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ABSTRACT
Objectives: To determine the prevalence of psychological distress (PD) among parents of Lebanese
children with cancer and to investigate the associated stressors and coping strategies.

Methods: A cross-sectional study conducted at the American University of Beirut Medical Center–
Children Cancer Center of Lebanon in 2012. Parents of all children with cancer admitted for treat-
ment were eligible participants. The General Health Questionnaire (GHQ-12) was used to estimate
the prevalence of PD. Coping strategies were measured via the Coping Health Inventory for Parents
(CHIP). Bivariate and multiple regression analyses were conducted to evaluate the relationship
between GHQ-12 (scores 0–36), stressors, family/social support, and coping strategies.

Results: One hundred fourteen parents (68.2%) completed the anonymous questionnaire. Based on
GHQ-12, significant PD was considered among 56.0% of the parents. It was found to be significantly
positively associated with the degree of family financial problems and significantly negatively associ-
ated with the child’s disease duration. A significant negative relationship was also found between
PD and Coping (CHIP) scale, coping pattern I (Maintaining Family Integration and an Optimistic
Outlook for the Situation), pattern II (Seeking Social Support), yet not with pattern III (Seeking
Information).

Conclusions: PD is prevalent among parents of Lebanese children hospitalized because of cancer.
Screening for PD in the latter population is feasible, would identify those who are at risk for disruptive
PD, and facilitate the provision of support towards better adjustment and coping. Alleviating parental
PD may facilitate the realization of optimal health outcomes.
Copyright © 2015 John Wiley & Sons, Ltd.

Background

The diagnosis of cancer in a child is among the most
intense stressors that a parent can endure [1,2]. Parents
feel overwhelmed with uncertainty regarding their child’s
uncontrollable life-threatening event [1,3]. Cancer inter-
feres with family dynamics and daily functioning, and also
inflicts stressors of varying intensities and durations, thus
negatively impacting the parent’s quality of life [1,4].
Although children and parents try to adjust to the situa-
tion, both may face a vicious circle of psychological
distress (PD). This affects parental quality of life /well-
being, the child’s physical/emotional care, and subse-
quently the child’s coping mechanism [2–6]. Moreover,
the increased financial demands and/or employment
disruptions constitute further burdens [1,7–10]. Studies
revealed that parents of children with cancer are more
likely to develop general psychological morbidities such
as post-traumatic stress symptoms and disorder, general-
ized anxiety disorder, and depression [1,2,11–16]. Some
parents are considered to be hidden sufferers because they
usually repress their feelings [2,5].
Different coping mechanisms corresponding to various

cancer stages are described in the literature [1,17,18],

yet most studies were carried out in Western countries.
Social culture may play a role in shaping coping mecha-
nisms among different populations [18]. According
to McCubbin et al., these coping mechanisms include
handling new demands created by the child’s sickness, se-
curing additional resources, addressing existing stressors,
and transitioning the family’s situation, and expectations
to ones that are more constructive, manageable, and
acceptable [17].
Lebanon is a middle-income Middle Eastern country

with a 19.4 per 100 000 standardized age incidence rate
(world) of cancer in children <15 years (n=225) (average
age: 7.6 years). Leukemia constitutes about one third of
pediatric cancers, followed by brain, lymphoma, and bone
malignancies [19]. Childhood cancer treatment costs in
Lebanon are almost entirely covered by insurance and
the Ministry of Health. To date, no published data exist
about PD among parents of Lebanese children with cancer
and their coping mechanisms, making this study the first
to report on the prevalence of PD and associated stressors
and coping mechanisms among parents of children with
cancer in Lebanon. Given that the estimated prevalence
of anxiety disorders (11.2%) and mood disorders (6.6%)
in the general Lebanese population is similar to Western
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European World Mental Health survey figures [20],
despite existing political and economic crises, we ex-
pected the risk for PD among parents of children with
cancer in Lebanon to be comparable to the figures of
Western countries. Nevertheless, we also expect the most
helpful coping mechanisms to differ from one country to
another [17,18], taking into consideration the nation’s
health care delivery systems, social contexts/culture, and
religiosity/spirituality. Lebanon and other Middle Eastern
countries have been known for strong familial and social
ties as well as high religiosity, all of which are presumed
to serve as protective factors in PD. However, social
support (both moral and materialistic) in Lebanon, habit-
ually provided by family members and to a lesser extent
by friends and neighbors, is likely reduced nowadays
because of long working hours, and financial burdens
(low average wages with high cost of living), and
therefore is not playing a significant role in alleviating pa-
rental PD.

