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Abstract 

Objectives: A large proportion of families with a child suffering from cancer are heavily 

burdened, both psychologically and in their social functions, thus requiring treatment. 

Therefore, a systematic assessment of burden and needs is essential to identify clients with 

a high psychosocial burden and to allow for accurate decision making regarding indications 

for treatment. There is a great need for the development and validation of screening 

instruments in psychosocial counseling. 

Methods: The receiver operating characteristic curve is a basic method to evaluate the 

discriminatory power of diagnostic tests. We computed sensitivity/specificity indices based 

on a sample of parents of pediatric cancer patients; the parents were screened with the S-

FIRST and completed another standardized instrument with reliable indicators. 

Results: We found significant AUC values from 0.671 to 0.882, meaning that the S-FIRST 

screening instrument has small to medium discriminatory power. 

Conclusion: Our results support the use of a screening instrument for case history analyses 

in psychosocial counseling to identify clients with a high psychosocial burden. 
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1 Background 

Every year, approximately 200 children in Switzerland, 180 children in Austria, and 1,800 

children in Germany are newly diagnosed with cancer,1 and from one moment to the next, 

the life conduct system of the family changes. Often, the disease leads to acute 

psychosocial stress on both children and parents.2–4 Uncertainty, feelings of guilt, the 

medical treatment of the child, the effects of childhood cancer on siblings, financial worries, 

and other factors cause parents to feel overextended and lead to psychosocial distress, 

primarily immediately after diagnosis.5 6 

In addition to processing the negative diagnosis and the intensive care necessary for the 

sick child, parents must quickly reorganize their everyday lives for a long period of time and 

address the limitations of daily life.5 7 The social dimension of cancer can lead to problematic 

forms of integration and life conduct or to social problems in the family that involve other 

areas of life, such as partnerships, work, and school.8 

1.1 Clinical social work with the families of children with cancer 

Especially in the first phase of the diagnosis of cancer, it is important for affected parents to 

receive professional help as soon as possible.9 This stage is where clinical social work in 

pediatric oncology comes in, as this discipline helps to address the social dimension of 

cancer.11 12 Access to adequate support and a systematic assessment of psychosocial 

needs are provided as per the standards for the psychosocial care of children with cancer 

and their families.10 

The professional basis of the aid is an adequate social diagnosis, which allows for a 

resource-oriented view and a case-specific understanding of the problem-causing 

dynamics.8 Such a case-focused diagnostic ideally and in accordance with psychosocial care 

standards precede an empirically-based screening.10 13 Screening instruments can help to 

focus on highly impaired parents in a standardized way, establish an indication for social 

work, and enable a systematic referral.9 This is especially important in locations where 



organizational structures make it impossible for (early) social work practitioners to come into 

contact with parents.14 

1.2 State of research 

It is widely acknowledged empirically that most families of children with cancer experience 

distress. Compared to parents with children suffering from diabetes or an unintentional 

injury, rates of posttraumatic stress disorder are higher for parents of children newly 

diagnosed with cancer.15 The results from several studies on parents with children suffering 

from cancer show the incidence of stress and behavioral changes or symptoms of anxiety or 

depression.2 3 16 In a review of pediatric medical traumatic stress, 40% to 83% of parents of 

children with cancer experience distress within the first month after the diagnosis. This range 

reduces to 18% to 30% six months after the diagnosis and to 7% to 22% more than 10 

months after the diagnosis.6 Other longitudinal studies confirm that distress generally 

decreases in the first year after diagnosis, and in the long term, most families are resilient.17 

18 However, a considerable proportion of families develop ongoing psychosocial problems, 

including feelings of loneliness, uncertainty about the future, and the fear of recurrence; thus, 

“the end of treatment is not the end.”19 

The systematic assessment of burden and needs is essential to identify clients with a high 

psychosocial burden and to allow for accurate decisions to be made regarding indications for 

treatment. Screening instruments, such as the Distress Thermometer20, the (revised) 

Psychosocial Assessment Tool (PAT)21 or others,22 allow for the screening of psychosocial 

risks (and competencies).15 21 23 The PAT is a parent-report screener that classifies families 

into a low-risk, medium-risk or high-risk group.24 The rate of classification into the high-risk 

group (clinical risk level) ranges from 4% to 13%.16 23 24 An assessment with the PAT has 

been shown to predict the intensity of social work services25 26 and to correspond with the 

psychosocial care provided.13 A research study indicated that the use of the (revised) PAT 

may help to reduce the psychosocial risks of families six months after diagnosis.24 



