted for a significant amount of variance in children's PTG prior to 

entering social support. At step 2, when social support was added to the regression 

equation, R for regression continued to differ significantly from zero, F (5, 48) = 6.28, R2 

= .40, p < .001. However, the change in R2 was not significant from step 1 to step 2. 

Therefore, social support was not a significant predictor of children's PTG over and 

above the effects of the disease and demographic variables. Significant predictors of 

children's PTG at step 2 included female gender, which accounted for 13% of the 

variance and the presence of both cognitive and physical impairments, which accounted 

for 10% of the variance in children's PTG. 

Table 23 

Hierarchical Regression: The Effects of Social Support on Children's PTG while 

Controlling for Disease and Demographic Variables (N= 54) 

Predictors B SEB B 

Step 1 

Sex 3.40 1.01 0.40** 

Diagnosis Severity 0.70 0.47 0.18 

Cognitive & Physical Impair 4.42 1.59 0.32** 

Awareness of Parents' PTG 0.59 1.00 0.07 

Step 2 

Sex 3.21 1.02 0.38** 

Diagnosis Severity 0.73 0.47 0.18 

Cognitive/Physical Impair 4.42 1.56 0.32** 

Awareness of Parents' PTG 0.52 1.00 0.06 

Social Support (Child Report) 0.40 0.32 0.14 

Step 1 R2 = .38; Step 2 R2 = .40. 
AR 2 from step 1 to step 2 = .02; Sig. F Change > .05. 
**p < .01 . 
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The current study found that PTG is in fact a phenomenon that is experienced by 

some children who have survived cancer, as 59% of the children in the current sample 

reported having experienced at least a small degree of positive change on every item of 

the PTG inventory. Furthermore, children with cancer appear to experience similar 

degrees of PTG as adults who have experienced traumatic events. In other words, 

children have the capacity to perceive positive benefits and to experience emotional 

growth as a result of traumatic experiences such as cancer. Variables positively correlated 

with children's PTG included social support from teachers, children's perceptions of 

increased diagnosis severity, children's awareness of their parents' PTG experience, 

female gender, and the presence of both cognitive and physical impairments resulting 

from the illness. Parents and children did not differ significantly on their reports of 

children's PTG, self-efficacy, or social support. When examining social support, self-

efficacy, and parents' PTG as predictors of children's total PTG scores, the only 

significant predictor was social support. In a post-hoc test, when the effects of disease 

and demographic factors were controlled for prior to entering social support into the 

equation, the only factors that significantly predicted which children experienced higher 

degrees of PTG were female gender, and the presence of both physical and cognitive 

impairments resulting from the illness. 
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Purpose and Objectives of the Study 

The main objectives of this study were to determine whether children with cancer 

experience PTG, and if so, whether certain demographic, disease, and psychosocial 

factors are related to the degree of PTG experienced. In this section, the results will be 

explained in relation to the hypotheses in the Introduction chapter and the existing 

scientific literature. Limitations of the current study will be outlined and suggestions for 

future research provided. The theoretical and clinical implications of the results will also 

be discussed. 

Results in Relation to the Current Hypotheses and Scientific Literature 

Is PTG a Phenomenon Relevant to Children who have Survived Cancer? 

One of the most interesting results of this study is the finding that PTG is an 

experience relevant to children who have survived cancer. Although the adult literature 

has found PTG to be a phenomenon relevant to adult survivors of cancer, heart attacks, 

and other chronic illnesses and traumatic experiences (e.g., Affleck & Tennen, 1996; 

Park et al., 1996), it had not been systematically studied in children prior to this 

investigation. A significant proportion of the current sample reported having experienced 

at least some degree of positive changes in their lives as a result of their cancer 

experience. Specifically, 59% of children in the current study reported having 

experienced at least a small degree of positive change on every item of the PTG 

inventory, while only 17% reported having experienced a very small degree of change or 

less on every item. The current study also showed that children who have survived cancer 

experience PTG to a similar extent as adults who have experienced traumatic events. The 

current study demonstrated high internal consistency on each of the five PTG factors and 

the total PTG scale, thereby confirming its usefulness as a measure of PTG in children. 



The implications of the innovative finding, that children experience PTG, will be 

discussed in further detail below. 

The Sample: Calgary and Edmonton Recruitment 

The sample of children in the current study was representative of children with a 

wide range of cancer diagnoses, treatments, and severities of illness. Furthermore, there 

was an adequate gender ratio and a wide range of ages included in the study. 

Consequently, the results of this study may be generalized to a broader population of 

children with cancer. 

There were a few differences between the Calgary and Edmonton recruitment 

samples on demographic variables. However, this did not result in significant differences 

between the two groups on the major outcome variables in the study. As a result, the two 

samples were treated as a single sample for the purposes of the analyses. 

The Relationship between Parent and Child Reports of Children's PTG, Social Support, 

and Self-Efficacy 

Parent and child reports of children's PTG, self-efficacy, and social support were 

obtained to provide corroborative evidence of the responses on the questionnaires. The 

finding that parent and child reports did not differ significantly on any of the measures 

strengthened the findings of this study in a number of ways. It was particularly important 

to corroborate parent with child reports as measures of self-efficacy and social support 

were based on retrospective accounts. Furthermore, this finding also enabled us to use the 

child's report of PTG exclusively with greater confidence. The consistency between 

parent and child reports of PTG also provides empirical support for the validity of the 

PTG construct and challenges the notion that PTG represents an illusory coping strategy 

rather than actual change. The finding that there were no differences between parent and 

child reports in both the Edmonton and Calgary sub-samples also suggests that the 

differences in data collection between the two samples did not result in the Edmonton 

children being influenced by their parents' presence while completing the questionnaires. 
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It should be mentioned that despite the fact that parent and child reports did not 

differ in this study, this similarity is not generally found in the pediatric literature. For 

example, a commonly used measure of child adjustment is the Child Behavior Checklist 

(Achenbach, 1994) which has parent, child, and teacher report forms. It is widely cited in 

the literature that the use of this scale usually results in significantly different reports 

from the three sources. There is no obvious explanation for the finding in the current 

study that parent and child reports did not differ. PTG, social support, and self-efficacy 

are constructs that tap into very personal domains of experience, and it would be 

expected that parents would not know their children's inner experiences as intimately as 

the children know it themselves. However, it may be that children and parents who 

experience a traumatic experience such as cancer develop an emotional closeness and 

level of communication that is greater than parents and children in the general population. 

If that were true, it would explain how parents in this study were able to respond to the 

inventories with a similarity to their children's responses not commonly found in other 

areas of pediatric literature. 

Variables Associated with PTG in Children and Adolescents with Cancer 

Social Support 

Social support was significantly related to children's experience of PTG. 

Children's PTG was positively correlated with their own self-reports of teachers' support; 

however, parent and peer support were not correlated with children's PTG. This finding 

is somewhat contrary to the emphasis in the general pediatric literature on the importance 

of parents' support in children's adjustment to stressful experiences including cancer (e.g., 

Kupst & Schulman, 1984; Walsh-Burke, 1992). Although in one study, Varni et al. 

(1994) demonstrated that teacher, classmate, and parent support are positively correlated 

with improved adjustment and reduced distress in children newly diagnosed with cancer, 

most studies have emphasized the importance of parents', as opposed to teachers' 

support. However, these results suggest that teachers' support may play a significant role 

in children's adjustment to cancer. 
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Children's mean scores on all four social support subscales were comparable to 

the norms established by the test authors and had adequate range. Consequently, it is 

difficult to determine why teachers' support was significantly related to children's PTG 

while parents' support was not. One hypothesis is that given that most of the children in 

this study had ample parent support, the factor that made the difference in whether or not 

they experienced PTG may have been significantly related to having the added benefit of 

support received outside the home by teachers. 

