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106 The positive side of cancer

One year after diagnosis, Jasper and Floor meet again in the outpatient ward 
of the Alexia Children’s Hospital. Both are here for a follow-up visit. They are 
pleased to see each other and start talking about their experiences during the 
past year. Jasper tells Floor about his excessive weight gain, which started shortly 
after surgery and continues until today. Floor mentions her amputation and how 
fragile she was during chemotherapy. Still, both agree that the cancer experience 
was not only negative but also brought them something good. Floor really 
appreciated the support of her dance teacher during her rehabilitation process. 
She also says that she now finds it easier to focus and to prioritize. Jasper tells 
Sam that he was touched when he found out that his friends refused to snack in 
his presence. He admits that the cancer experience has taught him to appreciate 
the small things more and that he is terribly happy to be alive.
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Abstract
Objectives: This study investigated the prevalence, time course, and predictors of 
benefit finding (BF) in adolescents with cancer during the first year post-diagnosis.

Methods: Thirty-three consecutively newly diagnosed adolescents with cancer 
(11-18 years) (83% response rate) completed the benefit finding scale for children 
at 6 and 12 months post-diagnosis. Data on the sociodemographic and medical 
correlates of benefit finding were collected by questionnaire or obtained from 
the medical record.

Results: Results indicated the presence of benefit finding at 6 months post-
diagnosis. Benefit finding remained stable from 6 to 12 months post-diagnosis. 
Higher education, better health status and better physical functioning were 
associated with higher levels of benefit finding. Benefit finding was unrelated 
to age, gender, treatment status and severity.

Conclusions: The present study, which is the first longitudinal study on benefit 
finding in pediatric oncology, fits in with the adult literature that benefit finding 
in cancer patients starts to emerge relatively early in the cancer trajectory. More 
research is needed to determine what will happen with benefit finding over time. 
It would be especially relevant to study benefit finding in a larger sample, starting 
more closely to diagnosis and follow them up for a longer period of time.
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108 Introduction
Traumatic events, which often lead to negative outcomes, may also bring positive 
experiences such as a renewed appreciation of life, improved relationships with 
other people, clearer priorities and increased personal strength [1-3]. This 
phenomenon, finding the positive in adversity, has been labeled by different 
terms including benefit finding and post traumatic growth. Despite theoretical 
dissimilarity (e.g., whether the aforementioned phenomenon occurs because of 
spiritual growth, or not) benefit finding and posttraumatic growth assume 
similar outcomes following adversity and their questionnaires significantly 
overlap. The two terms are often used interchangeably, but benefit finding is a 
broader term that refers to the positive consequences following adversity, 
regardless of its underlying mechanism. Therefore, in this paper we use the 
term benefit finding when referring to both constructs.

Most evidence on positive outcomes in the face of adversity comes from studies 
with adults, but research shows that benefit finding may occur in youngsters 
too. It has been documented after road accidents [4], natural disasters [5, 6], and 
disease (e.g., diabetes, cancer) [7-10]. With regard to pediatric cancer, research 
has been predominantly carried out with long-term survivors [9-12]. The results 
of these studies show that having cancer led to positive changes in relationships, 
a more positive outlook on life, and a higher sense of confidence and maturity 
[13, 14]. Not known, however, is whether these results are typical for the survival 
phase, or could be generalized to other phases of the cancer trajectory (e.g., the 
early phase). To date, only three studies (2 cross-sectional and 1 longitudinal) 
used samples in which (a subset of) the participants were diagnosed more 
recently [15-17]. Unfortunately, these studies used either a mixed oncology-non-
oncology sample, or a wide range of time elapsed since diagnosis.

The present study in adolescents with cancer examines benefit finding in the 
more acute phase of the cancer trajectory. The first aim of this study is to examine 
the prevalence and time course of benefit finding during the first year after 
diagnosis. The study builds forth on research in adults with cancer which found 
that benefit finding may emerge during this period of time [18-21]. Some of these 
studies found an increase in benefit finding over the months following the 
diagnosis [18, 19, 21, 22] while other studies found no change in benefit finding 
[23-26] during this period of time, or only in a subset of the participants [27-29]. 
The only longitudinal study on benefit finding that has been conducted in 
pediatric oncology, found that benefit finding increased after a stem cell 
transplant [30]. Clearly more prospective research is needed to better comprehend 
how benefit finding in pediatric oncology develops over time, especially since 
researchers have posited that benefit finding may have a different time course 
for youth, than adults [30].
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The second aim of the study is to examine sociodemographic and medical 
predictors of benefit finding in this population during the first year post-
diagnosis. Evidence regarding sociodemographic and medical variables in the 
context of pediatric oncology, is mixed. Some studies reported higher levels of 
benefit finding in older children and girls, whereas other studies found no age 
or gender differences in benefit finding. With respect to medical factors, similar 
inconsistent relationships with benefit finding were found. Some studies found 
higher levels of benefit finding in child/adolescent cancer survivors with higher 
levels of past or current life threat or perceived likelihood of relapse, [9-11]. Other 
research showed that benefit finding was unrelated to disease severity [31], 
treatment status [17, 31], treatment duration [11, 12], treatment severity [9, 12], 
and relapse [31, 32]. Although, these studies offer valuable insight in correlates 
of benefit finding in youth with cancer, their data are based on samples with 
survivors. Not known is whether/how these factors affect benefit finding more 
proximal to diagnosis.

