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SUMMARY

Research on cancer and aging has addressed health maintenance issues for older adults in long-term cancer
survivorship, but not their family members. The current study focused on two aspects of health maintenance for
families: advocacy and practice. Regression analyses explored the effects of demographic characteristics and
perceptions during diagnoses and treatments on family members’ health maintenance in long-term survivorship.
Family members were acting as health maintenance advocates for their surviving relatives. Advocacy was related to
being a caregiver during diagnosis and treatment. In terms of their own health, family members were practicing a
high number of health maintenance activities. Practice was associated with being a caregiver during diagnosis and
treatment and with being older and White. Implications for interventions and future research with family members
are discussed. Copyright # 2005 John Wiley & Sons, Ltd.
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INTRODUCTION

‘The overall growth and aging of the US popula-
tion can be expected to increase the burden of
cancer in our nation’ (Edwards et al., 2002).
Therefore, the dual challenges of cancer and aging
will continue to be critical issues for older adults
(Deimling et al., 2002; Rose et al., 2000). These
challenges will also continue to be critical issues
for families of survivors as well. One challenge
relevant to both the processes of aging and cancer
survivorship is health maintenance. Research on
cancer and aging has addressed health mainte-
nance in older long-term cancer survivors (Rose
et al., in press; Hewitt et al., 2003), but has yet to
consider health maintenance issues for family
members of these individuals. This research

focuses on two aspects of health maintenance for
family members in long-term survivorship: health
maintenance advocacy and health maintenance
practices. It investigates the impact of demo-
graphic characteristics of family members (age,
race, gender, education) and their perceptions
during survivors’ diagnosis and treatment (care-
giver status, family member/survivor communica-
tion, family distress) on family members’ health
maintenance advocacy and health maintenance
practices in long-term cancer survivorship.

Older adults and health maintenance activities

The health promotion literature for older adults,
cancer diagnosis notwithstanding, has identified a
number of domains of activity that are important
for health maintenance. These include healthy
weight maintenance, alcohol moderation, tobacco
avoidance, regular medical checkups, and religios-
ity (Chernoff, 2001; Gallant and Dorn, 2001;
Kahana et al., 2002; Liao et al., 2000; Lucas
et al., 2000; Resnick, 2003; Koenig et al., 2000).
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Specific to cancer, traditional health maintenance
activities such as physical activity, adequate rest,
healthy diet, and vitamins have been endorsed for
those in long-term survivorship to help ameliorate
the effects of cancer and its treatment on
functional health and well-being (Aziz, 2002;
Demark-Wahnefried et al., 2000; Maskarinec
et al., 2001). Rose et al. (in press) found that
physical activity and exercise, rest, and special
diets or vitamins were the most commonly used
health maintenance activities both at diagnosis
and treatment and in long-term survivorship
for older survivors. Less used activities included
herbs and teas, meditation, massages, and yoga or
tai chi.

Family members and health maintenance advocacy

Research documents the positive effects that
health maintenance activities have for the health of
older adults (Heidrich, 1998). Although older
adults are known to benefit as much as younger
adults from health maintenance activities (Bloom,
2001; Dwyer, 2001; Resnick, 2003), the number of
those actually participating in these activities is
small (Resnick, 2003). A significant proportion of
older adults report that they do not engage in
health maintenance activities because they are not
encouraged to by their health care professionals
(Resnick, 2000, 2003). This represents a lost
opportunity by health care experts to have a
positive influence on the health of older indivi-
duals. It also represents a void of responsibility left
unfulfilled.

Cancer survivors may have ‘heightened vigi-
lance and need reassurance’ (Benyamini et al.,
2003) and, as is the case with older adults in
general, are capable of making lifestyle changes to
enhance their health (Chernoff, 2001). Family
members are seen as essential participants in the
health care and maintenance of cancer patients
(Ferrell et al., 2002; Given et al., 2001). Their role
may be no less important in long-term survivor-
ship where families may fill the void left by health
care professionals: that of encouraging and mon-
itoring healthy behaviors in older cancer survivors.