When parents' PTG, and children's self-reports of social support and self-efficacy 

were entered simultaneously as predictors of children's PTG, the only significant 

predictor of PTG was children's self-reported total social support. It is widely cited in the 

literature that social support is a protective factor associated with improved adjustment in 

children with cancer (e.g., Bush et al., 1986; Kazak & Barakat, 1997; Kupst et al., 1995). 

Social support has stress-buffering effects by reducing threat appraisals, improving 

coping skills, efforts, and efficacy, and by increasing perceptions of social security (e.g., 

Quamma & Greenberg, 1994; Wills et al., 1996). Since PTG has been associated with 

improved adjustment, it was anticipated that social support would also enhance children's 

experience of PTG. 

According to Janoff-Bulman (1992), following a traumatic event, most survivors 

find themselves searching for ways to create a less threatening view of the world. This 

reconstruction of worldview takes place within an interpersonal context. Consequently, 

individuals who experience supportive relationships following a traumatic event are 

provided not only with evidence of the basic goodness of people, but also affirmation of 

their own self-worth (Janoff-Bulman & Berger, 2000). It appears that social support may 

directly influence the perception of benefits following victimization. 



Female Gender 

Female gender was significantly correlated with children's PTG, which is 

consistent with the adult literature on PTG (e.g., Park et al., 1996). In the post-hoc 

hierarchical multiple regression analyses, female gender was also a significant predictor 

of PTG. Tedeschi and Calhoun (1996) found that in adults, females are more likely than 

males to report spiritual and relationship changes as a result of traumatic events. They 

concluded that spirituality and relationships are factors that females may rely on more 

than males as they cope, and consequently, they are more likely to report positive 

changes in these areas. An alternate explanation for the differences between males' and 

females' experience of PTG is related to gender research that has shown differences in 

the ways in which females and males process their experiences. Due to differences in 

socialization, females are more likely than males to process their experiences by 

verbalizing them, expressing their feelings, and cognitively 'ruminating' about them 

(e.g., L'Abate, 1992). Since the experience of PTG requires the individual to cognitively 

process their experience in a way that is similar to the way that some females naturally 

process their experiences, the PTG experience may be more likely to be experienced by 

females. This hypothesis supports the idea that PTG may be associated with gender-

specific coping styles. On the other hand, females may simply be more likely to report 

their experiences of PTG than males, without actually experiencing higher degrees of 

PTG. 

Indices of Trauma Severity 

Previous research with adults has shown that the more severe and life altering a 

traumatic event is, the more likely the individual is to experience PTG (e.g., Stutts, 

Calhoun, Tedeschi, & Cann, 1994; Tedeschi & Calhoun, 1998). The perception of 

benefits is more likely to occur if the event is shattering enough to stimulate the person to 

question their previous assumptions and beliefs about the world, and to integrate the 

experience into a new cognitive framework (Janoff-Bulman, 1992). Perception of 
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positive benefits resulting from trauma enables the person to find meaning in an 

experience that may otherwise be completely devastating. Consequently, positive 

cognitive reconstruction of the experience serves a psychologically protective function 

for the individual. 

Due to the nature of PTG and its tendency to occur in relation to more severe 

trauma, it was hypothesized that disease and demographic variables associated with 

increased severity would be positively correlated with PTG. In the current study, 

children's PTG was significantly correlated with their perceptions of increased diagnosis 

severity and the presence of both cognitive and physical impairments resulting from the 

illness. There were also trends toward significant relationships between children's PTG 

and the number of months on treatment, children of parents who obtained illness related 

counseling, and cognitive or physical impairments alone. In the post-hoc hierarchical 

multiple regression analyses, the presence of both cognitive and physical impairments 

resulting from the illness experience was also a significant predictor of children's PTG. 

These findings support the adult literature on PTG that demonstrates that 

increased trauma severity is associated with PTG. However, these results are in contrast 

to the pediatric oncology literature that has typically found no significant relationship 

between diagnosis severity and adjustment. There are however, a few studies 

demonstrating that increased diagnosis severity may be a risk factor for the development 

of post-traumatic stress disorder in children with cancer (e.g., Barakat, Kazak, Gallagher, 

Meeske, & Stuber, 2000). Furthermore, the pediatric oncology literature has 

demonstrated that neuropsychological late effects and cognitive and physical 

impairments are typically associated with maladjustment in children with cancer (e.g., 

Brown & Madan-Swain, 1993; Brown et al., 1998). Consequently, the results of the 

current study are in contrast to the findings of the general literature on children's 

adjustment to cancer. 

There were also some indices of trauma severity such as the child's awareness of 

life threat and whether the child received counseling to cope with the illness that were not 

significantly correlated with children's PTG. One possible explanation for these 

seemingly mixed results is that that there may be a threshold which is the optimal degree 



of threat required to stimulate the experience of PTG, but if the trauma is not 

threatening enough, or is overwhelming, PTG is impeded. Furthermore, because all 

children and parents are provided some counseling at the two hospitals from which the 

samples were derived, it was not determined whether the families in this study who 

acknowledged having had counseling were in fact ones who required additional 

counseling because they were having an exceptionally difficult time coping, or that they 

were simply provided the standard counseling offered to all families. Consequently, it is 

difficult to interpret the implications associated with children's and parents' experiences 

of illness related counseling. 

Children's Awareness of their Parents ' Perceptions of Positive Benefits Resulting from 
their Cancer Experience 

As expected, children's awareness of their parents' experience of PTG was 

significantly correlated with children's PTG. Previous literature has shown that parents' 

coping and adjustment are directly related to their children's (e.g., Kupst et al. 1995). 

Through modeling of coping behaviors and threat appraisal, provision of social support, 

and by equipping the child with an environment that is conducive to adaptive adjustment, 

parents may have a direct influence on the child's adjustment and possibly, on the 

development of PTG (e.g., Kliewer et al., 1994). 

Variables that were not Associated with PTG in Children and Adolescents with Cancer 

Parents ' PTG 

Contrary to what was predicted, parents' PTG was not significantly correlated 

with children's PTG and was not a significant predictor of children's PTG when entered 

in a simultaneous multiple regression along with self-efficacy and social support. This 

relationship was anticipated because previous literature has found that children's and 

parents' coping styles and adjustment to stressful medical situations are heavily 

influenced by each other (e.g., Bush et al., 1996; Mulhern et al., 1992). The research 

literature also demonstrates that children's coping and threat appraisal are influenced by 
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their parents through modeling and coaching (e.g., Kazak & Barakat, 1997). One 

explanation for the current contradictory finding is that less than half of the children in 

this sample reported being aware of their parents' experience of PTG. Consequently, 

some parents who experienced PTG may not have directly influenced children's PTG 

development by verbalizing the positive benefits that resulted from the experience. As a 

result, there would not be a significant relationship between parents' and children's PTG 

scores. Furthermore, the experience of PTG may be an internal experience that is not 

readily observable by the child. Therefore, it would not likely be modeled and imitated by 

the child in the same ways that other coping strategies are. Results from the current study 

supported this explanation as children's awareness of their parents' PTG experience was 

significantly correlated with children's experience of PTG. These results suggest that 

PTG may be a learned coping strategy that is dependent on children's awareness of their 

parents' PTG and on parents' modeling of perceptions of positive benefits. 

