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Factors Affecting Adolescents’ Willingness to Communicate
Symptoms During Cancer Treatment:

A Systematic Review from the Children’s Oncology Group
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The purpose of this systematic review is to (1) synthesize evidence facilitators and barriers affecting adolescent
willingness to communicate symptoms to health care providers (HCPs) and (2) create practice recommenda-
tions. The PICOT (Population, Intervention, Comparison, Outcome, Time) question guiding the review was,
among adolescents with cancer, what factors affect their willingness to communicate symptoms to HCPs? Three
databases, PubMed, CINAHL, and PsychINFO, were searched using keywords from the PICOT question.
Inclusion criteria included original research studies with samples of at least 51% adolescents aged 10–18 years
who were receiving or had received cancer treatment. Studies were included that evaluated outcomes related to
willingness to communicate in general as well as communication of specific treatment symptoms. Exclusion
criteria included systematic reviews and publications emphasizing cancer screening, cancer prevention, sur-
vivorship, or decision making. A total of 11 studies were included in the systematic review. Two of the studies
focused on symptom communication; the remaining nine studies focused on general communication or the
overlap between general and symptom communication. Barriers to symptom and/or general communication
included negative expectations, health-related uncertainty, ambiguousness with assessments, unfamiliarity,
restriction of information, perceived negative provider characteristics/behaviors, adolescent circumstance,
worry about others’ perceptions, and provider approach. Facilitators to symptom and/or general communication
included open communication, perceived favorable provider characteristics/behaviors, seasoned adolescent, and
patient–provider rapport. Five practice recommendations were developed from the evidence that supports
general and symptom communication between adolescents who are receiving or have completed cancer
treatment and their HCPs.
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Introduction

The common developmental and psychosocial mile-
stones of gaining independence and acquiring self-

identity that arise during adolescence can be hindered when
an adolescent is diagnosed with cancer.1 Changes in body
image, separation from peers and school, and presence of new
stressors related to cancer and its treatment, combined with
increased reliance on adult caregivers, can significantly im-
pede an adolescent’s achievement of self-identity and inde-

pendence.2 In a typical adolescent, development evolves in
the cognitive, emotional, and social domains, as evidenced by
physical changes seen on brain imaging.3 There is individual
variability in adolescent brain maturation that may be cor-
related with ongoing development of the prefrontal cortex,
which is vulnerable to internal and external factors.4 Com-
munication progresses from language fluency, first developed
during childhood, to more complex oral and written com-
munication during adolescence that coincides with and im-
proves due to abstract thinking.5
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Importantly, specialized communication and relationship-
building skills are essential for health care providers (HCPs)
who care for adolescents with cancer.6 The American
Academy of Pediatrics (AAP) Committee on Bioethics rec-
ommends that HCPs include adolescent patients in the dis-
cussion of their medical care to the greatest extent possible,
and communicate information in a way that is truthful and
developmentally appropriate.7 However, evidence is lacking
that guides promotion of adolescent communication with
their HCPs, particularly in regard to symptoms reporting
during cancer treatment.8

Although definitions regarding the specific age range vary,
adolescence is generally recognized as beginning when a
sense of competency is achieved, and ending with the de-
velopment of an adult identity,9 which typically corresponds
with the ages of 10–18 years.10,11 Because of their need to
meet ongoing developmental milestones, adolescents with
cancer present distinct challenges and require special atten-
tion during lengthy cancer treatement.2

All patients with cancer experience numerous symptoms
related to their disease and treatment during and after cancer
care, but adolescents may experience more symptoms and
more symptom-related distress than younger children.12 A
recent study found that patients 12 years and older reported
more psychological and psychosomatic symptoms compared
with children younger than 12 years of age.13 Despite their
more frequent symptoms, adolescents with cancer may not
communicate their symptoms to HCPs.12 Many adolescents
believe that symptoms are an expected part of cancer treat-
ment that must be endured to treat the disease.14 Poor com-
munication between adolescents and their HCPs can lead to
unrelieved symptoms and suffering.12,14 In fact, a qualitative
study of adolescents with cancer revealed that symptom-
related distress and suffering was the most significant chal-
lenge of the cancer experience.15 HCPs need to encourage
adolescents to discuss their symptom experiences so that they
can receive care that is comprehensive and individualized.16

Therefore, the purpose of this systematic review is (1) to
synthesize available evidence regarding factors that promote
or deter adolescent willingness to communicate symptoms to
HCPs and (2) to provide practice recommendations.

