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Abstract Smaller improvements in survival rates among
adolescent patients with cancer relative to their pediatric
and older adult counterparts are indicative of a need for
greater research pertaining to their unique illness experi-
ence. Most recent studies focus on and implicate adolescent
patients’ distinct cancer biology and unmet needs for spe-
cialized treatment as likely explanations, but adolescent
patients differ in other ways as well, namely in their intra-
and interpersonal contexts, or social ecology. Providing
better treatment for adolescent cancer patients requires a
better understanding of how their social ecology influences
and is influenced by their illness. This narrative review
provides evidence to support the need for adolescent-
specific research focused on the interaction between ado-
lescent patients’ cancer experience, their developmental
life stage, and the primary relationships within their family
unit and healthcare settings. A brief overview of the rele-
vance of each social ecological context is provided, and
important considerations for future research efforts and
interventions are presented. Conclusions encourage
researchers to include adolescent cancer patients’ social
ecology in their investigations and clinical trials so as to
offer this patient cohort the best care possible and eliminate
their lag in survival rates.
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Introduction

An estimated nine million people in the United States have
endured cancer treatment and its associated physical and
psychosocial (i.e., psychological, interpersonal, emotional)
consequences since 1971 (Centers for Disease Control and
Prevention CDC 2009; Earle and Neville 2004). In the past
two decades, prevalence rates for young people diagnosed
with all types of cancer have increased substantially
(11.4-15.2 cases/100,000; American Cancer Society 2012).
Every year, over 70,000 adolescents and young adults
between 15 and 39 years of age will be diagnosed with
cancer. These numbers are likely to increase in the coming
decade as the demographic landscape of the U.S. contin-
ually changes to include more diverse ethnic populations
who have higher rates of certain types of cancer (American
Cancer Society 2012).

Although national cancer survival rates are good
(~80 %), adolescent cancer patients of all ethnic back-
grounds have not experienced the same increase in survival
rates nor quality of life as pediatric and adult patients (e.g.,
Thomas et al. 2006). From 1973 to 2001, the survival
improvement in adolescents is half of what has been
observed in children or adult patients (Ries et al. 2007). In
fact, cancer is still the leading cause of nonaccidental death
among adolescents in the U.S. (Ries et al. 2007). In part, this
is because research efforts for adolescent cancer patients
have not kept pace with those of other cancer patient cohorts.
According to the latest Evidence-based Practice Center
reports (U.S. Department of Health and Human Services
2006), the adolescent cancer population has been under-
studied, which has precluded adolescent patients from
receiving “age-appropriate” cancer care (Bleyer et al. 2006).
Additionally, a number of reviews agree on a host of other
causes that have stymied progress in this population (Bleyer
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2002; Thomas et al. 2006; Zebrack et al. 2010), including
that: their cancer biology and tolerance of chemotherapy
may differ from pediatric and adult patients, they have a
lower adherence to medication and required lifestyle regi-
mens, screening for cancers is more difficult in this age range
and detection of the cancer often occurs at a later stage, they
may develop unique types of cancer that are not seen in child
or adult patients, they are less likely to be referred to a
comprehensive multidisciplinary cancer treatment center,
and they are treated in pediatric or adult cancer centers that
are not specialized for adolescents. Thus, adolescent patients
seem to fall into a gap between pediatric and adult oncology
services that have limited evidence-based guidelines and
standards of care to provide for their unique needs (Zebrack
et al. 2010).

This narrative review addresses the understudied
developmental and interpersonal aspects of adolescents’
cancer experience. Social ecological theory was used to
identify the central intra- and inter-personal contexts, and
features thereof, that shape adolescents’ cancer experience.
The literature pertaining to each context was then explored
using medical and psychological search engines. The pri-
mary aim of this review is to guide future research in
further developing the field of adolescent cancer research
so as to ultimately help provide the best care and treatment
possible for this patient cohort.

