
The Silent Impact of Parental Cancer on Children’s
Psychosocial Well-Being
Erdinç Nayır 

Nilda Ata 
Fevziye Toros 
Rahime Gökboğa 
Aynur Çelik 
Mehmet Ali Sungur 

Research Article

Keywords: Children, psychosocial status, parent with cancer, RCADS

Posted Date: September 7th, 2026

DOI: https://doi.org/10.21203/rs.3.rs-10467108/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

Additional Declarations: No competing interests reported.

Page 1/21

https://doi.org/10.21203/rs.3.rs-10467108/v1
https://doi.org/10.21203/rs.3.rs-10467108/v1
https://doi.org/10.21203/rs.3.rs-10467108/v1
https://creativecommons.org/licenses/by/4.0/


Abstract
Introduction: While a substantial body of research has examined the psychosocial status of children
affected by pediatric malignancies, studies investigating the psychological well-being of children whose
parents have cancer remain markedly limited. The purpose of this study was to determine the prevalence
and associated factors of emotional and behavioral problems in children whose parents have been
diagnosed with cancer.

Materials and Methods: This cross-sectional study was conducted in the medical oncology outpatient
clinics between February and April 2025. The study included 73 children with a parent diagnosed with
cancer (case group) and 59 age- and sex-matched healthy children as controls, ranging in age from 8 to
16 years. All participants completed the Revised Child Anxiety and Depression Scale (RCADS).
Demographic and clinical variables recorded included age, sex, parental sex and age, educational level of
the child and parent, disease duration and severity, and number of siblings.

Results: No statistically significant difference was found between the groups in terms of age, gender,
education level, parent's age, gender, education level, and number of siblings (p > 0.05). The case group
exhibited significantly elevated anxiety (p < 0.05) and depression scores (p = 0.002), along with higher
total scale scores (p < 0.001), in comparison to the control group. Correlation analyses revealed weak but
statistically significant positive correlations between age and total anxiety, depression, and total score in
the case group (p = 0.010). Further examination of anxiety subdimensions showed similarly weak yet
significant correlations with PaD, SAD, and OCD (p < 0.001). The females within the case group exhibited
significantly higher anxiety (p = 0.030) and depression (p = 0.035) scores, and higher total scale score (p 
= 0.025) compared to males. Significant differences were observed in anxiety scores (p = 0.018) and
total scale scores (p = 0.047) according to parental education level, with the highest scores consistently
found among children whose parents held a master’s degree. No significant differences were observed
in anxiety, depression, or total scale scores according to the child’s educational level, parent age, whether
the patient was the father or the mother, disease duration and severity, and sibling status.

Conclusion: Children of parents with cancer are significantly affected by their parent’s illness. These
children must be considered within the framework of a comprehensive approach to cancer care.
Importantly, their need for psychosocial support and rehabilitation may be at least as great as that of the
patients themselves.

Introduction
Approximately 21% of newly diagnosed cancer patients are between the ages of 25 and 54, and
approximately 24% of these patients are known to have children between the ages of 0 and 18 [1, 2].
Based on these figures, it can be estimated that approximately 175,000 children in Turkey have a parent
with cancer [3]. Certain cancer types, such as head and neck cancers, skin cancers, and lymphomas,
tend to manifest at relatively younger ages, and patients with these malignancies are more likely to have
dependent children compared to those with other cancer types [4]. Approximately one-third of breast
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cancer patients—the second most common cancer in women—have children under the age of 18 [5].
Furthermore, as survival rates among cancer patients continue to improve, the number of parents living
with cancer is correspondingly increasing [6].

A cancer diagnosis in any family member profoundly affects the entire family unit, with the psychosocial
burden extending to other members at least as significantly as to the patient [7]. Intrafamilial
relationships and daily routines are substantially disrupted in such households [8].

