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ABSTRACT

This study explored the question: What is the
perceived level of quality of life of persons with cancer 
undergoing treatment and how does this compare with the per
ceived quality of life of persons who do not have cancer?
The concept of quality of life provided the conceptual 
framework for the study. Two instruments were used; the 
two-part Life Satisfaction Index, a self report question
naire, and a set of open ended questions developed by the 
investigator specific to cancer patients,

The sample was comprised of two groups: Group 1,
the cancer patient group, included 18 males and two females; 
Group 2, the non-cancer population, included five males and 
15 females.

The findings revealed no significant relationship 
between having cancer and the perceived quality of life.
The mean score on the Life Satisfaction Index for the non
cancer population was higher than the mean score for the 
cancer population, but was not significant at the .05 level.

The open ended questions specific to the cancer pa
tients disclosed some interesting findings, including a need 
for formalized support groups for cancer patients during the 
course of their disease and its treatment.



viii
This study adds to the base of nursing knowledge 

in two ways. First, it refutes the widely held idea that 
all cancer patients are depressed and have death and the 
process of dying as their focus. Secondly, it emphasizes 
the need for patient oriented support groups for the cancer 
patient and his family.



CHAPTER 1

INTRODUCTION

The response by health professionals to the 
challenge of cancer has been one of diagnosis and cure, 
with most of the emphasis on the cellular level--how cancer 
starts and how it can be stopped. Treatment regimens are 
aimed at eradicating the neoplastic cells, oftentimes at the 
expense of the host. These costs to the host can be de
fined in terms of side effects of treatment, financial bur
dens, and the emotional and psychological reactions of the 
individual and those close to him. In short, it affects 
one's life as he or she knows it and values it, the quality 
of life.

The focus of the health professional has been the 
preservation of life at any price. The complexity of the 
problem of preserving quality of life is such that it has 
not been addressed until recently. Nurses, with their knowl
edge base, are in an ideal position to effect a positive in
fluence on the perceived quality of life of the patient with 
cancer.

1
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Statement of the Problem 

What is the perceived quality of life of persons 
with cancer and how does this compare with the perceived 
quality of life of persons who do not have cancer?

Purpose of the Study 
The purpose of this study was to explore the con

cept of quality of life of patients with cancer receiving 
chemotherapy or radiation therapy. In addition, the study 
was designed to provide insight into the perceptions and 
needs of cancer patients in relation to their treatment.

Significance of the Problem 
In recent years, the patient with cancer has been 

the focus of innumerable studies on dying and attitudes 
towards death. The concept of the patient with cancer as 
"terminal" is a widespread one, held by many health care 
professionals as well as the lay public. Lynch et al.
(1978, p. 503) gave a definition of a terminal condition as 
described by the Texas Natural Death A ct: "a terminal con
dition means an incurable condition caused by injury, dis
ease, or illness, which, regardless of the application of 
life sustaining procedures, would, within reasonable medical 
judgment, produce death, and where the application of life 
sustaining procedures serves only to postpone the moment of 
death of the patient."



To fix solely on the death of the patient with 
cancer is tantamount to negating his life. Some people 
with cancer do die of their disease, but, more importantly, 
all cancer patients are alive before they die. It seems a 
simplistic statement, but the process of living has been 
virtually ignored by health professionals.

In the light of medical technological progress, the 
cancer treatments of surgery, radiation therapy, and chemo
therapy are prolonging the lives of many patients with 
metastatic disease. The morbidity from these treatments 
are often high and can include such side effects as nausea, 
vomiting, anorexia, alopecia, weight loss, lethargy, blood 
dyscrasias, and secondary infections. ' Not to be overlooked 
are the various psychosocial aspects of having cancer.
These side effects, physiologic and psychosocial, must be 
addressed if the patient with cancer is to live his life 
fully, both during and after treatment. Patterson (1975, 
pg. 280) clarified this concept by declaring that "the kind 
of life a patient lives is as important as the fact that he 
is living."