Family members and health maintenance practices

Cancer may serve as a ‘wake-up call’ that
triggers family members’ awareness of their own

physical vulnerability, risk factors, and need to
practice preventive health behaviors (Jacobs
et al., 1998; Lee-Jones et al., 1997). Families
need information about managing their own
health, including the necessity and timing of
exams and screenings and cancer education and
support (Northouse and Peters-Golden, 1993).
Health maintenance has been identified as a ‘goal
of families’ that is relatively stable and enduring,
even in the face of threats to health and well-being
(Stetz et al., 1994).

Demographic characteristics and health mainte-
nance in long-term survivorship

The effect of demographic characteristics on
family members’ health maintenance practices in
long-term cancer survivorship has not been a topic
of investigation. However, in the aging literature,
race differences in health maintenance of family
members caring for frail older adults have been
found (McDonald et al., 1999). Research on health
maintenance promotion in older adults finds
differences by age, race, gender and education
(Gallant and Dorn, 2001; Lucas et al., 2000;
Resnick, 2003; Rose et al., in press). It follows that
health maintenance of family members of older
cancer survivor may also differ by age, race,
gender, and education.

Family member perceptions during diagnosis/treat-
ment and health maintenance in long-term survivor-
ship

Caregiver status. Caregivers of frail older adults
participate in health maintenance activities as
much as non-caregiving individuals (Matthews
et al., 2004). This has not been related directly to
caregivers of relatives undergoing cancer diagnosis
and treatment. The long-term effects of caring for
relatives with cancer on family members’ health
maintenance practices are unknown.

Family member/survivor communication. In the
past, families were often uncomfortable and
guarded when talking about a cancer diagnosis
(McAllister, 2001), but now ‘cancer has come out
of the closet’ (Kenen et al., 2004). Therefore,
families should be acknowledging more openness
to discuss cancer when a diagnosis is made.

FAMILIES OF LONG-TERM CANCER SURVIVORS 1009

Copyright # 2005 John Wiley & Sons, Ltd. Psycho-Oncology 14: 1008–1017 (2005)



Even though the topic is now more widely
discussed in families, family communication pat-
terns may vary greatly. Variations in these patterns
may be explained by the threatening versus non-
threatening nature of the information central in
the communication. The stress–appraisal–coping
conceptual framework developed by Lazarus and
Folkman (1984) specifies that issues considered
threatening are appraised by individuals as more
stressful and thus have more negative conse-
quences for well-being. The cognitive-social health
information processing paradigm of Miller et al.
(1996) speaks of styles of communications in
coping with cancer that are characterized by
maximizing (monitoring) or minimizing (blunting)
threatening cancer information.

These theories help understand why some family
members discuss less threatening issues but refuse
to talk about more threatening topics while other
family members may be comfortable with more
open communication, regardless of the ominous
nature of the concerns (Kenen et al., 2004; Baxter
and Clark, 1996; Ritchie, 1991). The long-term
consequences of family member/survivor commu-
nications during diagnosis/treatment on family
members’ health maintenance have not been
documented.

Family distress. Survivors’ perceptions of family
distress around diagnosis and treatment have been
related directly to more stressful appraisals of
cancer and indirectly to decreased well-being in
long-term survivorship (Bowman et al., 2003;
Bowman et al., in press). However, family
members’ own perceptions of distress around their
relatives’ diagnoses and treatments and long-term
effects on their health maintenance have not been
explored.

METHODS

Sample

Data for the current study were derived from a
three-year pilot project of family member/older
long-term cancer survivor dyads conducted in
Cleveland, OH and funded by the National Cancer
Institute. Older adults were randomly selected
from the cancer tumor registry of a major cancer
center and participated in a multi-wave study of
quality of life in long-term cancer survivorship.