The psychological status of parents with cancer may range from parental stress to major depressive
disorder [9], and the risk of family dysfunction in households with a parent with cancer is considerable
[10]. Prolonged hospital admissions and treatment-related absences from home inevitably reduce
intrafamilial communication [10]. Children of parents diagnosed with cancer are frequently required to
assume additional responsibilities and often struggle to receive adequate emotional and physical
support from their ill parent [11]. The fear of losing a parent to cancer constitutes a significant source of
psychological distress for these children [12]. One notable consequence of this distress is a decline in
academic performance [13]. Current evidence suggests that the key factors influencing the
psychological well-being of these children include age, sex, the mental health status of the adult
caregiver, and the stage and severity of the parent’s illness [14–16].

Parents are frequently unaware of the mood-related changes occurring in their children. When a parent
receives a cancer diagnosis, the resulting shift in family attention toward the ill individual often leads to
children being overlooked [2]. The needs expressed by children in this situation are typically
straightforward: they wish to be adequately informed about their parent’s illness. It has been established
that open and effective communication significantly reduces stress in these children [17]. A substantial
body of literature addresses the appropriate disclosure of a parental cancer diagnosis to children and
adolescents [18].

Anxiety disorders represent the most prevalent form of psychopathology in childhood, with an estimated
prevalence of 15–20% (19]. Childhood anxiety disorders frequently co-occur with depressive disorders
[19, 20]. Anxiety and depression rating scales developed for adults are not appropriate for use in
children, as children may not respond as freely as adults when completing self-report measures [21].

While a substantial number of studies have investigated the psychological functioning of children
affected by pediatric cancers, research examining the psychological status of children whose parents
have cancer remains markedly limited. Identification of these children’s psychosocial needs and timely
provision of appropriate support have not been adequately studied [16]. Nevertheless, early identification
and intervention are of critical importance for the long-term psychological well-being of these children.

The Revised Child Anxiety and Depression Scale (RCADS) was developed to identify clinical syndromes
of anxiety and depression in children and has been validated across multiple languages and cultural
contexts [22]. A parent-report version of the scale is also available. In Turkey, the Turkish adaptation of
the RCADS has been in use since 2017 [23]. Several instruments are available for assessing anxiety and
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depression in children, including the Children Behavior Check List (CBCL), The Strengths and Difficulties
Questionnaire (SDQ), and the Screen for Child Anxiety Related Disorders (SCARED). Among these, the
RCADS has gained increasing preference in recent years due to its ease of administration and
straightforward scoring and interpretation.

Aims of the Study
The primary aim of this study was to determine the prevalence and associated factors of emotional and
behavioral problems in children whose parents have been diagnosed with cancer, and to take an initial
step toward addressing the psychosocial support needs identified in this population.

Materials and Methods
We conducted the study in the medical oncology outpatient clinics of VM Mersin Medicalpark Hospital
between February and May 2025. We included children who had a parent diagnosed with cancer
(hereafter referred to as the case group) and an age- and sex-matched control group of healthy children
between the ages of 8 and 16. We excluded children with a history of psychiatric or psychological
disorder (in the child or their family), those receiving treatment for any chronic disease, those with failure
to thrive, those under active psychiatric support, or those with an acute illness that could potentially
influence scale scores. All participants completed the RCADS, and the following variables were recorded:
age, sex, parental sex and age, educational level of the child and parent, disease duration and severity
(classified according to metastatic status/stage), and number of siblings. Participants read and
completed the RCADS in a separate room outside the clinic.

The RCADS has six subscales, which are described as general anxiety (6 questions), separation anxiety
(7 questions), panic disorder (9 questions), social phobia (9 questions), obsessive-compulsive
symptoms (6 questions), and depression (10 questions). Each answer has four choices: never,
sometimes, often, and always (counted as 0, 1, 2, and 3 points, respectively). A total score of 70 points
and above scores was defined as elevated [22].

Based on previous studies examining RCADS scores [24], to investigate whether there is a significant
difference between children who have a parent with cancer and those in the control group, the required
minimum sample size for an effect size of d = 0.528 with a power of 80% and type I error rate of 5% was
calculated as 58 in each group using an independent two-group design.