Despite standards for the psychosocial care of children with cancer and their families,10 the 

clinical implementation of psychosocial screening in pediatric oncology is rather rare.9 An 

international survey of pediatric oncology sites found that only 9% reported using PAT.27 

Challenges for implementing screenings are an increased workload for social workers and 

trained and skilled staff.9 28  

1.3 Central research questions 

At present, the number of validated instruments for the measurement of psychosocial 

problems used in hospital social work in Switzerland is extremely limited. Screening 

instruments such as the PAT21 or the Distress Thermometer20 focus primarily on 

psychological variables and take only the social dimension of cancer in particular into 

account. 

As part of a study funded by the Swiss Cancer Research Foundation, we tested and 

analyzed such a screening instrument, namely, the S-FIRST. The study relied on pediatric 

oncology cases in a children’s hospital in Switzerland and examined the following: 

(1) With respect to parents of children suffering from cancer, can the S-FIRST screening 

instrument accurately distinguish between parents with a high psychosocial burden 

and those with a low psychosocial burden? 

(2) Can we find an optimal threshold to separate the group with a high psychosocial 

burden from the group with a low psychosocial burden? 

2 Methods 

2.1 Research Design 

Finding answers to our research questions was part of a study that analyzed the 

effectiveness of social counseling based on different social diagnosis methods. The overall 

design included an experimental design in the framework of a longitudinal prospective study 



with three measurement points. 

As part of a social case history, social workers used the S-FIRST to screen parents at the 

beginning of their contact with the social counseling service. Each questionnaire (first survey 

wave) had a corresponding completed screening instrument (N = 71). The threshold was 

computed on the statistical part of the S-FIRST (questions 19–25). High psychosocial 

burden was defined as having at least one value under “very bad” within the 5-point Likert 

scale in one of the following areas: financial situation, training and working conditions, social 

support, opportunity to talk about worries, physical condition, mental health, and housing 

situation. Thus, based on the analysis of a preliminary sample of S-FIRST data (N = 50), we 

set the threshold between 13 and 14 (in a range of 7–35). Therefore, we expected 

approximately 50% to be in the “high psychosocial burden” arm of the study. Indeed, the 

screening divided the parents into a group with a high psychosocial burden (56%) and one 

with a low psychosocial burden (44%). 

The quasi-experimental design of the study randomly assigned only the group of parents 

with a high psychosocial burden into the experimental group (consult with descriptive system 

modeling) and the control group (consult with the S-FIRST). Of the 40 parents with a high 

psychosocial burden, 45% (N = 18) were randomly assigned to the control group, and 55% 

(N = 22) were randomly assigned to the experimental group (see Appendix, Figure 1). 

2.2 Screening and counseling with the S-FIRST 

The S-FIRST is an instrument that social workers in a children’s hospital in Switzerland use 

during the first consultation to take uniform social histories (anamnesis) and to conduct a 

standardized assessment of the burden situation (screening). The S-FIRST provides an 

overview of the family situation and aids in the assessment of the need for social work 

action. It was developed in 2010–2012 in an internal project of social counseling services in 

a children’s hospital in Switzerland.29 The S-FIRST was used in this study for both the social 

anamnesis and the screening of all new cases. In this article, the results refer only to the S-



FIRST as a screening instrument. 

2.2.1 S-FIRST as a social history instrument 

The first part of the S-FIRST follows a classic classification logic for histories, with questions 

(1–18) eliciting narrative information in the areas of social support, housing situation, 

financial situation, work, parents’ health, care of other family members, patient integration, 

mobility, insurance, monitorability of the happenings, and value systems, as well as 

problems and available resources. All of this information is recorded by social workers and 

serves as the basis for a social anamnesis. 

2.2.2 S-FIRST as a screening instrument 

The statistical part of the S-FIRST (questions 19–25) assesses the housing situation, 

financial situation, working and training conditions, social support, opportunity to talk about 

worries, physical condition, mental health, and total burden. Each dimension can be rated on 

a fully verbalized, 5-point response scale ranging from very poor (1) to very good (5); higher 

values indicate a better life situation. 

