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Abstract 

Objectives: A systematic review was conducted to: 1) investigate couple functioning after a 

pediatric cancer diagnosis, and 2) examine theoretical and methodological tendencies and issues 

in this literature. 

Methods: Searches of Web of Science, Pubmed, Cochrane, PsycInfo and Embase resulted in 

inclusion of 32 qualitative, quantitative or mixed method papers. Findings of these papers were 

extracted for summary. 

Results: Most couples adapt well to the crisis of a pediatric cancer diagnosis in domains such as 

emotional closeness, support, marital satisfaction and general marital adjustment. However, most 

experience difficulties in the domain of sexual intimacy and reports on conflict are mixed across 

qualitative and quantitative studies.   

Conclusions: This review illustrates the need for future research with a greater focus on the 

impact of a pediatric cancer diagnosis on the couple’s functioning, conducted with use of 

appropriate theoretical frameworks and based on both partners’ reports. Improvements in 

research are needed to best inform couple-based interventions. 

Keywords: pediatric cancer; oncology; couples; intimate relationships; parents; systematic review 
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Couple Functioning after Pediatric Cancer Diagnosis: A Systematic Review 

 Due to advances in treatment, approximately 76% of children diagnosed with cancer 

survive [1], many with long-term and late effects. Thus, pediatric cancer is now considered a 

chronic illness. Like all chronic illnesses, pediatric cancer not only impacts the diagnosed child 

[2], but all family members [3,4]. Family members and the family system as a whole need to 

adapt to the unpredictable and uncontrollable course of cancer and its treatment [5].  

 Research has been accumulating focused upon individual adaptation of patients [6], 

parents [7, 8] and siblings [3, 9]. There have also been recent efforts at summarizing the literature 

on the adaptation of the family system as a whole after pediatric cancer diagnosis [10], providing 

evidence that most families return to, sustain, or achieve adaptive levels of family functioning 

after this challenge. However, research into the adaptation of family subsystems is less common. 

Subsystems within the family are relational units marked by invisible interpersonal boundaries 

based upon specific characteristics (e.g., age or generation) or function. Subsystems within the 

family often have different relationship rules and patterns of interaction [11]. For example, 

children within the family form one subsystem, parents form a subsystem in their role of 

providing and caring for the children within the family, whereas the adult couple form yet 

another subsystem. In particular, little is known about how the couple subsystem -more 

specifically the intimate relationship of the diagnosed child’s parents- is affected by pediatric 

cancer. This apparent gap in the research literature is somewhat surprising given that three related 

but distinct areas within the family psychology literature (i.e., social ecology, stress and coping, 

intimate relationship science) point toward the likelihood that the couple subsystem will be 

impacted by childhood cancer. First, the Social Ecology Model [12] postulates that an individual 

is embedded in a broad social context, and that a stressor (like pediatric cancer) will influence the 
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development and adaptation of the individual (i.e., the child with cancer) as well as the context in 

which this individual lives and the subsystems with which s/he interacts, including the couple 

subsystem. Second, family stress and coping models (e.g., Double ABCX-model [13]; FAAR-

model [14]), specify pathways through which external stressors impact family systems and their 

subsystems, including the couple subsystem (see Bradbury & Karney [15]). Third, most theories 

on how intimate relationships succeed or fail focus upon the powerful role that circumstances 

outside the relationship can play in shaping experiences within the relationship [15]. Taken 

together, within the broader family psychology literature, the relationship between married or 

cohabiting partners has become one of the most frequently studied and measured components of 

the family system [16] and has been considered to be the actual core element of the family system 

[17]. 

