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Purpose/Objectives: To investigate the relationships among life stress, family function-
ing, family coping, reliance on formal and informal resources, and decisional conflict in
cancer survivors.

Design: Cross-sectional.

Setting: Participants were recruited from the California Cancer Surveillance Program,
hospital registries, and community agencies in southern California and Cleveland, Ohio.

Sample: 243 European American, African American, Chinese American, and Korean Ameri-
can cancer survivors diagnosed with breast, colorectal, or prostate cancer.

Methods: The merged data from an ethnically diverse cohort of cancer survivors partici-
pating in the two survey studies were used. Standardized measures were used to identify
family context variables and decisional conflict.

Main Research Variables: Life stress, family functioning, family coping, reliance on formal
and informal resources, and decisional conflict.

Findings: Structural equation modeling demonstrated that life stress was significantly
associated with decisional conflict. Family functioning significantly mediated the impact
of life stress on decisional conflict through family coping. Reliance on formal and informal
resources moderated the relationships among the study variables.

Conclusions: The role of the family context, which includes family functioning and coping,
on decisional conflict is important in the adjustment process to make high-quality deci-
sions in cancer survivorship care.

Implications for Nursing: Findings present nursing practice and research implications that
highlight the need for efforts to encourage and support family involvement in the decision-
making process and to enhance cancer survivors’ adjustment process.

he importance of shared decision making in treatment for patients with

cancer has increased in recent years. However, a lack of understanding

about decision making in follow-up care after cancer treatment is still

prevalent (Hudson et al., 2012). Cancer survivors may be involved in

decision making about their survivorship care plans with the healthcare
team, including their primary care provider and family members. Survivorship
care plans are used to monitor the long-term and late physical and psychologi-
cal effects of cancer and its treatment, screen for the development of second-
ary cancers, and manage comorbid medical conditions (Haq et al., 2013). The
benefits, harms, and inconveniences in the options for cancer survivorship care
can influence a patient’s prognosis and quality of life (Andersen, Bowen, Morea,
Stein, & Baker, 2009; O’Connor, Légaré, & Stacey, 2003); cancer survivors may
experience decisional conflict about the best options for survivorship care (e.g.,
when or where to get follow-up care after cancer treatment) and may require
emotional and tangible support in the decision-making process (Abrahamson,
Durham, & Fox, 2010).
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Decisional conflict refers to uncertainty about
the types of actions individuals should take when a
choice among multiple options involves risk, loss,
or challenge to personal life values (LeBlanc, Kenny,
O’Connor, & Légaré, 2009). The manifestation of de-
cisional conflict may vary by individual, familial, and
situational contexts. For example, personal anxiety,
unrealistic expectations, or a lack of support and re-
sources in choice situations (e.g., surgery versus non-
surgery, telling the truth versus not telling the truth)
may make decisions difficult and complex (Blank,
Graves, Sepucha, & Llewellyn-Thomas, 2006). For
cancer, decisional conflicts can occur in the transition
from active treatment to post-treatment care as the
patient’s role changes to focus on self-management of
lifestyle behaviors or late effects of treatment.