The family member study was initiated during the
third wave of the survivor study. Of 228 survivors
who completed wave three interviews, 149 (65%)
identified a spouse or adult child as ‘the family
member who is most knowledgeable about my
cancer experience’, granted the project permission
to contact him/her, and provided contact informa-
tion. Of the 79 (35%) remaining survivors, 30
identified family members were not eligible be-
cause they were not a spouse or adult child
(N=19) or because they lived outside the greater
Cleveland study area (N=11). Forty-nine survi-
vors did not want family members contacted about
participation in the family study.

Of the 149 spouse and adult child family
members identified, the project was unable to
reach three individuals. The remaining 146 were
called and screened for eligibility. At screening, six
refused to be interviewed and 140 agreed. How-
ever, when contacted by interviewers, 31 (22%) of
those originally agreeing were not scheduled for
interviews (24 refused, one was cognitively unable,
and six could not be reached). Thus 109 spouse
and adult child family members (78% of those
who agreed at screening) actually completed
interviews. Interviews were conducted by inter-
viewers who were experienced in talking with older
cancer survivors and trained to administer the
project’s structured survey instrument.

Family member data were subsequently
matched and merged with data from their corre-
sponding older surviving relative, thus creating a
family survivorship data set of 109 family member/
survivor dyads. Data for the current study used
information exclusively from the 109 family
members.

Measures

Dependent variables. The study developed
health maintenance measures based on work by
Rose et al. (in press). This research summed older
cancer survivors’ participation in ten activities.
The current research modified that measure by
eliminating activities that were performed by a
minority of family members and adding several
domains of health maintenance deemed important
from the literature review on health promotion in
older adults (Chernoff, 2001; Gallant and Dorn,
2001; Kahana et al., 2002; Liao et al., 2000; Lucas
et al., 2000; Resnick, 2003; Koenig et al., 2000).
Thus, the revised measure included a total of nine
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items: stay active (78% performed), exercise (74%
performed), get adequate rest (84% performed),
take a daily multivitamin (58% performed), limit
use of alcohol (51% performed), avoid use of
tobacco products (57% performed), maintain a
healthy weight (70% performed), have regular
medical checkups (84% performed), and pray
(59% performed).

Health maintenance advocacy: Family members
were asked if they encouraged their survivors to
engage in any of the nine health maintenance
items. Positive responses to these items were
summed to create a measure of the total number
of health maintenance activities advocated to
survivors by family members.

Health maintenance activities: Family members
were asked if they engaged in any of the nine
health maintenance items. Their affirmative re-
sponses were summed to create a measure of the
total number of health maintenance activities
performed by family members.

Independent variables. Demographic characteris-
tics: Current age and education were continuous
variables and measured in number of years.
Gender was coded ‘0’ for male and ‘1’ for female.
Race was coded ‘1’ for African American and ‘0’
for White. Relationship to survivor was coded ‘0’
for spouses and ‘1’ for adult children. Because the
correlation between the relationship and age
variables was so high ðr ¼ 0:85Þ, the relationship
variable was dropped in analyses to avoid its
suppression effect on age (see Cohen and Cohen,
1983).

Perceptions during diagnosis/treatment: Family
members were asked if they considered themselves
the survivors’ caregivers at the time of cancer
diagnosis and treatment. Caregiver status was
coded ‘0-no’ or ‘1-yes’.

The study developed a series of items to
investigate family member/survivor communica-
tion about cancer during the time of diagnosis and
treatment. These six items were factor analyzed
using principal components analysis with varimax
rotation. Two distinct factors emerged, each
consisting of three items. Family members were
asked the extent to which they and their survivors
discussed: (1) treatment options, (2) possible side
effects of treatment, and (3) the possibility that the
cancer would be cured. Answer categories ranged
from ‘0-not at all’ to ‘3-very much’. The commu-
nication about non-threatening aspects of cancer

scale had a range of 0–9 and an alpha reliability
of 0.85. Family members were asked the extent
(‘0-not at all’ to ‘3-very much’) to which they
discussed the possibility that (1) the cancer might
recur, (2) the cancer might spread, and (3) the
survivor might die from this cancer. The commu-
nication about threatening aspects of cancer scale
ranged from 0 to 9 with a Cronbach’s alpha of
0.84.