Self-Efficacy 

Contrary to what was predicted, self-efficacy was not significantly correlated with 

children's PTG, nor was it a significant predictor of PTG when entered into a 

simultaneous multiple regression with social support and parents' PTG. Although there is 

a paucity of research on the relationship between self-efficacy and adjustment to cancer, 

it is well documented that high self-efficacy is related to adjustment to stressful 

experiences via its beneficial effects on threat appraisal and coping efforts (e.g., Bandura, 

1986; Garmezy, 1994; Jerusalem & Mittag, 1995; Lazarus & Folkman, 1987; Schwarzer 

& Fuchs, 1995). Furthermore, self-efficacy has been associated with increased efforts to 

solicit social support, which is associated with improved adjustment (e.g., Bandura, 

1982). The unexpected finding that self-efficacy was not significantly related to 

children's PTG may be attributed to the retrospective way in which self-efficacy was 

measured in the current study. Previous research has found that self-efficacy tends to 

increase with age and change in response to life experiences (e.g., Cowen et al., 1991). 

Self-efficacy is enhanced by mastery experiences and is impeded by failure experiences 



(Bandura, 1997). In a study of adult cancer patients, Collins et al. (1990) found that the 

most common positive change reported by adult cancer patients was feeling stronger and 

more self-assured. Consequently, if children's self-efficacy was significantly altered by 

their experience of coping with cancer, both parents' and children's reports of self-

efficacy may have been based on their current level of self-efficacy more so than the pre

cancer level of self-efficacy due to memory biases. However, it is difficult to determine 

from the results of this study whether retrospective accounts of self-efficacy were 

accurate or not. Alternatively, use of a measure of efficacy designed specifically for 

children coping with chronic illness rather than a general self-efficacy measure may 

result in more significant results. 

Research demonstrates that self-efficacy and social support have reciprocal 

effects on each other (e.g., Bandura, 1997; Cohen & Wills, 1985; Sandler et al., 1989). In 

a study of adult cancer patients, Merluzzi and Martinez Sanchez (1997) found that 

perceived self-efficacy was positively correlated with social support. In the current study, 

it was expected that children with high self-efficacy would also report high levels of 

social support. Results of the current study partially supported these hypotheses. Self-

efficacy was significantly correlated with social support according parents' reports, and 

there was a trend toward a significant relationship between children's self-reported self-

efficacy and social support. 

Life Stressors and Losses 

The experience of previous life stressors and losses was also hypothesized to be 

correlated with children's PTG. Previous life stressors are typically viewed as risk factors 

for maladjustment in children facing traumatic events. However, it was anticipated that 

children who had experienced a greater number of life stressors and losses prior to their 

cancer experience would have higher PTG scores because the cancer experience would 

constitute one more stressor disrupting the life of an already vulnerable child enough to 

stimulate PTG. In the current study, the experience of previous life stressors and losses 

was positively correlated with PTG prior to the Bonferroni correction, but not after, 
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suggesting that if such relationship exists, the present study did not have sufficient 

sample size or power to detect it. One explanation of this finding is that children who 

have experienced major life stressors prior to cancer may have learned effective coping 

strategies which would provide them with more confidence in coping with the cancer 

experience (Rutter, 1987). Consequently, they would feel less overwhelmed by the cancer 

experience, and would be less likely to experience PTG. A similar explanation proposed 

by Janoff-Bulman (1992) in a review of the literature, is that if an individual's 

fundamental assumptions have already been questioned by previous life stressors, they 

are less likely to shatter with subsequent traumas. Therefore, children who have 

experienced major life stressors prior to cancer would be less likely to experience PTG. 

Furthermore, it appears from the results of this study that there may be multiple pathways 

to the development of PTG resulting from the transaction between a variety of risk and 

protective factors. 

Limitations of the Current Study and Recommendations for Future Research 

As with all human research, there were some pragmatic considerations that 

resulted in methodological limitations. Although these limitations do not undermine the 

value of the results, they warrant consideration and lead to suggestions for future research 

in this area. 

The current study used retrospective reports of children's self-efficacy and social 

support prior to the cancer experience. Children's self-efficacy and social support were 

measured retrospectively because previous research has found that the experience of PTG 

does not occur until the immediacy of the traumatic event is over and the person has had 

time to process the implications of the experience. Consequently, children were required 

to be at least two years post-treatment completion in order for PTG to manifest and 

therefore, become measurable. 

Although the retrospective design of this study was necessary, it posed some 

inherent difficulties. First, self-efficacy and social support can change as a result of 

stressful life experiences. Therefore, it is difficult to determine whether recall of pre-
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cancer levels of social support and self-efficacy was biased by the subsequent 

experience of cancer. Second, the literature on memory demonstrates that the accuracy of 

recall of emotionally charged experiences may be influenced by the psychological state 

of the person when the memory was encoded (e.g., Bernard, Killworth, Kronefeld, & 

Sailer, 1984; Blaney, 1986). Furthermore, it is difficult to determine whether 

retrospective reports were confounded by memory biases such as reconstruction or decay. 

However, despite the potential threats to the reliability and validity of the retrospective 

reports, parents and children did not report significantly different scores on these 

measures. Therefore, it may be concluded that the retrospective reports were fairly 

accurate. It is recommended, however, that future research use not only corroborative 

reports from parents but also from teachers or some other more objective reporter. 

Furthermore, in this study, children were interviewed between two to twelve years post-

treatment completion. Studying children closer to two years post-treatment would 

enhance the reliability of the retrospective reports. 

Prospective longitudinal research, although time consuming, costly, and not 

always feasible, would provide valuable information about the antecedents, 

consequences, and causal mechanisms related to PTG. Furthermore, it would overcome 

some of the limitations associated with retrospective reports. It is recommended that 

future research examine a broader range of predictors of PTG (e.g., cognitive mediators 

of PTG such as attribution style) as well as outcome variables related to PTG (e.g., 

measures of adjustment). A longitudinal design with cancer patients would necessitate the 

impossible task of predicting which children will fall i l l , but it might be possible to 

implement in relation to other more common life stressors. This would facilitate the 

development of a more comprehensive model of PTG. 

The current study had a moderate sample size that was limited due to the 

infrequent incidence of pediatric cancer in the general population and due to data 

collection time constraints associated with the study. Although a pre-study power 

analysis indicated that 54 subjects would provide enough power to detect significant 

effects using the planned analyses, it limited the types of statistical analyses that could be 

performed on the data, the number of predictor variables that were examined, and 
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reduced the power to detect significant effects. Given a larger sample size, it may have 

also been possible to determine if there were any age or gender differences in the 

relationships between children's PTG and the major variables of interest. Thus, had there 

been a larger sample size, a more comprehensive model of PTG could have been 

examined. These changes are recommended for future research. 

Although there were some difficulties associated with using the same measures on 

the entire sample, which included children, adolescents, and young adults, this method 

made it possible to directly compare participants' scores on the various measures. The 

PTG inventory has been standardized on young adults but not children. Consequently, it 

is difficult to determine the validity of its use with children. However, both child and 

parent reports of children's PTG fell within the normative range of the adult 

standardization sample. Consequently, it may be concluded that children and adolescents 

experience PTG to a similar extent as adults following a traumatic event. Furthermore, 

there was high internal consistency on the PTG inventory, suggesting that the scale was 

measured the construct that it intended to. It is recommended, however, that future 

research standardize the scale for use with children and adolescents. 

Children completed self-report measures of predictor and outcome variables. 

Potential bias may have resulted as scores on these measures were subsequently analyzed 

with respect to the correlations between them. This was a limitation of the methodology 

that cannot easily be avoided in future studies as the personal nature of the variables of 

interest necessitates self-reporting. However, the predictor and dependent variables were 

also rated by parents and subsequently compared to children's self-reports, which may 

have reduced some of the bias. 