Objectives

The primary objectives of this study are to determine the
prevalence of PD among parents of Lebanese children on
active therapy for cancer and to investigate the stressors
and coping strategies associated with parental PD.

Methods

Study design and participants:

This is a cross-sectional study conducted at the American
University of Beirut Medical Center (AUBMC)–Children
Cancer Center of Lebanon (CCCL) between January and
October 2012. Parents of all children with cancer admitted
for treatment were eligible to participate in this study.

Procedures

This research project was approved by the AUBMC Ethi-
cal Committee Review and by the CCCL administration.
Parents of inpatients at the CCCL, present with their child,
were approached and briefed about the study by a family
medicine resident. Those who verbally agreed to consider
participation were asked to sign an informed consent and
to complete an anonymous self-administered Arabic ques-
tionnaire, at their own convenience.

Instruments/measures:

The questionnaire, developed after a thorough literature
review, inquired about the child’s demographics and
illness (Table 1). It included items about parental demo-
graphic and socioeconomic characteristics, chronic health
problems, psychiatric history, history of stressful events,
and the social/lifestyle history. Social support items, rated
on a four-point Likert scale, investigated the perceived

emotional/moral and tangible support from partners, rela-
tives, and friends/others.
The Coping Health Inventory for Parents (CHIP) scale

was used to measure coping strategies (45 Likert scale
items) [17]. The CHIP identifies three coping patterns:
coping pattern I (maintaining family integration, coopera-
tion, and an optimistic definition of the situation), coping
pattern II (maintaining social activities and relationships,
self-esteem, and psychological stability), and coping
pattern III (understanding the medical situation through
communication with other parents and consultation with
medical staff). Their internal consistencies (Cronbach
alpha) were reported to be 0.79, 0.79, and 0.71, respec-
tively [17]. The CHIP scale was translated into Arabic
and back-translated to English by another blinded transla-
tor to ensure content validity. It was then tested on 20
parents not included in this study.

Table 1. Bivariate analyses of GHQ-12 (scores 0–36), a screening
tool for psychiatric distress, with children-related covariates

Variables No (%) GHQ-12
Total

(n = 114)
Mean (SD p-value

Gender 0.51b

Male 62 (54.4%) 21.0 (5.6)
Female 52 (45.6%) 21.5 (4.5)

Age/years 0.91a (F: 0.12)
Mean/median (range) 8.0/8.0

(0–18 years)
Disease age/months 0.02a (F: 0.59)

Mean/median (range) 14.0/6.0
(1–100 months)

<6 months 55 (48.2%)
≥6 months and <12 months 17 (14.9%)
≥12 months and <24 months 21 (18.4%)
≥24 months 21 (18.4%)

Disease type
Leukemia-lymphoblastic 54 (47.4%) 20.2 (4.4) 0.03b

Others 60 (52.6%) 22.2 (5.8)
Therapy 0.20b

First 94 (82.5%) 20.0 (4.6)
Relapse 20 (17.5%) 21.6 (4.9)

Child aware of his disease 0.03b

No 68 (60.2%) 22.1 (5.0)
Yes 25 (39.8%) 20.2 (4.3)

Perceived child’s mental health
and behavior problem(s)

0.28b

No 98 (87.2%) 21.1 (4.7)
Yes 14 (12.5%) 22.6 (4.7)

Education 0.23a (F: 1.42)
Not applicable (very young) 16 (14.0%) 20.6 (6.0)
No, stopped for goodc 10 (08.8%) 21.8 (6.4)
No, stopped temporarilyd 42 (36.8%) 22.4 (4.2)
Yes, at home 14 (12.3%) 18.8 (3.8)
Yes, at a special schoole 16 (14.0%) 21.0 (6.0)
Yes, at a regular school 15 (13.2%) 20.3 (3.1)

aANOVA test was used
bt-test was used.
cThere is no intention to resume schooling.
dThere is an intention to resume schooling once medically cleared.
eA school for students who delayed their education, e.g., because of cancer.
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PD was measured using the 12-item General Health
Questionnaire version (GHQ-12), whose items are rated
on a four-point scale [21]. Using the Goldberg scoring
style (all items coded 0-0-1-1), individuals who scored
≥3 on the GHQ-12 were considered to have PD [21].
The Arabic GHQ-12 was validated by El-Rufaie and
Daradkeh in 1996 in primary care settings [22].