Engagement in a wide range of coping and coping assistance strategies is reported by 

parents of a child with cancer [18]. Consequently, it is plausible to assume that the stressors 

accompanying pediatric cancer and its treatment require both material and emotional resources 

(e.g., time, emotional availability) from the child’s parents, which then cannot be invested in the 

maintenance of their intimate relationship. Moreover, the stressors may also give rise to conflict 

within the couple. Across research studies, findings reveal both reduced and enhanced levels of 

relationship quality after pediatric cancer [19]. However, to date no attempts have been made to 

provide a systematic and critical integration of the available evidence. As such, a systematic 

review addressing the couple subsystem in the context of pediatric oncology would add 

substantial value to our understanding of how couples adapt to pediatric cancer diagnosis. The 

primary aim of this review was to investigate the impact of a pediatric cancer diagnosis on couple 

functioning. A secondary aim was to examine theoretical and methodological patterns and issues 

in the literature and to formulate recommendations for future research and clinical practice. 
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Method 

  The current review is the third in a series of systematic reviews summarizing qualitative 

and quantitative evidence of family and couple functioning after a pediatric cancer diagnosis [20, 

21]. While the previously published reviews focused on family-related and individual child 

functioning in the context of pediatric cancer, the focus of the current review is on relationship 

functioning within the couple subsystem. All reviews followed a strict scientific method, as 

outlined by Eiser, Hill and Vance [22] and the Cochrane Collaboration [23], to conduct a rigorous 

systematic search and provide a reliable and unbiased overview of the findings (see Van Schoors 

et al.
20

 for more details). A literature search was conducted in July 2014 and was updated in 

October 2015 to include the most recent published articles on this topic. 

Literature Search and Inclusion Criteria 

 Web of Science, Pubmed, PsycInfo, Cochrane and Embase were searched using the 

following search terms: (cancer OR tumor OR malignancy OR oncolog*), (child* OR pediatric), 

(family OR parental OR marital OR marriage OR sexuality OR couple) and (psycholog* OR 

adaptation OR adjustment). Studies were retained if the article: a) examined the impact of 

pediatric cancer diagnosis (0 -18 years; any type of cancer) and treatment on any aspect of couple 

functioning; b) was written in English; c) presented new, empirical qualitative or quantitative 

data (i.e., reviews, case reports, commentaries, books, practice guidelines, conference abstracts 

and dissertations were excluded); and, d) did not exclusively focus on palliative care or 

bereavement, as these experiences are distinct from general adjustment to pediatric cancer and 

may have a different impact upon couple functioning. Studies focusing on both curative and 

palliative care were retained. No restrictions were placed on studies related to publication date. 

Study Selection  
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  The original search, in July 2014, identified a total of 5660 papers, which were 

independently screened by the first and second author in three separate steps: a) title screening 

(100% screened by the first and second author; 1,592 articles retained with 89% agreement); b) 

abstract screening (100% screened by the first and second author; 427 articles retained with 83% 

agreement); and, c) full text screening (100% screened by the first author, 25% by the second 

author; 87% agreement). This 3-step selection process resulted in a total of 29 articles retained 

for the purpose of this review. Across our 3-step selection process, for 191 articles (although 

judged as not relevant based upon title or abstract) no full text was available. Disagreements 

between screeners were discussed and resolved; where necessary a third reviewer was consulted. 

In addition, the reference lists of the retained articles were scanned to identify additional relevant 

articles, resulting in the addition of two papers. Lastly, to ensure up-to-date results, the search 

was repeated in October 2015 and 449 new potentially relevant papers were identified. The same 

3-step screening process was followed for this updated search: 68 were retained based on their 

title (87% agreement between first and second author); 17 were retained based on abstract (75% 

agreement between first and second author); and 1 was retained after full text screening. In sum, 

the current review is based on a final set of 32 articles (see Figure 1).  

 Data Extraction  

The main purpose of this systematic review was to provide a narrative synthesis of the 

current state of knowledge on couple functioning after childhood cancer diagnosis. This was done 

by adopting a textual approach with evaluation of the scientific merit of the available evidence. A 

data abstraction sheet was developed to ensure systematic and standardized data extraction 

(available upon request). The data abstraction sheet identified the following study aspects: a) 

study characteristics such as year of publication, journal and database; b) which, if any, 

theoretical framework was used; c) methodological and statistical aspects, such as design (e.g., 
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cross-sectional versus longitudinal), sample size, unit of measurement, and assessment of 

interdependence (i.e., appropriately accounting for the interdependence of partner reports within 

couples); and, d) a summary of the general findings. The first author conducted the data 

extraction for all the included articles. To ensure accuracy, the second author conducted data 

extraction for 25% of the articles (i.e., full text screening; 87% agreement).  