A final limitation of the study was that the sample from Calgary was interviewed 

and provided the questionnaires in person, whereas the Edmonton participants were 

provided telephone interviews and mail-out questionnaires. Although in the Calgary 

sample children and parents were required to answer the questionnaires separately, it was 

not possible to control for this with the Edmonton sample. The concern is that the 

Edmonton sample of children may have had biased reports due to the influence of their 

parents possibly being present when they completed the questionnaires. However, it 



76 
appears from analysis of the data that children in the two groups responded in a similar 

manner. There were no significant differences found between parent and child reports of 

PTG, self-efficacy, nor social support in either the Calgary or Edmonton sample. This 

suggests that the differences in data collection procedures did not affect the way the 

questionnaires were answered. However, it is recommended that in future studies, the 

children should complete the questionnaires and interviews separately from their parents 

and in the presence of the investigator to control for extraneous influences. 

Implications of the Findings of the Current Study 

This study has made an original contribution to the literature by finding that PTG 

is a phenomenon that is relevant to children. Although PTG has been studied in adults 

who have experienced a variety of traumatic experiences, it had not previously been 

studied in children. The finding that PTG is experienced by children with cancer is 

important both theoretically and clinically. 

PTG has been directly associated with enhanced adjustment, psychological 

functioning, and well-being in adults (e.g., Affleck et al., 1991; Carver et al., 1993; Moss-

Morris et al., 1993; Thompson et al., 1994). PTG has also been indirectly associated with 

adjustment in adults via improved social support, altered priorities, and a coping style or 

personality disposition that is associated with improved adjustment (e.g., Schaefer & 

Moos, 1992; McMillen et al., 1995). Consequently, PTG appears to have significant 

theoretical value in expanding our understanding of adjustment and resilience in children 

with cancer. 

As PTG has been found to be a relevant experience for children with cancer and it 

has been associated with improved adjustment in adults, there are important clinical 

implications. Since social support was a significant predictor of the experience of PTG, 

children who are newly diagnosed with cancer can be screened to determine whether they 

have adequate support. If they do not, preventive interventions such as peer and family 

support groups may be implemented to enhance the child's experience of social support 

and to promote better adjustment. Furthermore, since social skills training has been found 



to enhance children's experience of classmate and teacher support (Varni et al., 1993), 

and teachers' support was shown in the current study to be related to children's 

experience of PTG, such programs can be implemented with children who have 

inadequate support to promote the development of PTG. 

PTG is essentially the experience of positive changes and personal growth 

resulting from a traumatic experience that disrupts one's worldview. Since PTG has been 

associated with improved adjustment, children who are having difficulty adjusting to a 

traumatic experience may benefit from cognitive interventions (Foster & McLellan, 

2000). Cognitive therapy focusses on improving the adaptiveness of individuals' 

cognitions and underlying beliefs (Beck, 1979). Consequently, cognitive therapy may be 

helpful in promoting the experience of PTG and adjustment to traumatic experiences by 

challenging maladaptive thought patterns and beliefs that inhibit effective coping 

(Folkman & Tedlie Moskowitz, 2000). Furthermore, cognitive therapy with a focus on 

existential issues may be helpful in guiding survivors of traumatic experiences in 

discovering opportunities for emotional, psychological, and spiritual growth through 

positive reappraisal of the event and the pursuit of meaning. The results of this study are 

exciting as they shed light on the possibility that children not only survive and adapt to 

traumatic events but they also have the potential to transform them into meaningful and 

growth-enhancing experiences. 

Concluding Remarks 

Despite recent research interest in children's adjustment and resilience to chronic 

illnesses and other stressful experiences, this is the first study that we are aware of, that 

has examined children's experience of PTG. Based on the results of this study, it appears 

that the transactional models of children's adjustment to chronic illness proposed by 

Wallander and Varni (1992) and Kliewer et al. (1994) have some utility in explaining 

children's experience of PTG resulting from cancer. Given that the literature has 

demonstrated that adults' experience of PTG is related to improved adjustment, it is not 



surprising that these models have proven useful in understanding children's experience 

of PTG. 

Wallander and Varni's (1992) model of risk and resistance factors related to 

children's adjustment to chronic illness was particularly useful as the current study 

demonstrated that children's experience of PTG was related to 1) illness parameters 

(diagnosis severity, and the presence of physical and cognitive impairments), 2) 

intrapersonal factors (female gender), and 3) social-ecological factors (teacher's support, 

general social support, and children's awareness of their parents' perception of positive 

benefits due to the cancer experience). One important difference however, between the 

current study's findings and Wallander and Varni's (1992) risk-resistance model is that in 

the current study, factors associated with increased disease severity and sequelae were 

associated with increased PTG and thus, were not interpreted as risk factors for 

maladjustment. 

Results of the current study also support the model proposed by Kliewer et al. 

(1994) in its emphasis on the influence of parent-child interactions in children's 

adjustment to chronic illness. Two factors influenced by parent-child interactions that 

were significantly related to children's PTG included social support and children's 

awareness of their parents' PTG experience. Consequently, the current study 

demonstrates that the aforementioned models of children's adjustment to chronic illness 

may provide useful frameworks within which to conceptualize children's experience of 

PTG. 
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RE: Participation in a Research Study on Children and Adolescents Coping with  

Cancer 

Dear parent/guardian, June 1, 2000 

The Northern Alberta Children's Cancer Program at the Cross Cancer Institute in 

Edmonton is forwarding information to families who may be willing to participate in a 

research study. Researchers at Alberta Children's Hospital and the University of Calgary 

are interested in learning about the factors that make it easier for children, adolescents, 

and their parents to deal with cancer. We are interested in learning more about the factors 

that help children cope with cancer because there has been very little research in this area 

and it is an important aspect in providing families with comprehensive care. 

You have been contacted because you are a parent of a child who was diagnosed 

with cancer and completed his/her active treatments at least two years ago. You and your 

child have valuable information to offer about your experience in dealing with cancer. 

Your participation in this research will improve our understanding of the experience of 

childhood cancer and will provide information that will be useful for others dealing with 

similar experiences. It is our hope that this research will lead to improvements in the 

treatment of children with cancer in the future. 

Participation in this study will require approximately 60 to 90 minutes of your 

time. Involvement in this study will require you and your child to complete a few 

questionnaires and return them by mail. Your child will subsequently be interviewed 

briefly over the telephone about his/her experience with cancer by the researcher (Kyla 

Yaskowich), at which time you will also be given the opportunity to discuss the study. 

The questions on the questionnaires and in the interview will focus on your own and your 

child's experiences in dealing with cancer. 

A l l of the information you provide will be kept confidential. To protect the 

identity of yourself and your child, none of the information you provide will be 

associated with your names or with any other identifying information. No one at the 

Alberta Children's Hospital or the Cross Cancer Institute except the principle investigator 
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(Kyla Yaskowich) will have access to your personal responses on the questionnaires. 

Participation in this study is voluntary and choosing not to participate in this research will 

in no way jeopardize your child's care. You should also be aware that even if you give 

your permission to participate, you and your child are free to withdraw from this study at 

any time. 

If you have questions about this study, please feel free to contact Dr. Susan 

Danielsen (780-432-8364). You can also contact the researcher (Kyla Yaskowich, 

University of Calgary) directly at 403-220-5568 or by email at kmyaskow@ucalgary.ca. 

Please indicate whether or not you and your child are interested in participating in 

this study by placing an " X " next to the appropriate statement below and returning this 

form along with one signed copy of the consent form. Please keep one copy of the 

consent form for your own records. Please return this form in the stamped envelope 

provided by JUNE 30,2000 even if you are not interested in participating in this 

study. 

Yes, my child and I would like to participate in this study (Phone #: 

) 

No, my child and I would not like to participate in this study 

If you are interested in participating in this study, you will be contacted by phone 

by Kyla Yaskowich, to be provided with further details about the study and to make 

arrangements for a telephone interview with your child. 