The concept of cancer rehabilitation was examined 
by Mayer (1975). He explained that the ability of a person 
to function day by day is central to the theme of rehabili
tation, and equates cancer rehabilitation with quality of 
survival--not how long a personilives, but how well he lives



within the constraints of his disease. Mayer further 
elucidated the dichotomy in,cancer treatment by pointing 
out that the physician's goal is the biological survival of 
the patient, whereas rehabilitation concentrates on the 
restoration of function both for the patient and for his 
family (Mayer 1975).

The patient undergoing chemotherapy was studied by 
Baker (1977). She described Oncology Support Groups, which 
are loosely structured groups of cancer patients who meet 
with a nurse, chaplain, and social worker once a week while 
under treatment to share their feelings as well as dissem
inate information. Common concerns addressed by the pa
tients in these groups are the reactions of family and 
friends to the disease, the need to complete unfinished 
business, fear of death, coping with side effects of chemo
therapy, changes in lifestyle due to the disease, outlooks 
of life, and hope. Baker advocated the use of these support 
groups in regional cancer centers. "Support is needed for 
facing the problems arising in daily living outside the hos
pital environment, and also in dealing with the strange and 
sometimes unforeseen side effects of the medications"
(Baker 1977, p. 40).

As described by Johnson (1977), the primary role of 
the Medical Oncology Social Worker is to help patients and 
families deal with the emotional and social problems that



may result from chronic and/or terminal illness, 
hospitalization, and disability. The goal of the social 
worker on the Cancer Health Care team is to help the pa
tient develop in such a way that he can cope with personal 
and family life situations, even in the face of cancer.
The location of and utilization of appropriate resources to 
reduce financial and social stresses is an important aspect 
of the social worker's role. All of the above mentioned 
aspects of living can positively affect the quality of life 
of the patient with cancer and his family.

Lynch et al. (1978) discussed the "quality of life" 
versus the "quality of morbidity" of cancer patients under
going treatment. They concluded that most people do not 
think through decisions about treatment and toxicity until 
they experience toxic side effects.

Some researchers, in attempting to assess the qual
ity of life, have developed objective tools for use with 
cancer patients. The Survival Quotient (SQ) is an index of 
relative longevity that is applicable across different 
tumor sites with widely varying life expectancies. Devel
oped by Worden, Johnston, and Harrison (1974) it is based 
on the difference between observed survival and expected 
survival. One of the potential clinical uses of this tool, 
alluded to by the researchers, is in the decision for treat
ment. Theoretically, if an SQ is to be short, potentially



toxic treatments might not be given in order to allow the 
patient to be at home and free from unwanted side effects. 
However, if an SQ is to be long, untoward side effects of 
treatment might better be tolerated by the patient. To 
date, the tool has not been widely utilized in clinical 
practice.

Patterson (1975) attempted to develop a survival 
quality index founded on the premise that "therapy that pro
longs life at a great cost in suffering, hospitalization, 
and money is a failure, not a success" (p. 280). He based 
the index on clinical response to treatment, incorporation 
duration of response, symptomatic or functional improvement, 
usefulness, and cost. He viewed the index as a human basis 
for choosing or rejecting a particular treatment regimen. 
This tool, similarly, has not been commonly employed in 
clinical practice.

The quality of life of patients who have undergone 
successful cancer treatment has also been the subject of a 
few studies. Holmes and Holmes (1975), D'Angio (1975), and 
D'Angio et al. (1978) have all tried to assess the quality 
of life of pediatric cancer patients after treatment and 
subsequent cure. Their concern was that the later complica
tions resulting from surgery, radiation therapy, and chemo
therapy would compromise the lifestyle of the person who 
lives to experience these side effects. "The challenge in



pediatric oncology lies in developing better treatment 
strategies with a view to minimizing normal tissue damage 
while achieving higher cure rates" (D'Angio et al. 1978, 
p. 377).