We obtained study permission from the Toros University Faculty of Medicine ethical committee with the
file number 12-2024 and adhered to the Helsinki Declaration. All participants and their parents were
informed, and their written consent was obtained to participate in this study.

Statistical Analysis
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The normality of continuous variables was assessed using the Kolmogorov-Smirnov test, along with
calculations of skewness and kurtosis values. Between-group comparisons for normally distributed
variables with equal variances were performed using the Independent Samples t-test, while Welch’s t-test
was applied in cases where homogeneity of variances was not met. For comparisons involving three or
more groups, One-Way ANOVA was conducted, with post hoc pairwise analyses carried out using the
LSD test. Associations between continuous variables were explored through Pearson's correlation.
Categorical variables were analyzed using chi-square tests; when expected cell counts were low, Fisher’s
exact test or likelihood ratio tests were employed. Statistical significance was set at p < 0.05, and data
analyses were performed using IBM SPSS Statistics version 22.

Results
A total of 75 children with a parent diagnosed with cancer and 60 healthy children were initially enrolled.
Following the exclusion of 2 participants from the case group and 1 from the control group due to failure
to meet the eligibility criteria, the final sample comprised 73 and 59 participants in the case and control
groups, respectively. The mean age in the case group was mean age 12.68 ± 2.29 years, and 12.15 ± 2.17
years in the control group. No statistically significant differences were observed between groups with
respect to age, sex, educational level, or number of siblings (Table 1).

Comparison of the case and control groups

The demographic characteristics of the case and control groups are presented in Table 1. No statistically
significant differences were observed between the groups with respect to age, sex, educational level,
parental age, parental sex, parental educational level, or number of siblings (Table 1).
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Table 1
Demographic characteristics of the case and control groups

Age (years) Case (n = 73) Control (n = 59) p

12.68 ± 2.29 [9–16] 12.15 ± 2.17 [9–16] 0.177

Gender, n (%)

Male

Female

42 (57.5)

31 (42.5)

27 (45.8)

32 (54.2)

0.220

Education, n (%)

Primary school

Middle school

High school

16 (21.9)

28 (38.4)

29 (39.7)

17 (28.8)

24 (40.7)

18 (30.5)

0.486

Parent Age (years) 46.15 ± 4.99 [30–55] NA NA

Parent Gender, n (%)

Male

Female

14 (19.2)

59 (80.8)

NA NA

Parent Education, n (%)

Primary school

Middle school

High school

Bachelor’s degree

Master’s degree

11 (15.1)

8 (11.0)

16 (21.9)

30 (41.1)

8 (11.0)

NA NA

Number of Child, n (%)

1

2

3

4

5

20 (27.4)

28 (38.4)

22 (30.1)

2 (2.7)

1 (1.4)

15 (25.4)

27 (45.8)

14 (23.7)

3 (5.1)

0 (0.0)

0.753

Sibling Status, n (%)

Only child

Has sibling

20 (27.4)

53 (72.6)

15 (25.4)

44 (74.6)

0.798
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The case group exhibited significantly elevated anxiety (p < 0.001) and depression scores (p = 0.002),
along with higher total scale scores (p < 0.001), in comparison to the control group. A detailed
examination of the anxiety scores revealed that this elevation was evident across all subdimensions,
including SoP, PaD, SAD, GAD, and OCD (Table 2).

Table 2
Comparison of the scale points (t score) of the case and control groups

SoP Case (n = 73) Control (n = 59) p

44.95 ± 13.65 37.33 ± 7.09 < 0.001

PaD 51.31 ± 13.26 46.61 ± 8.42 0.015

SAD 52.89 ± 13.91 46.39 ± 9.27 0.002

GAD 47.45 ± 10.81 40.33 ± 5.72 < 0.001

OCD 49.08 ± 10.92 43.31 ± 7.04 < 0.001

Total Anxiety 48.31 ± 13.55 40.13 ± 7.76 < 0.001

MDD 50.40 ± 14.97 43.60 ± 9.06 0.002

Total Score 48.72 ± 14.57 40.21 ± 8.24 < 0.001

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD), descriptive statistics were
presented as mean±standard deviation [minimum-maximum]