The Social Ecology of Adolescent Cancer

A cancer diagnosis weaves more than a physical illness
into the lives of adolescent patients. Disease-related
physical complications, frequent medical appointments to
monitor treatment outcomes, painful procedures, and
numerous medications with uncomfortable or embarrassing
side effects become a constant in patients’ day-to-day lives.
Young patients often feel fatigued and lack the energy to
engage in typical activities with their peers. Additionally,
serious lifestyle changes, including dietary restrictions,
need to be integrated into daily routines. Social activities
and interpersonal relationships may also change as friends
and family members come to terms with the illness them-
selves and become uncomfortable talking about it. Fortu-
nately, intermittent positive events, such as a successful
procedure, newfound friendships at a treatment clinic, the
identification of an effective medication, or encouraging
test results also occur. These events reinstate hope about
recovery and eventually obtaining a clean bill of health.
The continuous fluctuation of unpredictable negative and
positive events becomes the focus of adolescents’ lives. As
such, their cancer experience is defined by their psycho-
logical health as well as their social well-being, rather than
by their disease alone.
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Adolescent patients do not experience cancer in a vac-
uum; they may be influenced by multiple layers of con-
textual circumstances—their social ecology. Figure 1
depicts a conceptual model of the social ecological con-
texts (layers) that shape adolescent patients’ cancer expe-
rience. The first layer consists of the developmental life
stage (intrapersonal context), including biological, psy-
chological, cognitive, emotional and social developmental
process unique to adolescents. The second layer is the
family unit (primary interpersonal context), in particular,
relationships with primary caregivers who provide patients
with typical care offered to adolescents (e.g., help with
homework, financial support) as well as illness-specific
care (e.g., transportation to and from medical visits, treat-
ment decisions, medication adherence, emotional support).
The third layer is the healthcare setting (secondary inter-
personal context) in which the illness is treated, which
includes relationships and interactions with healthcare
providers, especially the primary treating oncologist.

Each of these contexts may provide opportunities to
intervene and improve adolescent patients’ cancer experi-
ence. In order for this to occur, a better understanding of
these contexts is needed. Plausible ways in which these
three contexts influence adolescent patients and how they
may be addressed in future research are considered in turn.

Intrapersonal Contexts

Developmental Life Stage

A crucial component for adolescent patients’ cancer
experience that sets them apart from the more commonly

studied child or older adult cohorts is their developmental
life stage (Ganz 2006). In addition to illness-related
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Fig. 1 The social ecology of adolesents’ cancer experience
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stressors typically experienced by cancer patients (e.g.,
frequent medical visits, fatigue, painful procedures), ado-
lescents face the challenge of rapid social, biological, and
cognitive changes (Hewitt et al. 2000). In recent years, the
previously held linear conceptualization of development
has been replaced by a new paradigm that posits that these
different transitions of maturation often occur simultane-
ously (Gorter et al. 2011). This suggests that adolescent
patients may be confronted with several different life
transitions at any given time, including puberty, identity
formation, establishing independence and autonomy from
their parents, academic achievements, body image con-
cerns, exploring romantic and sexual relationships, and
navigating interpersonal relationships in general (Fritz and
McQuaid 2000; Hewitt et al. 2006; Steinberg and Morris
2000).

Presumably, encountering a chronic illness in the con-
text of these transitions can quickly shift an already
demanding developmental period into an exceptionally
difficult one. Yet, the ways in which developmental aspects
of the adolescent patients’ lives impact and/or are impacted
by their illness is not well-understood. Most of the current
discussion of the interactive effects of development and
disease is found in reviews or commentaries that rely on
speculative theories that lack supportive evidence. The
empirical evidence that does exist is based on highly
diverse patient populations, the findings of which do not
necessarily translate to adolescents with cancer (e.g., ado-
lescents with cancer encounter different illness-related
demands and challenges than adolescents with diabetes), or
is too sparse to be conclusive on most topics (e.g., ado-
lescent patients engage in riskier behavior than healthy
adolescents; Miauton et al. 2003; Suris and Parera 2005). It
may be the case that cancer and certain developmental
changes have a synergistic effect on adolescent patients’
cancer experience, but this has not been adequately
assessed.