During the adjustment to the survivorship phase,
the family context (e.g., life stress, functioning, cop-
ing, resources) may have a primary role in affecting
decisional conflict about survivorship care (Lim &
Paek, 2013; Powazki, 2011). The life stress (e.g., deal-
ing with money, raising children) that family members
experience can influence decision-making processes.
Under stressful circumstances, people with severe ill-
ness often fail to make rational choices based on their
weighing of the utilities and probabilities associated
with all available courses of action (Powazki, 2011). In
terms of family functioning (i.e., cohesion, flexibility,
and communication), family members in highly co-
hesive families tend to unite for resolving decisional
conflict and mutual support in times of decision mak-
ing (Olson, 2000). The family’s ability to change role
relationships and rules to respond to situational needs
(i.e., flexibility) is helpful in addressing decisional
conflicts (Deimling, Smerglia, & Schaefer, 2001). Sev-
eral studies in the literature have indicated that good
communication between cancer survivors and families
can reduce decisional conflict in cancer care (Siminoff,
Zyzanski, Rose, & Zhang, 2008). In addition, coping, a
set of cognitive and behavioral strategies, plays a key
role in the resolution of decisional conflict in stressful
situations (Folkman & Moskowitz, 2004). For example,
people tend to search for relevant information using ex-
ternal resources to resolve decisional conflict (David,
Montgomery, & Bovbjerg, 2006). In addition, families
are often involved in the decision-making process
about cancer care options (Andersen et al., 2009; Jan-
sen, Otten, & Stiggelbout, 2006; Michael, O’Callaghan,
Baird, Hiscock, & Clayton, 2014). Whether cancer
survivors rely on formal (e.g., health professionals) or
informal resources (e.g., family members) in healthcare
decisions may influence how they cope with stress
and manage decisional conflict (Davison, Goldenberg,
Gleave, & Degner, 2003; Lingler, Sherwood, Crighton,
Song, & Happ, 2008; O’Rourke, 2001; Shin et al., 2013).
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However, no research exists regarding the way reliance
on formal and informal resources influences decisional
conflict within the family context for those moving into
the survivorship phase after active treatment is over.

Conceptual Framework

The current study was guided by the adjustment
phase of the Typology Model of Family Adjustment
and Adaptation (hereafter referred to as the Typol-
ogy Model) (McCubbin & McCubbin, 1988) and the
Conflict-Theory Model of Decision Making (CTM) (Ja-
nis & Mann, 1977). According to the Typology Model,
the level of family adjustment in a crisis situation is
determined by stressor events interacting with family
functioning, the family’s resources, and the family’s
problem-solving and coping skills. More specifically,
family resources buffer the impact of a stressor or
change on family life and promote adjustment (Curran,
1983; Stinnett & DeFrain, 1985). However, the Typol-
ogy Model does not specify crisis situations in cancer
survivorship care. To link the relationship between
the family context under the Typology Model and de-
cisional conflict as a crisis situation, the current study
combines the CTM with the Typology Model. The CTM
(Janis & Mann, 1977) assumes that the stressful nature
of choosing, influenced by risk, ambiguity, and loss, is
strongly related to the level of stress that an individual
experiences during the process of decision making.
Based on the Typology Model and the CTM, life stress,
family functioning, and family coping factors were in-
cluded to investigate how the family context influences
cancer survivors’ maladjustment—that is, decisional
conflict. Reliance on informal and formal resources as
one of the family resources was also considered as a
moderator of the stress process on decisional conflict.

The current study aimed to investigate the relation-
ships among life stress, family functioning, family cop-
ing, reliance on formal and informal resources, and
decisional conflict in cancer survivors under the Ty-
pology Model and the CTM. The authors hypothesized
that (a) life stress is significantly associated with deci-
sional conflict (H1); (b) family functioning significantly
mediates the impact of life stress on decisional conflict
through family coping (H2); and (c) reliance on formal
and informal resources in survivorship care moderates
the effects of life stress, family functioning, and family
coping on decisional conflict (H3).

Methods
Data Sources and Study Population

The current authors merged two sets of secondary
survey data that investigated family coping and com-
munication for cancer survivors in two regions (Los
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Angeles, California, and Cleveland, Ohio) from Octo-
ber 2009 to February 2012. The recruitment period
and procedures, survey administration, and measures
were almost identical, making these two studies com-
parable. A total of 243 cancer survivors (153 in Los
Angeles and 90 in Cleveland) were included in the
final analysis.