Correlation analyses revealed weak but statistically significant positive correlations between age and
total anxiety, depression, and total score in the case group. Further examination of anxiety
subdimensions showed similarly weak yet significant correlations with PaD, SAD, and OCD. No
significant correlations were observed for SoP or GAD (Table 3)
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Table 3
Correlations between child age and scale t scores in the case group (n = 73)

  Child Age

r p

SoP 0.190 0.107

PaD 0.352 0.002

SAD 0.302 0.009

GAD 0.118 0.320

OCD 0.300 0.010

Total Anxiety 0.277 0.018

MDD 0.339 0.003

Total Score 0.301 0.010

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD)

The females within the case group exhibited significantly higher anxiety (p = 0.030) and depression (p = 
0.035) scores, and higher total scale score (p = 0.025) compared to males (Table 4). A detailed
examination of the anxiety subdimensions indicated that this elevation was primarily driven by higher
PaD scores (p = 0.020) among females. Although females also showed higher mean scores in SAD, GAD,
and SoP, these differences did not reach statistical significance (p = 0.055, p = 0.054, and p = 0.095,
respectively). No significant gender difference was observed in OCD scores (p = 0.382).

(Table 4).
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Table 4
Comparison of the scale points (t score) by gender within the case group (n = 73)

SoP Male (n = 42) Female (n = 31) p

42.55 ± 11.72 48.20 ± 15.50 0.095

PaD 47.83 ± 6.69 56.03 ± 17.92 0.020

SAD 49.99 ± 10.12 56.82 ± 17.22 0.055

GAD 45.25 ± 8.97 50.43 ± 12.43 0.054

OCD 48.04 ± 8.34 50.49 ± 13.69 0.382

Total Anxiety 45.12 ± 9.72 52.63 ± 16.67 0.030

MDD 47.02 ± 11.59 54.97 ± 17.79 0.035

Total Score 45.17 ± 10.11 53.52 ± 18.12 0.025

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD), descriptive statistics were
presented as mean±standard deviation [minimum-maximum]

No significant differences were observed in anxiety, depression, or total scale scores according to the
child’s educational level, indicating no meaningful variation across primary, middle, and high school
groups (Table 5). A detailed examination of the anxiety subdimensions indicated that this non-significant
trend was primarily influenced by higher PaD scores in the high school group (p = 0.041). Although
children with higher education levels also showed numerically elevated t scores in SAD, OCD, and SoP,
these differences did not reach statistical significance (p = 0.158, p = 0.352, and p = 0.589, respectively).
No clear pattern was observed in GAD scores across education levels (p = 0.459). (Table 5)

Page 9/21



Table 5
Comparison of the scale points (t score) by education status within the case group (n = 73)

t score Primary (n = 16) Middle (n = 28) High (n = 29) p

SoP 42.26 ± 13.35 44.73 ± 12.84 46.65 ± 14.75 0.589

PaD 46.06 ± 8.76 49.65 ± 9.88 55.80 ± 16.67 0.041

SAD 47.33 ± 8.78 53.22 ± 11.70 55.64 ± 17.28 0.158

GAD 44.87 ± 7.87 49.12 ± 12.40 47.26 ± 10.60 0.459

OCD 46.59 ± 8.64 48.28 ± 12.04 51.24 ± 10.85 0.352

Total Anxiety 43.93 ± 10.54 48.22 ± 12.67 50.81 ± 15.50 0.268

MDD 45.15 ± 12.52 49.18 ± 13.96 54.46 ± 16.42 0.116

Total Score 43.78 ± 11.35 48.30 ± 13.21 51.85 ± 16.86 0.203

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD), descriptive statistics were
presented as mean±standard deviation [minimum-maximum]

Correlation analyses revealed no significant correlations between parent age and total anxiety,
depression, total score, or any of the anxiety subdimensions in the case group (Table 6)

Table 6
Correlations between parent age and scale t scores in the case group (n = 73)