In order to better understand what factors contribute to
the adolescent cancer experience, a higher quantity of
studies and designs with a more nuanced approach of
examining individual and combinations of developmental
features is required. For instance, large-scale epidemio-
logical studies should recruit patients from a wide age
range to investigate the linear versus concomitant occur-
rence of developmental changes. This type of design has
the potential to uncover a cumulative risk effect in which
more concurrent developmental changes are associated
with higher illness-related problems. If linear develop-
mental changes are predominant instead, these changes’
differential impacts on adolescent patients’ cancer experi-
ences and health can be compared. This could then be used
to identify “high impact” developmental changes that are
linked with negative biological and psychosocial

experiences (e.g., poor recovery, interpersonal conflict). In
this way, adolescent cancer patients who are at risk for
maladaptive outcomes and poor health trajectories could be
identified based on the number or type of developmental
changes they are going through and subsequently provided
with appropriate social or therapeutic services.

Interpersonal Contexts

Research on patients with chronic illness demonstrates that
they do not go through their illness in isolation. Among
individuals with a variety of chronic diseases (e.g., cancer,
diabetes, coronary heart disease), social relationships,
interpersonal interactions, and social support have been
identified as some of the most important predictors of
patients’ health behaviors (Schigtz et al. 2012), mental
health (Mehnert et al. 2010), quality of life (Kim et al.
2012), disease progression (Barth et al. 2010), and survival
time (Lutgendorf et al. 2012). These findings suggest that
interpersonal relationships can influence health outcomes
by mitigating or exacerbating the negative effects of stress.
This is important because different relationships across a
number of social contexts can have this impact throughout
the course of the illness. To better understand adolescent
cancer patients’ illness experience, it is essential to con-
sider the two most prominent interpersonal contexts with
which they frequently interact: the family unit and the
healthcare setting (McCubbin et al. 2002).

The Family Unit

Among the various social contexts surrounding adolescent
cancer patients, the family unit is likely to be the most
prominent (Wollenhaupt et al. 2012; World Health Orga-
nization 1991). Life changes experienced in adolescence
are guided, in part, by the closeness or conflict between
adolescents and family members (Sallinen et al. 2007),
including their siblings, parents, and sometimes extended
family members. However, the relationship with their
parental caregiver is thought to be the most influential for
adolescents. Although adolescents seek more support from
peers and romantic partners as they get older, help-seeking
from caregivers and older adults remains stable and rela-
tively high (Laursen and Collins 2009; Markiewicz et al.
2006). Caregivers of cancer patients are estimated to spend
up to 40 h or more per week providing care (National
Alliance for Caregiving 2009); this estimate may be even
higher for caregivers of adolescent patients since these
patients may be limited in their self-sufficiency (e.g., being
able to drive to routine appointments, discussing treatment
options with healthcare providers), legal authority (e.g.,
procedural decision-making), and responsibility (e.g.,
medication adherence, avoiding risky health behaviors). It
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is not surprising, then, that the adolescent-caregiver rela-
tionship has such a profound impact on adolescents’ psy-
chological well-being, self-esteem, behavior, and self-
regulation (Berzonsky et al. 2007; Hair et al. 2008; Heiman
et al. 2008; Marin et al. 2008).

Although adolescence marks a time when caregiver
guidance may be most useful, adolescents typically report
that caregiver relationship quality decreases significantly
between the ages of 11 and 14 (McGue et al. 2005). For
chronically ill adolescents, the added stress of an
unremitting illness may exacerbate tension and conflict
with their caregivers as they try to find a balance between
obtaining and relinquishing control (Butner et al. 2009).
That is not to say that coping with an illness together
cannot foster cohesion (Lavee and Mei-Dan 2003), but
adapting the adolescent-caregiver relationship to the illness
may take time. This is important as both supportive and
conflictual interactions with their caregivers have impli-
cations for adolescent patients’ illness-related psychologi-
cal adjustment, pain severity, functional disability, and
disease management and outcomes (Berg et al. 2008;
Logan et al. 2006; Williams et al. 2002).

