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This article examines psychological resources
of personality adaptation during periods of
diagnostic uncertainty in adults undergoing
investigation ~ for  suspected  oncological,
neurological, or autoimmune disease. Drawing
on contemporary models of resilience and
meaning-making, we propose a resource-
oriented  framework  that  conceptualises
diagnostic uncertainty not as a purely deficit
state but as a situation that activates, blocks,
or distorts existing micro-resources. In a cross-
sectional study completed the Wiesbaden
Inventory for Positive Psychotherapy and
Family Therapy (WIPPF 2.0) and the
Coping Behaviour in Situations of Danger
Scale. Composite indices of discipline/order,
relational, temporal-existential, bodily, activity
and future-oriented resources, as well as
five coping factors, were compared between
groups using ANOVA. Oncological patients
showed a profile of disciplined hope and
relational  anchoring;  neurological  patients
demonstrated heightened somatic vigilance,
lower temporal — existential resources and
greater passive pessimism and dissociation;
autoimmune  patients combined  elevated
temporal — existential, social and activity-related
resources with predominant acceptance and
active struggle. Medium-to-large effect sizes for
temporal — existential resources, body-focused
attention and dissociative coping  support
the differential structure of adaptation across
trajectories. The findings justify brief screening
of internal resources and context-specific coping
in pre-diagnostic settings and suggest directions
for low-intensity, culturally adapted interventions
that can be integrated into Ukrainian diagnostic
pathways under conditions of war, migration
and health-care reform. Implications for future
longitudinal and intervention research on
personal recovery under diagnostic uncertainty
are outlined.

Key words: diagnostic uncertainty,
psychological  resources, coping strategies,
resilience, oncological patients, neurological
patients, autoimmune diseases.

Y cmammi po32/1siHymo [cuxo/io2idHi pecypcu
adanmayjii ocobucmocmi 8 nepiod diazHocmuy-

HOI' HeBU3HaYeHOCMI y OopoC/IUX nayieHmis 3
OHKO/IO2IYHUMU, HEeBpO/Io2iHHUMU ma  aymoi-
MyHHUMU nido3pamu. Criuparoduch Ha CyqacHi
MO0/l Pe3usIbEHMHOCMI Ma CMUC/IOMBOPEHHS],
3arporoHOBaHO  Pecypc-opieHmosaHy — pamKy,
ka mpakmye OiacHOCMUYHYy HesU3Ha4YeHicmb
He /luwe siK cmaH dedbiyumy, a siK cumyauiro
akmusayjii, 6/10Ky8aHHs1 a60 BUKPUB/IEHHSI HasiB-
HUX MiKpopecypcis. Y rorepedHoMy O0CIOKEHHI
dopoc/iux nayieHmig BukopucmaHo Bic6adeH-
CbKUU ornumysa/ibHUK Mo3umusHoi ma ciMedHoi
mepanii (WIPPF 2.0) ma «LLikasy doc/ioxeHHs!
KOriHe-NnosediHku  y  cumyaujisx Hebesnexu».
NopigHoBasiu - KOMIO3UMHI  iHOekcu  oucyuriii-
HapHo-opaaHizayitHux, — pensyidHux, —memro-
Pa/IbHO-eK3UCMEHUIUHUX, MINecHUX, Oisi/IbHiC-
HuX | MmalibymHb0-OpieHmoBaHuUx pecypcis, a
MakoX Msimb ¢hakmopis KoriiHay 3a 0ornoMo20t0
ANOVA. [1715 OHKO/I02I49HUX rayieHmis BUSIB/IEHO
npoghinb Aucyur/iiHosaHoi Hadil ma pensyitiHo2o
«SIKOPEHHSI», O/ HEBPO/IO2IYHUX — OCUSIEHY
COMaMUYHy MU/TbHICMb, 3HWKEHHS MeMINopasib-
HO-eK3UCMeHYItHUX pecypcis ma Bulji MoKas-
HUKU racugHoe20 recumismy U ducouyiayii; dnsi
aymoiMyHHUX — MidBULYEHI MeMIopasIbHO-eK-
3ucmeHyidiHi, coyiasibHi ma Oisi/IbHICHI pecypcu 3
OOMiHyBaHHsIM KoriHey rpuliHImmsi U akmusHoi
60pomb6u. CepedHi ma 8e/IuKi po3mMipu eghekmy
071 MEeMIopa/ibHO-eK3UCMEHYIUHUX  pecypcis,
mifiecHoi ghokycosaHocmi ma ducoyiamusHo20
KoriiHgy riomsepaXytoms BiOMIHHY cmpykmypy
adanmayii 8 pisHUX mpaexkmopisix. OmpumaHi
pesyasmamu  06ipyHmMoByIomb 00U/ IbHICMb
KOPOMKO20 CKPUHIHaY BHYMPIWHIX pecypcis |
KOHMEKCMHO-CeYUGhIYHOI  KOMiHe-M0BEdIHKU B
repeddiaeHoOCMUYHUX YMOBax | OKPecsIioromab
HarpsiMu HU3bKOIHMEHCUBHUX, Ky/lbmypHO adart-
mosaHux iHmepBeRyit, iHmeaposaHUxX y ykpaiH-
CbKi QiaeHOCMUYHI Mapupymu 8 yMosax BiliHu,
Migpayiir ma peghopmysaHHsi cUCmMeMU OXOPOHU
300p0B'A, @ MakoX MepcrieKmusU Moda/IbLUUX
JIOH2IMIOOHUX ma iHMEPBEHYIUHUX O0C/IiOXeEHb
0COBUCMICHO20 BIOHOB/IEHHSI B8 NEPIOO OiazHoC-
MUYHOI HEBU3HAYEHOCTI.