A meta-analysis of the gathered data was deemed inappropriate as we preferred to include 

qualitative findings to ensure a comprehensive review. Furthermore, with regard to the 

quantitative studies, either too few studies were identified assessing a particular construct to 

warrant a meta-analysis (i.e., less than 2 studies identified for the same construct) or too much 

heterogeneity was observed in sample characteristics and outcomes. 

In addition, each included study was rated by the second author with respect to its 

scientific merit using the criteria published in Alderfer and colleagues (2010). Quantitative 

studies were evaluated for explicit scientific purpose, appropriateness of design and analysis, 

measurement reliability, statistical power and approach, internal and external validity, appropriate 

discussion, and knowledge contribution. Qualitative studies were evaluated for explicit scientific 

purpose, appropriateness of design and analysis, grounding results in examples, integration of 

results into a framework, specification of author’s perspective, accurate and understandable topic 

coverage, application of credibility checks, and appropriateness and description of sample [3]. 

Each aspect was rated on a 3-point scale ranging from 1 = “no or little evidence in fulfilling the 

criterion or low quality” to 3 = “good evidence or high quality". An overall score for scientific 

merit was obtained for each study by averaging the individual aspect scores. Reliability of the 

quality assessment was assured by double coding of 33% of the included studies by the first 

author. This revealed excellent interrater reliability as evidenced by a single measure and average 

measures intraclass correlation coefficients across the two raters of .92 and .96, respectively. 
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Results 

Part I: Characteristics of Reviewed Studies 

  The methods and findings of the 32 reviewed studies are summarized in Supplemental 

Table 1. About half of the reviewed studies were quantitative (n = 17, 53%). Thirteen studies 

(41%) used qualitative methods; two used mixed methods designs (6%). About two-thirds of the 

studies were cross-sectional (n = 21) and the rest were longitudinal (n = 11). Sample size ranged 

from 8 individual partners to 328 partners/164 couples. In 35% of the studies, only one partner 

participated (female partner: n = 4 studies; male partner: n = 2 studies, gender not specified: n = 

8 studies). In the other studies, couples (n = 8 studies) or a combination of couples and individual 

partners (n = 10 studies) were included. Ten studies (31%) only included married couples, 

whereas 17 studies (53%) used a mix of married, cohabiting, or other couples (i.e., divorced 

parents, single parents, step-families, remarried parents and widowed parents). In five studies 

(16%), marital status was not reported. A wide variety of cancer diagnoses were included, with 

leukemia, lymphoma and brain tumors as the most frequently represented. Time since diagnose 

ranged from new diagnoses to 7 years post-diagnosis, but was not reported in two studies and 

vague in seven others (“long term survivors”, “in treatment’).  

Part II: Narrative Summary of Reviewed Studies  

  Seven distinct dimensions of couple functioning emerged from the research literature: 

emotional closeness, marital conflict, marital support, communication, sexual intimacy, marital 

satisfaction and general marital adjustment. Within each of the following subsections, a brief 

explanation of the dimension is given, followed by the number and type of included studies 

identified and a narrative summary of the findings across studies. Qualitative results are 

presented before quantitative results. 
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 Emotional Closeness. Emotional closeness refers to the feeling of positive connectedness 

between partners, varying from acquaintanceship to complete absorption of self and other into 

oneness [24]. This dimension was investigated in five qualitative studies, one quantitative study 

and one mixed method study. 