Patients’ illness also have a large impact on caregivers’
lives, meaning that caregivers acquire their own “cancer
experience”, albeit from a different perspective. Providing
care to a patient can increase caregivers’ vulnerability to
psychological and physical dysfunction (Fotiadou et al.
2007; Klassen et al. 2009). In many cases, caregivers’
psychological distress was found to be comparable to and
even surpass that of patients’ (e.g., Hodges et al. 2005; Juth
et al. 2015). This is problematic because, in addition to
affecting caregivers’ well-being, it can also affect patients’
cancer experience. For instance, caregivers’ psychological
distress can directly affect patients by exposing them to
caregivers’ symptoms or indirectly affect patients by
reducing caregivers’ ability to provide adequate care.
Therefore, future research should make greater efforts to
consider caregivers’ perspectives and health, and incorpo-
rate them into investigations of adolescent patients.

There are three primary limitations characteristic of the
literature on cancer patient-caregiver relationships. First,
most studies are conducted on adult patients and spousal
caregivers (Badr et al. 2010; Ben-Zur 2001; Carmack
Taylor et al. 2008; Kim et al. 2007), which may not
translate to younger patients and their parental caregivers.
For instance, in the case of adolescent patients, caregivers
have a clear advantage in the form of authority and power
within the relationship; this is unlikely to be the case in
spousal or adult relationships.

Second, in the limited research that does examine ado-
lescent cancer patient-caregiver relationships, patients and
caregivers are often studied separately. Because adolescent
patients and their caregivers go through the cancer
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experience together, they should be examined as a dyad, or
a single social unit comprised of two interdependent indi-
viduals (as opposed to two independent individuals; Kenny
et al. 2006). In order to elucidate the interpersonal com-
plexities within these dyads, studies should recruit both
adolescent patients and their caregivers as this allows for
independent self-reports to be collected from each person,
which are preferential to proxy reports; such efforts will
advance the extant literature in its interpretability and
generalizability regarding adolescent patient-caregiver
dyads.

Third, if dyadic data do exist, they are often analyzed
with statistical techniques that do not adequately account
for the intertwined patient-caregiver relationship. Instead,
researchers are encouraged to use the Actor-Partner Inter-
dependence Model (APIM; Kenny et al. 2006). The APIM
is an advanced statistical approach ideal for examining
individuals, such as patients and caregivers, whose expe-
riences are unique yet interrelated. For example, the APIM
can help identify contributing sources of psychological
adjustment within a patient-caregiver dyad (i.e., who is
contributing to whose adjustment) and allows for a com-
parison of these sources (i.e., who is contributing the most
to their own or the other person’s adjustment). To date,
only one study by Juth et al. (2015) has utilized the APIM
in adolescent cancer patients and their caregivers, but an
increasing number of studies have recently applied this
approach to examine interpersonal phenomena in adult
cancer and other chronic diseases (Burkert et al. 2012;
Dorros et al. 2010; Manne et al. 2012; Whisman and
Uebelacker 2012). This body of evidence demonstrates that
assessing either member of the patient-caregiver dyad
without the other provides an incomplete understanding of
what each person is going through and an inaccurate
interpretation of what contributes to their cancer experi-
ence. It also suggests that other family members, such as
adolescent patients’ siblings and caregivers’ spouses,
should be incorporated into research studies; the illness
may have an impact on their relationship with the patient,
as well as on their own and the patient’s cancer experience.

The Healthcare Setting

Beyond the family unit, the healthcare setting is reported as
the second most influential interpersonal context for
patients’ cancer experience (McCubbin et al. 2002; Spen-
cer et al. 1998). For adolescent patients specifically, active
treatment can include multiple visits per week to outpatient
clinics, repeated tests, and exhausting procedures that are
highly stressful (Ben-Zur 2001). Because adolescent
patients rely heavily on their caregivers during active
treatment (e.g., transportation to the hospital, emotional
support, managing symptoms), caregivers often attend
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appointments and procedures. In this sense, the patient’s
healthcare providers treat the patient and the caregiver.
Therefore, within the healthcare setting, the illness and its
associated issues (treatment decisions, review of test
results) are treated within a social system consisting of the
adolescent patient, the caregiver, and the healthcare pro-
viders (physicians, nurses, medical staff), all of whom
influence one another.