Statistical analysis

SPSS-17was used for data analysis. The GHQ-12 score was
the outcome-studied variable. Two sets of analyses were
performed using different scoring methods for GHQ-12.
In the first set, the binary scoring method was employed,

with GHQ-12 score ranging from 0 to 12. A score ≥3, as
recommended by Goldberg, indicated PD. The GHQ-12
(scores 0–12) was determined for the study sample and
then stratified by gender to calculate the prevalence of
probable PD.
In the second set of analyses, continuous Likert scoring

was used, with GHQ-12 score (0–36) being the outcome
variable utilized in the bivariate and multiple regression
analyses. The Likert scoring method produces wider and
smoother score distributions and more degrees of freedom
in the analysis. This is useful in the case of our study with
a relatively small sample size. The GHQ-12 (scores 0–36)
had a near normal distribution (median: 21.0, mean: 21.2,
skewness and Kurtosis values (±standard error): 0.09
±0.22 and �0.30±0.44, respectively, Shapiro–Wilk nor-
mality test p-value: 0.52, i.e., >0.05). Hence, the t-test
and the one-way analysis of variance (ANOVA) were
used in the bivariate analyses. Variables that were signifi-
cantly associated with the GHQ-12 (scores 0–36) in the
bivariate analyses were utilized in the backward multivar-
iate linear regressions, with the exception of ‘current
use of psychotropic(s)’, as it may be an effect of PD.
Similarly, ‘perceived mental health status in general’,
was avoided, not to underestimate other significant
variables. The following criteria were used in the back-
ward regressions: probability-of-F-to-enter ≤0.050 and
probability-of-F-to-remove ≥0.100.
Finally, the reliability test, Cronbach’s alpha, was 0.93

for the total CHIP scale, and 0.84, 0.89, and 0.79 for the
coping patterns I, II, and III, respectively. The CHIP scale
and coping patterns I and III were non-normally distrib-
uted (Shapiro–Wilk normality test, p-value<0.05); there-
fore, Spearman’s rho correlation coefficient was used to
examine their relationship with the GHQ-12 (scores
0–36). On the other hand, coping pattern II was normally
distributed (Shapiro–Wilk normality test, p-value 0.16,
i.e., >0.05); hence, Pearson’s correlation coefficient was
used to examine its relationship with the GHQ-12 (scores
0–36). Also, the relationship between each item of the
CHIP scale and the GHQ-12 (score 0 to 36) was
computed. Items of each coping pattern significantly

associated with the GHQ-12 (scores 0–36) were further
integrated into diverse backward multivariate linear re-
gression analyses.

Results

Response rate

Parents (68.2%) invited to participate (29 fathers [52.7%]
and 85 mothers [75.9%]) completed the questionnaire.
Detailed descriptive statistics of participant parents and
their children are reported in the Tables 1 and 2.

Prevalence of psychological distress among the study
sample

Using the GHQ-12 (scores 0–12), 91.2% of the parents
scored positively (≥3) and were consequently suspected

Table 2. Bivariate analyses of GHQ-12 (score 0 to 36), a screening
tool for psychiatric distress, with other parents’ covariates

Variables No (%)
GHQ-12

Mean (SD)
Total (n = 114)

p-value

Demographic variables
Gender 0.52b

Male 29 (25.4%) 20.7 (3.9)
Female 85 (74.6%) 21.4 (5.1)

Age/years 0.19a (F: 1.71)
Mean (range) 38.3 (22–55)

Marital status 0.52b

Married 109 (95.6%) 21.3 (4.7)
Divorced/widow 5 (04.4%) 19.8 (7.2)

Socio-economic variables
Number of children 0.26a (F: 1.27)

Mean (range) 3.0 (1.0–7.0)
Education 0.18a (F: 1.78)

Elementary or less 28 (24.6%) 21.5 (4.5)
Intermediate or mid-school 20 (17.5%) 22.5 (6.0)
High school, technical 31 (27.2%) 21.3 (3.2)
University 35 (30.7%) 20.3 (5.5)

Occupation 0.74a (F: 1.27)
Housewife 64 (56.1%) 21.9 (5.0)
Regular job 33 (29.0%) 20.1 (4.7)
Irregular job 17 (14.9%) 21.2 (4.2)