Methods

This systematic review team was formed in 2016 to align
with the Children’s Oncology Group (COG) Nursing Dis-
cipline commitment to promote best nursing practices for
children and adolescents receiving protocol-based care.17

The multidisciplinary evidence-based practice (EBP) team
consisted of two pediatric nurse practitioners, two family
nurse practitioners, and one psychologist. In addition, two
doctorally prepared pediatric nurse practitioners with expe-
rience in pediatric oncology and EBP served as mentors for
the review. All members of the team are employed at COG
member institutions.

Question development

The EBP question was developed using the PICOT (Po-
pulation, Intervention, Comparison, Outcome, Time) for-
mat.18 The PICOT question was, ‘‘Among adolescents with
cancer, what factors affect their willingness to communicate
symptoms to healthcare providers?’’ For this systematic re-

view, adolescents were defined as individuals between the
ages of 10 and 18 years. This age range aligns closely with the
World Health Organization11 and the National Cancer In-
stitute10 definitions of adolescence. The PICOT question
guided the literature search, and the summary and synthesis
of the evidence.

Literature search

A comprehensive search of the literature was conducted in
February 2017 by the first author with the assistance of a
medical librarian. The databases included PubMed (MED-
LINE), CINAHL (Cumulative Index to Nursing and Allied
Health Literature), and PsycINFO. The MeSH (Medical
Subject Headings), CINAHL, and PsycINFO subheadings
included pediatrics, adolescents, teenagers, juvenile, neo-
plasm, carcinoma, tumor, leukemia, communication, pro-
fessional–patient relationship, patient preference, attitudes,
patient engagement, interview, questionnaires, surveys,
semistructure, mixed, systematic review, meta-analysis, and
qualitative. Searches were conducted with a combination of
these subheadings. Limits to the database search included the
English language. No date limits were placed on the search to
retrieve all evidence related to the topic.

Search results were reviewed for the following inclusion
criteria: the sample comprised original research studies with
at least 51% of adolescents aged 10–18 years; adolescents
were receiving or had received any type of cancer treatment;
and outcomes were focused on adolescents’ willingness to
communicate symptoms. Owing to the limited availability of
evidence on communication with symptoms, the inclusion
criteria was broadened to include study outcomes focused on
adolescent willingness to communicate in general. Exclusion
criteria included publications with an emphasis on cancer
screening, cancer prevention, survivorship, or decision
making. Systematic reviews were excluded due to our aim for
original research. The literature search initially yielded 1211
articles. Duplicates were removed for a total of 963 publi-
cations. Eight hundred seventy-five records were excluded
based on title and abstract review because they were not
relevant to the PICOT question, leaving 88 possible articles.
Four additional studies were excluded because they were
systematic reviews, leaving 84 full text articles to be re-
viewed. Seventy-three articles were excluded because they
did not meet our inclusion criteria, leaving a total of 11
studies included in the review. Most excluded articles did not
meet the age requirements for inclusion or were geared to-
ward survivorship. Reference lists of included studies were
reviewed for additional evidence; however, no additional
evidence met the inclusion criteria. See Figure 1 for the
PRISMA diagram.

In addition to the database searches, a search for clinical
guidelines related to the PICOT question was conducted
within the Agency for Healthcare Research and Quality
(AHRQ), National Comprehensive Cancer Network
(NCCN), Oncology Nursing Society (ONS), American So-
ciety of Clinical Oncology (ASCO), and COG. The search
did not yield any relevant clinical guidelines.

Evidence review method

Each member of the team acted as a primary reviewer for
one study each month and presented the information during a
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monthly conference call. One mentor served as the secondary
reviewer and presented any additional discussion points
about the study during the conference call. In addition to the
verbal discussion, each study was summarized using a matrix
evidence table.19 The tables included the following infor-
mation: purpose, design, variables, setting/subjects, measure-
ments and instruments, results/implications, and evidence
quality.

Evidence quality was assessed for the following criteria:
methodological flaws, inconsistency, indirectness, impreci-
sion, and publication bias according to the Grading of Re-
commendations Assessment, Development, and Evaluation
(GRADE) system.20 The level of evidence using the GRADE
system is categorized as very low-, low-, moderate-, or high-
quality evidence. Concerns about the evidence quality for
each study were presented during the monthly conference
calls. Discussion about the evidence quality issues continued
until group consensus was reached for each of the GRADE
criteria.