The study sample, population, recruitment, and
data collection procedures are detailed elsewhere
(Lim & Ashing-Giwa, 2013; Lim, Shon, Paek, & Daly,
2014). Eligible participants included adults within one
to five years of a diagnosis with breast, colorectal, or
prostate cancer in stages [l and who had completed
active treatment, including surgery, chemotherapy,
and radiation. The study participants consisted of Eu-
ropean Americans (n = 74), African Americans (n = 16),
Chinese Americans (n = 83), and Korean Americans
(n = 70). Participants were able to speak Mandarin/
Cantonese, Korean, and/or English. Survivors who
were diagnosed with stage IV cancer and those with
other major medical (e.g., heart disease) and psychi-
atric (e.g., schizophrenia) conditions were excluded
because their disease progression and prognosis were
significantly different from their study counterparts.

Recruitment strategies to identify the study samples
included the following: (a) sending invitation letters
to potential participants whose contact information
was obtained from the cancer registries in the Cali-
fornia Cancer Surveillance Program and University
Hospitals (Cleveland, Ohio) and (b) distributing study
flyers in the community. Survivors provided informed
consent to participate in the study. Experienced bilin-
gual interviewers recruited and interviewed patients.
The studies were approved by the institutional review
boards at each study site.

Instruments

Survey instruments were translated and back-
translated into Chinese and Korean using a rigorous
“forward-backward” translation procedure. The
panel of translators compared the two English ver-
sions, and corrections were made until equivalence
was achieved (Lim & Ashing-Giwa, 2013).

Life stress: Life stresses were measured from the
14 items of the Life Stress Scale, which was designed
to examine the level of burden regarding various
aspects of life (Ashing-Giwa, Padilla, Tejero, & Kim,
2004). The current authors’ preliminary confirma-
tory factor analysis demonstrated that this scale
comprised four components: (a) socioeconomic
stress (four items), (b) family stress (three items),
(c) racist crime and violence (three items), and
(d) neighborhood stress (three items). [tems were
rated from 1-5, with higher scores indicating higher
levels of stress. Scores were obtained by averaging
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the items in each component. In the current study,
the internal consistency of the scales ranged from
0.71-0.84.

Family functioning: Two family functioning scales
were used to comprehensively create the latent
factor of family functioning, including family cohe-
sion, flexibility, and communication. First, family
cohesion (i.e., the emotional bonding that exists
between family members) and family flexibility (i.e.,
the family’s ability to change its power structure,
role relationships, and rules) were adapted from
the Family Adaptability and Cohesion Evaluation
Scales III (FACES III) (Olson, 1986). Responses to
this 20-item standardized family functioning instru-
ment were provided on a five-point Likert scale. The
family cohesion (seven items) and flexibility (three
items) scores were obtained by averaging the items
of each component. Higher scores indicate positive
functioning in family cohesion and flexibility. The
FACES IV-Family Communication Scale, which was
designed to investigate the functionality of commu-
nication within the family, was used to assess family
communication (Olson, Gorall, & Tiesel, 2004). This
10-item self-reported questionnaire was measured on
a five-point Likert scale, and scores were calculated
by averaging all items. Higher scores reflect better
family communication. The internal consistency of
the scales was 0.86, 0.7, and 0.96 for family cohesion,
flexibility, and communication, respectively.

Family coping: The Family Crisis Oriented Person-
al Evaluation Scales (F-COPES), which was designed
to identify families’ problem-solving strategies when
faced with crises, was used to assess family coping
(McCubbin, Larsen, & Olson, 1987). Although the
F-COPES is a 29-item, five-subscale inventory, the
current study included three active coping subscales
(Lim & Townsend, 2012): (a) relative or friend sup-
port, (b) neighbor support, and (¢) mobilization of
the family to obtain and accept help. Respondents
were asked to rate items on a scale of 1 (almost
never) to 5 (almost always). Subscale scores were
obtained by averaging the responses to all items.
High scores indicate more frequent use of active cop-
ing strategies. In this study, the internal consistency
of the subscales ranged from 0.71-0.8.