Adolescent patients, caregivers, and healthcare provi-
ders may influence each other in three specific ways. First,
the family (i.e., patient and caregiver) is reliant on
healthcare providers for medical services as well as infor-
mational and emotional support. The quality of these pro-
visions can render the healthcare setting either a
comforting or distressing environment and may influence
the family’s resilience and psychological, emotional, and
physical well-being (McCubbin et al. 2002). Second, the
family’s cohesion and demeanor is likely to influence the
quality of care they receive. Highly distressed or dis-
agreeable families may evoke negative feelings or distress
in the healthcare providers, decreasing the effectiveness
and quality of their services. Third, healthcare providers
themselves acquire their own “cancer experience” in
response to the care they provide for each family (Roberts
2010). For example, illness-related stressors (e.g., giving
bad news) and/or uncontrollable factors associated with
providing healthcare services (e.g., insurance coverage)
may result in psychological and emotional distress among
healthcare providers (Schwenk et al. 2010). In turn,
healthcare providers’ well-being may influence the families
they treat.

To date, knowledge is limited about how and to what
extent healthcare providers and families influence each
other in these ways. According to the CDC, there is
insufficient evidence about the provisions of healthcare
services for young patients and their families to make
confident reforms in clinical practice or policy (CDC
2009). One way in which research can assess how families
and healthcare providers cope with the illness is with
concordance rates between the individual persons (Vance
et al. 2001). For example, to ensure patient satisfaction, the
care that healthcare providers think they are providing
needs to be the same as the care that patients perceive to be
receiving. Likewise, healthcare providers’ views of the
illness need to be similar to patients’ and caregivers’ views.
A lack of concordance between them may affect the quality
of care and create tension between them.

Another way to explore these issues is to use specialized
statistical approaches that examine dynamic feedback
processes. The Social Relations Model is ideal for analyses
where multiple units of analysis (e.g., adolescents, care-
givers, and healthcare providers) influence and are influ-
enced by each other (Kenny et al. 2006). For instance, the

model can examine the associations between a physician’s
self-reported care provided to the family and how well the
patient and caregiver feel cared for. This type of fine-tuned
approach can shed light on the dynamics that occur within
treatment rooms where important discussions about the
patient’s well-being take place and critical treatment
decisions are made.

Once the interpersonal dynamics within the healthcare
setting are better understood they can be used to develop
interventions. For instance, communication between
healthcare providers and families is a critical component of
medical care. Open communication about the disease status
and its treatment plan could help minimize distress and
ensure a common understanding among families and
healthcare providers. Research shows that patients feel
more understood and supported when others have empathic
accuracy, or share a similar understanding of their illness
(Patterson and Garwick 1998). Empathic accuracy within
the healthcare setting can help facilitate a unified and
cooperative approach among patients, caregivers, and
healthcare providers to optimize treatment outcomes
(Norfolk et al. 2007; Sultan et al. 2011). Families, espe-
cially adolescents’ caregivers, can be guided on how to
best talk to their healthcare providers so as to optimize the
patient’s treatment. Likewise, healthcare providers can be
better informed about how to communicate with the fam-
ilies they treat. Notably, diverse patient groups (e.g., age,
gender) and families (e.g., ethnicity, socioeconomic status)
may require distinct approaches for discussing certain
medical circumstances (e.g., poor prognosis) (Clarke et al.
2005; Gray et al. 2014; Yin and Twinn 2004). Therefore,
future research should take care to examine the specific
conditions under which open communication should be
encouraged and the ways in which it should be facilitated
by healthcare providers and/or clinical therapists.

Additional Influences on Adolescent Patients’
Cancer Experience

Preliminary studies suggest that a number of personal and
illness-specific characteristics interact with adolescent
patients’ intra- and interpersonal contexts. These charac-
teristics may serve as potential determinants of patients’
cancer experience, but findings as to which ones are pro-
tective or harmful are largely inconsistent (Upton et al.
2008).