Review of the Evidence

Eleven studies were included in the review of evidence
regarding adolescents’ willingness to communicate. A sum-
mary of each study is listed in Table 1. Symptoms commu-
nication was defined as any portion of a study that discussed
the communication of specific cancer-related symptoms
(e.g., pain). General communication was defined as any
portion of a study that discussed communication in general
between adolescents and HCPs without any focus on specific
cancer-related symptoms (e.g., need for trust). The overlap of
general and symptoms communication was defined as any

portion of a study that addressed both symptoms and general
communication. Two of the studies focused specifically on
symptom communication, whereas the remaining nine stud-
ies focused on general communication or the overlap be-
tween general and symptom communication. Evidence was
categorized and reported according to barriers and facilitators
of communication about symptoms and general communi-
cation and is illustrated in Figures 2 and 3.

Symptom communication barriers

Two studies focused on barriers specific to adolescent
symptom communication.16,21 Overarching themes included
negative expectations, health-related uncertainty, and am-
biguousness with assessments.

Negative expectations. Adolescents expressed a belief
that symptoms related to disease, specifically pain, were in-
evitable with cancer and could not be relieved.16,21 Further-
more, adolescents did not talk about their treatment-related
symptoms if side effects of treatment were expected or were
persistent during treatment.16

Health-related uncertainty. Adolescents were reluctant to
report symptoms if they were concerned that something was
seriously wrong, especially if symptoms were similar to those
experienced at diagnosis.16 In addition, adolescents were
hesitant to report pain, because they were concerned that the
subsequent analgesic might cause side effects or addiction.21

Ambiguousness with assessments. Some adolescents
did not report symptoms because it was difficult to quantify

FIG. 1. PRISMA diagram.
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Table 1. Evidence Summary

First author,
year Sample Study design, setting Findings

Ameringer,
2006

Adolescents (n = 5, ages 13–19
years)

Qualitative, United States,
outpatient

� Adolescents worry about the
provider perceiving them as a
complainer when reporting pain,
and parental and provider
reactions to reports of pain
� Adolescents uncomfortable with

using analgesics
� Believe pain is inevitable and

cannot be relieved
Anderzén

Carlsson,
2008

Children and adolescents with
cancer (n = 10, ages 3–18 years)
and their caregivers, physicians
(n = 6), and nurses (n = 4)

Observational, Sweden,
outpatient

� Barriers are providers that appear
focused on other issues, show a
distant attitude, or show a lack of
respect

Bahrami,
2017

Adolescents with cancer (n = 12,
ages 15–20 years) and their
family members (n = 6),
physicians or psychosocial
providers (n = 6), and nurses
(n = 6)

Qualitative, Iran, outpatient � Adolescents feel disenfranchised
when they have limited
information about their disease
and seldom present information in
conversations with HCP and
parents. They have unanswered
questions and seek information
from unreliable sources.
� Adolescents may not ask

questions due to shyness,
embarrassment, lack of time, and
perceived hastiness or negligence
of the medical team
� Parents may act as gatekeepers of

medical information, which limits
information sharing
� Important for HCPs to assess

adolescent’s desire to receive
information and provide
information in a way that
corresponds to adolescent’s level
of understanding

Coyne, 2016 Children and adolescents with
cancer (n = 20, ages 7–16 years),
their parents (n = 22), and health
care professionals (n = 40)

Qualitative, Ireland,
inpatient or outpatient

� Adolescents prefer an open and
honest approach to sharing
information and want to be
present for important discussions
� Adolescents prefer parents to filter

what they hear when fearful of
hearing bad news or feeling
unwell

Dunsmore,
1996

Adolescents and young adults with
current or historical diagnosis of
cancer (n = 51, ages 15–24 years)

Cross-sectional, exploratory,
and descriptive; Australian
Teenage Cancer Patients
Society; Camp

� Qualities of HCPs that facilitate
communication: interactional
communication, professional
friendship, knowledge and
professional expertise, honesty,
and a straightforward approach
� Qualities of HCPs that hinder

communication: impersonal,
detached, or professional manner;
use of jargon; authoritarian
behavior; lack of time or haste;
and a generation gap

Gibson, 2010 Children and adolescents with
current or historical diagnosis of
cancer (n = 38, ages 4–19 years)

Qualitative, United
Kingdom, inpatient or
outpatient

� Adolescents want to receive
information directly from HCPs;
information should be clear,
specific, unambiguous, and
directed at the adolescent