Parents completed the statistical part of the instrument by themselves at the beginning of the 

consultation. In the majority of cases (N = 68), the mother (71%, N = 48) completed the 

screening assessment, and in 28%, the father (N = 19) completed the screening 

assessment. In addition, the responsible social workers completed the statistical part for 

each client separately (see Appendix, Figure 2). 

Furthermore, both assessments in the dimensions of the housing situation (r = .758, p < .05), 

training and working conditions (r = .715, p < .05), physical condition (r = .698, p < .05) and 

financial situation (r = .686, p < .05) are in relatively good agreement with each other, as 

measured by the correlation coefficient. A lower correlation between the assessments was 

found in the assessment of support (r = .495, p < .05) and the opportunity to talk about 

worries (r = .573, p < .05) (see Appendix, Table 1). 



Reliability analyses of the S-FIRST dimensions yielded satisfactory values for Cronbach's 

alpha, both for the self-assessment and for the external assessment, which can be 

summarized into one overall dimension of burden as a whole (for the self-assessment: α 

= .647, item N = 7; for the external assessment: α = .741, item N = 7). 

Overall, the parents showed little burden; Figure 1 shows that both lines are in the right area 

of the table, indicating a positive rating. Nevertheless, the two groups of parents differed 

significantly from one another in many dimensions. In addition, parents with a high 

psychosocial burden showed a higher burden in most dimensions. 

{Insert Figure 1 here} 

2.3 Characteristics of the sample 

The population of this study represented all parents whose children were diagnosed with 

cancer and treated in the pediatric oncology unit of a children’s hospital in Switzerland. 

We provided our research participants with a written informed consent information document 

that included everything they needed to know about the study to make an “informed” 

decision about participating. The ethics approval came from the responsible Cantonal Ethics 

Committee (KEK-StV.-Nr. 07/13). They did not express any concerns about the ethical 

issues of the study. 

All parents (N = 109) were invited to participate in the study, which used the social 

counseling service of the children's hospital from February 2014 to November 2016. 

Screening data are available for 71 cases with a high or low psychosocial burden, 

corresponding to a response rate (adjusted gross sample) of 85% (first survey wave). 

Despite the relatively low sample size, an exceptionally high response rate (in all three 

waves) provided a solid foundation of data. 

The children suffering from cancer were, on average, 6 years old, ranging from 1 to 16 years 

old at the time of the survey. There were 45% boys and 55% girls. The parents were, on 

average, 38 years old, ranging from 22 to 62 years at the time of survey. Concerning marital 



status, 80% of parents were married, and the remaining parents were single (6%), divorced 

or separated (11%), widowed (1%), or in registered partnerships (1%). A total of 66% of 

parents had Swiss or dual citizenship, while 34% were of different foreign nationalities. 

Regarding family size, 54% of families had two children, 21% had one child, 20% had three 

children, and one family had more than four children (see Appendix, Table 2). 

2.4 Instruments 

The diagnostic performance of a screening instrument, or whether it will allocate clients to 

the right psychosocial burden group during the social case history, was assessed with a 

method called the receiver operating characteristic (ROC).30 This method requires that, in 

addition to the values of the screening instrument, an independent measurement is available 

that divides the population of interest into two groups. Usually, this allocation is achieved 

through the use of another diagnostic test.20 22 We used two reliable instruments—the Impact 

on Family Scale (IFS) and the Munich List of Quality of Life Dimensions (MLDL)—as they 

assess for comparable dimensions. In addition, we used the social workers’ external 

assessments of the dimensions of the S-FIRST. 

2.4.1 Impact on Family Scale (IFS) 

The IFS is a self-report instrument that assesses the well-being of families with children with 

chronic conditions and disabilities. We used the German version of the IFS,31 which has 

been translated and tested psychometrically. The IFS contains 33 Likert-scaled items to 

describe social relationships and assess the general negative impact on parents, concern for 

siblings, financial impact, and coping problems, as well as provide a total score.32 The fully 

verbalized, 4-point response scale runs from “fully correct” (1) to “not correct at all” (4). 

2.4.2 Munich List of Quality of Life Dimensions (MLDL) 

The MLDL measures satisfaction with several quality of life dimensions. The questionnaire 

contains 19 items to assess physical (health, physical and mental resilience, health care, 



disease management), psychological (well-being, self-esteem, recognition, relaxation), 

everyday life (job, finances, home, leisure, autonomy), and social life (marriage/partner, sex 

life, family, friends, social support) dimensions. The items can also be used to assess the 

importance of desire for change.33 The 11-point response scale ranges from “dissatisfied” (0) 

to “satisfied” (10). 