Reliance on formal and informal resources: Reli-
ance on formal and informal resources was measured
using the question, “How important are each of these
groups/people to making healthcare decisions?”
The measure is composed of eight support sources,
including four informal social ties (i.e., family, chil-
dren, partner or spouse, and friends) and four formal
social ties (i.e., religious or faith community, support
group, medical team, and counselors or therapists).
Respondents rated each of the eight support sourc-
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es on a five-point Likert scale.
To divide reliance on formal

TABLE 1. Demographic Characteristics by Group (N = 243)

and informal resources by two
groups (hereafter referred to

Informal (N = 109) Formal (N =134)

Characteristic X SD X SD t/ %2
as formal reliance and informal
reliance groups), the individual ~ Age (years) o 59 11.3 58 10.4 -0.78
mean scores of the degree of Number of comorbidities 29 2.6 3.8 3.7 2.37*
. g . Time since diagnosis (years) 3.5 1.3 3.7 2 0.72
importance of formal or infor-
mal social ties were standard-  Characteristic n % n % t/x?
ized based on the total mean g ncer stage 0.69
and standard deviation. Then, 0 5 5 5 4
individual standardized mean | 32 29 45 34
scores were directly compared I 61 56 70 52
to ch ither f 1 inf 1 10 9 14 10
oc oqse ei efr ormal or infor- Missing 1 1 - h
mal reliance. Higher numbers of  cancer type 1.21
formal standardized scores than Breast 78 72 103 77
informal standardized scores g°|°:efta| ;-2 13 22 1‘73
. e s rostate
suggest the}t individuals r.ely Education 486
more heavily on formal ties Some high school 6 6 17 13
than informal ties when making High school graduate 16 15 25 19
healthcare decisions. Education beyond high 87 80 92 69
Decisional conflict: Decision- Eth?ﬁ:izgl .
al conflict was adapted from African American 8 7 8 6
the Decisional Conflict Scale Chinese American 28 26 55 41
(O’Connor, 1995). The 11-item European Ametrican 40 37 34 25
scale was designed to evalu- Korean American 33 30 37 28
1 . f Gender 0.55
ate Persona pe%rcep'tlons o ‘(a) Female 81 74 105 78
feeling uncertainty in choosing Male 28 26 29 22
options (two items), (b) feeling  Household income ($) 3.25
uninformed (two items), (c) 25,000 or less 25 23 41 31
being unclear about personal 25,001-45,000 21 19 22 16
8 : persor 45,001-75,000 18 17 25 19
values (two items), (d) being 75001 or greater 39 36 36 27
unsupported in decision making Missing 6 6 10 7
(three items), and (e) conduct-  Marital status 19.5%*
ing effective decision making  SPouse or partner 104 95 99 7
. In thi 1 No spouse or partner 5 5 34 25
(two items). In this measure, Missing _ _ 1 1

items were rated on a five-point
Likert scale. To score decisional
conflict, items were averaged
to obtain a mean score of each
subscale, with higher scores
indicating higher decisional conflict in healthcare. In
the current study, the reliability coefficients ranged
from 0.7-0.89.

Data Analyses

Descriptive statistics were determined to describe
the study samples. Independent sample t tests and
chi-square tests were conducted to investigate
whether demographic and medical variables varied
between formal and informal reliance groups. The
univariate general linear model was used to compare
differences in predictors and outcomes between the
two groups, and demographic and medical variables
that showed significant differences were included as
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*p <0.05; ** p < 0.001
Note. Because of rounding, percentages may not total 100.

covariates. The data were analyzed using SPSS®, ver-
sion 20.0. All hypotheses were tested using the p <
0.05 criterion for significance.

A preliminary analysis based on a multistep
procedure (Horn & McArdle, 1992; Meredith, 1993)
was conducted to determine whether the scales
possessed measurement invariance across re-
search sites because the scales for the Los Angeles
study had been translated into Chinese or Korean.
The findings demonstrated that life stress, family
functioning, and family coping showed measure-
ment variance based on the chi-square differ-
ence tests. Consequently, these three measures
were modified to have equivalent meaning across
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the studies, removing items that had different
meanings (i.e., differences in factor loadings).
The modified factor models demonstrated measure-
ment invariance across the studies (life stress: Ax?[9] =
16.4, p = 0.06; family functioning: Ax?*[16] = 26, p =
0.05; family coping: Ax?[9] = 14.6, p = 0.1; decisional
conflict: AX?[6] = 7.3, p = 0.29).