Family financial problems 0.02a (F: 3.33)
No 27 (23.7%) 19.2 (4.9)
Moderate 76 (66.6%) 21.5 (4.7)
Problematic 11 (09.6%) 24.2 (3.9)

Type of transportation 0.00a (F: 4.92)
Own/partner’s car 64 (57.1) 20.6 (5.1)
Public cars 21 (18.8) 20.3 (4.3)
Public buses 27 (24.1) 23.8 (4.0)

Mental health status
Perceived mental status 0.00a (F: 13.7)

Very good 16 (14.0%) 17.5 (4.1)
Good 57 (50.0%) 20.2 (4.2)
Fair 26 (22.8%) 22.9 (4.0)
Poor 15 (13.2%) 26.3 (4.4)

N.B. Themean of the total GHQ-12 Likert scoring (0–36) for the studied population: 21.2.
aANOVA test was used.
bt-test was used.
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to suffer from PD. Around 56.0% of parents scored above
the mean GHQ-12 for the whole participants (mean: 6.9,
SD: 2.3) and most likely suffer from significant PD.
Stratified by gender, suspected PD (GHQ-12 score ≥3)
tended to be higher among fathers (100%) than among
mothers (88.2%) (chi-square test, p>0.05). Nevertheless,
the mean score tended also to be higher among mothers
(7.0) than fathers (6.6) (t-test, p>0.05).

Bivariate analyses of the relationship between the
GHQ-12 (scores 0–36) and different variables

The bivariate analyses (Tables 1 and 2) showed a signifi-
cant positive relationship between the GHQ-12 and the
perceived mental status score (1–4) (ANOVA, p<0.001,
F: 13.7, df: 113). The GHQ-12 was positively associated
with poor economic variables and a diagnosis of leukemia
versus non-leukemic malignancies. The GHQ-12 was
negatively associated with healthy nutrition, physical
activity, and the child’s disease duration and awareness
of his/her disease. The bivariate analyses between GHQ-
12 and the family/social support (tangible/physical,
emotional/moral, and financial) items revealed a negative
association with the spouse’s involvement in children care
and financial family support.

Multivariate analyses of the relationship between the
GHQ-12 (scores 0–36) and different variables

The backward multivariate analyses showed a positive
relationship between the GHQ-12 and the degree of finan-
cial problems, and a negative relationship with child’s

disease duration (Table 3). The scores of the total CHIP
scale or patterns (Likert scoring) were not added to
the model, so as not to underestimate other significant
variables.
The results of the backward multivariate analyses strat-

ified by gender are available in Table 3.

CHIP scale, patterns, and items

Positive helpful coping items:

The top 10 most helpful coping mechanisms reported by
the majority of the surveyed parents were ‘believing in
God’ (99.1%), ‘having my child with the medical condi-
tion seen at the clinic/hospital on a regular basis’
(99.1%), ‘believing that my child is getting the best med-
ical care possible’ (96.4%), ‘believing that the medical
center/hospital has my family’s best interest in mind’
(96.3%), ‘talking with the medical staff when we visit
the medical center’ (95.5%), ‘believing that my child will
get better’ (95.0%), ‘investing myself in my children’
(94.1%), ‘talking with the doctor about my concerns about
my child(ren) with the medical condition’ (93.7%), ‘tell-
ing myself that I have many things I should be thankful
for’ (91.8%), and finally, ‘doing things with my children’
(91.0%).

Correlations between the GHQ-12 (scores 0–36) and
different CHIP scale and patterns:

There was a statistically significant relationship between
the GHQ-12 and the CHIP scale, coping patterns I and
II, yet not with III (Table 4).

Bivariate and multivariate analyses of the relationship
between GHQ-12 (score 0 to 36) and different CHIP scale
items

Significant correlations between the GHQ-12 and each
item of the coping CHIP scale, as well as items from each
coping pattern that remained significantly correlated to the
GHQ-12 in the last model of the diverse backward multi-
variate analyses, are displayed in the Table 4.

Correlations between different coping patterns/items and
child’s disease duration

There was a significant correlation between the child’s
disease duration and the coping pattern III (0–24) only
(Spearman’s rho, p<0.01, correlation coefficient:�0.25).