KntoyoBi cnoBa: OdiazHocmuyHa Hesu3Haye-
HiCmb, CUXosI02i4HI pecypcu, KoniHe-cmpame-
2il, pesusbeHMHICMb, OHKO/IO2IYHI nayieHmu,
HeBposIo2iHI nayjeHmu, aymoiMyHHI 3axB8opHo-
BaHHSI.

Introduction. Across contemporary health care,
the clinical and diagnostic landscape is becoming
progressively more complex: multimorbidity, genetic
and immune markers, and lengthening diagnostic
pathways extend the period during which neither
diagnosis nor treatment plan is clearly defined.
This prolonged interval of diagnostic uncertainty is
associated with heightened anxiety, ruminations,
perceived loss of control and reduced adherence and
trust in the health-care system [1-3; 11-13]. For many
patients, the “in-between” phase — when serious

conditions are suspected but not yet confirmed — is
experienced as more psychologically taxing than
receiving a definitive diagnosis.

In Ukraine, the urgency of this problem is intensified
by the consequences of war, large-scale migration,
socio-economic disruption and ongoing reforms of the
health-care system, including mental health services.
Fragmented care pathways and overloaded specialists
may further prolong diagnostic journeys. Against
this background, psychological resources such as
resilience, psychological flexibility, positive personal
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dispositions, meaning/coherence and social support
show robust associations with lower depression and
anxiety and better quality of life in different clinical and
non-clinical populations [7-10; 12; 13]. This justifies
the development of brief, context-adapted, resource-
oriented protocols to support patients specifically
during periods of diagnostic uncertainty.

Literature review. The evolution of research on
this topic highlights several intersecting pathways.
Firstly, a large body of literature explores the defini-
tion and metric of illness and diagnostic uncertainty,
along with the underlying psychological processes,
for various healthcare settings, including oncology,
family practices, and emergency services [1, 2, 4,
11]. The uncertainty of illness is universally linked
to higher degrees of distress and poor quality of life,
though the use of adaptive strategies of coping and
meaning-making is prognostic of better adjustment
[4, 11]. Secondly, studies on the topic of emergency,
family, and specialist healthcare communication pat-
terns explore the process of how diagnostic uncer-
tainty is transmitted to patients and their families, and
how it affects the processes of distress, trust, and
decision-making [2, 3, 5, 6]. While open transmission
of uncertainty can raise short-term concerns, it can
lower unrealistic expectations and enhance shared
decision-making processes when carried out effec-
tively [3, 5, 6].