 Across four qualitative studies, all including samples of families both on- and off-

treatment, participants often indicated that couple connectedness was strengthened by the illness 

[25-28]. In two studies involving on-treatment families, however, a range of responses was 

revealed. One of these studies reported that 60% of the participants (n = 23) indicated an increase 

in couple connectedness since diagnosis, 34% (n = 13) reported no change and 5% (n = 2) 

reported a decrease in connectedness [29
 mix

]. In the second study, 45% of the participants (n = 

32) reported an increase, 17% (n = 12) reported no change and 38% (n = 27) reported a decrease 

in emotional closeness [29]. Variability in the experience of closeness has been proposed to 

reflect baseline differences across families [29] or differences in the illness and treatment 

challenges faced by couples [27].  The one quantitative study of couple’s closeness indicated that 

female partners reported a significant increase in emotional closeness with their partners from 

diagnosis to one year-post diagnosis [30]. 

 In summary, most studies provided evidence for increased emotional closeness within the 

couple after diagnosis of pediatric cancer. However, this pattern clearly does not characterize all 

couples. More research into which couples draw closer and which do not is needed. Closeness 

before diagnosis and disease/treatment characteristics might play an important role.   

 Marital Conflict. Marital conflict refers to overt opposition or disagreement between 

partners that is identified as a source of difficulty in the relationship [31]. This dimension was 

addressed in five qualitative studies and three quantitative studies.  
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 Across the qualitative studies, subsets of participants reported increased conflict during 

treatment [29, 32], after treatment [19, 33] and across the illness trajectory [28]. However, an 

increase in conflict frequency was not reported by all couples in these studies: some reported no 

changes, whereas others indicated having fewer arguments, as they channeled all their energy 

into caring for the sick child and had no time to argue [32].  

 In included quantitative work, one study compared the yearly divorce rate of families with 

pediatric cancer with the rate in the general population and found no significant differences [34]. 

The second quantitative study indicated that only 8% of female participants (n = 2) and 5% of 

male participants (n = 1) experienced regular difficulties with their partner within three months 

after diagnosis. Nine months later, 21% of the female participants (n = 4) and 7% of the male 

participants (n = 1) reported regular difficulties, a non-significant difference across time [35]. In 

the third quantitative study, some couples reported an improvement in conflict resolution skills 

after their child’s cancer diagnosis [36]. 

 In summary, reports of conflict were found in samples consisting of both on- and off-

treatment families. However, the question remains whether this frequency of conflict transcends 

the frequency of conflict inherent to all couples. Sample characteristics (e.g., diagnosis, age of 

child; country of origin) and aspects of study design (e.g., measure, sample size) did not seem to 

be associated with findings regarding conflict.  

Marital Support. Marital support refers to assistance, encouragement and caring provided 

by one partner and received or perceived by the other [37]. This dimension was addressed in nine 

qualitative studies, two quantitative studies and one mixed method study.  

Across the included qualitative studies, the partner was described as a highly important 

source of support [25, 27, 29, 32, 33, 36, 38, 39] and sometimes even the most relied upon source 

of support [40], both during and after treatment. Participants turned to their partners for all kinds 
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of support, including emotional (e.g., listening to each other) and practical (e.g., maintaining the 

home) support [29, 36]. However, within these same studies, some individual participants 

reported that their partners were so impacted by the diagnosis or so focused on the ill child that 

they could not provide adequate partner support [29, 32, 36, 39]. For example, in one study, 14% 

of the participants (n = 9) described their partner as not at all supportive during treatment [38
mix

].  

The first included quantitative study investigating partner support indicated that the 

spouse was one of the most frequently used sources of support and the most helpful source of 

support [41]. The second study indicated that perceived partner support was consistent across 

time from diagnosis until 1 year post-diagnosis (i.e., at diagnosis, 6 months and 12 months later; 

[42]). These results are consistent with the qualitative studies.  

  In summary, across qualitative and quantitative studies, most partners reported that their 

partner’s support was important, available to them, and helped them cope with the cancer 

experience. However, not every partner was equally able to provide such support, sometimes 

resulting in unmet support needs.  

Communication. Communication is the interchange of thoughts, feelings, experiences and 

information within the couple [43]. This dimension was investigated in three quantitative studies.  