Discussion

PD is highly prevalent among parents of children with
cancer [1,2,7,11–16,23], and our results show that
Lebanon is no exception. A significant proportion

Table 3. Backward multivariate linear regressions of GHQ-12
(scores 0–36), a screening tool for psychiatric distress, and other
covariates

Dependent
variables ba

95% CIb

for b p-value

Last model (Constant) 23.43 19.3, 27.57 0.00
R2 = 0.20 Family financial problems 2.00 0.48, 3.50 0.01
p = 0.00 Partner children care �2.24 �4.62, 0.12 0.06

Child’s disease age/
months

�0.05 �0.09, �0.05 0.02

Child aware of his
illness

�1.48 �3.12, 0.29 0.08

Last model in
male participants

(constant) 27.00 21.85, 32.15 0.00

R2 = 0.20 Partner children care �7.00 �12.12, �1.44 0.01
p = 0.00
Last model in
female participants

(constant) 21.61 18.46, 24.75 0.00

R2 = 0.23 Family financial problems 1.48 0.32, 2.64 0.01
p = 0.00 Family financial support �2.68 �4.78, �0.58 0.01

Regular healthy nutrition �2.63 �4.69, �0.57 0.01
Child’s disease age/months �0.05 �0.10, �0.01 0.04

aUnstandardized b.
bConfidence interval.
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(91.2%) of the parents surveyed had a positive score
on the GHQ-12 screen (≥3), with 56.0% scoring above
the mean (≥7). The mean GHQ-12 values (mothers: 7.0,
fathers: 6.6) were slightly higher than those reported by
Wijnberg-Williams et al. within 14 days from the time
of diagnosis (mothers: 6.8, fathers: 6.2) and much
higher than the mean values reported 6 and 12 months
later [24].
In accordance with the existing literature, this study

showed that the time since diagnosis and the family finan-
cial status were the only variables that remained signifi-
cantly associated with parental PD. The association with
time since diagnosis is similar to the relationship reported
by Wijnberg-Williams et al. in their longitudinal 5-year
period prospective study [24].
Financial concerns have been identified as major

stressors for families of children with cancer, regard-
less of the structure of the health care system, benefits,
or the economic status [1–3,7–9,23,25]. It is worth not-
ing that financial problems remained significantly

positively associated with the level of parental PD in
our participants, even though the child’s in-hospital
treatment and care were almost fully funded. However,
when the multivariate analyses were computed for each
gender, the perceived unsatisfactory financial status
remained exclusively significantly associated with PD
among mothers. Moreover, the family financial support
remained to be a significant protective factor only
among mothers. As for fathers, the only variable that
remained significantly negatively associated with their
PD is their partner’s caretaking of the children. This
is expected considering that 72% of the mothers were
housewives, i.e., not income-generating, and thus capa-
ble of accommodating the fathers’ work disruptions
and related financial concerns by taking care of the
family, including the sick child, without having any
job-related distractions.
Also of interest is the bivariate analyses finding that

parents of acute lymphoblastic leukemia patients had a
significantly lower GHQ-12 score than parents of children
with other malignancies. This was also reported in the
literature and is explained by the need for more invasive
treatment and poorer prognoses of the non-acute lympho-
blastic leukemias [26].
The results of this study were in concordance with

the literature with regards to finding coping pattern I
to be an important protective coping mechanism
[1,7–9,18,27], in particular the items ‘trying to main-
tain family integration/stability’ and ‘believing that
my child will get better’. Likewise, maintaining family
integration/strength and optimistic outlook for the situ-
ation was perceived as being the most helpful coping
strategies in Korean and Greek parents [18]. Also, a
literature review by Rabineau et al. concluded that
negative beliefs about the child’s illness and/or treat-
ment are important parental stressors [2].
The availability of supportive care for parents can

strongly influence their positive coping strategies
[28]. This includes informational support (medical
information about their child’s cancer), emotional
and psychosocial support, practical support (includ-
ing financial and daily tasks), and spiritual and
physical health support [28]. Similarly, coping pat-
tern II (maintaining social activities and relation-
ships, self-esteem, and psychological stability) was
found to have a significant protective role in
parental adaptation to childhood cancer [1,7–9,18].
Believing in God, an item in coping pattern II, was
another helpful coping mechanism commonly
reported by participants. The protective role of
religion/spirituality in the psychosocial adjustment
to cancer in patients and their parents/caregivers
has been described in many studies [2,29,30], yet not
in Korea [18], and therefore, it seems to be culture-
dependent.