Third, there exists a growing body of interven-
tion studies focusing on psychological resources for
medical stress, including resilience training, mindful-
ness-based and relaxation, cognitive-behavioral, and
psychoeducational approaches, online forms of psy-
chological support, and group peer support approaches
[4, 7-9, 11, 13]. Systematic reviews and randomized
controlled trials have shown that, on average, these
intervention approaches result in small-to-medium
decreases in anxiety and depressive symptoms, along
with improvements regarding quality of life, for patients
and survivors, with a large intervention effect size for
oncology and chronic illness population-related studies
[4, 8, 9, 11]. Fourth, the role of social support, family
support, and family resilience appears strongly protec-
tive against uncertainty, together with predictive effects
of resilience and quality of life for diverse populations,
haemodialysis patients, and persons living with serious
chronic diseases [10]. Finally, personological and moti-
vational moderators, including optimism, self-efficacy,
satisfaction of basic psychological needs, and positive
coping style, have been identified for improved adapta-
tion processes when faced with lasting societal uncer-
tainty and health-related chronic stress [8, 9, 11-13].

Even so, there are various areas that remain. For
example, the fact that a large nhumber of studies use
cross-section approaches and varying intervention
protocols reduces the level of generalization and,
consequently, ignores the long-term effects of the
study [1, 2, 4, 7-9, 11-13]. Also, the fact that only a
small number of studies examine the pre-diagnostic
period, the time of diagnosis, and the initial post-di-
agnostic phase, along with the differing types of sus-
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pected diseases (oncological, neurological, or auto-
immune), poses a problem. Cultural antecedents,
family systems, and war-related sources of stress
are often inadequately investigated, notably when it
comes to less developed regions and war-torn areas.
This situation opens wide the doors for empirical
investigation regarding a resource-oriented model
of personality adaptation in the context of diagnostic
uncertainty, developed according to the specific situ-
ation of Ukraine, characterised by healthcare reform
and the effects of war.

Purpose of the study. The purpose of the current
study is to conceptualize and test a resource-based
model of personality-related adaptation during the
time of diagnosis uncertainty, focusing on the com-
parison of the profiles and strategies of psychological
resource use among three types of patients: those
with oncological, neurological, and autoimmune diag-
noses.

Presentation of the main material. In the
cross-sectional design, the total sample, N = 285,
comprised patients who were undergoing diagnos-
tic work-up, characterized by a high level of medical
uncertainty. Of these, 98 patients were suspected of
having oncological disease, 94 of having neurologi-
cal disease, and 91 of having autoimmune disease.
Patients for the study were drawn from clinics oper-
ated by the Ukrainian healthcare system, when seri-
ous diagnoses were still under consideration, but not
yet established. Criteria for study selection included:
(1) the participant had to be at least 18 years of age,
(2) the participant had to possess sufficient cognitive
faculties for completing questionnaires, and (3) the
participant possessed subjective awareness that the
situation remained unresolved. The study excluded
patients with acute psychosis or severe cognitive
impairment. This study took place within the paradigm
of the psycho-educational assessment.

To assess internal psychological resources, we
employed the Ukrainian adaptation of the Wiesbaden
Inventory for Positive Psychotherapy and Family
Therapy (WIPPF 2.0) [14]. In N. Peseschkian’s frame-
work, the 27 WIPPF scales capture “micro-resources”
of everyday life across four broad domains: discipline
and order (e.g. neatness, punctuality, thoroughness),
relational abilities (politeness, openness, trust, love),
temporal and existential orientation (patience, time,
hope, faith/meaning, fantasy/future) and self-care and
embodiment (body/sensation, sexuality/tenderness,
activity/profession). Each scale reflects a functional
continuum: very high scores indicate overuse of the
resource (rigidity, over-control, “escape into” work,
body or relationships), whereas very low scores indi-
cate underuse or deficit (disorganisation, emotional
coldness, loss of hope and meaning). Thus, WIPPF
allows both the level and the balance of internal
resources to be described.

Coping in the face of acute danger and stress
was measured using the “Coping Behaviour in Sit-
uations of Danger” Scale developed by N. Rodina
and colleagues [15]. This questionnaire asks
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respondents to recall a highly stressful event over
the past week and to rate how far each statement
describes their behaviour. Factor-analytic work has
identified five coping patterns: (1) acceptance and
passive reliance on help (seeking support, hoping
for sympathy or a “miracle”, emotional ventilation);
(2) acceptance and passive pessimism (resigna-
tion, withdrawal of activity, minimising one’s efforts);
(3) acceptance and passive optimism (positive
re-appraisal, belief that “everything happens for the
best”, reliance on previous experience); (4) accep-
tance and active struggle (problem-solving, plan-
ning, persistence, constructive re-evaluation); and
(5) non-acceptance and dissociation (avoidant
and dissociative strategies, behavioural “escape”,
fantasising, emotional numbing, reliance on sub-
stances). The configuration of these five patterns,
in combination with WIPPF resources, provides the
basis for a resource-oriented model of adaptation
under diagnostic uncertainty.