(continued)
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Table 1. (Continued)

First author,
year Sample Study design, setting Findings

� Medical information can be
overwhelming; it is helpful when
HCPs are open to cues that
indicate when it is a good time to
talk
� Adolescents may not tell HCPs

about their worries because they
want to avoid being judged
� Adolescents appreciate when

HCPs try to get to know them
� HCPs that listen and are sensitive

are easier to approach with
worries and preferences for care

Ruhe, 2016 Children and adolescents with
cancer (n = 17, ages 9–17 years)

Qualitative, Switzerland,
outpatient

� Medical information is confusing
and overwhelming and not always
provided in a way that helps to
anticipate future care
� Want to talk directly to HCP
� Adolescents’ desire to be involved

varies
Wangmo,

2016
Children and adolescents with

cancer (n = 17, ages 9–17 years)
and their parents (n = 19)

Qualitative, Switzerland,
inpatient or outpatient

� Communication facilitators:
honest and comforting
communication and a caring
attitude
� Communication barriers:

communication that does not
meet their needs and is too long

Weaver,
2016

Adolescents with cancer (n = 40,
ages 12–19 years)

Qualitative, United States,
inpatient or outpatient

� Reporting symptoms to HCP is
eased with a trusting relationship
and a listening provider
� Sharing concerns outside of a pre-

existing patient/provider
relationship is uncomfortable
� Ways for HCPs to help

adolescents: offer affirmation, use
communication as a compass,
prioritize a positive approach, see
the adolescent as unique, set an
example, and attend to the
adolescent’s space

Woodgate,
2008

Children and adolescents with a
current or historical diagnosis of
cancer (n = 13, ages 9–17 years)

Qualitative, Canada,
outpatient

� Suffering is inevitable
� Side effects from treatment and

lingering symptoms are ‘‘normal’’
and not reported
� Symptoms such as those

experienced at diagnosis are scary
and not reported
� Hard to assign symptoms using a

1–10 scale
� Hope providers can tell how they

feel based on how they look
Zwaanswijk,

2007
Children and adolescents with a

current or historical diagnosis of
cancer (n = 25, ages 8–17 years)
and parents (n = 11)

Qualitative, The
Netherlands, inpatient

� Communication preferences: open
and honest; provide reassurance,
support and empathy; allow time
to talk; appreciate conversation
about life, not just about cancer;
information presented in an age-
appropriate way and directed to
the adolescent
� Continuity of care valued

HCP, health care provider.
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their symptoms, especially when providers asked them to rate
their symptoms on a Likert-type scale.16

General communication barriers

Six studies described barriers associated with general
communication between adolescents and providers.22–27

Overarching themes included unfamiliarity, restriction of
information, perceived negative provider characteristics/be-
haviors, and adolescent circumstance.

Unfamiliarity. Adolescents described difficulty under-
standing medical concepts or terminology22,27 and difficulty
asking questions,24 which deterred their willingness to con-
verse with providers. Inexperience with the health care en-
vironment also hindered adolescents’ willingness to
communicate. Adolescents felt less comfortable and more
prohibited to talk when there was not a pre-established re-
lationship with the provider.26

Restriction of information. Secrecy or exclusion by a
parent and/or HCP impeded the adolescent’s willingness to
communicate.22 Furthermore, communication was inhibited
when adolescents received little or limited information.22

Perceived negative provider characteristics/behaviors.
Adolescents reported difficulty communicating when
there was a generation gap with the provider, described
as the provider being ‘‘too clinical, too text-bookie, an-
cient, or stuffy.’’23 Provider behaviors that hampered
adolescent communication consisted of using medical
jargon,23 providing limited or no anticipatory guid-
ance,25,27 delivering lengthy discussions,25 failing to read
patient cues,24 lack of time, hastiness, or unwillingness to
do more than the minimum,22,23 and displaying insensi-
tive behaviors such as dishonesty or making false accu-
sations.22 Finally, communication was reduced when
adolescents did not have a reliable person to whom they
could ask questions.22

Health Related Uncertainty

Ambiguoisness with Assessments

Worry about other’s perceptions Provider’s Approach

Preceived Negative Provider’s Characteristics/Behaviors

Negative Expectations

Barriers

Unfamiliarity Adolescent Circumstance

Restriction of Information

General CommunicationSymptom Reporting

FIG. 2. Barriers of adolescents’ willingness to communicate.