To summarize, the purpose of the present study is to extend previous work 
on benefit finding in the context of pediatric oncology by examining benefit 
finding longitudinally in the first year after diagnosis (i.e., at 6 and 12 months 
post-diagnosis). Particularly, the study aims to explore (1) the prevalence and 
time course of benefit finding in adolescents with cancer during the first year 
after diagnosis and (2) the sociodemographic and medical predictors of benefit 
finding at 6 and 12 months post-diagnosis.

Method
Participants
The sample for this study was recruited within a longitudinal research project 
on psychological adaptation to childhood cancer. All consecutive patients newly 
diagnosed with cancer (between September 2007 and December 2009 in the 
pediatric oncology unit of the University Medical Center Groningen, the 
Netherlands) and their parents, were approached for participation in the study. 
Those undergoing palliative treatment, being previously diagnosed with cancer, 
not willing or able to participate during the full duration of the research project, 
having a cognitive impairment and/or unable to understand the Dutch language, 
were excluded. Because of a potential influence of cognitive maturity on benefit 
finding, for the present study, only the data pertaining to adolescents (and their 
primary caregiver) were used. Information regarding the recruitment procedure 
has been reported elsewhere [33].

Of the 39 participants enrolled in the study (response rate 83%), five were 
lost to follow-up. Reasons for attrition were death (n = 1), being too ill (n = 2), 
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was excluded from the study because of a lack of data on the main study variables. 
The characteristics of the final sample (n = 33 adolescents and their primary 
caregiver) are presented in table 1.

Procedure
Approval of the Medical Ethics Committee was obtained in June 2007. Patients 
were informed about the study by the researcher and those patients who gave 
informed consent received self-report questionnaires. Data for this part of the 
study were collected at, respectively, 6 and 12 months post-diagnosis (T1 and T2).

Measures

Benefit finding
Benefit finding was measured (at T1 and T2) with the Benefit Finding Scale for 
Children (BFSC) [16].The BFSC assesses 10 potential benefits of illness  
(e.g., ‘having had my illness has helped me become a stronger person’, ‘having 
had my illness has taught me what is really important in life’, ‘having had my 
illness helped me know how much I am loved’) on a 5 point Likert scale ranging 
from 1 (not at all true for me) to 5 (very true to me). The items are summed to a 
total score (range 10-50). A high score represents a high level of benefit finding. 
Cronbach’s alpha’s in the present study ranged from .70 to .81.

In addition we computed prevalence scores of benefit finding per item. 
The cutoff value determining the prevalence of benefit finding (a 4 or 5 on the 5-point 
Likert scale) is based on previous research [26, 34].

Socio-demographics
Demographic variables included gender, age, and education (low: vocational 
education/ high: higher secondary education).

Medical variables
Medical variables included treatment status (on/off treatment), treatment 
severity, health status and self-reported physical functioning. Medical data were 
retrieved from the medical record and/or provided by the oncologist.

Treatment severity (at T1 and T2) was determined with the Intensity of 
Treatment Rating Scale Revised (ITR-3) [35]. The ITR-3 classifies treatments 
(based on diagnosis, disease stage, and treatment modality) into one of four 
operationally defined levels of intensity (least intensive, moderate intensive, very 
intensive, and most intensive). To ensure adequate numbers of patients in each 
category, the levels 1 and 2 and the levels 3 and 4 were combined. Inter-rater 
reliability for the ITR-3 (based on 2 raters) was excellent (қ = 0.93).
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6 months (T1) 
(n = 33)

12 months (T2) 
(n = 33)

Sociodemographics

Age M (SD) 14.2 (1.6)

Gender (% female) 19 (58%)

Education (%)