Structural equation modeling (SEM) was used to
test the mediation model (H1 and H2) using AMOS®,
version 20.0. In the authors’ dataset, the number of
missing values was less than 1%; therefore, missing
data were addressed with full information maximum
likelihood estimation. Prior to testing the structural
model, the measurement model at the item level
was tested to assess the adequacy of the latent fac-
tors and to confirm the dimensionality of the latent
variables. The findings for the measurement models
demonstrated that the factor loadings on each latent
factor were statistically significant at a p < 0.001
level. As a result, composite scores were used for
each construct to reduce the number of parameter
estimations. The structural model was then tested to
examine the hypothesized relationships between the
study variables based on the theoretical model. The
hypothesized model was evaluated using goodness-
of-fit indices that included the chi-square statistic or
discrepancy function, the ratio of the discrepancy
function to the number of degrees of freedom, the

TABLE 2. Predictors and Outcome Variables

root mean square error of approximation ([RMSEA],
acceptable fit < 0.08) (Steiger, 1990), and the com-
parative fit index ([CFI], acceptable model fit > 0.9)
(Bentler, 1990).

The moderating effects of reliance on formal and
informal resources in the overall model (H3) were
tested using a multigroup SEM analysis (Bollen, 1989;
Kline, 1998). The multi-group analysis is conducted
by comparing three models: (a) unconstrained, (b)
measurement-model constrained, and (c) structural-
model constrained. If model comparisons using
chi-square difference tests do not reach statistical
significance, this indicates the invariance of factor
loadings and path coefficients between formal and
informal reliance groups. Critical ratios (CRs) for
differences tests were conducted to examine differ-
ences between the two groups on all direct effect
parameters.

Results

The mean age of the cancer survivors was 58 years
(SD = 11), and the mean number of comorbidities
was 3.4 (SD = 3.3). The mean number of years since
diagnosis was 3.6 (SD = 1.7). The majority of the re-
spondents were female (n = 186, 77%), had completed
either high school or college (n = 220, 91%), and
had spouses or partners (n = 211, 87%). Most were
diagnosed with breast cancer (n =
181, 75%), and almost half were
diagnosed with stage Il cancer (n =
131, 54%).

Total Informal Formal The formal (n = 134) and informal
(N = 243) (N =109) (N =134) (n = 109) reliance groups showed
Variable X sD X sD X SD F 51gn1ﬁcant differences in the degree
of importance of formal (t = 3.9, p <
Decisional conflict 0.001) and informal social ties (t =
Clarity 41 16 39.2 16 426 159 0.57 -6.39, p < 0.001). The formal and in-
Effective 399 174 387 169 409 171 0.17 { ’l li did diff
Informed 417 166 401 173 429 159 oo7 lormaireliancegroups didnotditter
Supported 409 143 387 136 428 147 145  significantly in most demographic
Uncertainty 444 178 434 187 45 169 0.16 characteristics except marital sta-
Family coping tus; the informal reliance group was
Mobilization 25 0.8 2.4 0.8 2.5 0.8 242 more likely than the formal grou
Neighbor support 21 0.9 21 0.9 21 1 0.03 y g p
Relative or friend 2.7 0.9 2.8 0.9 2.6 09 352 to have spouses or partners. For
support medical characteristics, comorbidi-
Fa;:mli:y functioning 57 o8 35 06 35 06 592 ties showed a significant difference,
onesion . R . . . . . . . . .
Family communication 3.8 1 4 08 36 1 4e+ Indicatingthatthe formal reliance
Flexibility 3 08 31 08 29 08 147 group was more likely than the
Life stress informal group to have higher co-
Environmental 1.2 0.6 1.2 0.5 1.3 0.7 0.00 morbidities (see Table 1). Conse-
Family 2 0.9 2 0.9 2 09 0419 .
ently, marital status and current
Neighborhood 1.6 0.8 1.6 0.7 1.6 0.9 0.28 au }t;"d' . ! ud. dl.l h
Socioeconomic 2 09 19 09 21 1 o029 comorbidities were adjusted in the
following analysis.
*p <0.05

Note. Marital status and comorbidities were controlled.