The first quantitative study addressed couple agreement in reports of communication style 

at diagnosis and demonstrated that male and female reports did not differ in the amount of 

perceived avoidance (e.g., withdrawal, avoiding conflict, silence), incongruent (e.g., dishonesty 

or preference for talking to others) and destructive (e.g., insulting, irritated or abusive) 

communication. However, female partners did experience less mutual understanding and sharing 

in their relationship than male partners [44]. According to the second study, only presenting data 

of couples with inter-spousal agreement on communication patterns, 29% of the couples (n = 10) 

reported positive changes since the cancer diagnosis, 20% (n = 7) reported no changes and none 
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reported negative changes [36]. In a third study, mothers of children undergoing hematopoietic 

stem cell transplantation (HSCT) reported equal amounts of partner criticism and avoidance 

during the first six months after HSCT, with no significant changes over time [45].  

In summary, most available studies focused on comparison between partner reports on 

communication, revealing few differences. However, the evidence regarding changes in 

communication patterns between partners after a child’s cancer diagnosis is too sparse to draw 

strong conclusions.  There have been no comparisons between communication patterns among 

couples with children with cancer and couples with healthy children and no qualitative reports.   

Sexual Intimacy. Sexual intimacy involves physical closeness between partners [46]. This 

dimension was investigated in three qualitative studies and one quantitative study.   

  All three qualitative studies indicated that the pediatric cancer diagnosis had a negative 

impact on the sexual relationship of the participants [19, 27, 47]. More specifically, participants 

indicated that intimacy had “gone out the window” [27, 47], as there was no privacy or time to 

spend together due to the constant attention and care needed by their child [47]. Of note, one 

study found that worry -not lack of love- was the reason that couples reported being too drained 

for sex during their child’s illness trajectory [19]. The one included quantitative study revealed 

that in nearly half of the couples both partners reported a deterioration in their sexual 

relationship. In this same study, only one couple reported improvements [34].  

  In summary, across qualitative and quantitative studies, couples reported that the cancer 

diagnosis negatively affected their level of physical intimacy and sexuality. The magnitude of 

this effect and full understanding of the underlying reasons, however, remain elusive.  

Marital satisfaction. Marital satisfaction refers to partners’ global sentiment or happiness 

with their relationship [48]. This dimension was investigated in six quantitative studies and one 

mixed method study. 
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Across studies, a decrease in marital satisfaction was reported during the first year after 

diagnosis by both male [49] and female partners [44, 49], with the highest level of dissatisfaction 

during the first two months after diagnosis [50] and significantly higher levels of satisfaction 

after treatment completion (i.e., 2 year after diagnosis; [51]. When compared with population 

based control groups, no significant differences were found during [35, 44] or after treatment [44, 

49]. At diagnosis, levels of marital satisfaction were lower than those of well-adjusted couples in 

the general population, but higher than couples referred for couples therapy [52]. At one year 

post-diagnosis, marital satisfaction was also higher for those couples with a child with cancer 

compared to couples referred for therapy [49]. Surprisingly, parents of children who had relapsed 

reported levels of marital satisfaction similar to those of parents of newly diagnosed children 

[50], as well as those of parents of children who had survived [44].   

Some inconsistencies emerged across studies when examining gender differences in 

marital satisfaction. Two studies, both involving a mix of on- and off-treatment families, found 

no differences between male and female participants regarding their reported level of marital 

satisfaction [44, 49]. One study [50] conducted in Taiwan, found that female partners were more 

dissatisfied than male partners. A third study [53
mix

] from the United States conducted repeated 

measures analyses separately for males and females, then compared results and found that male 

partners were more dissatisfied than female partners.  