Low: vocational education 17 (52%)

High: higher secondary education 16 (48%)

Disease characteristics (%)

Diagnosis

Hematological tumor 13 (39%)

Solid tumor 14 (43%)

Brain tumor 6 (18%)

Prognosis at baseline

40-60% 4 (12%)

> 60% 29 (88%)

Relapse 1 (3%) 2 (6%)

Treatment characteristics (%)

Treatment status

On treatment 21 (64%) 11 (33%)

Off treatment 12 (36%) 22 (67%)

Treatment severity (ITR-3)

Least and moderate intensive 18 (54%)

Very and most intensive 15 (46%)

Health status (LLPS) M (SD) 75.4 (19.7) 81.0 (17.3)

Physical functioning (PEDSQL) M (SD) 66.0 (26.7) 67.2 (29.0)

Table 1
Characteristics of the sample and descriptives of the study variables

Abbreviations: ITR-3 = Intensity of Treatment Rating Scale Revised;  
LPPS = Lansky Play Performance Scale; PEDSQL = Pediatric Quality of Life Inventory
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Scale [36]. The Lansky Play Performance Scale (LPPS) is a health status measure 
in children which resembles the Karnosfsky Scale used with adult patients. The 
scale (parent rated) measures the child’s performance (based on their play and per-
formance levels) on an 11 point scale ranging from 0 (death) to 100 (perfect health).

Self-reported physical functioning was assessed (at T1 and T2) with the 
physical functioning scale of the Pediatric Quality of Life Inventory (PEDSQoL) 
Generic Core Scale 4.0 which consists of eight items, each stating a physical 
impairment (e.g., having difficulty running, lack of energy). Responses have to 
be made on a 5-point Likert scale, ranging from 0 (never) to 4 (almost always). 
Items are reverse scored, scaled to a range of 0-100, and subsequently summed. 
Higher scores represented better physical functioning. Cronbach’s alpha’s 
ranged from .90 - .94.

Statistical analyses
First, to determine the prevalence of benefit finding, the number of participants 
reporting benefit finding across the BFSC items was computed. Second, we 
calculated the mean number of benefits reported per participant. Then, 
independent t tests (for categorical variables) and Pearson correlation coefficients 
(for numeric variables) were conducted to test the relationships between the 
total BFSC and the independent variables. Last, a pairet test was used to evaluate 
change in the total BFSC over time. Significance was defined at p < .05. However, 
trends (.05 ≥ p < .10) were considered given the small sample size.

Results
The prevalence of benefit finding at baseline (T1)
The results of the study provide evidence for the presence of benefit finding at 
six months post-diagnosis. At this point in time the total number of benefits 
reported per adolescent ranged from 1-10 (M = 5.8, SD = 2.4). As shown in table 2 
the most frequently reported benefits were ‘cancer has helped me learn who my 
real friends are’, ‘cancer has helped me know how much I am loved’, ‘cancer has taught 
me what is really important in life’ and ‘cancer has taught me to be happy and enjoy 
good things when they happen’. For these items more than 75% of the adolescents 
reported benefit finding. The least reported benefits were ‘cancer has helped me to 
be more patient”, and “cancer has taught me to be more loving of others’.
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The prevalence of benefit finding at follow-up (T2)
The total number of benefits reported at T2 ranged from 0-10 (M = 5.7, SD = 2.2). 
The prevalence scores of benefit finding reported at T2 resembled those of T1 
(table 2).

Change in benefit finding over time (T1 vs. T2)
The results of the paired t test showed that the mean of BFSC (total) at 12 months 
post-diagnosis (T2) (M = 35.2, SD 6.7) did not significantly differ from the mean of 
BFSC (total) at T1 (M = 34.5, SD 5.5), t (29) = 0.64, p = .53, d = 0.12). This indicates 
that BFSC (total) remained stable between 6 and12 months post-diagnosis. The 
correlation between BFSC (total) at T1 and BFSC (total) at T2 was .49.

Predictors of benefit finding
The results regarding the associations between the independent variables 
(sociodemographics, medical variables) and benefit finding are presented in 
table 3. As shown BFSC (total) did not vary across age or gender, but there was a 
trend for a positive association between education and BFSC (total) (only at T1). 
Among the medical variables the level of BFSC (total) did not vary as a function 
of treatment status and treatment severity, but health status and physical 
functioning were positively related to BFSC (total) at T1 (not at T2).