484

Life stress, family coping, and
decisional conflict scores did not
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TABLE 3. Moderating Effect of Reliance on Formal and Informal Resources

Standardized Beta Coefficients

Parameter Informal Formal CRs for Differences
Factor Loadings (Unconstrained)

Decisional conflict - clarity 0.83%** 0.85%** 1.73
Decisional conflict - effective 0.89*** 0.87*** 1.64
Decisional conflict - informed 0.92*** 0.92*** 1.17
Decisional conflict - supported 0.8%** 0.86*** 2.292
Decisional conflict = uncertainty 0.75° 0.62° NA
Family coping - mobilization 0.7° 0.77° NA
Family coping - neighbor support 0.57%** 0.67*** 0.28
Family coping - relative or friend support 0.9*** 0.86*** -1.15
Family functioning - cohesion 0.92° 0.98° NA
Family functioning - communication 0.74%** 0.77%** -0.69
Family functioning - flexibility 0.47*%* 0.66 0.17
Life stress - environmental stress 0.49%** 0.52*** 1.05
Life stress > family stress 0.68*** 0.61*** -0.85
Life stress > neighborhood stress 0.78%** 0.74%** -0.05
Life stress = socioeconomic stress 0.78° 0.8° NA
Path Coefficient (Constrained)

Family coping — decisional conflict -0.34** -0.06 2.01°
Family functioning — decisional conflict 0.1 -0.06 -0.93
Family functioning - family coping 0.6%** 0.49*** -1.31
Life stress - decisional conflict 0.41%** 0.41%** -1
Life stress - family coping 0.13 0.06 -0.58
Life stress > family functioning -0.39%** -0.26** 0.5
Covariates

Cancer stage - family coping -0.06* -0.12 -0.63
Comorbidities - decisional conflict 0.17 -0.14 -2.52
Income status — decisional conflict -0.05 -0.2 -0.91
Marital status® - family functioning 0.02 0.06 0.18

*p<0.05; ** p<0.01; *** p <0.001

2The CR for differences meeting or exceeding + 1.96 were considered to be statistically significant at p < 0.05.

> Not tested
CR—critical ratio; NA—not available

Note. Factor loadings and covariates show unconstrained path coefficients; path coefficients show parameter values when the
factor loadings are equivalent groups. Marital status is dummy coded (1 = having spouse or partner).

reveal significant differences between the formal and
informal reliance groups after adjusting covariates.
However, in the family functioning constructs, cohe-
sion and family communication showed significant
differences. The informal reliance group was more
likely than the formal group to have better cohesion
and family communication scores (see Table 2).

Testing the Mediation Model

The proposed mediation model was created with
an outcome (decisional conflict), one predictor (life
stress), two mediators (family functioning and cop-
ing), and four covariates (cancer stage, current co-
morbidities, income, and marital status). The hypoth-
esized model produced an acceptable fit: x%(141) =
303.57, CFI = 0.91, RMSEA = 0.07. The model accounted
for 23% of the variance in decisional conflict.
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Factor loadings on the construct of decisional
conflict ranged from 0.68-0.92. In addition, factor
loadings on life stress, family functioning, and family
coping ranged from 0.51-0.79, from 0.6-0.98, and from
0.63-0.88, respectively. All latent constructs were rela-
tively well defined. The SEM findings demonstrated
that life stress is significantly associated with family
functioning (B = -0.31, p < 0.001). Family functioning
was significantly related to family coping (B = 0.53, p <
0.001), and family coping was significantly associated
with decisional conflict (B = -0.16, p < 0.05). The total
effect of life stress on decisional conflict, which in-
cludes mediating and direct effects, was significant
(B =0.42, p < 0.001). Survivors who experienced life
stresses showed worse family functioning, did not use
active coping, and, in turn, were more likely to have
decisional conflicts.
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Moderating Effect of Reliance on Formal
and Informal Resources