2.5 Statistical Analysis, ROC curve 

Using a screening instrument to split a population into two groups (in this case, a group with 

a low psychosocial burden and a group with a high psychosocial burden) rarely leads to a 

disjunctive separation of the groups. The distributions of the test results overlap in some 

areas. Any possible threshold that separates the two groups will, in some cases, classify 

correctly (“true positive”) but will also misclassify some cases (“false negative”). On the other 

hand, cases that have a low psychosocial burden are correctly classified (“true negative”) or 

wrongly classified as having a high psychosocial burden (“false positive”). Two central 

concepts are involved here: sensitivity and specificity. 

Sensitivity describes the ability of the screening instrument to recognize parents with a high 

psychosocial burden (“high-risk cases”), i.e., highly burdened clients are in fact recognized 

as highly burdened. Specificity describes the ability of the screening instrument to recognize 

parents with a low psychosocial burden (“low-risk cases”), i.e., clients with a low burden are 

in fact recognized as having a low burden. This logic is illustrated in the Appendix in Table 

3.30 34 

The ratio of sensitivity and specificity is equally important for the choice of the optimal 

threshold. The selection of the threshold should be made carefully because it determines 

whether patients or clients are classified as test-positive or test-negative. 

The question about the optimal threshold cannot be answered unequivocally because the 

answer depends on how important the sensitivity and specificity of a screening instrument 

are in a given situation.35 Sensitivity should be emphasized if the situation involves a disease 



with bad or even life-threatening consequences for the patient, if a promising therapy is 

available, and if false positives can be resolved with reasonable effort and without too much 

burden for the person involvled.36 

Specificity should be emphasized if no therapy is known to treat or cure, if the therapy leads 

to disproportionately high financial burdens for the patient or the health care system, if the 

therapy is associated with severe side effects, and if follow-up examinations are associated 

with significant risks or mental stress for the patient. For various reasons, we decided to 

optimize the screening in terms of sensitivity and accept wrongly classified parents with a 

high psychosocial burden.36 

3 Results and conclusions 

3.1 Results 

In the ROC curve, the rate of the correctly classified (true positive, sensitivity) as a function 

of the rate of the wrongly classified (false positive, 100% specificity) was plotted for different 

cut-off points of a parameter. Each point on the ROC curve represents a 

sensitivity/specificity pair that corresponds to a decision threshold. The area under the curve 

(AUC) shows how well a parameter can distinguish between two groups (low versus high 

psychosocial burden). A screening instrument that discriminates perfectly (no overlapping of 

the two distributions) would have a ROC curve running through the upper left corner (100% 

sensitivity, 100% specificity). The closer the ROC curve is to the upper left corner, the higher 

the overall accuracy of the screening instrument.30 34 

The size of the AUC provides information about the instrument’s discriminatory power. If the 

ROC curve follows the bisector, then the AUC = 0.500. In this case, the test cannot 

distinguish between the two groups. An AUC = 1.00 would indicate a perfect separation of 

groups.37 The closer the AUC value is to 1.00, the more reliable the diagnostic method or the 

screening is; the closer the AUC value is to 0.500, the less reliable the screening is. 



{Insert Figure 2 here} 

The black dotted diagonal in Figure 2 corresponds to the null hypothesis (no sensitivity, no 

specificity), i.e., the closer the colored curves are to the black dotted line, the worse the 

screening instrument divides into the two groups. The area under the colored curves gives 

an indication of how accurate the screening is. 

The following parameters for interpretation are recommended: 0.500 < AUC < 0.700 = small 

discriminatory power; 0.700 < AUC < 0.900 = medium discriminatory power; and 0.900 < 

AUC < 1.000 = high discriminatory power.37 We obtained significant AUC values from 0.671 

to 0.882, meaning that the screening instrument has small to medium discriminatory power 

(see Table 1). Regarding the S-FIRST external assessment dimension, the associated 95% 

confidence interval (CI) extends from .805 (lower bound) to .959 (upper bound). If the 

screening were repeated with a random sample of 100 people, the AUC value would have a 

95% CI between 0.805 and 0.959, indicating favorable results. 