Thank you very kindly for your time and interest in this project. 

Yours sincerely, 

Susan Danielsen, PhD Kyla Yaskowich, M.Sc. 
Psychologist Primary Researcher 
Northern Alberta Children's Cancer Program University of Calgary 
Cross Cancer Institute Department of Psychology 

mailto:kmyaskow@ucalgary.ca
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Kyla Yaskowich, M.Sc, University of Calgary 
Principle Investigator 
Cross Cancer Institute 
Edmonton, Alberta 

August 30,2000 

Re: Research Study with Children who have Survived Cancer and their Families 

Dear parent and child, 

Thank-you for agreeing to participate in this research study. Provided in this 

package are three questionnaires that your child is required to fill out, as well as a series 

of questionnaires for one parent to complete. Please also note that there is a consent 

form, which requires your signatures. Please return the signed copy to me and keep a 

copy for your own records. Instructions are provided on each questionnaire. However, i f 

you are unsure about any of the instructions, please feel free to phone me collect at 902-

422-4356 (evenings, preferably before 8:00 pm Alberta time). 

Please return these questionnaires in the self-addressed, stamped envelope that is 

provided as soon as you have completed them. I will phone you when I receive the 

questionnaires to engage your child in a brief, 10 minute telephone interview. At this 

time, I will also provide you with the opportunity to discuss the study and to clarify any 

questions you may have. 

Once again, thank-you for volunteering your time to participate in this study. It is 

our hope that this research will provide useful information for other children and families 

dealing with cancer. I look forward to receiving your questionnaires. 

Yours sincerely, 

Kyla Yaskowich 

Principle Investigator 
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CONSENT FORM 

Research Project Title: Posttraumatic Growth in Children and Adolescents with 
Cancer. 

Investigators: 
Kyla M . Yaskowich, M.Sc, Department of Psychology, University of Calgary 
(*Principle Investigator) 
Stan Whitsett, Ph.D., Southern Alberta Children's Cancer Program, Alberta Children's 
Hospital 

Bonnie Kaplan, Ph.D., Department of Pediatrics, University of Calgary 

Sponsors: 
National Cancer Institute of Canada 
Alberta Heritage Foundation for Medical Research 

This consent form, a copy of which has been given to you, is only part of the 

process of a voluntary informed consent. It should give you the basic idea of what this 

research project is about and what your participation will involve. If you would like 

further detail about something mentioned here, please feel free to ask. Please take the 

time to read this form carefully. 

The purpose of this study is to investigate how children, adolescents, and their 

parents deal with cancer. You have been contacted because you are a parent of a child 

who has been diagnosed with cancer and your child completed his or her active 

treatments at least two years ago. You and your child have valuable information to offer 

about your experience dealing with cancer. Participation in this research will contribute 

to a greater understanding of the needs of children with cancer and their families. 

Participation in this study will require approximately 60 to 90 minutes of you and your 

child's time. 

Involvement in this study will consist of you and your child completing a few 

questionnaires (separately), and your child participating in a brief interview with the 

researcher. This procedure will take place either at the Alberta Children's Hospital or in 

your own home, depending on your preference. The questions asked will focus on your 

own experience and your child's experience in dealing with cancer. Positive and negative 

aspects of your experience will be explored. The interviewer, who is the principle 

investigator, is trained to deal with personal and confidential issues such as these in a 
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sensitive manner. AU participants will be provided with an opportunity to discuss the 

study and to have any questions answered immediately upon completion of the 

questionnaires and interview. If you discover that discussing your experiences causes 

you or your child any distress, psychological counseling services are available to you 

through the Alberta Children's Cancer Program, Alberta Children's Hospital. 

Involvement in this study will not benefit you or your child directly through any 

monetary or other gains; nor will it cost you anything to participate. However, it is the 

intent of the research team that the results of this study provide information that will 

benefit other children with cancer by improving psychosocial resources for them and by 

providing information that will be useful for others dealing with similar experiences. A 

summary of the results of this study will be mailed to you upon completion of the study. 

A l l of the information you provide will be kept confidential. To protect the 

identity of yourself and your child, none of the information you provide will be 

associated with your names or with any other identifying information. No one at the 

Alberta Children's Hospital except the principle investigator (Kyla Yaskowich) will have 

access to your personal responses on the questionnaires. Data will be stored in locked 

filing cabinets for five years in the Department of Psychology at the University of 

Calgary and subsequently disposed of using the appropriate departmental procedures. 

In the event that you or your child suffers injury as a result of participating in this 

research, no compensation will be provided for you by the National Cancer Institute of 

Canada, the Alberta Heritage Foundation for Medical Research, the University of 

Calgary, the Calgary Regional Health Authority, nor the researchers. However, you still 

have all your legal rights. Nothing said here about compensation in any way alters your 

right to recover damages. You and your child have the right to withdraw from the study 

at any time, to refuse to answer specific questions, and to require that any information 

you provide not be used in the final report of the study i f you so choose. 

Your signatures on this form indicates that you and your child have understood to 

your satisfaction the information regarding participation in this research and that you 

agree to participate and to allow your child to participate. In no way does this waive your 

legal rights nor release the investigators, sponsors, or involved institutions from their 



legal and professional responsibilities. You are free to withdraw from the study at any 

time and your continued participation should be as informed as your initial consent, so 

you should feel free to ask for clarification or new information throughout your 

participation. 

If you have further questions concerning matters related to this research, please 

contact, Dr. Stan Whitsett, Southern Alberta Children's Cancer Program, Alberta 

Children's Hospital, 229-7975 or Kyla Yaskowich, Department of Psychology, 

University of Calgary, 220-5561. If you have any questions concerning your rights as a 

possible participant in this research, please contact the office of Medical Bioethics, 

Faculty of Medicine, University of Calgary, at 220-7990. 

Parent's Signature Date 

Child's Signature Date 

Principle Investigator's Signature Date 

Witness' Signature Date 

The investigator will, as appropriate, explain to your child the research and his or 

her involvement, and will seek his or her ongoing cooperation throughout the project. 

Please print your name and address in the space below so that a summary of the 

results of this study can be mailed to you upon completion of the study. 

Name: 

Phone Number: 

Address: 

If there is a follow-up to this study, are you interested in being contacted for an 

invitation to participate? YES NO 
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Please fill out the following information about your child as accurately as you 

can. This information will remain confidential and separate from the other questionnaires 

that you and your child have completed. 

1. Your relationship to the child (circle number) 

1 Father 

2 Mother 

2. What is your child's date of birth? 

3. What grade is your child currently in at school? 

4. What sex is your child? (circle number) 

1 Male 

2 Female 

5a. Has your marital status changed since your child was diagnosed with cancer? 