Based on the premise that the patient cured of can
cer faces many reasons for emotional stress, Kennedy (1976) 
studied the psychological response of patients cured of 
advanced cancer. In spite of such concerns as residual 
cosmetic and functional deficiencies, rejection by peers 
due to fear of contagion, fear of secondary cancer, the un
certainty whether cancer will return, fear of loss of a job, 
and the cost of medical care, Kennedy found that the sample 
of 22 patients who had been in complete remission for five 
to 20 years had a very positive attitude towards life and 
the future. Indeed, it was concluded that having cancer 
(and being cured of it) was very good for character devel
opment .

Life is important to all persons, but what is it 
about life that iis so valuable? As nurses, the answers to 
this question can provide us with valuable information with 
which to assess the quality of life, and to help patients 
attain the quality of life they desire for a full, self- 
actualizing existence.



Conceptual Framework 
The framework for this study was the concept of 

the quality of life. It is a relatively new concept, as 
evidenced by the fact that there was no such subject head
ing in either the Index Medicus or the Library of Congress 
Card Catalogue until 1977.

The concept of quality of life is a difficult one 
to define. However, it is intuitively known that there are 
conditions, methods, and circumstances that can affect the 
quality of life and that one can effect changes (American 
Medical Association 1974). Happiness is a root concept in 
the definition of quality of life, and happiness is a mix
ture of hope, fulfillment, growth, and joyousness in a per
son's existence (American Medical Association 1974).
Bradburn (1969) used the concept of psychological well-being 
as a synonym for happiness and hypothesized that the events 
in a person's everyday life--social life, health, relation
ships, and work--will affect their psychological well-being.

Campbell (1977) proposed that the quality of life 
lies in the experience of life, and is subjective and in
dividual. He also identified measures of happiness, using 
the term "happiness" as a synonym for satisfaction or free
dom from stress.

The problem of quantifying happiness and quality of 
life is one that has baffled philosophers, sociologists,



religious leaders, anthropologists, psychologists, and 
physicians, as well as "regular" people. Downs (American 
Medial Association 1974, p. 3) has analogized quality of 
life to an organism: "it has many parts, but the parts be
have not merely cooperatively as in a machine, but symbi- 
otically and sometimes holographically as in a living 
thing." He further explained that the components of a qual
ity human life are meaningful and function only within the 
framework of the total concept.

In discussing happiness and life satisfaction, 
Neugarten, Havighurst, and Tobin (1961) stressed that the 
individual himself is the only proper judge of his well
being. Yet Downs (American Medical Association 1974) listed 
seven elements that objectively affect the perceived qual
ity of life:

1. A degree of comfort with our physical being and in 
relation with other people, institutions, and gen
eral surroundings.

2. Belief that one is loved and to a certain extent 
respected. Self respect is a necessary foundation 
for this.

3. Faith in one's ability to accomplish reasonable 
goals.

4. Challenges that produce reasonable goals and a hope 
of accomplishing them.
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5. Enough material possessions or income to provide 
all necessities among which is a modicum of luxury.

6. A sense of freedom from dependency. This idea in
volves participation in the decision making appa
ratus of social interdependence.

7. The ability to conform selectively--an ongoing 
sense of making decisions about when to conform and 
when to exert strength to change a situation (pp. 
3-4).

Patterson (1975) also delineated certain components 
that go into the consideration of the quality of life.
These include: (1) health, the prospect of cure vs. fail
ure; (2) function, the ability to work and the quality of 
performance; (3) comfort, the freedom from pain and the 
limitations to activity; (4) emotional response, self
acceptance, anxiety about the future, and social adjustment; 
and (5) economics, the impact of costs and earning capacity
(p. 280).

Campbell (.1977) identified the concept of happiness 
as a uniquely important component of the quality of life 
experience. He concluded, however, that happiness and sat
isfaction may not be synonymous, but are rather, different 
facets of the experience of well-being.
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Health, health care, and the quality of life are 

becoming increasingly important to the health care profes
sional. Down (American Medical Association 1974) alluded 
to the fact that medicine alone will not bring us health, 
and health alone will not provide happiness, yet both are 
important to the quality of life.