{Insert Table 1 here} 

Regarding the value of screening instruments, another significant question arises: How do 

we calculate the best threshold for ROC curves? This calculation depends on whether the 

specificity or sensitivity of a screening should be increased. If sensitivity is maximized at the 

expense of specificity, the test would be maximally sensitive, or it would correctly categorize 

everyone who is affected but would produce many false-positives. Likewise, if specificity is 

increased (minimizing the axis of 1-specificity), the test will be more accurate in ruling out the 

disease. Our goal was to find a threshold that was maximally sensitive, thus recognizing 

parents with a high psychosocial burden as such. 

We followed the recommendation of some authors20 and used a two-number expression for 

the threshold, such as 2–3, indicating that the threshold is between these two numbers. This 

approach avoids any ambiguity that may arise with the use of a single number (e.g., a 

threshold of 3). 



{Insert Table 2 here} 

Table 2 shows the AUC value and the associated values of sensitivity and specificity for 

selected dimensions. The optimal threshold for the IFS total burden is between 2 and 3, 

which corresponds approximately to a separation of the original answer scale between those 

who agree with the items and those who disagree. The optimal threshold for MLDL total 

burden is between 5 and 6, which corresponds approximately to a separation of the original 

answer scale between those who are satisfied and those who are dissatisfied. It is obvious 

that if a lower threshold is chosen, the sensitivity is higher. Concerning the 1-specificity 

values, we obtained a relatively high rate of parents with low psychosocial burden (false 

positives). The optimal threshold to identify parents with a high psychosocial burden in social 

workers’ external assessments is between 13 and 14. Choosing the optimal threshold 

depends on several economic and ethical factors. An important factor in the selection is how 

many falsely classified patients or clients will be accepted. 

3.2 Conclusions and implications for Psychosocial Practice 

We computed sensitivity/specificity indices based on a sample of parents with children 

suffering from cancer; the parents were screened with the S-FIRST and completed other 

standardized instruments with reliable indicators. Our results support the use of a screening 

instrument for case history analyses in psychosocial counseling to identify clients with a high 

psychosocial burden. We found significant AUC values from 0.671 to 0.882, meaning that 

the S-FIRST screening instrument has small to medium discriminatory power. 

The best results for the threshold were found with social workers’ external assessments of 

the relevant dimensions. The self-assessments and external assessments of parents’ 

burden with the S-FIRST showed high consistency for several reasons. Social workers’ 

communication skills might help to create a trusting relationship between a social worker and 

a client, which is necessary for addressing emotional problems and burdens. 38 Furthermore, 

there existed no class barriers, which are typical for doctor-patient communication. 



3.2.1 Study limitations 

Despite these results, we must acknowledge some methodological shortcomings of this 

study. Our analyses were based on a very small sample. We recommend that the screening 

instrument be verified using a large sample of representative cancer patients’ relatives; the 

verification should consider both sexes, all cancer subtype populations, and cultural 

minorities. A larger sample will allow for more accurate analysis of thresholds and will aid in 

future empirically based decisions about the use of thresholds. 

A further point relates to the question of whether the use of screening instruments in a social 

counseling service is not uniquely relevant for cancer patient relatives but rather appears to 

be pertinent for other chronic disease populations as well. 39 39 

3.2.2 Clinical implications 

The results of this study support the feasibility and acceptability of the S-FIRST as a brief 

screening tool for relatives of cancer patient receiving social counseling services. The 

structured assessment of relatives’ psychosocial burden with the screening instrument can 

help the social worker arrive at a detailed expert evaluation, which might help improve the 

psychosocial counseling of cancer relatives. The results are also promising as to whether 

the S-FIRST can serve as a tool to reliably control the allocation of families to social 

counseling according to their burden situation. The practical relevance arises in particular in 

care situations in which, due to the (limited) resources, access to social counseling is only 

selectively possible. This study has not examined the practice and effects of such an 

approach. For this purpose, further analyses that also examine the practical application of 

the calculated threshold values are necessary. 

Acknowledgements 

We would like to thank the study participants and staff at the children’s hospital. 

Funding 



The Swiss Cancer Research Foundation funded this study. 

Conflict of interest 

The authors have no conflict of interest to report. 