  Parent Age

r p

SoP -0.082 0.491

PaD -0.109 0.358

SAD -0.001 0.994

GAD 0.103 0.386

OCD 0.027 0.822

Total Anxiety -0.031 0.791

MDD -0.064 0.593

Total Score -0.040 0.734

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD)
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No significant differences were observed in anxiety, depression, or total scale scores according to
whether the patient was the father or the mother, indicating no meaningful variation based on parental
gender. Detailed analyses of anxiety subdimensions similarly revealed no significant differences
between the groups (Table 7)

Table 7
Comparison of the scale points (t score) by parent gender within the case group (n = 73)

SoP Father (n = 14) Mother (n = 59) p

43.30 ± 12.38 45.34 ± 14.00 0.618

PaD 52.48 ± 18.71 51.03 ± 11.81 0.715

SAD 55.30 ± 21.19 52.32 ± 11.74 0.474

GAD 48.24 ± 11.78 47.26 ± 10.67 0.764

OCD 49.57 ± 9.22 48.97 ± 11.35 0.854

Total Anxiety 48.63 ± 16.14 48.23 ± 13.02 0.923

MDD 51.91 ± 18.66 50.04 ± 14.12 0.677

Total Score 49.43 ± 18.11 48.55 ± 13.78 0.840

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD), descriptive statistics were
presented as mean±standard deviation [minimum-maximum]

Significant differences were observed in anxiety scores (p = 0.018) and total scale scores (p = 0.047)
according to parental education level, with the highest scores consistently found among children whose
parents held a master’s degree (Table 8). A detailed examination of anxiety subdimensions indicated
that this pattern was primarily driven by significant group differences in SoP (p = 0.004), PaD (p = 0.040),
and GAD (p = 0.026). Although children of more highly educated parents also exhibited higher mean
scores in SAD and OCD, these differences were not statistically significant (p = 0.104 and p = 0.424,
respectively). No significant differences were observed in depression scores across parental education
levels (p = 0.478).

(Table 8).
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Table 8
Comparison of the scale points (t score) by parent education within the case group (n = 73)

t score Primary (n = 
11)

Middle (n = 
8)

High (n = 
16)

BSc (n = 
30)

MSc (n = 
8)

p

SoP 34.41 ± 7.63 46.00 ± 
13.65

44.06 ± 
13.75

45.39 ± 
13.11

58.50 ± 
11.88

0.004

PaD 46.35 ± 6.25 61.72 ± 
19.86

47.13 ± 
7.46

50.95 ± 
11.71

57.38 ± 
20.66

0.040

SAD 44.97 ± 6.07 57.95 ± 
19.78

55.12 ± 
13.01

51.32 ± 
10.13

60.12 ± 
23.43

0.104

GAD 38.96 ± 5.56 46.90 ± 8.74 49.01 ± 
12.26

47.97 ± 
11.29

54.57 ± 
7.30

0.026

OCD 43.82 ± 7.14 51.38 ± 8.96 49.67 ± 
14.51

49.07 ± 
11.07

52.88 ± 
6.80

0.424

Total
Anxiety

38.26 ± 6.42 52.49 ± 
16.17

48.05 ± 
13.74

48.28 ± 
12.58

58.58 ± 
14.42

0.018

MDD 44.56 ± 11.97 53.53 ± 
19.66

47.59 ± 
11.74

52.14 ± 
15.02

54.39 ± 
19.19

0.478

Total Score 38.82 ± 7.85 53.08 ± 
17.82

47.84 ± 
14.15

49.08 ± 
13.82

58.38 ± 
16.50

0.047

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD), descriptive statistics were
presented as mean±standard deviation [minimum-maximum]

Correlation analyses revealed no significant correlations between disease duration and total anxiety,
depression, total score, or any of the anxiety subdimensions except for PaD, which had a weak positive
correlation, in the case group (Table 9)
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Table 9
Correlations between disease duration and scale t scores in the case group (n = 73)