Facilitators

Patient-Provider Rapport

Perceived Favorable Provider Characteristics/Behaviors

Open Communication Seasoned Adolescent

General CommunicationSymptom Reporting

FIG. 3. Facilitators of ado-
lescents’ willingness to com-
municate.
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Adolescent circumstance. Being shy or embarrassed22

hampered an adolescent’s ability to communicate. Feelings
of despair or loneliness at the time of diagnosis23 and a sense
of being overwhelmed by medical information24,27 also
hindered an adolescent’s willingness to communicate.

General and symptoms communication barriers

Four studies described factors that deterred both general
communication and symptom-related communication.21,23,24,28

These themes included worry about others’ perceptions and
provider approach.

Worry about others’ perceptions. Adolescents worried
about sharing concerns for fear of being judged by their
provider24; more specifically, they worried about reporting
pain for fear that their provider would see them as a com-
plainer.21 Adolescents were also concerned about their par-
ents’ reactions to their reports of pain.21

Provider approach. Providers who did not show any re-
sponse to the adolescent’s fear, and/or focused on other issues
that were not related to their fears, affected the adolescent’s
willingness to communicate.28 Other provider factors that hin-
dered both general and symptom communication included a
distant attitude,28 lack of respect for the adolescent,28 and an
uncaring, impersonal, detached, or intimidating approach.23

Symptom communication facilitators

There were no studies that identified facilitators to promote
adolescent symptom reporting.

General communication facilitators

Seven studies described facilitators that improved ado-
lescent and provider general communication.22–25,27,29,30

Overarching themes included open communication, per-
ceived favorable provider characteristics/behaviors, and
seasoned adolescent.

Open communication. Adolescents preferred talking di-
rectly with their provider,24,27,29,30 having sufficient time for
feedback,23 and asking questions.23,25,30 Information was best
received when it was specific, clear, and unambiguous.23,24,27 In
addition, adolescents wanted providers to read their cues or
assess their desire to receive more information.22,24,30

Perceived favorable provider characteristics/behaviors.
Adolescents valued honest communication,23,25,29,30 which
was integral to establishing trust.29 Providers who exhibited
professional expertise facilitated communication.23 The use
of humor,23 reassurance,25,30 supportiveness,30 and empa-
thy30 were all seen as preferred provider characteristics.30

Seasoned adolescent. Adolescents who were well ac-
quainted with the hospital environment and treatment routine
were more willing to communicate with their provider.30

Having the same HCP at repeated visits was favorable.30

General and symptoms communication facilitators

Four studies identified patient–provider rapport as a theme
that supported general and symptoms communication be-
tween the adolescent and provider.23,24,26,30

Patient–provider rapport. The establishment of a part-
nership or bond with the provider was seen by the adolescent
as essential for reporting symptoms and sharing general
concerns.23,26 Trust was identified as a fundamental principle
for developing that partnership.26 Other provider factors
identified to help build patient–provider rapport included
listening23,24,26,30 and the provider showing a genuine con-
cern for the adolescent as an individual.23,24,30

Quality of Evidence

The 11 articles included in the systematic review consisted
primarily of descriptive or qualitative designs, which is as-
sociated with a low quality level according to the GRADE
appraisal.20 Methodological flaws included two studies that
used outcome measurement tools that were not validated.
There were no overall issues with inconsistency, indirectness,
imprecision, or publication bias. The overall rating of the
quality of the body of evidence is low quality.

Practice Recommendations

The following recommendations were based on the evi-
dence, clinical expertise, and recognized patients’ prefer-
ences and values.18 Although the quality of evidence was
defined as low per the GRADE criteria, the practice recom-
mendations developed were categorized as strong recom-
mendations because the benefits of applying these
recommendations into practice outweigh the risks or harms,
there are minimal undesirable consequences expected, and
these recommendations are believed to apply to the majority
of adolescents undergoing cancer therapy.31

1. There is a strong recommendation that providers dis-
play honesty, humor, professional expertise, respect,
trustworthiness, reassurance, support, and empathy as
a means to facilitate communication with the adoles-
cent with cancer.

2. There is a strong recommendation that providers pro-
mote open communication with the adolescent with
cancer by allowing time for discussion and repeated
questions, talking directly to the adolescent, using
specific, clear, unambiguous language, and assessing
the adolescent’s desire to receive information.

3. There is a strong recommendation for providers to
explore symptom expectations and provide symptom
education for the adolescent with cancer.