4 References 

1. Bundesamt für Statistik. Krebs bei Kindern [Cancer in children]. Web site. 

https://www.bfs.admin.ch/bfs/de/home/statistiken/gesundheit/gesundheitszustand/krankheite

n/krebs/bei-kindern.html. Published 2017. Accessed April 20, 2018. 

2. Marcus J, Psychosocial issues in pediatric oncology. Ochsner J. 2012:12:211-215. 

3. Hoekstra-Weebers JE, Wijnberg-Williams BJ, Jaspers JP, Kamps WA, van de Wiel HB. 

Coping and its effect on psychological distress of parents of pediatric cancer patients: a 

longitudinal prospective study. Psycho-Oncology. 2012:21:903-911. doi: 10.1002/pon.1987. 

4. Patterson JM, Holm, KE, Gurney JG. The impact of childhood cancer on the family: a 

qualitative analysis of strains, resources, and coping behaviors. Psycho-Oncology. 2004; 

13(6):390–407. doi:10.1002/pon.761 

5. Schepers SA, Sint Nicolaas SM, Maurice‐Stam H, Haverman L, Verhaak CM, Grootenhuis 

MA. Parental distress 6 months after a pediatric cancer diagnosis in relation to family 

psychosocial risk at diagnosis. Cancer. 2018;124(2):381-90. doi: 10.1002/cncr.31023. 

6. Price J, Kassam-Adams N, Alderfer MA, Christofferson J, Kazak AE. Systematic review: a 

reevaluation and update of the Integrative (Trajectory) Model of Pediatric Medical Traumatic 

Stress. J Pediatr Psychol. 2016:39:29-46. doi: 10.1093/jpepsy/jsv074. 

7. Van Schoors M, Caes L, Knoble NB, Goubert L, Verhofstadt LL, Alderfer MA. Systematic 

Review: Associations Between Family Functioning and Child Adjustment After Pediatric 

Cancer Diagnosis: A Meta-Analysis. J Pediatr Psychol. 2017;42(1):6-18. doi: 

10.1093/jpepsy/jsw070. 

https://www.bfs.admin.ch/bfs/de/home/statistiken/gesundheit/gesundheitszustand/krankheiten/krebs/bei-kindern.html
https://www.bfs.admin.ch/bfs/de/home/statistiken/gesundheit/gesundheitszustand/krankheiten/krebs/bei-kindern.html


8. Sommerfeld P, Dällenbach R, Rüegger C, Hollenstein L. Klinische Soziale Arbeit und 

Psychiatrie. Entwicklungslinien einer handlungstheoretischen Wissensbasis. [Clinical Social 

Work and Psychiatry. Developmental Lines of an Action-Theoretical Knowledge Base]. 

Wiesbaden, Germany: Springer. 2016. 

9. McCarthy MC, Wakefield CE, DeGraves S, Bowden M, Eyles D, Williams LK. Feasibility of 

clinical psychosocial screening in pediatric oncology: Implementing the PAT2.0. Journal of 

Psychosocial Oncology. 2016;34(5):363-75. doi: 10.1080/07347332.2016. 

10. Wiener L, Kazak AE, Noll RB, Patenaude AF, Kupst MJ. Standards for the psychosocial 

care of children with cancer and their families: an introduction to the special issue. Pediatric 

blood & cancer. 2015;62(S5):S419-S24. doi: 10.1002/pbc.25675. 

11. Scialla MA, Canter KS, Chen FF, Kolb EA, Sandler E, Wiener L, Kazak AE. 

Implementing the psychosocial standards in pediatric cancer: current staffing and services 

available. Pediatric blood & cancer. 2017;64(11):e26634. doi: 10.1002/pbc.26634. 

12. Jones B, Currin-Mcculloch J, Pelletier W, Sardi-Brown V, Brown P, Wiener L. 

Psychosocial standards of care for children with cancer and their families: A national survey 

of pediatric oncology social workers. Social Work in Health Care. 2018;57(4):221-49. doi: 

10.1080/00981389.2018. 

13. Sint Nicolaas SM, Schepers SA, van den Bergh EMM, de Boer Y, Streng I, van Dijk-

Lokkart EM, Grootenhuis MA, Verhaak CM. Match of psychosocial risk and psychosocial 

care in families of a child with cancer. Pediatric blood & cancer. 2017;64(12):e26687. doi: 

10.1002/pbc.26687. 