  Disease Duration

r p

SoP 0.136 0.251

PaD 0.272 0.020

SAD 0.229 0.051

GAD 0.063 0.597

OCD 0.070 0.556

Total Anxiety 0.188 0.112

MDD 0.174 0.140

Total Score 0.192 0.104

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD)

Within the case group, although only children tended to exhibit higher mean scores across anxiety,
depression, and the total scale score compared to those who had siblings, these differences were not
statistically significant, indicating no meaningful variation based on sibling status. Detailed analyses of
anxiety subdimensions similarly revealed no significant differences between the groups (Table 10).
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Table 10
Comparison of the scale points (t score) by sibling within the case group (n = 73)

t score Only child (n = 20) Has sibling (n = 53) p

SoP 48.20 ± 16.08 43.72 ± 12.57 0.213

PaD 52.28 ± 15.21 50.94 ± 12.59 0.703

SAD 56.55 ± 18.88 51.51 ± 11.43 0.273

GAD 51.12 ± 12.55 46.06 ± 9.85 0.074

OCD 52.32 ± 12.95 47.86 ± 9.91 0.120

Total Anxiety 52.05 ± 16.87 46.90 ± 11.95 0.221

MDD 51.98 ± 17.34 49.80 ± 14.11 0.581

Total Score 52.28 ± 18.32 47.38 ± 12.83 0.202

SoP: social phobia, PaD: panic disorder, SAD: separation anxiety disorder, GAD: generalized anxiety
disorder, OCD: obsessive compulsive disorder, Total Anxiety: SoP & PaD & SAD & GAD & OCD, MDD:
major depressive disorder, Total Score: Total Anxiety & Depression (MDD), descriptive statistics were
presented as mean±standard deviation [minimum-maximum]

Discussion
A cancer diagnosis within the family profoundly affects all family members. Nearly all family members
require psychological and social support, and this need becomes even more pronounced when children
are involved. The existing literature includes numerous studies examining the psychosocial status of
parents of children with cancer, offering a variety of intervention strategies. By contrast, studies
investigating the psychosocial status of children whose own parents have cancer remain scarce. The
available studies are methodologically heterogeneous, frequently limited by small sample sizes, and
generally address only a single research question. Yet, a parental cancer diagnosis—and children’s
awareness of it—gives rise to a range of psychological challenges, including fear of the future, fear of
parental death, caregiver fatigue during intensive treatment periods, and diminished intrafamilial
communication. These challenges represent the beginning of an equally difficult journey for the children
within these families. The present study focuses on this often-overlooked group.

Anxiety is a well-recognized problem among children of parents with cancer, as demonstrated by
multiple prior studies [9, 10] and corroborated by a large systematic review on the subject [25].
Consistent with this body of evidence, the present study found significantly elevated scores across all
subscales in the case group compared to controls, with particularly pronounced absolute differences in
total anxiety scores.

Within-group analyses revealed significantly higher anxiety and depression scores among girls
compared to boys in the case group, with a particularly noteworthy difference observed in the panic
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disorder subscale. These findings are consistent with the existing literature [26–31]. However, some
studies have reported no significant sex differences [14, 16], and at least one study has suggested that
boys may be more severely affected [32]. The variability across studies may partly reflect cultural
differences in the degree to which girls are able to express emotional distress openly.

The present study identified a weak but statistically significant positive association between child age
and total anxiety, depression, and total scale scores, in keeping with previously published data [26, 33].
This relationship may reflect greater ease in completing self-report questionnaires among older children,
as well as an age-related increase in awareness and experience regarding cancer [26]. Although a
parallel association between school grade level and scale scores was anticipated, no such relationship
was observed beyond a weak correlation with panic disorder scores, which may be attributable to the
unequal distribution of participants across educational stages.

No significant association was identified between parental sex and anxiety or depression scores in the
present study. This stands in contrast to findings from previous studies, which have reported greater
psychological difficulties and higher rates of post-traumatic stress disorder among children whose
mothers have cancer, particularly among girls [34–37].