Multigroup SEM was used to determine the moderat-
ing effect of reliance on formal and informal resources
(see Table 3). The first step of the analysis tested the
baseline model for the two groups (formal versus in-
formal reliance groups). Findings showed acceptable
fit indices: x*(282) = 475.64, CFI = 0.9, RMSEA = 0.05.
The chi-square difference tests did not find significant
differences between the baseline model and the factor
loading constrained model (ax?[11] = 12.68, p = 0.31).
Differences between the baseline model and the con-
strained structural path model were found at a p < 0.01
level (Ax?[36] = 64.98), which suggests that life stress
affects decisional conflict through family functioning
and family coping differently, according to reliance on
formal and informal resources. Specifically, the two
groups showed different pathways from family coping
to decisional conflict (CR = 2.01, p < 0.05). The family
coping of survivors who relied on informal resources in
healthcare decisions was directly associated with deci-
sional conflict, whereas the family coping of survivors
who relied on formal resources was not associated
with decisional conflict.

Discussion

The current study intended to investigate the
relationships among life stress, family functioning,
family coping, reliance on formal and informal re-
sources, and decisional conflict in cancer survivors
under the Typology Model and the CTM. The study
demonstrated that life stress was significantly asso-
ciated with decisional conflict (H1). Family function-
ing significantly mediated the impact of life stress
on decisional conflict through family coping (H2).
Reliance on formal and informal resources moder-
ated the relationships among the study variables,
suggesting a difference in the pathway from family
coping to decisional conflict between formal and
informal reliance groups (H3). As such, this study
supported its hypotheses.

Most research on cancer survivorship to date has
focused on individuals coping with cancer. The cur-
rent study has shown that considering the family
context in healthcare decisions has implications for
the family that can shape how cancer survivors make
decisions related to survivorship care during the
transition from active treatment to post-treatment
care. One of the significant findings was that family
functioning and family coping mediate the pathway
linking life stress and decisional conflict. It suggests
that decisional conflict may be influenced by how
close and flexible the family members are, how family
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members communicate with one another, and how
family members cope with their problems in stressful
situations. According to the Typology Model, families
engage in processes to balance life stress with family
functioning, resources, and coping and, in turn, influ-
ence their adjustment and maladjustment. In addition,
the CTM emphasized the relationship between family
coping and decisional conflict. Based on findings, the
current study conceptually supports the Typology
Model and the CTM for cancer survivors.

Study findings demonstrated that life stress and
family coping were directly associated with decisional
conflict for cancer survivors, which is consistent with
other studies (Gillis, 1993; Michael et al., 2014). Survi-
vors who have higher life stresses are more likely to
have decisional conflicts, whereas those who have ac-
tive coping strategies are less likely to have decisional
conflicts. Individuals who experience life stress tend
to be vulnerable to the dynamics of the environment
and decision-making activities because stress narrows
the focus of attention (Kerstholt, 1994). Nevertheless,
some studies show that individuals adopt simpler
modes of information processing that may help in
focusing on critical issues, suggesting that decisions
can only be made based on the information available
(Kowalski-Trakofler, Vaught, & Scharf, 2003). As a
result, coping with stressful situations may influence
decision-making activities, and active coping strate-
gies may be particularly helpful to reduce decisional
conflict. The current study provides a better under-
standing of how individuals make the choices they
do under stress.