(circle number) 

1 No 

2 Yes 

5b. If you answered "yes" to 5a, please indicate how your marital status has changed 

since your child's cancer diagnosis, (circle number) 

1 Separated 

2 Divorced 

3 Widowed 

4 Began Living Common-Law 

5 Re-Married 

6 Other (specify) 
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6. With whom did your child live when he/she was diagnosed with cancer? (you may 

circle more than one) 

1 Mother 

2 Father 

3 Brothers/Sisters 

4 Grandparents 

5 Others (specify) 

7. With whom does your child currently live? (you may circle more than one) 

1 Mother 

2 Father 

3 Brothers/Sisters 

4 Grandparents 

5 Others (specify) 

8. How severe do you think your child believed his/her cancer was? (circle one) 

1 Mild 

2 Moderate 

3 Moderately Severe 

4 Severe 

9. If a prognosis was made, what prognosis did your child have? 

10. Has your child had any metastases since the original diagnosis was made? (circle) 

1 Yes; approximate dates: 

2 No 

11. What treatments has your child had? (circle all numbers that apply & provide the 

dates your child started and ended each treatment on the blank line) 

1 Surgery (approximate dates) 

2 Chemotherapy (approximate dates) 

3 Radiation treatment (approximate dates) 

4 Bone marrow transplant (approximate dates) 

5 Other (specify) 
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12. Has your child had any lasting changes in physical appearance as a result of his/her 

cancer? (circle) 

1 Yes; specify the type of change: 

2 No 

13. Is your child's ability impaired in any way because of his/her cancer? (circle) 

1 Yes; specify the type of ability impairment: 

2 No 

14. Has your child had any counseling to help him/her deal with the illness? (circle) 

1 Yes; specify the type of counseling and number of sessions your child had: 

Type of counseling 

Approximate number of sessions 

2 No 

15. Have you had any counseling to help you deal with your child's illness? (circle) 

1 Yes; specify the type of counseling and number of sessions you had: 

Type of counseling 

Number of sessions 

2 No 

16. Has your child made any positive changes in his/her life or had any positive 

experiences as a result of having gone through cancer? Please describe: 

17a. Have you made any positive changes in your life or had any positive experiences as 

a result of having gone through your child's cancer experience? 

Please describe: 

17b. Do you think that your child knows that you have made positive changes in your life 

or had positive experiences related to his/her cancer? (circle one) 

1 No 

2 Yes 

18. Has your child experienced any positive or rewarding life events (unrelated to the 

cancer experience) since his/her cancer diagnosis of cancer? Please describe: 



19. What do you think are the specific things that helped your child in dealing with 

his/her cancer? Please list all of the things that you can think of: 

20. Has your child experienced any of the following events at any time in his/her 

lifetime? (circle all that apply and provide approximate dates) 

1 Death of a parent; year/month: 

2 Death of a grandparent; year/month: 

3 Death of a brother or sister; year/month: 

4 Death of a friend or significant person in their life; specify relationship and 

month/year: 

5 A seriously ill brother or sister; year/month: 

6 A seriously ill parent; year/month: 

7 A seriously ill close relative; year/month: 

8 Someone close to them developed cancer; specify relationship and 

year/month: 

9 Hospitalization of a parent; specify length of hospitalization, reason, and 

year/month: 

10 Separation of parents; year/month: 

11 Divorce of parents; year/month: 

12 Serious personal illness prior to their diagnosis of cancer; specify type of 

illness and year/month: 

13 Child's personal hospitalization prior to cancer diagnosis; specify length of 

hospitalization, reason, and year/month: 

14 Move to a new city or neighborhood; year/month: 

15 Death of a pet; year/month: 

16 Any other major changes or losses; please specify: 
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SEMI-STRUCTURED INTERVIEW 

1. When you were sick and getting treatments at the hospital, what sickness did you 

have? 

2. Were there any good things that happened because you got cancer? 

3. Has your relationship with your mom, dad, sister/brother, friends, or anyone else 

changed because of your cancer? If so, how? 

4. Did you become interested in any new activities /things that you would not have i f 

you did not get cancer? Tell me about that. 

5. Do you feel like you can handle things that happen to you better because you got 

through your cancer experience? Tell me about that. 

6. Do you enjoy life more/less now, than before you had cancer? 

7. Has cancer changed your belief in God/heaven? If so, how? 

8. Do you think your parents think that there was anything good that happened because 

you got cancer? Tell me about that. 

9. Have there been any really good things that have happened to you since you got 

cancer (not related to the cancer experience)? Tell me about them. 

10. Were there any changes in how you look (that lasted) because of your cancer? Tell 

me about them. 

11. Because of your cancer do you have any trouble doing things that you used to be able 

to do? Tell me about that. 



12. How serious was your sickness? 
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13. What could have happened if you did not get better? 

14. Have any of the following things ever happened to you in your lifetime? 

1 Death of a parent; year/month: 

2 Death of a grandparent; year/month: 

3 Death of a brother or sister; year/month: 

4 Death of a friend or significant person in their life; specify relationship and 

month/year: 

5 A seriously ill brother or sister; year/month: 

6 A seriously ill parent; year/month: 

7 A seriously ill close relative; year/month: 

8 Someone close to you got cancer; specify relationship and year/month: 

9 Hospitalization of a parent; specify length of hospitalization, reason, and 

year/month: 

10 Separation of parents; year/month: 

11 Divorce of parents; year/month: 

12 Serious personal illness prior to their diagnosis of cancer; specify type of 

illness and year/month: 

13 Child's personal hospitalization prior to cancer diagnosis; specify length of 

hospitalization, reason, and year/month: 

14 Move to a new city or neighborhood; year/month: 

15 Death of a pet; year/month: 

16 Any other major changes or losses; please specify: 
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People in My Life - Parent's Form 
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Please take a moment to think about what your child was like just before he/she 

was diagnosed with cancer. Think about how old he/she was, what grade he/she was in, 

and what he/she was like as a person. Then answer the following questions with respect 

to how you think your child was just before he/she was diagnosed with cancer. 
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PEOPLE IN M Y LIFE 

Really 
True 
for Me 

Sort of 
True 
for Me 

Really 
True 
for Me 

Sort of 
True 
for Me 

Some kids like to do fun 
things with a lot of other 
people 

Sample Item 

BUT 
Other kids like to do 
fun things with just a 
few people 

2. 

Some kids have parents 
who don't really 
understand them 

BUT 

Some kids have classmates 
who like them the way BUT 
they are 

Other kids have parents 
who really do understand 
them 

Other kids have classmates 
who wish they were 
different 

3. 
Some kids have a 
teacher who helps BUT 
them if they are 
upset and have a problem 

Some kids have a close 
friend who they can BUT 
tell problems to 

Some kids have parents BUT 
who don't seem to want to 
hear about their children's 
problems 

Some kids have classmates BUT 
that they can become 
friends with 

Other kids don't have a 
teacher who helps them 
if they are upset and 
have a problem 

Other kids don't have 
a close friend who they 
can tell problems to 

Other kids have parents 
who do want to listen to 
their children's problems 

Other kids don't have 
classmates that they can 
become friends with 

Some kids don't have a 
teacher who helps them 
do their very best 

Other kids do have a 
BUT teacher who helps them 

do their very best 

Some kids have a close 
friend who really 
understands them 

Other kids don't have a 
BUT close friend who 

understands them 

Some kids have parents 
who care about their 
feelings 

Other kids have parents 
BUT who don't seem to care 

very much about their 
children's feelings 

(OVER) 



Some kids have class
mates who sometimes BUT 
make fun of them 

Other kids don't have 
classmates who make 
fun of them 

Some kids do have a 
teacher who cares 
about them 

Other kids don't have 
BUT a teacher who cares 

about them 

Some kids have a close 
friend who they can talk 
to about things that 
bother them 

BUT Other kids don't have 
a close friend who they 
can talk to about things 
that bother them 

Some kids have parents 
who treat their children 
like a person who really 
matters 

Other kids have parents 
BUT who don't usually treat 

their children like a 
person who matters 

Some kids have classmates 
who pay attention to what 
they say 

Other kids have classmates 
BUT who usually don't pay 

attention to what they say 

Some kids don't have a 
teacher who is fair to 
them 

Other kids do have a 
BUT teacher who is fair to 

them 

Some kids don't have a 
close friend who they 
like to spend time with 

Other kids do have a 
BUT close friend who they like 

to spend time with 

Some kids have parents 
who like them the way 
they are 

Other kids have parents 
BUT who wish their children 

were different 

Some kids don't get 
asked to play in games 
with classmates very often 

Other kids often get asked 
BUT to play in games by their 

classmates 

Some kids don't have a 
teacher who cares if 
they feel bad 

Other kids do have a 
BUT teacher who cares if 

they feel bad 

Some kids don't have a 
close friend who really 
listens to what they say 

Other kids do have a 
BUT close friends who really 

listens to what they say 

(OVER) 



Some kids have parents 
who don't act like what BUT 
their children do is 
important 

Some kids often spend 
recess being alone BUT 

Other kids have parents 
who do act like what their 
children do is important 

Other kids spend recess 
playing with their 
classmates 

Some kids have a 
teacher who treats 
them like a person 

Other kids don't have a 
BUT teacher who treats them 

like a person 

Some kids don't have 
a close friend who cares BUT 
about their feelings 

Other kids do have a 
close friend who cares 
about their feelings 
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People in My Life - Child/Adolescent's Form 

Please take a moment to think about what you were like just before you were 

diagnosed with cancer. What grade were you in? Who was your teacher? Who were 

your friends? What did you like to do in your spare time? Now answer the following 

questions the way you would have at that time, just before you were diagnosed. 