14. Kazak AE, Abrams AN, Banks J, Christofferson J, DiDonato S, Grootenhuis MA, Kabour 

M, Madan-Swain A, Patel SK, Zadeh S, Kupst MJ. Psychosocial assessment as a standard 

of care in pediatric cancer. Pediatric blood & cancer. 2015;62(S5):S426-S59. doi: 

10.1002/pbc.25730. 

15. Landolt M, Ystrom E, Sennhauser FH, Gnehm HE, Vollrath ME. The mutual prospective 



influence of child and parental post-traumatic stress symptoms in pediatric patients. Journal 

of Child Psychology and Psychiatry.2012;53:767–774. doi: 10.1111/j.1469-

7610.2011.02520.x. 

16. Wijnberg‐Williams BJ, Kamps WA, Klip EC, Hoekstra‐Weebers JE. Psychological 

adjustment of parents of pediatric cancer patients revisited: five years later. Psycho-

Oncology. 2006;15(1):1–8. doi: 10.1002/pon.927. 

17. Jurbergs N, Long A, Ticona L, Phipps S. Symptoms of posttraumatic stress in parents of 

children with cancer: Are they elevated relative to parents of healthy children? Journal of 

Pediatric Psychology. 2009;34:4–13. doi: 10.1093/jpepsy/jsm119. 

18. Kazak, AE, Kassam-Adams N, Schneider S, Zelikovsky N, Alderfer, MA, Rourke M. An 

integrative model of pediatric medical traumatic stress. Journal of Pediatric Psychology. 

2006;31:343–355. doi: 10.1093/jpepsy/jsj054. 

19. McKenzie SE, Curle C. ‘The end of treatment is not the end': Parents' experiences of 

their child's transition from treatment for childhood cancer. Psycho-Oncology. 

2012;21(6):647–654. doi:10.1002/pon.1953. 

20. Zwahlen D, Hagenbuch N, Carley MI, Recklitis C, Buchi S. Screening cancer patients’ 

families with the distress thermometer (DT): a validation study. Psycho-Oncology. 

2008;17:959–966. doi:10.1002/pon.1320. 

21. Kazak AE, Barakat LP, Ditaranto S, Biros D, Hwant WT., Beele D. Screening for 

psychosocial risk at pediatric cancer diagnosis: The psychosocial assessment tool. J Pediatr 

Hematol Oncol. 2011;33(4):289–294. doi:10.1097/MPH.0b013e31820c3b52. 

22. Kilbourn KM, Bargai N, Durning PE, Deroche K, Madore S, Zabora J. Validity of the 

Psycho-Oncology Screening Tool (POST). J Psychosoc Oncol. 2011;29(5):475–498. 

doi:10.1080/07347332.2011.599359. 

23. Kazak AE, Brier M, Alderfer MA, Reilly A, Fooks Parker S, Rogerwick S, et al. Screening 

for psychosocial risk in pediatric cancer. Pediatr Blood Cancer. 2012;59(5):822-7. doi: 



10.1002/pbc.24166. 

24. Barrera M, Hancock K, Rokeach A, Atenafu E, Cataudella D, Punnett A, Johnston D, 

Cassidy M, Zelcer S, Silva M, Jansen P, Bartels U, Nathan PC, Shama W, Greenberg C. 

Does the use of the revised Psychosocial Assessment Tool (PATrev) result in improved 

quality of life and reduced psychosocial risk in Canadian families with a child newly 

diagnosed with cancer? Psycho-Oncology. 2014;23(2):165-72. doi: 10.1002/pon.3386. 

25. Kazak AE, Barakat LP, Hwang WT, Ditaranto S, Biros D, Beele D, Kersun L, Hocking 

MC, Reilly A. Association of psychosocial risk screening in pediatric cancer with 

psychosocial services provided. Psycho-Oncology. 2011;20:715-723. doi: 

10.1002/pon.1972. 

26. Alderfer MA, Mougianis I, Barakat LP, Beele D, DiTaranto S, Hwang WT, Reilly AT, 

Kazak AE. Family psychosocial risk, distress, and service utilization in pediatric cancer: 

predictive validity of the Psychosocial Assessment Tool. Cancer. 2009;115:4339-4349. doi: 

10.1002/cncr.24587. 

27. Selove R, Kroll T, Coppes M, Cheng Y. Psychosocial services in the first 30 days after 

diagnosis: Results of a web-based survey of Children's Oncology Group (COG) member 

institutions. Pediatr Blood Cancer 2012;58:435–40. doi: 10.1002/pbc.23235. 