Another measure of communication was based
on the work of Mesters et al. (1997) and asked
family members to think about discussions they
had with survivors during diagnosis and treat-
ment. These three items included: ‘I didn’t like my
relationship to talk about her/his cancer’, ‘Talking
about emotions related to my relationship’s cancer
upset me’, and ‘I often did not know what to say
or what to do whey my relationship was feeling
down’. Answer categories ranged from ‘1-strongly
disagree’ to ‘4-strongly agree’ with a range of 1–12.
The alpha for this measure was 0.66.

Family members were asked a sequence of
questions about the extent to which survivors’
cancer affected them. These questions were based
on the work of Ferrell et al. (1995) and Schipper
et al. (1984). Answer categories for these eight
items ranged from ‘0-not at all’ to ‘3-very much’.
Prompted to think about the time around
survivors’ diagnosis and treatment, family mem-
bers were asked about distress, disruption of daily
routine, interference with employment, relation-
ship strain with survivor, relationship strain with
other family members, a decline in health, inter-
ference with activities at home, and interference
with social life. The family distress scale ranged
from 0 to 24 and had an alpha reliability of 0.72.

Analysis

Descriptive statistics were used to report
frequencies with percentages and means with
standard deviations. Pearson’s zero-order correla-
tion explored the bivariate relationship between
the two outcome measures, health maintenance
advocacy and health maintenance practices and
variables measuring demographic characteristics
and perceptions during diagnosis and treatment.

Given the cross-sectional nature of the data, the
multivariate analyses did not attempt to test
causality, but rather to investigate the strength of
associations between the measures. Ordinary least
squares (OLS) regression tested these associations.
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RESULTS

Table 1 presents descriptive statistics for study
variables, including demographic characteristics,
perceptions during diagnosis and treatment, and
the health maintenance outcomes. As explained
above, the relationship to survivor variable was
dropped in further analyses.

Not included in the table, but nevertheless
noteworthy, are several characteristics of older

long-term survivors. Their current average age was
73.3 years (range 60–90 years) and they had
survived an average of just over 12 years. Their
average age at diagnosis had been 61 years. These
older adults were survivors of breast (40.2%),
colorectal (23.9%), and prostate (35.8%) cancer.
When questioned about treatment, nearly 47%
reported having surgery only and about 29% had
surgery combined with radiation, chemotherapy,
or hormone therapy. About 13% reported having
radiation only. The remaining 11% reported
having surgery combined with two other treatment
types (radiation, chemotherapy, or hormone).

Table 1 begins with the demographic character-
istics. The average current age of the sample was
61.0 years, with a range from 29 to 86 years.
Nearly 36% of the sample were African American
and just over 73% were female. The number of
years of education ranged from 4 to 25 years, with
an average of 14.6 years. Fifty-six percent of the
sample was comprised of spouses, with the
remaining 44% being adult children.

Turning to the perceptions during diagnosis and
treatment, it can be seen that over 69% of family
members identified themselves as their relatives’
caregivers during that phase of the disease. The
mean score for communication about the non-
threatening aspects of cancer was 5.8 and the mean
score for the threatening aspects of cancer was 3.6.
Family members were more likely to discuss the
non-threatening aspects of the cancer with their
relatives than the threatening aspects. The average
score of family members’ openness to discuss
cancer was 8.8, signifying that most family
members expressed a willingness to engage with
their relatives in discussions about the emotions
related to the cancer diagnosis. The mean score for
family distress measure was 4.8, indicative of a low
level of family members’ perceived distress around
their relatives’ diagnosis and treatment.