   In summary, a U-shaped curve for marital satisfaction emerged over time, with a decrease 

in marital satisfaction in the first year after diagnosis and a gradual increase across later stages of 

the illness trajectory. In addition, participants reported levels of marital satisfaction that were 

comparable to population based control groups; lower than well-adjusted couples and higher than 

samples with recognized marital problems. Gender differences in marital satisfaction remained 

unclear, although culture may play a role. 
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General marital adjustment. General marital adjustment refers to a broad scope of 

outcomes, including a consideration of marital processes and marital outcomes [48]. While 

general marital adjustment overlaps with all above-addressed outcomes, the studies summarized 

in this section assessed marital adjustment as a general construct without providing details on 

different specific dimensions of marital functioning. This general construct was addressed in 

three qualitative studies, seven quantitative studies and one mixed method study. 

Two qualitative studies investigated the impact of childhood cancer survival on general 

marital adjustment, revealing that only a minority reported the marital relationship was in 

jeopardy as a consequence of the diagnosis [54]. While equal reports of positive change (e.g., 

“This even made our marriage stronger”, 23% of the participants (n = 21)) and marital difficulties 

(25% of participants (n = 24)) emerge, among those reporting difficulties, 46% (n = 11) remained 

married, 33% (n = 8) reported divorce as a direct result of the child’s illness, and 21% (n = 5) 

reported divorced due to problems prior to the illness. The last qualitative studies addressed 

similarities in perception between male and female partners, and found that 79% of spouses (n = 

23) agreed regarding the impact of cancer on the quality of their marital relationship [29]. 

The quantitative studies indicated that only a minority of couples reported that pediatric 

cancer diagnosis had a major negative impact on their marital adjustment and hardly ever resulted 

in divorce [55]. In one study, 72% of the participants (n = 46) reported that the marital 

relationship presented no problem during treatment and only 5% (n = 2) indicated marital 

adjustment to be a major concern [38
mix

].  

Similar reports of marital distress were observed across gender with 25% of female 

partners (n = 17) and 28% of male partners (n = 19) reporting clinically elevated levels of marital 

distress during the first weeks after diagnosis [56]. Twenty months later, these numbers were 

19% (n = 8) and 24% (n = 10) [57], respectively. However, inconsistencies emerged regarding 
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differences in reports of marital quality as a function of gender. While Barbarin and colleagues  

[38], Cornman [58] and Lavee [59] did not find any differences between male and female 

partners’ reports of (changes in) marital quality, Lavee and Mey-Dan [34] found that men tended 

to perceive more positive changes than their female partners. 

Inconsistencies also emerged regarding changes over time in marital quality.  While one 

study reported an absence of significant change across time [57], others reported either 

curvilinear change (i.e., a deterioration during the first year followed by improvements across 

years two and three post-diagnosis; [34]) or both positive or negative change across the illness 

trajectory [59].  

When marital adjustment during cancer treatment was compared with population based 

norms or control groups, parents of children with cancer were found to be similar to parents of 

healthy children [60], but less well-adjusted than the norms of married American couples [55, 

58].  Parents of children with cancer, however, have been consistently found to be better adjusted 

than divorced couples [58] or couples experiencing marital problems [55]. 

 In summary, research indicates that childhood cancer has the potential to negatively affect 

marital adjustment; however, for most couples their marital adjustment, even in this time of 

stress, is within normal limits and similar to controls. More research is needed to unravel the 

reasons for and impact of different reports across gender and time.  

Part III: Evaluation of Reviewed Studies 

On average the scientific merit of the included studies was good (M = 2.31, range = 1.67 

to 2.78) with five studies scoring below 2.0 on a 3-point scale [3]. The most common weaknesses 

across studies were related to power (e.g., small sample size), failing to integrate the findings 

within a theoretical framework, internal validity (e.g., predominantly cross-sectional designs) and 

external validity (e.g., limited detail on saturation techniques and non-responders limiting 
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generalizability). Areas of strength included well-justified objectives, selection of appropriate 

research methods and providing example quotes. 