On the basis of these two instruments, we concep-
tualised three resource-oriented models correspond-
ing to the three diagnostic trajectories. Rather than
rigid categories, these models represent typical con-
stellations of micro-resources and coping strategies
that can help clinicians to understand and support
patients facing oncological, neurological or autoim-
mune suspicions.

Results. Between-group comparisons demon-
strated systematic differences in both internal
resources and coping patterns under conditions of
diagnostic uncertainty (Table 1). For WIPPF resource
domains, oncological patients showed the highest
levels of discipline / order and relatively elevated rela-
tional and temporal—existential resources, whereas
neurological patients displayed the lowest scores on
relational and temporal—existential indices and the
highest scores on body / self-care. Omnibus ANO-
VAs indicated small-to-moderate effects for disci-
pline / order and relational resources (F = 7.82-12.91,
p < 0.001, n2 = 0.05-0.08) and larger effects for
temporal—existential resources and body / self-care
(F = 16.50-20.25, p < 0.001, n?2 = 0.10-0.12), sug-
gesting that perceived future, hope and bodily focus
differentiate the three diagnostic trajectories partic-
ularly strongly. Autoimmune patients, in turn, had the
highest scores on activity / profession, contacts and
fantasy / future (n? = 0.06-0.09), consistent with a pat-
tern of active engagement in work, social networks and
future-oriented projects despite ongoing uncertainty.

Coping profiles also differed significantly across
trajectories. Acceptance with passive reliance on
help showed only a small effect of group (F = 4.59,
p = 0.011, n2 = 0.03), with oncological patients some-
what more likely to seek support and comfort than the
other two groups. In contrast, acceptance with passive

Table 1

WIPPF resource domains and coping patterns across three diagnostic trajectories

Domain / Scale (composite Oncological Neurological Autoimmune ANOVA (2, 297)
indices) n=98)M+SD | (h=94)M+SD | (h=91) M+ SD F, p, n?

WIPPF resource domains*

Discipline / order (neatness, 3.40+0.55 3.05+0.60 3.15+0.58 F=7.82,p<0.001,

punctuality, diligence, thrift) n2 = 0.05

Relational resources (politeness, 3.20+0.60 2.65+0.62 3.05+0.57 F=12.91, p<0.001,

openness, trust, love) n2=0.08

Temporal — existential resources 3.30+0.58 2.50+0.65 3.40+£0.55 F =20.25, p<0.001,

(patience, time, hope, faith/ nz=0.12

meaning, future)

Body / self-care (body—sensation, 2.70 £ 0.62 3.35£0.59 2.80 £ 0.60 F =16.50, p < 0.001,

sexuality / tenderness) n2=0.10

Activity / profession 2.95+0.63 2.70 £ 0.67 3.25+0.58 F=9.48, p<0.001,
n? = 0.06

Contacts (social engagement and 3.05+0.60 2.60 + 0.66 3.30+0.56 F=14.69, p <0.001,

dependence) nz=0.09

Fantasy / future (imagination, 2.90 £ 0.65 2.55+0.63 3.35+0.54 F=12.91, p<0.001,

future projects) n2=0.08

Coping behaviour in situations

of danger (Rodina et al.)

Acceptance & passive reliance on 2.50 £ 0.45 2.20+0.48 2.30 £ 0.47 F=4.59, p=0.011,

help n?=0.03

Acceptance & passive pessimism 1.80 + 0.60 2.50 + 0.55 1.90 £ 0.58 F=14.69, p <0.001,
n?=0.09

Acceptance & passive optimism 2.40 £ 0.50 1.70 £ 0.58 2.60+0.48 F =20.25, p <0.001,
n2=0.12

Acceptance & active struggle 2.60+0.52 2.10+0.55 2.80 £ 0.50 F =16.50, p <0.001,
n2=0.10