The final descriptive data are on the health
maintenance outcomes. It is evident that, on
average, family members were advocating about
six health maintenance items and performing
about seven health maintenance items.

The zero-order correlations between the demo-
graphic and perception variables and the
two health maintenance outcomes are shown in
Table 2. Current age (r=0.19, p=0.047), caregiver
status (r=0.41, p=0.000), communication about
non-threatening (r=0.38, p=0.000) and threaten-
ing aspects of cancer (r=0.29, p=0.003), and
family distress (r=0.25, p=0.009) were signifi-

Table 1. Description of the study variables (N=109)a

Independent measures Mean (S.D.)

or number (%)

Demographic characteristics

Current age 61.0 (14.0)

(Range 29–86)

Race

African American 39 (35.8%)

White 70 (64.1%)

Gender

Female 80 (73.4%)

Years of education

(Range 4–25) 14.6 (3.5)

Relationship to survivor

Spouse 61 (56.0%)

Adult child 48 (44.0%)

Perceptions during diagnosis/treatment

Caregiver status

Caregiver 75 (69.4%)

Communication

Family member/survivor communication

about non-threatening aspects of cancer

(Range 0–9) 5.8 (3.0)

Family member/survivor communication

about threatening aspects of cancer

(Range 0–9) 3.6 (2.9)

Family member’s openness to

discuss cancer

(Range 1–12) 8.8 (1.7)

Distress

Family distress

(Range 0–24) 4.8 (3.5)

Dependent measures

Health maintenance advocacy

Total number of health maintenance

activities advocated

(Range 0–9) 6.1 (2.6)

Health maintenance practices

Total number of health maintenance

activities performed

(Range 0–9) 7.1 (1.6)

aSample size varies slightly due to missing values.
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cantly and positively associated with the health
maintenance advocacy measure. Being older and,
during diagnosis/treatment, being a caregiver,
having more family member/survivor communica-
tion about non-threatening and threatening as-
pects of cancer, being more open to discuss cancer,
and experiencing greater family distress were
associated with more health maintenance advo-
cacy by family members in long-term cancer
survivorship.

Significant correlates of health maintenance
practices included current age (r=0.45,
p=0.000), race (r=�0.22, p=0.022), caregiver
status (r=0.34, p=0.000), and communication
about the non-threatening aspects of cancer
(r=0.32, p=0.001). Older age and being White
and, during diagnosis/treatment, being a caregiver
and having more family member/survivor com-
munication about the non-threatening aspects of
cancer were related to family members practicing
more health maintenance activities in long-term
survivorship.

Regression analyses are reported in Table 3.
Looking first at the equation for health main-
tenance advocacy, caregiver status (beta=0.30,
p=0.002) remained significant when controlling
for all other covariates in the model. Being a
caregiver during diagnosis and treatment was
associated with family members advocating more

health maintenance activities for their relatives in
long-term survivorship. Although not significant
at conventional levels, there was a trend for family
members to advocate more health maintenance
when they reported more communication with the
survivor about non-threatening aspects of cancer
during diagnosis and treatment (beta=0.21,
p=0.055). This model accounted for over one-
fourth of the variance in health maintenance
advocacy (Adjusted R2=0.27).

Turning to the equation for health maintenance
practices, three variables continued as significant
correlates: age (beta=0.31, p=0.003), race (be-
ta=�0.19, p=0.037), and caregiver status
(beta=0.24, p=0.013). Family members who were
older, White, and who identified themselves as
their relatives’ caregiver during diagnosis and
treatment were performing more health mainte-
nance activities in long-term survivorship. These
variables accounted for just over one-fourth of the
variance in health maintenance performance (Ad-
justed R2=0.26).