Based on findings from this study, family function-
ing may be an important precondition for effective
strategies for coping with life stress, and the use of
effective coping can ultimately reduce decisional
conflict in survivorship care. How close and flexible
the family members are and how family members
communicate with one another in stressful situa-
tions may be associated with how they cope with
their problems, producing either decisional conflicts
or satisfaction in survivorship care. As suggested in
the Typology Model, family functioning may be an
important component of family contexts, which is
required to maintain the balance between demands
and capabilities. The current study suggests that
families that are flexible in modifying their daily tasks
with strong family bonds and that communicate with
one another more effectively may enhance survivors’
ability to alleviate the impacts of life stress.

The moderating effect of reliance on formal and
informal resources in the adjustment process was
observed for cancer survivors. In fact, cancer sur-
vivors may use diverse resources to solve their
problems and to ultimately improve their quality of
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Knowledge Translation

* Decisional conflict is influenced by how close and flexible
the family members are, how they communicate with one
another, and how they cope with stress.

Coping with stressful situations influences decision-making
activities, and active coping strategies are particularly help-
ful to reduce decisional conflict.

The adjustment process of survivors varies according to the
level of reliance on formal or informal resources.

life. Although the use of specific resources may be
dependent on survivors’ needs or problems, cancer
survivors may have preferences, such as inclinations
toward informal or formal social ties. The current study
found that almost half of the respondents preferred
either informal or formal social ties when making
healthcare decisions. In addition, this study’s findings
demonstrated that the adjustment process of survivors
varied according to their resources. For example, the
informal reliance group showed that family coping was
negatively associated with decisional conflict, whereas
their relationships were not found in the formal group.
Survivors who rely on informal resources may seek ac-
tive coping mechanisms to reduce decisional conflict
in survivorship care. However, for the formal group,
family coping was not a key factor that influenced deci-
sional conflict. A possible explanation is that survivors
who rely on formal resources may have a lower level
of intimacy in family relationships or may not commu-
nicate effectively with family members.

Limitations

This study has several limitations. For example, the
findings may not be generalizable to all cancer survi-
vors. The number of African Americans in this study
was too small to report, and other ethnic groups
(i.e., Latina, other Asian ethnic subgroups) were not
included. In addition, the current study is based on
a cross-sectional design, and causality cannot be
assumed. The data were collected by participants’
self-reports, and questions during the treatment
period may have been influenced by recall biases.
Although this study focused on the family context, it
featured only cancer survivors. Future studies should
include family members to enhance understanding of
family functioning and coping in making healthcare
decisions.

Implications for Nursing

The current study increases knowledge of the rela-
tionships among family contexts and decisional con-
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flict for cancer survivors under the Typology Model
and the CTM. The study findings draw attention to the
importance of nurses and other medical practitioners
to attend to the family context in cancer survivorship
care. From a clinical perspective, this study suggests
that the role of the family context, which includes
family functioning and coping, on decisional conflict
may be important in the adjustment process to make
high-quality decisions in cancer survivorship care.
The current study also highlights the role of infor-
mal social ties when making decisions, which can
positively influence the adjustment process. Family
intervention or therapy may be effective to achieve
a balance between family flexibility and coherence
and to effectively communicate with family members
to reduce decisional conflict. In addition, efforts to
encourage and support family involvement in the
decision-making process are necessary to enhance
cancer survivors’ adjustment process. For example,
family members who maintain good relationships
with healthcare professionals may encourage cancer
survivors to get routine cancer screening tests or
visit a doctor for certain health-risk conditions at an
appropriate time.

In terms of future research, the findings support the
need to examine the impact of the family context on de-
cisional conflict among a large multiethnic, population-
based cohort of cancer survivors. The findings also
highlight the need for more research on changes in
the decision-making process from the active treat-
ment phase through long-term survivorship. Such re-
search would be helpful for healthcare professionals
to encourage, inspire, and guide patients and family
members to make the best decisions throughout the
cancer journey.

Conclusion

The role of the family context on decisional con-
flict is important in the adjustment process to make
good decisions in cancer survivorship care. Findings
present nursing practice and research implications
that highlight the need for efforts to encourage and
support family involvement in the decision-making
process and to enhance cancer survivors’ adjustment.
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