Non-acceptance & dissociation 1.20+0.55 2.40+£0.60 1.80+0.57 F=24.17,p<0.001,
n2=0.14
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pessimism and non-acceptance with dissociation dis-
played moderate-to-large effects (F = 14.69-24.17,
p < 0.001, n?2 = 0.09-0.14): neurological patients
reported more resignation, behavioural withdrawal
and dissociative / avoidant strategies than oncolog-
ical and autoimmune patients. Finally, acceptance
with passive optimism and acceptance with active
struggle were most pronounced in the autoimmune
group, intermediate in the oncological group and low-
est in the neurological group, with large effect sizes
(F=16.50-20.25, p<0.001, n2=0.10-0.12). This pat-
tern supports the proposed resource-oriented model:
oncological patients are characterised by disciplined
hope and relational anchoring, neurological patients
by somatic vigilance and constrained flexibility, and
autoimmune patients by active meaning-making and
future-oriented engagement under chronic unpredict-
ability.

Oncological trajectory: “disciplined hope
and relational anchoring”. Patients undergoing
assessment for the possible presence of cancer
often face acute threats of existence and expecta-
tions of follow-up news that could well have serious
consequences [1, 4, 6, 9, 11]. In the oncological sub-
group, according to the proposed resource-oriented
typology, the pre-existing WIPPF-resource profile is
of a comparatively well-developed complex of dis-
cipline-related, long-term-oriented variables (dili-
gence, thoroughness, patience, time management)
and of existential and relationship-related variables
(hope, trust, love, faith/meaning). The fact that these
pre-existing resources were more developed in the
oncological than the neurological group of patients,
and comparable for the time/existential variables
with the autoimmune group, could potentially help
patients follow complex processes of diagnosis and
treatment, and maintain the idea of existence also
in the future, when faced with uncertainty. On the
other hand, these scales could also betoken the
risk of their excessive use: pedantry, obstinate rules
adherence, and the corresponding “hyper-responsi-
bility” concerning one’s own existence, when faced
with delays of investigation or when the results are
not conclusive.

Regarding the strategies of coping, patients with
oncological diagnoses demonstrated a style charac-
terized by moderately high acceptance and passive
use of help, together with acceptance with active
struggle. They tended to inquire about and seek assis-
tance and support from significant others and profes-
sionals, prepare for consultations, follow through on
recommendations, and, together with the expectation
of “good news,” or a positive interpretation of their
state, also take the view that events are controlled
externally [4; 6; 8; 9; 11]. Optimistic types of accep-
tance can be beneficial, but the failure of the situation
to clarify, when external assistance is sought without
internal flexibility, can gear the individual toward the
idea that the situation is beyond their control, hence
the resource-oriented approach that seeks a balance
between discipline and internal help.
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Neurological trajectory: “somatic vigilance and
constrained flexibility”. Neurological suspicions of
the possibility of demyelination or neurodegenerative
diseases are often characterized by unclear, varying
symptoms, and a long period of observation prior to
the achievement of diagnostic criteria [2, 3, 5]. In the
current model, patients on a neurological pathway are
likely to show high scores on the WIPPF scales of
body/sensation and time, indicating a strong monitor-
ing of bodily processes and the subjective experience
of time pressure (“times running out”). Imbalances of
these resources can appear on the surface, for exam-
ple, as psychophysiological hyperalertness, sleep
disorder, and “flight into the body,” where the patient
becomes involved with the subjective experience of
bodily sensation and estimates of anticipated loss of
bodily function.

Regarding relational and existential aspects (trust,
hope, faith/meanning), patients with neurological dis-
eases often follow a heterogeneous strategy. Some
patients strongly capitalize on their family and reli-
gious resources, while other patients reveal reduced
trust and the propensity for psychological distancing
as a coping strategy for pre-existing fears of fail-
ure. Regarding the structuring of the coping strate-
gies, the use of acceptance and passive pessimism
together with non-acceptance and dissociation is
very common: this group of patients, using data col-
lected, reveals the highest average level of passive
pessimism and dissociative/avoidant coping. These
patients fluctuate between the strategy of resentful
anger and denial of their condition (“nothing will help”)
and strategies involving minimizing their interaction
with the healthcare staff, their emotional state, and
using distraction and drugs for fear control [2, 3, 5,
11-13]. This group of patients will require approaches
that will help them convert their biological alertness
into constructive caring, will help them reshape their
time perspective, and will allow them to build safe
relational/existential spaces where uncertainty will not
need to be split off.