4. There is a strong recommendation that providers es-
tablish rapport with the adolescent with cancer by
listening, demonstrating genuine concern, and being
trustworthy, to facilitate symptom and general com-
munication.

5. There is a strong recommendation that providers foster
a nonjudgmental environment that allows the adoles-
cent with cancer to communicate symptoms and
health-related concerns.
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Discussion

To our knowledge, this is the first systematic review of the
literature aimed at exploring factors that contribute to ado-
lescents’ willingness to communicate with their HCPs re-
garding cancer treatment and related symptoms. Overall,
there is limited published evidence that directly relates to
adolescents’ willingness to communicate symptoms, and
future research should be conducted to address this gap. The
practice recommendations are based on evidence from 11
qualitative studies that gathered findings from semistructured
interviews, 1 questionnaire, and 1 online focus group. The
themes were categorized by critical analysis of the existing
evidence. The practice recommendations were then devel-
oped through consensus process that considered the evidence
and clinical expertise while incorporating patient and family
preferences when possible.

As soon as possible after the cancer diagnosis, providers
should communicate with adolescents about what symptoms
they can expect to experience, and the importance of open
communication and early symptom reporting. Using these
initial meetings to communicate in a direct and open
manner can establish trust and set expectations for ongoing
dialogue that decreases the likelihood that the adolescent
will be reluctant to communicate when the need to report
symptoms arises.

Developing an understanding of the adolescent’s goals and
interests will guide the focus of symptom assessment and
management.32 For example, if an adolescent’s goal is to go
to school, then addressing fatigue might be most important;
and if another adolescent’s goal is to participate in horseback
riding, then addressing lower extremity weakness might be
most important. When symptoms are not reported, the pro-
vider is unable to provide optimal management. With de-
tailed symptom education and management throughout
treatment, adolescents can learn the importance of commu-
nicating symptoms as they recognize the benefits of optimal
supportive care.

Adolescents are often unable to describe how they feel by
referring to just one symptom; how they feel usually involves
a combination of symptoms.33 Likert-type symptom scales,
such as a 1–10 scale to report pain, do not offer the oppor-
tunity to fully express symptom experiences.16 Rather, pro-
viders should encourage narrative symptom questions, such
as ‘‘what does it feel like to have.’’ instead of ‘‘what level is
your pain?’’16 This allows the adolescent to discuss symptom
experiences as a combination of symptoms rather than fo-
cusing on individual symptoms. In addition, providers should
use ordinary words and lay expressions to describe symp-
toms.34 The adolescent’s understanding of symptoms can be
used as a point of communication, and providers should gain
detailed insight into their level of understanding through
thorough questioning.34 Exploring nonlanguage-based al-
ternatives to communication, such as art or drawing, may be
helpful for some adolescents.35

Parents often take the lead in communicating with HCPs,
but many adolescents appreciate active involvement in medi-
cal communication.27 Provider communication practices, such
as involving the adolescent in the discussion, contribute to the
adolescent’s willingness to communicate.22–25,27,29,30 It is
imperative that providers read patient cues and assess whether
the adolescent is feeling overwhelmed by medical informa-

tion, versus desiring more information but not having the
ability to formulate a specific question.22,24 Excluding ado-
lescents from discussions that include medical information
negatively impacts their overall willingness to communicate
with providers and may foster resentment.36 When excluded
from information-sharing sessions, left with unanswered
questions, or unable to identify a reliable person with whom to
communicate, adolescents may resort to alternative sources of
information that are less reliable, such as friends or the inter-
net.22 A limitation of this systematic review is the low-quality
research (i.e., descriptive studies with small sample sizes)
available in this area. Higher quality evidence from random-
ized controlled trials was not available. Further research
around adolescent cancer patient communication, specifically
factors that impact the communication of disease- and
treatment-related symptoms, is needed to discover barriers and
facilitators that remain unknown at this time. The findings
identified in this systematic review may be generalized to
broader definitions of adolescence and young adulthood (i.e.,
15–39 years old) and other chronic disease groups.

Effective communication between adolescents and their
HCPs is essential to building and maintaining a relationship
that impacts an adolescents’ willingness to communicate. Re-
commendations from this systematic review are based on the
evidence from the literature that identified potential barriers as
well as facilitators to support communication and ultimately
improve symptom-related communication. Knowledge of
factors that affect communication of symptoms may assist the
provider in preventing symptom-related distress, achieving
satisfactory care, and maintaining optimal quality of life in
adolescents with cancer.16,34
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