Gender Differences
Gender-specific issues should be taken into account when

assessing adolescent patients’ developmental and inter-
personal contexts as male adolescents typically follow a
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different developmental trajectory than female adolescents.
For instance, male adolescent patients may have different
concerns (e.g., sexual issues) as compared to female ado-
lescent patients (e.g., body image issues) (Bolte and Zeb-
rack 2008), which may create a different developmental
context for each of them. Also, male adolescent cancer
patients may be more conflictual or emotionally-distant
than female adolescent cancer patients (Seiffge-Krenke
1999), which may impact their relationships with their
caregiver and healthcare providers. Moreover, the gender
match or mismatch of adolescents and their caregivers has
been shown to be important for their relationship (e.g.,
Hughes and Gullone 2010; Roddenberry and Renk 2008).
For instance, male adolescent patients may have more
conflict with maternal caregivers than paternal caregivers
and therefore may be less resistant to reminders about ill-
ness management (e.g., medication adherence) from
fathers. Alternatively, female adolescent patients may be
closer to maternal caregivers than paternal caregivers and
therefore more influenced by their mothers than fathers.
Preliminary study results suggest that male and female
adolescents with cancer have unique relationships and a
different sense of “closeness” with their parents (Carlston
and Ogles 2008; Hill et al. 2003), although the findings are
mixed as to what type of gender match/mismatch is asso-
ciated with better or worse outcomes for the patient (Eiser
and Morse 2001). It may also be the case that the nature of
the relationship (e.g., supportive versus conflictual) matters
more than the gender (mis)match, but further evidence is
needed to support this.

Family Ethnicity/Race

The literature suggests that there are ethnic differences in
how families define and manage young patients’ cancer
(Thibodeaux and Deatrick 2007). Ethnic backgrounds and
cultural identities are linked with disparate health beliefs
(e.g., causes attributed to the illness; Munet-Vilaré 2004),
coping strategies (Culver et al. 2002), levels of paternal
involvement (Martinson et al. 1999), and treatment needs
(Im et al. 2008). These differences may influence adoles-
cent patients’ cancer experience, familial interactions, and
healthcare treatment. For instance, a family’s beliefs about
the cause of the illness may influence their willingness to
seek medical attention. Moreover, some evidence suggests
that ethnic minorities face more barriers to receiving ade-
quate care (Brodie et al. 2002). For example, the need to
include translators when making treatment decisions or
addressing cultural differences in treatment preferences is
often neglected in order to save time (Kelley et al. 2010).
This can have implications for adherence to medication
regimens or lifestyle changes required for patients’ recov-
ery. Unfortunately, research on minority groups in the
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healthcare system is still in its infancy (USDHHS 2006).
Examining the role of ethnicity in adolescent cancer
patients is an important avenue for future research as
minorities are largely underrepresented in this area
(Schwartz et al. 2009) and make up a large part of the
patient population (USDHHS 2006).

Caregiver Relationship

Research has tried to disentangle the experiences of care-
givers with different relationships to the patient (e.g.,
parent, spouse, offspring), but concrete findings have not
been replicated. Most studies on caregivers of chronically
ill adolescents focus on mothers (Field and Duchoslav
2009) and findings demonstrate that better maternal func-
tioning is associated with better adjustment, functioning,
and treatment outcomes in the adolescent patients (Drotar
1997; Kazak et al. 2003). However, fathers also influence
their children’s well-being (Weitzman et al. 2011) and play
a part in adolescent cancer patients’ adjustment (Field and
Duchoslav 2009). Some evidence suggests that children
with chronic conditions have more in common with their
mothers than their fathers regarding how (severely) they
perceive their illness (e.g., Morrow et al. 2011), but there is
little research specifically designed to test this. An impor-
tant next step in research on adolescent cancer is to
increase recruitment of paternal (and other types of) care-
givers in studies to gain further understanding of their
relationship with the patient and their impact on patients’
illness experience.