PEOPLE IN M Y LIFE 

Really 
True 
for Me 

Sort of 
True 
for Me 

Some kids like to do fun 
things with a lot of other 
people 

Sample Item 

BUT 

Really 
True 
for Me 

Sort of 
True 
for Me 

Other kids like to do 
fun things with just a 
few people 

1. 
Some kids have parents 
who don't really 
understand them 

BUT 

Some kids have classmates 
who like them the way BUT 
they are 

Other kids have parents 
who really do understand 
them 

Other kids have classmates 
who wish they were 
different 

3. 

6.! 

Some kids have a 
teacher who helps BUT 
them if they are 
upset and have a problem 

Some kids have a close 
friend who they can BUT 
tell problems to 

Some kids have parents BUT 
who don't seem to want to 
hear about their children's 
problems 

Some kids have classmates BUT 
that they can become 
friends with 

Other kids don't have a 
teacher who helps them 
if they are upset and 
have a problem 

Other kids don't have 
a close friend who they 
can tell problems to 

Other kids have parents 
who do want to listen to 
their children's problems 

Other kids don't have 
classmates that they can 
become friends with 

7. 
Some kids don't have a 
teacher who helps them 
do their very best 

Other kids do have a 
BUT teacher who helps them 

do their very best 

Some kids have a close 
friend who really 
understands them 

Other kids don't have a 
BUT close friend who 

understands them 

9. 
Some kids have parents 
who care about their 
feelings 

Other kids have parents 
BUT who don't seem to care 

very much about their 
children's feelings 

(OVER) 



Some kids have class
mates who sometimes 
make fun of them 

BUT 
Other kids don't have 
classmates who make 
fun of them 

Some kids do have a 
teacher who cares 
about them 

Other kids don't have 
BUT a teacher who cares 

about them 

Some kids have a close 
friend who they can talk 
to about things that 
bother them 

BUT Other kids don't have 
a close friend who they 
can talk to about things 
that bother them 

Some kids have parents 
who treat their children 
like a person who really 
matters 

Other kids have parents 
BUT who don't usually treat 

their children like a 
person who matters 

Some kids have classmates 
who pay attention to what 
they say 

Other kids have classmates 
BUT who usually don't pay 

attention to what they say 

Some kids don't have a 
teacher who is fair to 
them 

Other kids do have a 
BUT teacher who is fair to 

them 

Some kids don't have a 
close friend who they 
like to spend time with 

Other kids do have a 
BUT close friend who they like 

to spend time with 

Some kids have parents 
who like them the way 
they are 

Other kids have parents 
BUT who wish their children 

were different 

Some kids don't get 
asked to play in games 
with classmates very often 

Other kids often get asked 
BUT to play in games by their 

classmates 

Some kids don't have a 
teacher who cares if 
they feel bad 

Other kids do have a 
BUT teacher who cares if 

they feel bad 

Some kids don't have a 
close friend who really 
listens to what they say 

Other kids do have a 
BUT close friends who really 

listens to what they say 

(OVER) 



Some kids have parents 
who don't act like what BUT 
their children do is 
important 

Some kids often spend 
recess being alone BUT 

Other kids have parents 
who do act like what their 
children do is important 

Other kids spend recess 
playing with their 
classmates 

Some kids have a 
teacher who treats 
them like a person 

Other kids don't have a 
BUT teacher who treats them 

like a person 

Some kids don't have 
a close friend who cares BUT 
about their feelings 

Other kids do have a 
close friend who cares 
about their feelings 
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Hoeltje et al.'s (1996) Perceived Self-Efficacy Scale - Revised: 

Parent and Child Forms 



The Revised PSE Scale - Parent's Form 
118 

Please take a moment to think about what your child was like just before he/she 

was diagnosed with cancer. Think about how old he/she was, what grade he/she was in, 

and what kind of a child he/she was. Then answer the following questions with respect to 

how you think your child was just before he/she was diagnosed with cancer. 



The Revised PSE Scale (Parent's Form) 
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In some situations children feel sure that they can manage well and make things turn out the way 
they want; in other situations they feel less sure of managing well and less able to make things 
turn out the way they want. Please circle the number that shows how sure your child would have 
felt in handling each of the following situations just before he/she was diagnosed with cancer. 

There are no right or wrong answers - just say what you think was true for your child just before 
he/she was diagnosed with cancer. 

How sure did your child feel that he/she could manage well when... 

Items 

1 He/she met a person for 
the first time 

2 He/she was in a new place 

3 He/she had new work to do at school 

4 He/she had to get something right, 
and there was a lot of pressure 

5 He/she had to work out a problem 
with his/her teacher 

6 He/she had to work out a problem 
with his/her mother 

7 He/she had to give a talk in class 

8 He/she had to do something for 
the first time 

9 He/she had to travel to a new place 

10 He/she had to work out a problem 
with his/her friend 

11 He/she had trouble solving a problem 
in school 

12 He/she felt very unhappy 

13 He/she lost something important 

Not at Somewhat A little Quite Very 
all sure sure sure sure Sure_ 

1 2 3 4 5 

2 

2 

2 

3 

3 

3 

4 

4 

4 

5 

5 

5 

2 

2 

3 

3 

4 

4 

5 

5 

2 

2 

3 

3 

4 

4 

5 

5 

2 

2 

3 

3 

4 

4 

5 

5 



He/she had to do things that people 
expected him/her to do 
He/she had to figure out something 
by him/herself 

He/she had to make an important 
decision 

Someone counted on him/her to do 
something important 

He/she was bored and wanted to find 
something interesting to do 

Things were going wrong 

He/she became older 

He/she had to work out a problem 
with his/her father 

He/she did something wrong 



The Revised PSE Scale - Child/Adolescent's Form 
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Please take a moment to think about what you were like just before you were 

diagnosed with cancer. What grade were you in? Who was your teacher? Who were 

your friends? What did you like to do in your spare time? Now answer the following 

questions the way you would have at that time, just before you were diagnosed with 

cancer. 



Revised PSE Scale (Child's Form) 
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In some situations we feel sure that we can manage well and make things turn out the way we 
want; in other situations we feel less sure of managing well and less able to make things turn out 
the way we want. Please circle the number that shows how sure you felt in handling each of the 
following situations just before you got cancer. 

There are no right or wrong answers - just say what you think was true for you just before you 
got cancer 

How sure were you that you could manage well when... 