Health care professionals have been defining qual
ity of life in terms of activity, freedom from pain, and 
social usefulness. Berg, H a H a u e r , and Berg (1976) argued 
that this approach overlooks a large number of important 
issues concerned with the quality of life. He mentioned 
such things as mental dysfunction, sexual dysfunction, hear
ing loss, vision loss, dental disability, and general pain 
and discomfort. He conceded that some of those issues are 
of minimal importance when compared with life threatening 
situations, but as life becomes less threatened, minor health 
problems increase in significance. What is left is a com
plex, all-encompassing concept that includes all the domains 
of human experience--physical, emotional, social, and psy
chological.

Definition of Terms
Patients with cancer--any person with a diagnosis of 

cancer who has undergone chemotherapy or radiation therapy 
for at least two weeks.
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Quality of Life--the characteristics of a person's 

existence and his perceptions of that existence.



CHAPTER 2

SELECTED REVIEW OF THE LITERATURE

There is a dearth of literature specifically 
addressing the quality of life. Traditionally, medical re
search has focused on biological survival, while nursing 
has concerned itself with the quality of care given to pa
tients. Therefore, a selected review of the literature was 
undertaken to identify the components of the quality of 
life as defined and researched by the health care profes
sional.

With the advent of such life sustaining methods as 
hemodialysis and transplantation, the quality of life of 
patients with renal disease has received some attention. 
Poznanski et al. (1978) studied 18 children and adolescents 
who survived two years or longer after kidney transplanta
tion for end stage renal failure. It was found that their 
quality of life varied enormously and was strongly related 
to the status of the renal transplant. Those subjects with 
a successful transplant (defined by no evidence of rejection 
and on low dose steroids) were found to be better psycho
logically adjusted than their counterparts whose transplants 
showed intermittent or long term rejection or were on high

13
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dose steroids, had decreased renal function, or had 
received another transplant.

Atcherson (1978) correlated the quality of life of 
hemodialysis patients with a home-dialysis program, and 
studied why home dialysis patients transferred back to cen
ter dialysis. She found that the psychological factor of 
stress of the assistant or significant other who set up and 
ran the home dialysis was the motivating factor for trans
fer, not the stress of the person with renal disease.

In reply to an article stating that dialysis and 
transplantation might not result in a restoration of a rea
sonable quality of life, Naish (1979) stated that four out 
of five successfully transplanted recipients achieve the 
lifestyle that they hope for. He went on to quote statis-- 
tics from the United Kingdom Transplant Annual Report of 
1977-1978 that two-thirds of patients on home dialysis are 
in full time employment, and seven percent work part time.

The risk-benefit of cardiac surgery in relation to 
quality of life has also been a subject of recent concern. 
Ross et al. (1978) conducted a follow-up survey of 200 pa
tients having open heart surgery to assess their quality of 
life at two, eight, and 20 months post-operatively. The 
questionnaire used elicited information on physical activ
ity, employment, dependence on others, leisure activities, 
mood, and sexual relationships. At the 20 month follow-up
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they found that 68 percent of the survivors denied 
limitation of normal activity compared with a preoperative 
figure of 12 percent. At that time also, 74 percent of the 
men of employable age were back at work or capable of gain
ful employment and 76 percent of those men had returned to 
their usual jobs. Among the women, there was a 16 percent 
increase in employment over the preoperative figure. De
creased dependence on others was rapidly identified as a 
significant gain for 73 percent of patients at the eight 
month follow-up. Post operative leisure activities showed 
an increase in more active pursuits and 56 percent of pa
tients showed a dramatic change in mental status post oper
atively. By 20 months, 31 percent of the subjects said 
that sexual activity had improved.