Clinical Diagnostic Characteristics

Patients’ health as well as their intra- and interpersonal
contexts may vary according to the clinical diagnostic
characteristics of their illness. For instance, dyadic inter-
actions in the patient-caregiver relationship may be very
supportive at the time of diagnosis as both individuals are
suddenly faced with a crisis, but may diminish or be
replaced with conflict as the illness takes its course and the
dyad faces more and repeated obstacles. Most commonly,
type of cancer, stage of cancer, and/or time since diagnosis
are examined in relation to patients’ health, psychological
adjustment, and personal relationships, but the findings are
largely inconsistent (Bennett et al. 2012; Goldbeck 2011;
Sloper 2000). For example, some evidence suggests that
patients’ impairment is associated with more caregiver
distress (Canning et al. 1996), whereas other research finds
no change in caregiver strain during different stages of the
illness nor over time (Freeman et al. 2004; Hutchinson
et al. 2009). Studies should examine patients and their
families starting at diagnosis and follow them over the
course of their illnesses to determine whether important
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Table 1 Key points for future research

Examine how developmental changes affect adolescent cancer patients’ illness experience

Examine the nature of the relationship between adolescent cancer patients and their caregivers, as well as how they influence each other’s

illness-related adjustment and coping processes

Examine the interpersonal dynamics and concordance between adolescent cancer patients, caregivers, and healthcare providers

Utilize appropriate statistical techniques to examine interactional social phenomena within adolescent cancer patients’ interpersonal contexts

Develop and assess interventions for adolescent cancer patients and their families within and outside of the healthcare setting

Consider how personal characteristics (e.g., age, gender, ethnicity/culture) and clinical diagnostic factors are associated with adolescent

cancer patients’ illness experience and social ecological contexts

illness duration milestones are identifiable. Comparing
interpersonal contexts of patients with different types of
cancer and risk prognoses in various disease stages would
also be fruitful for understanding the bidirectional effects
between adolescent patients’ cancer experiences and
pathophysiology.

Implications for Interventions

A critical aspect of providing successful interventions that
can improve adolescent patients’ cancer experience is
recognizing that they exist in a complex, interactive system
with multiple contributing contexts. A better understanding
of how adolescent cancer patients’ developmental life stage
shape their illness experience can help us design more
effective clinical treatments for their unique needs. Like-
wise, learning more about the important relationships on
which adolescent patients rely for support and care within
both their family and their healthcare setting can elucidate
high-leverage targets for interventions; interpreting psy-
chological outcomes without considering the influence of
social ecological contexts could lead to false conclusions
about patients’ mental and physical health and about the
therapeutic and clinical treatments they require. In short,
greater efforts to study adolescent cancer patients in light
of their social ecological contexts may provide critical
insights for developing highly effective interventions.
Furthermore, adolescents’ social ecological contexts,
particularly the family unit, are also important in terms of
preventative cancer interventions. A large literature
emphasizes parents as having an integral role in adoles-
cents’ health behaviors linked to cancer (e.g., smoking
cigarettes, Mays et al. 2014; drinking alcohol, Mares et al.
2012; tanning bed use, Holman and Watson 2013; human
papillomavirus vaccination, Holman et al. 2014; nutrition,
Larsona et al. 2013; exercise, Sukys et al. 2014). Although
this topic extends beyond the scope of the present review,
cancer researchers may turn to that literature to gain

additional ideas for implementing interventions directed at
social ecological contexts of adolescent cancer patients.

Conclusions

Adolescent cancer remains a specialized field of medicine
and health psychology. The cancer experience for these
young patients is marked by continuous waves of uncer-
tainty and frequent stressors that are undoubtedly influ-
enced by their developmental life stage and the
relationships within their family unit and healthcare set-
ting. The current understanding of how these intra- and
interpersonal contexts contribute to and are influenced by
adolescent patients’ cancer experience is largely based on
evidence from other literatures and from preliminary
studies of this specific patient population. This review
focused on key points for future directions in adolescent
cancer research, highlighted in Table 1, so that the field
may: (1) better understand and improve the lives and
experiences of adolescent cancer patients, and (2) enhance
the likelihood that their caregivers and healthcare providers
will make positive contributions to their psychological,
emotional and physical health outcomes. More broadly,
addressing the knowledge gaps outlined in this review will
further inform therapeutic and medical professionals’
understanding of how patients and families cope with
cancer within and outside healthcare settings. Increasing
efforts to conduct social ecological research on adolescents
with cancer will help ensure that they receive optimal
psychosocial and medical care.
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