Table 4. Bivariate and multivariate analyses of GHQ-12 (scores 0–
36), a screening tool for psychiatric distress, with total coping
(CHIP) scale, patterns, and items

Total CHIP scale
Correlation
coefficient p-value

Total CHIP scale (0–135) �0.34a 0.00
Coping patterns Correlation Coefficient p-value
Coping pattern I (0–57) �0.19a 0.04
Coping pattern II (0–54) �0.37b 0.00
Coping pattern III (0–24) �0.16c 0.11
Coping Items significantly correlated
with the GHQ-12

bc 95% CId for b p-value

Coping pattern I
Doing things with my children �1.10 �2.18, �0.02 0.05
Doing things with family relatives �0.92 �1.67, �0.17 0.02
Trying to maintain family stabilitye �1.48 �2.48, �0.47 0.00

Coping pattern II
Involvement in social activities
(parties, etc.) with friends

�0.95 �1.65, �0.25 0.01

Eatingf �0.98 �1.70, �0.26 0.01
Sleeping �0.73 �1.45, �0.02 0.04
Concentrating on hobbies
(art, music, jogging, etc.)f

�1.24 �1.97, �0.50 0.00

Working, outside employment �1.16 �2.10, �0.23 0.02
Building close relationships with people -1.12 �1.85, �0.39 0.00
Developing myself as a person �1.06 �1.73, �0.38 0.00

Coping pattern III
Reading more about the medical
problem which concerns meg

�1.18 �1.86, �0.50 0.00

aSpearman’s Rho correlation.
bPearson’s correlation.
cUnstandardized b.
dConfidence interval.
eItem that remained in the last model of the backward multivariate analysis of the
GHQ-12 and coping pattern I.
fItem that remained in the last model of the backward multivariate analysis of the
GHQ-12 and coping pattern II.
gItem that remained in the last model of the backward multivariate analysis of the
GHQ-12 and coping pattern III.
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Information provision about a child’s diagnosis was
reported as a protective coping mechanism for parents in
several studies and found to be associated with feelings
of empowerment [2,18,27,31]. However, coping pattern
III (information seeking) was found to have neither a pos-
itive nor a negative relation with GHQ-12 in this study,
and it was negatively correlated with child’s disease dura-
tion. Only the item ‘reading more about the medical prob-
lem which concerns me’ from coping pattern III was
found to be a protective factor against PD. When the items
of coping pattern III were individually analyzed, ‘talking
with the medical staff and doctors about concerns’ was
among the top 10 helpful coping mechanisms reported
by the parents. Interestingly, it was also found that the par-
ents have less PD when their child was aware of his/her
disease, maybe because children become more coopera-
tive. These findings not only entail how knowledgeable
medical staff should be; they also highlight the importance
of providing comprehensive understandable medical in-
formation to parents and children upon their request.
Adults with high PD have an increased risk of physical co-

morbidities and poorer health outcomes of chronic diseases
[32,33], work disruptions with poor productivity and
increased absenteeism [34], and premature mortality from is-
chemic heart and respiratory diseases [35]. In addition, PD
among parents may negatively affect the psychosocial pro-
file of the sick child [2,4–6] and siblings [3]. Alleviating pa-
rental PDmay lead tomore optimal patient and family health
outcomes. Therefore, screening for parental PD will allow
for the early detection of parents at risk for anxiety disorders
and/or depression, as well as the provision of support to-
wards positive coping [23,36]. Self-administered screening
instruments for non-specific PD like Kessler 6 or 10 items
[37,38] or GHQ 12-item [21], and for depression [39] have
been validated and are available to facilitate physicians’
clinical tasks. Nevertheless, there must be an effective inter-
vention for positive screening results [40].

Limitations

The study is cross sectional and therefore precludes causal
inferences. Mothers were more represented than fathers
because, as homemakers, they are usually more likely to
be available with their sick child. Furthermore, GHQ12-
item is only a screening tool; using standardized inter-
views would facilitate an accurate diagnosis in parents
with a positive screening score and evaluate the sensitivity
and specificity of GHQ 12-item in this population. Finally,
the findings of this study can differ in parents who did not
participate or those whose children are treated as
outpatients.

Conclusions

PD is often associated with considerable family, so-
cial, and vocational impairments. Screening for PD
in parents of children with cancer is feasible and
would identify those who are at risk. However, prior
to initiating any screening initiative, adequate staffing
and facilities for testing, diagnosis, treatment, and
follow-up should be available. Helping parents to
overcome their stressors would facilitate optimal care
for the child with cancer. Longitudinal studies are
necessary to better formulate and evaluate interven-
tional programs that enhance the identified coping
strategies.
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