The quality of life of the cancer patient has also 
been the subject of some research. Gilbert e,t al. (1977) 
reviewed the records of 158 patients irradiated for bone 
metastasis to evaluate the effectiveness of pain relief and 
judge the effect of treatment on quality of life. Quality 
of life was defined at two levels using the Karnofsky Pa
tient Performance Status scale. Level 1 indicated the abil
ity to take care of more personal needs, or a Karnofsky 
score of 70 to 100 percent. Level 2 indicated that the pa
tient required major help in self care, or a Karnofky score 
of zero to 70 percent.
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Thus, quality of life was defined as good if most 

of the patient's life, measured from the onset of treatment 
for the first bone metastasis, was in Level 1. It was 
found that, of the patients surviving longer than three 
months, 63 percent maintained a satisfactory quality of 
life. Median survival for all patients from initial treat
ment for bone metastasis was one year,

Wilkes (1977) reviewed the quality of life of 500 
patients dying from inoperable or disseminated cancer in a 
unit devoted to the care of the terminally ill. In this 
study, the staff nurses were asked to categorize the qual
ity of life. Patients who had very good control of their 
symptoms, close relationships with families, friends, and 
nurses, and who died with peace and dignity were classified 
as having an excellent quality of life. Patients who had 
difficulties but who had satisfactory control of symptoms 
and good relationships were classified as having a satis
factory quality of life, and those patients having poor < 
symptom control and poor relationships were thought to have 
a poof quality of life. All of these measurements were 
done posthumously, within 24 hours of the patients' death. 
Using this crude and subjective method, it was judged that 
29 percent of the patients had an excellent quality of life, 
and less than two percent of the patients had a poor quality 
of life at the time of death.
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Kassakian et al. (1979) undertook.a study to 

compare home versus hospital care of terminally ill cancer 
patients. Their concept of quality of life included meas
ures of nutritional, psychological, physical, and social 
status. Findings concluded that the non-institutionalized 
patient appeared to maintain more independence and pursued 
hobbies and crafts more than institutionalized patients, 
but that institutionalized patients had less of a problem 
with pain than those remaining at home until death.

To summarize, the components of quality of life as 
examined in the limited studies presented are: activities
of daily living, independence, physical activity, relation
ships with family, friends, and care-givers, employment, 
pain relief and control of symptoms, nutritional status, 
leisure activities, mood, and sexual relationships. Those 
aspects studied most often and most frequently associated 
with quality of life are independence, employment, and re
lationships with others.



CHAPTER 3

METHODOLOGY

This chapter presents the research design, the 
sample, and the measurement tools for data collection.

Design
This was a descriptive study designed to determine 

whether the perception of quality of life of cancer patients 
receiving chemotherapy or radiation therapy differs from 
the perception of quality of life of persons who do not 
have cancer

To determine, the perceived quality of life, sub
jects were asked to complete a two part questionnaire.
This questionnaire was comprised of the Life Satisfaction 
Index A and B, developed by Neugarten et al. in 1961. In 
addition, the cancer patients were asked to participate in 
a structured interview consisting of 10 open ended questions 
designed to explore domains specific to cancer patients.

Setting
The study was conducted in a large southwestern 

city. The Oncology Clinic of a Veterans Adminstration Hos
pital and a private oncologist's office were utilized for 
data collection.

18



Pilot Study
A pilot study was completed on four subjects to 

determine whether the questionnaire was understandable and 
to establish the time necessary to complete the question
naire and the interview. Suggestions from the subjects for 
refinement of the questionnaire and interview questions 
were used in the study. Specifically, subjects indicated 
that the interview question, "From the time of your diagno
sis, would you do anything differently if you had to do it 
over again" was difficult to answer. When queried further, 
they labeled the question inappropriate, and it was deleted 
from the final interview questions in the study.

Sample
Group 1 was a convenience sample of 20 subjects who 

met the following criteria: 1) had a diagnosis of some
type of cancer; 2) were currently undergoing either chemo
therapy or radiation therapy; 3) had been under treatment 
for at least two weeks; 4) were between the ages of 40 and
60; 5) were able to read and write English; and 6) agreed

/

to participate in the study.
Group 2, the comparison group of persons without 

cancer, was a convenience sample obtained from the community 
who met the following criteria: 1) did not have a diagnosis
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of cancer; 2) were between the ages of 40 and 60; 3) could 
read and write English; and 4) agreed to participate in the 
s tudy.