28. Kazak AE, Hwang W-T, Chen FF, Askins MA, Carlson O, Argueta-Ortiz F, et al. 

Validation of the Spanish Version of the Psychosocial Assessment Tool (PAT) in Pediatric 

Cancer. J Pediatr Psychol. 2018;43(10):1104-1113. 

29. Hošek M. Soziale Diagnostik in der Spitalsozialarbeit: Anamnese mit S-FIRST – ein 

Werkstattbericht [Social diagnostics in hospital social work. Anamnesis with S-FIRST - a 

workshop report]. SozialAktuell [Social News], 2012;10:34–35.  

30. Zweig M, Campbell G. Receiver-operating characteristic (ROC) plots: a fundamental 

evaluation tool in clinical medicine. Clin Chem. 1993;39:561–577. doi: 

10.1093/jpepsy/jsy046. 



31. Stein REK, Riessman CK. The development of the Impact- on-Family Scale: preliminary 

findings. Med Care. 1981;18:465–472. doi:10.1097/00005650-198004000-00010 

32. Ravens-Sieberer U, Morfeld M, Stein R, Reissmann C, Bullinger M, Thyen U. Der 

Familien-Belastungs-Fragebogen (Fabel-Fragebogen): Testung und Validierung der 

deutschen Version der Impact on Family Scale bei Familien mit behinderten Kindern [The 

family burden questionnaire (FaBel questionnaire) - testing and validation of the German 

version of the Impact on Family Scale for families with handicapped children]. Psychother 

Psychosom Med Psychol. 2001;51(9/10):384–393. doi: 10.1055/s-2001-16899. 

33. von Steinbüchel N, Bullinger M, Kirchberger I. Die Münchner Lebensqualitäts-

Dimensionen Liste (MLDL): Entwicklung und Prüfung eines Verfahrens zur 

krankheitsübergreifenden Erfassung von Lebensqualität [The Munich Quality of Life 

Dimensions List (MLDL): Development and testing of a method for cross-disease detection 

of quality of life]. Zeitschrift für Medizinische Psychologie [Journal of Medical Psychology]. 

1999;8(3):99–112.  

34. Wehberg S, Sauerbrei W, Schumacher M. Diagnosestudien: Wertigkeit der Sonographie 

bei der Differenzierung von gut- und bösartigen Brusttumoren bei Patientinnen mit klinischen 

Symptomen [Diagnostic studies: Validity of sonography in the differentiation of benign and 

malignant breast tumors in patients with clinical symptoms]. In: Schumacher M, Schulgen G., 

eds. Methodik klinischer Studien [Methodology of clinical studies] (pp. 319–340). Berlin, 

Germany: Springer. 2007. 

35. Bortz J, Lienert GA. Kurzgefasste Statistik für die Klinische Forschung (3. Auflage) [Short 

Statistics for Clinical Research (3rd edition)]. Heidelberg, Germany: Springer. 2008. 

36. Weiβ C. Basiswissen Medizinische Statistik (6. Auflage) [Basic knowledge of medical 

statistics (6th edition)]. Heidelberg, Germany: Springer. 2013. 

37. Lehr D, Hillert A, Schmitz E, Sosnowsky N. Screening depressiver Störungen mittels 

Allgemeiner Depressionsskala (ADS-K) und State-Trait Depressions Scales (STDS-T), Eine 



vergleichende Evaluation von cut-off-Werten [Screening of depressive disorders using the 

General Depression Scale (ADS-K) and State-Trait Depression Scales (STDS-T), a 

comparative evaluation of cut-off scores]. Diagnostica [Diagnostics]. 2008;54:1–10. doi: 

10.1026/0012-1924.54.1. 

38.  Söllner W, DeVries A, Steixner E, et al. How successful are oncologists in identifying 

patient distress, perceived social support and need for psychosocial counselling? Br J 

Cancer. 2001;84(2);179–185. doi:10.1054/bjoc.2000.1545. 

39. Linden W, Vodermaier A, McKenzie R, Barroetavena MC, Yi D, Doll R. The Psychosocial 

Screen for Cancer (PSSCAN): Further validation and normative data. Health and Quality of 

Life Outcomes. 2009;7(16). doi:10.1186/1477-7525-7-16. 