DISCUSSION

This study’s findings helped to clarify several
issues that have not been addressed in research

Table 2. Correlation of health maintenance advocacy and practices with demographic characteristics and diagnosis/treatment

perceptions (N=109)a

Health maintenance advocacy Health maintenance practices

Characteristics
r p r p

Demographic characteristics

Current age 0.19 0.047 0.45 0.000

Race (African American =1) 0.14 0.140 �0.22 0.022

Gender (Female = 1) 0.11 0.248 �0.05 0.612

Education �0.14 0.146 0.01 0.927

Perceptions during diagnosis/treatment

Caregiver status

Caregiver 0.41 0.000 0.34 0.000

Communication

Family member/survivor communication

about non-threatening aspects of cancer

0.38 0.000 0.32 0.001

Family member/survivor communication

about threatening aspects of cancer

0.29 0.003 0.16 0.106

Family member’s openness to discuss cancer �0.02 0.828 0.07 0.474

Distress

Family distress 0.25 0.009 0.13 0.191

aSample size varies slightly due to missing values.
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on families and long-term cancer survivorship.
First is family members’ health maintenance
advocacy. Family members acted as health main-
tenance advocates for their relatives. This advo-
cacy role was related to characteristics associated
with the diagnosis and treatment phase of cancer,
not personal demographic characteristics. Family
members who identified themselves as caregivers
during diagnosis and treatment advocated more.
This would suggest that the role of caregiver
continues long-term, with family members still
concerned about and taking care of survivors’
health, albeit in a less hands on way, by encoura-
ging and suggesting activities meant to contribute
to a healthier way of life. A trend toward greater
advocacy was associated with more communica-
tion during diagnosis and treatment about the
non-threatening aspects of cancer. Families that
discussed treatment options, side effects, and cure
during diagnosis and treatment may have been
those most optimistic about their relatives’ future
health. In long-term survivorship, this optimism
may take the form of health maintenance advo-
cacy.

The second issue informed by this research is
family members’ personal health maintenance
practices. Family members were practicing a

relatively high number of health maintenance
activities. As with advocacy, being a caregiver
during diagnosis and treatment was found to be
important for family members’ performance of
health maintenance activities. This lends support
to previous research that found caregivers of frail
elderly participate in health maintenance activities
(Matthews et al., 2004). It takes that research one
step further, showing that there are long-term
health maintenance consequences for family mem-
bers who are in the caregiving role during their
relatives’ cancer diagnosis and treatment. This
finding also corroborates research by Jacobs et al.
(1998) and Lee-Jones et al. (1997) about cancer
acting as a wake-up call for family members that
elicits a heightened awareness of their own
physical vulnerabilities and need to practice
preventive health behaviors.

Generally, health maintenance practices were
more related to family members’ personal char-
acteristics than to their experiences in diagnosis
and treatment. Family members who were older
and White were participating in more activities. As
stated earlier, the age variable in this research is a
proxy for relationship to survivor, either spouse or
adult child. In analyses not shown, two pieces of
information about differences in spouse and adult

Table 3. Regression of health maintenance advocacy and practices on demographic characteristics and perceptions during

diagnosis/treatment (N=109)

Health maintenance advocacy Health maintenance practices

Beta p Beta p

Demographic characteristics

Current age 0.08 0.414 0.31 0.003

Race (African American =1) 0.12 0.201 �0.19 0.037

Gender (Female = 1) 0.16 0.162 0.06 0.556

Education �0.04 0.658 0.01 0.945

Perceptions during diagnosis/treatment

Caregiver status

Caregiver 0.30 0.002 0.24 0.013

Communication

Family member/survivor communication

about non-threatening aspects of cancer

0.21 0.055 0.16 0.162

Family member/survivor communication

about threatening aspects of cancer

0.11 0.302 �0.01 0.968

Family member’s openness to discuss cancer �0.01 0.944 0.10 0.272

Distress

Family distress 0.15 0.095 0.09 0.387

F 5.39 0.000 5.22 0.000

R2 0.33 0.32

Adjusted R2 0.27 0.26
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children may be important considerations for the
current study. Spouses were older (on average 71
years) and less likely to be working than adult
children. It may be that older spouses have time to
devote to performing health maintenance beha-
viors like staying active and exercising. At the
same time, older family members (spouses) are
more likely to have medical conditions and/or
symptoms, functional difficulties, or take medica-
tions that would make it more necessary for them
to adhere to lifestyles that include rest, alcohol
moderation, tobacco avoidance, weight mainte-
nance, and medical checkups.