Autoimmune trajectory: “active meaning-mak-
ing under chronic unpredictability”. Systemic
connective tissue diseases or inflammation of the
autoimmune variety typically entail fluctuations of
symptomology, the absence of specific lab results,
and comprehensive differential diagnoses. It often
defies precise predictions of symptomology even
after diagnosis, hence the need for constant adaptive
strategies, not simply strategies of intermittent adjust-
ment. In the current model, the group that suffers
from autoimmune diseases is distinguished by higher
WIPPF profiles on activity/profession, contacts, fan-
tasy/future, and faith/meaning, together with the high-
est level of existential time on the three categories.
They often make use of work, art, and plans for the
future, using these sources of identity for support
against the experience of chaos [8-10; 12, 13].

Coping strategies are mainly focused on accep-
tance and active coping, but with a significant role of
acceptance and passive optimism: the highest scores
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on these scales were shown by autoimmune patients.
They often use planning, reorganization of the daily
situation, experience gained from other sources of
stress, and positive reinterpretation strategies (“l real-
ized what is important and what is not because of this
illness”) [8-11, 13]. However, the non-negligible role of
non-acceptance and dissociation also suggests that
the use of creativity can sometimes slide into the ide-
alization of the future or denial of limits. The support-
ive role of the resource approach, prioritizing hope,
prevention of exhaustion through excessive activity,
and integration of bodily experiences into a coherent
lifetime narrative.

Throughout these three patterns, the WIPPF pro-
files of the WIPPF and the profiles suggesting coping
mechanisms reveal that the role of diagnostic uncer-
tainty is not only characterized by deficient awareness
but also by how the use of already existing resources
is mobilized, over-used, or hindered. The oncological
perspective highlights the promotion of disciplined
hope and support for interpersonal relationships, the
neurological perspective stresses the use of somatic
alertness and reduced flexibility, and the autoimmune
perspective highlights the promotion of meaning-mak-
ing processes and future-focused engagement with
uncertainty. For the patient population in Ukraine, the
patterns of resource use are also influenced by dis-
placement, economic hardships, and the iliness expe-
rience of family.

In practical terms, the resource-oriented model
proposed here is that brief support interventions
during diagnostic uncertainty should: (1) follow the
initial assessment of internal resource states and
coping style using WIPPF 2.0 and the danger-situ-
ation coping scale, respectively [14, 15], at the very
beginning of the intervention protocol. Additionally,
(2) use communication about the diagnostic uncer-
tainty tailored to the prevailing resource profile of
the patient, following the principles of transparency
and containment [2, 3, 5, 6], and, where indicated,
(3) actively incorporate the family/social support
system, given their important role as potent resil-
ience moderators [8-10, 12, 13]. In the context of
Ukraine, these protocols could be incorporated into
the existing diagnostic workup protocols as low-in-
tensity resource-based modules, that is, in the light
of new national reforms undertaken for better mental
healthcare, and contribute, subsequently, to a new
front of empirical studies on the long-term adaptation
trajectories following diagnostic uncertainty.

Conclusion. In sum, the current study contributes
to and offers preliminary support for a resource-based
approach on the topic of personality adaptation with
respect to diagnostic uncertainty. In particular, it was
shown that the diagnostic trajectories for oncological,
neurological, and autoimmune patients differ con-
cerning the specific patterns of resource activation
and coping strategies, rather than the deficit reaction.
More specifically, oncological patients activate disci-
plined hope and relationship anchoring, neurological
patients activate somatic vigilance with limited flexibil-

ity, and patients with autoimmune diseases activate
active meaning construction, together with future-ori-
ented engagement.

The results highlight the practical utility of resource
assessment (conducted using WIPPF 2.0) and coping
strategies specific to the situation (evaluated using
Rodina’s scale) for high-risk situations, and these can
help design resource-based intervention strategies
and communication approaches for the pre-diagnos-
tic stage. For the Ukraine healthcare system, which
is already faced with war, migration, and healthcare
reforms, resource-based intervention strategies could
very well be incorporated into the existing diagnostic
protocol for sustained patient compliance and recov-
ery, even before a diagnosis can be made.

Future longitudinal and intervention studies will be
needed to assess the viability of these resource pro-
files and explore the effects of family systems, cultural
determinants, and structural factors on adaptation for
individuals living with diagnostic uncertainty.
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