No significant association was found between disease duration and scale scores in the present study.
This contrasts with the literature, in which longer disease duration and more advanced disease stage
have been associated with higher depression scores in affected children [32, 37–39). A plausible
explanation for this discrepancy is insufficient parent-child communication regarding disease
progression. Adequate and age-appropriate family communication represents a foundational first step in
preserving the psychological well-being of children affected by parental cancer [40, 41].

Although not assessed in the present study, additional risk factors reported in the literature—including
parental divorce and low socioeconomic status—have been associated with heightened levels of anxiety
and depression among children of parents with cancer [38, 39].

A noteworthy and somewhat unexpected finding of the present study was the significantly elevated
anxiety and total scale scores observed among children whose parents had attained a master’s degree,
compared to children of parents with lower educational levels. This pattern was primarily driven by
differences in social phobia, panic disorder, and generalized anxiety subscale scores. Although direct
evidence for this specific association is limited in the literature, several explanatory mechanisms may be
considered [42]. Parents with higher educational attainment may be more likely to discuss their
diagnosis, prognosis, and treatment in detail with their children, inadvertently increasing the child’s
exposure to distressing medical information [43]. Conversely, children from more educated families may
have greater access to information through independent channels such as the internet, thereby
increasing their awareness of the potential severity and consequences of cancer [44]. Additionally,
higher parental education is often associated with elevated academic expectations, which may
compound the child’s psychological burden during an already stressful period [45]. This finding warrants
further investigation in future studies designed to specifically explore the role of health literacy and
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intrafamilial communication patterns in shaping the psychological responses of children to parental
cancer.

No statistically significant difference in anxiety, depression, or total scale scores was observed
according to sibling status, with only children showing numerically but not significantly higher scores
than those with siblings. The hypothesized protective effect of having siblings—rooted in the notion that
siblings may provide mutual emotional support and shared coping during a parent’s illness—was not
confirmed in the present sample. This finding is consistent with some prior studies that similarly failed
to demonstrate a significant buffering effect of sibling presence [13, 14], and may reflect the fact that
siblings themselves are equally affected by the parental diagnosis and therefore less able to serve as a
reliable source of emotional support. The unequal distribution of family sizes in our sample may have
also limited statistical power to detect a meaningful difference.

Similarly, no significant association was observed between disease severity and scale scores in the case
group. While this may appear counterintuitive given that more advanced disease is generally associated
with greater family burden, it may reflect the fact that children’s psychological responses are shaped less
by objective clinical parameters than by subjective appraisal, perceived threat, and the quality of
communication within the family [46]. It is also possible that the measure of disease severity employed
in the present study did not adequately capture the functional and emotional impact of illness as
experienced by the child [42]. Future studies incorporating validated caregiver burden instruments and
child-reported measures of illness perception may provide a more nuanced understanding of this
relationship.

To our knowledge, this is the first study in Turkey to systematically examine the psychological status of
children living in families affected by cancer, and the largest study to employ the RCADS in this specific
population. Our findings confirm that children are significantly and meaningfully affected by their
parent’s illness across multiple psychological dimensions, and underscore the need to integrate child-
focused psychosocial screening into routine oncology practice. We recommend the systematic use of
validated screening tools such as the RCADS in oncology outpatient settings to identify children at risk,
followed by timely referral for psychological support. These children must be considered within the
framework of family-centered cancer care, and their need for psychosocial rehabilitation may be at least
as great as that of the patients themselves. Such support may be delivered through conventional
professional psychosocial interventions as well as more accessible contemporary approaches, including
digital psychoeducation programs and community-based non-governmental organization initiatives [47,
48].

Limitations
The relatively limited follow-up period of the study precluded examination of the relationship between
treatment response and scale scores. It is known from the literature that clinical improvement in the
parent’s condition is associated with reductions in children’s anxiety scores (49). Notably, none of the
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studies referenced in the present work employed the RCADS, making this the largest RCADS-based study
conducted in this specific population to date. Nevertheless, future multicenter studies with larger sample
sizes and the inclusion of the affected adult patients are warranted to further characterize and address
the needs of this population.
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