African American family members were per-
forming fewer health maintenance activities. In-
deed, when compared to Whites, African
Americans have more pessimistic views of health
in general (Ferraro, 1993) and more fatalistic views
of cancer (Powe, 1995). Thus, African American
respondents may be less likely to value the benefits
of health maintenance activities.

This study has several limitations that offer
suggestions for future research. The study design is
cross-sectional. This prohibits insight into caus-
ality in the models examined. A longitudinal
design with multiple waves of data collection
would allow such an analysis. The sample size is
small. This restricts the number of covariates that
can be used in models and the power to detect
significant effects. Given the modest amount of
explained variance for these models, the inclusion
of other variables in the models may have added to
a greater understanding of the health maintenance
outcomes. The sample size also discourages sub-
group analyses that could be very informative.

The measurement of the health maintenance is
not ideal. Both advocacy and practices are
summative measures, capturing respondents’ total
scores based on nine items. When factor analyzed,
these items did not cluster on separate factors, thus
failing to confirm their multidimensionality. Mul-
ti-item measures representing separate domains of
health maintenance might reveal different patterns
of behavior by family members. The study has no
information about health maintenance advocacy
of family members who were ineligible for this
study or of those who survivors did not want
contacted. In future research, it would be interest-
ing to interview these survivors to find out who
advocates for their health maintenance.

The retrospective reporting of family members
about characteristics of the diagnosis/treatment
phase of cancer is a final limitation. However,

when asked how well they were able to recall this
time period, on a scale from ‘0-not well at all’ to
‘10-extremely well’, family members reported an
average score of 8.2, indicating excellent recall. In
fact, 49.5% of family members indicated a score of
‘10-extremely well’ on the recall variable.

Despite its limitations, the study has several
strengths. It sheds light on several issues that have
yet to receive attention in research on cancer and
aging. The study centers on family members of
older long-term survivors and documents long-
term effects of diagnosis and treatment on families.
Second, it uncovers a new role that family
members play in long-term survivorship, that of
health maintenance advocate. Third, the study
explores health maintenance practices of family
members in long-term cancer survivorship.

The findings from this study can inform future
interventions. In the area of health maintenance
advocacy, family members who are advocating
health maintenance in long-term survivorship play
an extremely important role in their relatives’
health care and may benefit from input and
direction from survivors’ health care team. Family
members who are less involved in the diagnosis
and treatment phase of their relatives’ cancer may
need encouragement and guidance in advocating
and knowledge about the most appropriate health
maintenance activities for their relatives. Regard-
less of the level of involvement, families need to be
educated about the types of health maintenance
activities that are most fitting for their surviving
relatives and be supported in their encouragement
of these activities for their relatives. These
activities would need to be tailored to fit the
particular health and functional status of indivi-
dual survivors.

The study’s findings also have implications for
interventions in the area of health maintenance
practices. Family members who are younger,
African American, and less involved in their
relatives’ diagnosis and treatment may need more
education and support that addresses lifestyle and
cultural barriers to the pursuit of health main-
tenance behaviors.

In conclusion, this study has raised several
points for future research. It is important that
these be explored in longitudinal designs that have
substantial sample sizes. Furthermore, research on
cancer and the family has tended to focus on the
negative consequences that cancer has for
survivors’ family members. This research suggests
that the cancer experience may have long-term
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positive effects for family members by heightening
their awareness of the need to engage in behaviors
that promote healthy lifestyles.
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