  Theoretical considerations. In the majority of the studies (n = 25, 78%), no theoretical 

framework was specified as guiding the research questions or selection of the variables. In the 

remaining studies with an underlying theoretical framework (n = 7, 22%), however, it should be 

noted that none of the models used (i.e., ABCX-model, Family Empowerment model, Time-

Bound Model, Pediatric Medical Traumatic Stress Model, Family Stress Theory, FAAR-model) 

were specifically developed to understand how an external stressor like pediatric cancer diagnosis 

affects couples and their functioning. Instead, the models used in the reviewed studies were 

general stress and coping models, describing the general impact of a stressful situation on an 

individual and the entirety of the family context and subsystems with which s/he interacts, 

including the couple subsystem.  

  Measurement considerations. Even though the included studies focused upon marital 

constructs, only 18 studies (56%) assessed couple functioning from the perspective of both 

partners. Eight of those studies only included data from couples (i.e., reports of both partners), 

whereas 10 studies included data from couples and individual partners. Studies including reports 

of both partners almost never analyzed the dyad [61], but rather did separate analyses for male 

and female partners. Because the unit of interest should harmonize with the unit of measurement 

[59], one could argue whether the reviewed studies adequately assessed couple functioning. 

Indeed, discrepancies in perceptions across family members (e.g., [63, 64] and couple members 

[15] speak to the need to collect data from both male and female partners, as well as to take the 

interplay of both partners’ reports into account in statistical analyses. 

  Overall quality. As noted in our previous work [20, 21], certain characteristics of the 

existing research base make it particularly difficult to draw strong conclusions. For instance, 
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heterogeneity across and within studies with regard to sample characteristics and different 

operationalizations of marital constructs pose barriers to conduct meaningful meta-analysis. The 

reviewed studies tended to have small heterogeneous samples and to rely upon cross-sectional 

designs, precluding identification of factors that may reliably predict which couples experience 

the greatest difficulties after being confronted with the challenges posed by pediatric cancer. 

Further limitations of the reviewed studies include: a) most studies only described the experience 

of partners using qualitative quotes; b) only seven studies (22%) used adequately 

demographically-matched control groups or norms; and c) only nine studies (28%) statistically 

assessed changes in couple functioning over time. Furthermore, all but two studies exclusively 

relied on participant’s self-reports of couple functioning, despite the known drawbacks associated 

with this method (e.g., social desirability), especially when dyadic processes (e.g., 

communication, supportive exchanges, and conflict) are under investigation [65]. 

Discussion 

The results of this systematic review generally indicate that most couples adapt well after 

being challenged by pediatric cancer in domains such as emotional closeness, marital support, 

marital satisfaction and general marital adjustment. Thus, resilience, defined as a return to, 

sustainment, or achievement of competent levels of functioning after being confronted with a 

stressor such as pediatric cancer [66], seems to characterize couples with children with cancer 

across most of the identified couple constructs. However, conflict and lack of sexual intimacy 

may occur for some of these couples too. 

These conclusions, however, need to be considered in the context of the following 

precautions. First, data regarding the functioning of the couple prior to the illness, longitudinal 

data examining changes in couple functioning over time since diagnosis, as well as criteria for 

judging whether the functioning of the couple is “adaptive” were rarely available. Instead, we 
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frequently relied on qualitative quotes of partners regarding perceived changes in the couple’s 

functioning. While comparisons with healthy controls or norms were sometimes available, it is 

unknown whether competent (couple) functioning in the context of pediatric cancer is the same 

as typical (couple) functioning within families of healthy children [10, 67].   

 Second, strong conclusions are also hampered by the relative lack of studies using a 

theoretical framework. In addition, when theoretical frameworks were used, they were not 

specifically tailored to the couple coping with stress. As a consequence, there was a lack of 

clarity in the differences and similarities between the marital concepts used in the reviewed 

studies. For example, marital satisfaction, marital quality and marital adjustment were used 

interchangeably in the reviewed studies, although theoretical frameworks and measurement 

guidelines for couple researcher encourage clear distinctions between the three constructs [48]. 