Items Notât 
all sure 

Somewhat 
sure 

A little Quite 
sure sure 

Very 
sure 

1 You met a person for the first time 1 2 3 4 5 

2 You were in a new place 1 2 3 4 5 

3 You had new work to do at school 1 2 3 4 5 

4 You had to get something right, 
and there was a lot of pressure 

1 
2 3 4 5 

5 You had to work out a problem 
with your teacher 

1 
2 3 4 5 

6 You had to work out a problem 
With your mother 

1 
2 3 4 5 

7 You had to give a talk in class 1 2 3 4 5 

8 You had to do something for the first time 1 2 3 4 5 

9 You had to travel to a new place 1 2 3 4 5 

10 You had to work out a problem 
with your friend 

1 
2 3 4 5 

11 You had trouble solving a problem 
in school 

1 
2 3 4 5 

12 You felt very unhappy 1 2 3 4 5 

13 You lost something important 1 2 3 4 5 

14 You had to do things that people 1 2 3 4 5 
expected you to do 



15 You had to figure out something 
by yourself 

16 You had to make an important decision 

17 Someone counted on you to do 
something important 

18 You were bored and wanted to find 
something interesting to do 

19 Things were going wrong 

20 You became older 

21 You had to work out a problem 
with your father 

123 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

22 You did something wrong 
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PTGI (Parent's Form) 
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For each of the statements below, please circle the number that best indicates to which degree this 
change occurred in your life as a result of your child's cancer experience. Please use the 
following scale. 

1 = I did not experience this change as a result of my child's cancer. 

2 = I experienced this change to a very small degree as a result of my child's cancer. 
3 = I experienced this change to a small degree as a result of my child's cancer. 

4 = I experienced this change to a moderate degree as a result of my child's cancer. 
5 = I experienced this change to a great degree as a result of my child's cancer. 
6 = I experienced this change to a very great degree as a result of my child's cancer. 

1. My priorities about what is important in life 1 2 3 4 5 6 
2. I'm more likely to try to change things that need changing 1 2 3 4 5 6 
3. An appreciation for the value of my own life 1 2 3 4 5 6 
4. A feeling of self-reliance 1 2 3 4 5 6 
5. A better understanding of spiritual matters 1 2 3 4 5 6 
6. Knowing that I can count on people in times of trouble 1 2 3 4 5 6 
7. A sense of closeness with others 1 2 3 4 5 6 
8. Knowing that I can handle difficulties 1 2 3 4 5 6 
9. A willingness to express my emotions 1 2 3 4 5 6 
10. Being able to accept the way things work out 1 2 3 4 5 6 
11. Appreciating each day 1 2 3 4 5 6 
12. Having compassion for others 1 2 3 4 5 6 
13. I'm able to do better things with my life 1 2 3 4 5 6 
14. New opportunities are available which would 1 2 3 4 5 6 

not have been otherwise 
15. Putting effort into my relationships 1 2 3 4 5 6 
16. I have a stronger religious faith 1 2 3 4 5 6 
19. I discovered that I'm stronger than I thought I was 1 2 3 4 5 6 
18. I learned a great deal about how wonderful people are 1 2 3 4 5 6 
19. I developed new interests 1 2 3 4 5 6 
20. I accept needing others 1 2 3 4 5 6 

21. I established a new path for my life 1 2 3 4 5 6 
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Posttraumatic Growth Inventory - Revised for Children and Adolescents: 

Parent's and Child's Form 



PTGI - Revised for Children and Adolescents (Parent's Form) 

For each statement below, circle the number that best shows how much this change happened 
your child's life because of his/her cancer, using the following scale: 

1 = This change did NOT happen at all because of his/her cancer 
2 = This change happened AVERY SMALL AMOUNT because of his/her cancer 
3 = This change happened A SMALL AMOUNT because of his/her cancer 
4 = This change happened QUITE A BIT because of his/her cancer 
5 = This change happened A LOT because of his/her cancer 
happened A HUGE AMOUNT because of his/her cancer 

1. The things that are important to my child have changed now. 1 2 3 4 5 6 
2. My child now tries to change things in his/her life that need changing. 1 2 3 4 5 6 

3. My child now sees how important his/her life is to him/her. 1 2 3 4 5 6 
4. My child now feels more capable of dealing with problems him/herself. 1 2 3 4 5 6 
5. My child now understands more about God. 1 2 3 4 5 6 

6. My child now knows that there are people to help him/her when he/she is having troubles. 
123456 

7. My child now feels closer to his/her family and friends. 1 2 3 4 5 6 

8. My child now knows that there are things he/she can do about the problems in his/her life. 
123456 

9. My child now shows how he/she feels more often. 1 2 3 4 5 6 
10. My child now doesn't worry about how things work out. 1 2 3 4 5 6 
11. My child is now more thankful for each day. 1 2 3 4 5 6 

12. My child now feels that he/she understands others who are having troubles. 1 2 3 4 5 6 
13. My child is now able to do better things with his/her life. 1 2 3 4 5 6 

14. My child now has a chance to do things that he/she did not before. 1 2 3 4 5 6 
15. My child now works harder at being friends with others. 1 2 3 4 5 6 
16. My child now believes in God more. 1 2 3 4 5 6 

17. My child learned that he/she can handle problems better than he/she thought. 
123456 

18. My child learned how great his/her friends and family are. 1 2 3 4 5 6 
19. The things my child likes to do and see are different from before. 1 2 3 4 5 6 
20. My child can now let other people help him/her more. 1 2 3 4 5 6 
21. My child has made many changes in his/her life. 1 2 3 4 5 6 



PTGI - Revised for Children and Adolescents (Child's Form) 
128 

For each of the statements below, circle the number that best shows how much this 
change happened in your life because of your cancer, using the following scale: 

1 = This change did NOT happen at all because of my cancer 
2 = This change happened A V E R Y SMALL AMOUNT because of my cancer 
3 = This change happened A SMALL AMOUNT because of my cancer 
4 = This change happened QUITE A BIT because of my cancer 
5 = This change happened A LOT because of my cancer 
6 = This change happened A HUGE AMOUNT because of my cancer 

1. The things that are important to me have changed now. 1 2 3 4 5 6 

2. I now try to change things in my life that need changing. 1 2 3 4 5 6 

3. I now see how important my life is to me. 1 23 45 6 

4. I now feel more capable of dealing with problems myself. 1 2 3 4 5 6 

5. I now understand more about God. 1 2 3 4 5 6 

6. I now know that there are people to help me when I am having troubles. 1 2 3 4 5 6 

7. I now feel closer to my family and friends. 1 2 3 4 5 6 

8. I now know that there are things I can do about the problems in my life. 1 2 3 4 5 6 

9. I now show how I feel more often. 1 2 3 4 5 6 

10.1 now don't worry about how things work out. 1 2 3 4 5 6 

11.1 am now more thankful for each day. 1 2 3 4 5 6 

12.1 now feel that I understand others who are having troubles. 1 2 3 4 5 6 

13.1 am able to do better things with my life. 1 2 3 4 5 6 

14.1 now have a chance to do things that I did not before. 1 2 3 4 5 6 

15.1 now work harder at being friends with others. 1 2 3 4 5 6 

16.1 now believe in God more. 1 2 3 4 5 6 

17.1 learned that I can handle problems better than I thought I could. 1 2 3 4 5 6 

18.1 learned how great my friends and family are. 1 2 3 4 5 6 

19. The things I like to do and see are different from before. 1 2 3 4 5 6 

20.1 can now let other people help me more. 1 2 3 4 5 6 

21.1 have made many changes in my life. 1 2 3 4 5 6 
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1. Date of initial diagnosis: 

2. Age of child at diagnosis (years and months): 

3. Current age of child as of May 1, 2000 (years and months): 

4. Date of last treatment: 

5. Type of cancer child was diagnosed with: 

6. Severity of cancer diagnosis: 

1 = Mild 
2 = Moderate 
3 = Moderately Severe 
4 = Severe 