Table 3
Associations of sociodemographic and medical variables with benefit finding

Notes: a Gender: 1 = male; 2 = female, b Education: 1 =  low: vocational education; 2 = high: higher 
secondary education; c Treatment status: 0 = off treatment, 1 = on treatment;  
d Treatment severity 1 = least and moderate intensive; 2 = very and most intensive
Abbreviation: BFSC = Benefit Finding Scale for Children

BFSC T1 BFSC T2

r  t p r t p

Sociodemographic variables

Gendera  -0.50  .62  -1.31  .20

Age at diagnosis  -.12  .53  .16  .38

Educationb  -2.01  .05  -1.37  .18

Medical variables

Treatment statusc  0.81  .43  -0.42  .67

Treatment severityd   0.73  .47  -0.54  .60

Health status  .57  .00  .14  .47

Physical functioning  .40  .03  .15  .42



115

Discussion   Chapter 6

Discussion
Major findings of this study, which examined benefit finding in adolescents with 
cancer during the first year post-diagnosis, included the presence of benefit 
finding relatively early in the cancer trajectory, and the stability of benefit finding 
during the 6 months follow-up. The results indicated that the correlates of 
benefit finding differed for the two assessment points, with health status and 
physical functioning being positively related to benefit finding at T1. The study 
findings are discussed below.

Six months after being diagnosed with cancer the majority of adolescents in 
this study reported benefit finding in fundamental areas of life (e.g., life 
appreciation, relationships). Moreover, benefit finding did not change during 
the second half of the first year post-diagnosis. This aligns with findings from 
a systematic review mentioning that most change in benefit finding (in adults) 
occurs proximal to adversity, but that once established, benefit finding may 
remain stable for a relative long period of time (at least a year) [37]. How benefit 
finding in adolescents with cancer develops in the long-term is unknown. Cross-
sectional studies in pediatric oncology, showing a negative correlation between 
benefit finding and time since treatment completion [9], and research reporting 
lower levels of benefit finding in children/adolescents who finished treatment 
longer ago [32]), suggests that benefit finding in this population eventually may 
decrease. Future research with a long follow-up should establish whether this 
notion holds true.

In this study benefit finding did not differ as a function of sociodemographics 
(i.e., age, gender, education), although there was a trend for adolescents who 
were higher educated to report more benefit finding. The lack of results for age 
in this study might reflect the sample’s restricted age range. As far as known 
education has not been examined as a correlate of benefit finding in youth 
before, therefore we are careful with interpreting the results (also given the small 
sample size of the current study). However, there is evidence from the adult 
population that suggests that higher levels of benefit finding may likely be found 
among higher educated people [37].

With regard to the medical variables examined in this study neither treatment 
status, nor treatment severity was significantly related to benefit finding. This 
finding could be understood from previous research (both in pediatric and adult 
oncology) which found no effect for objective disease and treatment variables 
on benefit finding [9, 38]. That worse physical function (either indexed by parent-
rated health status or self-reported physical functioning) was related to less 
benefit finding at T1 is not surprising. Researchers have already mentioned that, 
although the experience of threat is necessary for benefit finding to develop, too 
much threat (e.g., feeling too ill, too much fear) could lead to a cognitive ‘shutting 
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That health status and physical functioning failed to predict benefit finding in 
the follow-up might be explained by observations in our own clinical setting that 
most adolescents with cancer habituate to their situation over time. As a 
consequence not only adolescents who function physically relatively well, but 
also other adolescents may discover that, in addition to burden, their cancer 
experience might also bring something good.

Several limitations of this study warrant consideration. First, the small 
sample size reduces the power to detect small differences. Second, this study 
looked into mean-level change only. The relative low test-retest correlation 
suggests however that it may be useful to look into within-person variability as 
well. Third, the assessment of benefit finding started relatively late, especially 
since research has shown that benefit finding may start to emerge very shortly 
(within weeks) after being diagnosed with cancer [19]. Last, the composition of 
the sample (adolescents with a relative good prognosis, low relapse incidence) 
may have limited generalizability.

Notwithstanding these limitations, this is the first longitudinal study on 
benefit finding in adolescents newly diagnosed with cancer. Strengths of the 
study include its prospective design, and high response rate. Although 
exploratory, this research contributes to the small body of literature on benefit 
finding in people recently diagnosed with cancer. The findings of this study, 
replicating previous research that benefit finding is possible in youth with 
cancer, underscore the notion that benefit finding may emerge early in the 
cancer trajectory. Nonetheless, there is much more to learn about benefit finding 
in the context of childhood cancer. Future studies with a larger sample should 
particularly consider assessing benefit finding more close to diagnosis and over 
a longer period of time.
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