More specifically, marital satisfaction refers to “global marital sentiment or happiness as a 

unitary construct”; marital quality refers to “marital processes, such as quality of a couple’s 

conflict management skills, supportive transactions, sexual relations, or emotional intimacy” and 

marital adjustment can be defined as “a consideration of marital processes such as conflict 

management skills and marital outcomes such as marital satisfaction” ([48], p. 1028-1030). 

 Finally, most included studies utilized small, heterogeneous samples, and few studies are 

available within each dimension of couple functioning (ranging from 3 to 12 studies per 

dimension) thereby precluding robust conclusions. One possible reason for the limited amount of 

empirical work on the impact of a pediatric cancer diagnosis on couple functioning might be the 

lack of differentiation between partnership and parenthood. Indeed, in the context of pediatric 

cancer (both in research and clinical practice), partners are often addressed in their parenting role, 

which is also reflected in the large number of studies on parenting and pediatric cancer. However, 

the differentiation between partnership and parenthood is important, as both imply different 
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responsibilities, roles, and behaviors [68, 69]. Moreover, men and women need to divide their 

energy and time between parenthood and partnership, as children (i.e., parenthood) make 

demands on couples that take time away from activities that promote and maintain their couple 

relationship (i.e., partnership), thereby pointing at the mutual influence between both [15, 70]. 

Suggestions for Future Research 

 Future work, particularly studies adopting narrative techniques, should ideally rely on 

theoretical frameworks that incorporate partners’ individual strengths and vulnerabilities (e.g., 

personality, family of origin experiences), external stressful events (e.g., low socio-economic 

status, previous life events), as well as the underlying dyadic processes in couples (e.g., support 

provision, conflict management) in order to understand and predict variations in marital outcomes 

of couples facing pediatric cancer (e.g., Vulnerability-stress-adaptation model [69]). In addition, 

matching the unit of interest with the unit of measurement requires research involving both 

partners of the couple and taking into account their interdependence. This practice was lacking in 

most of the included studies but would allow for a more detailed analysis of couple functioning. 

One way to do this, as well as to go beyond the well-known disadvantages of global self-reports, 

is the use of observational methods or diary methods. Lastly, only about half of the included 

studies were quantitative. More quantitative research utilizing longitudinal designs with large, 

representative samples would benefit this field. 

Clinical implications 

  Based upon our review, we can conclude that problems within the couple subsystem only 

seem to occur for a subset of families, and that most couples adapt well after a pediatric cancer 

diagnosis. Although we cannot be sure, couples experiencing those problems likely comprise 

those with pre-existing problems as well as those having difficulty specifically because of the 

stressor of childhood cancer.  
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  Because these difficulties in the couple relationship may seem secondary to the more 

pressing need of ensuring adequate cancer and psychosocial care for the child, such issues may 

be overlooked by psychosocial providers in oncology or even seen as outside their purview of 

care. In addition, these problems may also be downplayed by the couple themselves (put on a 

back burner), as they as well primary focus on their sick child and his/her treatment process. 

However, as these problems might negatively impact the adjustment of the child and his/her 

treatment, it is important to screen and remedy those problems, taking into account evidence 

based standards for psychosocial care in pediatric oncology [71]. For example, one can imagine 

that couples with different coping styles might experience elevated distress, anxiety or depression 

[45,72], which may be linked –in turn- with child distress and/or behavior problems. Studies 

assessing the direct influence of marital quality on psychosocial outcomes in children with 

cancer, however, are missing [73].  

   Interventions aimed at dealing with couple problems that get in the way of cancer care or 

hamper the adjustment of the child and family would ideally involve both members of the couple. 

However, efforts to provide such intervention formats may be difficult to achieve in practice [74] 

and practitioners may need to rely on technology (e.g., telemedicine) to conduct conjoint sessions 

or work with members of the couple individually. In addition, the goals of such interventions may 

need to focus on finding ways for the couple to work together effectively to meet the needs of 

their child and family during cancer care, rather than making progress on long-standing 

difficulties within the couple.  Once the couple is working together more effectively and capably 

managing the stress of cancer, then they should receive referral to community providers to 

address relational issues outside of cancer. 
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