Method of Data Collection 
The subjects in Group 1 were approached during a 

scheduled visit to the particular clinic of office they 
attended. Once the patient agreed to participate in the
study, the questionnaire was given to him to complete prior

)

to seeing the physician of receiving a' treatment. The in
terview was conducted after the questionnnaire was finished.

The subjects in Group 2 were selected from the com
munity by the investigator. They were approached in their 
homes and asked to participate in a study that would com
pare their responses to another group of subjects. Upon 
their consent, the questionnaire was left with them and 
picked up by the investigator the following day.

Demographic Data Sheet 
A cover sheet for the questionnaire was developed 

by the investigator. The first part of this cover sheet 
consisted of a brief explanation of the questionnaire and 
the study as well as a disclaimer statement. The second 
part consisted of demographic data deemed pertinent to the 
study. Items such as sex, age, and marital status were in
cluded. Group 1, or the cancer subjects, were asked to
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respond to questions involving their type of treatment, 
frequency of treatment, side effects of treatment, and the 
amount of distress caused by these side effects (Appen
dix A). Group 2, the non-cancer subjects, were asked to 
indicate whether they were undergoing treatment for any 
medical condition, whether they experienced any side effects 
to these treatments, and how distressing these side effects 
were to them (Appendix B ) .

Measurement Tools 
Two measurement tools were used for the collection 

of data in this study. The first part of the questionnaire 
was comprised of the Life Satisfaction Index developed by 
Neugarten et al. (1961) and the second part was made up of 
open ended questions developed by the investigator.

Life Satisfaction Index
Neugarten et al. (1961) developed a Life Satisfac

tion Index to measure the psychological well-being of older 
people. As part of a larger study of psychological and so
cial factors involved in aging, they sought to develop a 
measure that would use the individual's own evaluation as 
their point of reference and would be relatively independent 
of level of activity or social participation. The five 
components defined by the researchers as part of psycholog
ical well-being were: zest (vs. apathy), resolution and
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fortitude, congruence between desired and achieved goals, 
positive self concept, and mood tone. Each of the five 
components was rated on a five point scale (with 5 being 
high), and the ratings were summed to obtain an overall 
rating with a possible range of five to 25. This was named 
the Life Satisfaction Rating.

Interviews were then conducted on 177 subjects over 
the age of 50 to determine the reliability of the Life Sat
isfaction Ratings. Ratings were made in each case by two 
judges, working independently from the other, on the re
corded interviews, The coefficient of correlation between 
the two LSR ratings of the judges for the 177 subjects was 
.78. Life Satisfaction Rating (LSR) scores ranged from 
eight to 25, with a mean of 17.8 and a standard deviation 
of 4.6.

To determine the validity of the LSR, an experienced 
clinical psychologist was asked to interview the respon
dents and then make his own ratings of Life Satisfaction.
Due to a time lag and natural attrition, 80 of the 177 
initial subjects were interviewed by the clinical psycholo
gist. The correlation coefficient between the judges' LSR 
and the psychologist's LSR was .64. This was interpreted 
by the researchers to represent a satisfactory degree of 
validity for the LSR.
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Deciding that the LSR might be too cumbersome a 

tool to use on a large scale due to the length of time it 
took to interview subjects, the investigators attempted to 
devise a self-report instrument which was less time consum
ing. They used the LSR as the validating criterion and de
vised two instruments, to be used separately or together. 
From an analysis of the LSR ratings the two preliminary 
tools emerged, which were tested and refined.

The first, the Life Satisfaction Index A (LSI-A) 
Consists of 20 attitude items for which only an "agree" or 
"disagree" response is required. The second, the LSI-B, 
consists of 12 directed open ended questions, to be scored 
on a three point scale. The coefficient of correlation be
tween the final form of the LSI-A and the LSR was .55, and 
the correlation between the final form of LSI-B and the LSR 
was .58.

Validity for the two self-report indexes was assumed 
since they were based on the LSR, which had been validated 
with a clinical psychologist's ratings. The two indexes 
were also compared with the psychologist's ratings; the cor
relations were .39 for the LSI-A and .47 for the LSI-B.

The researchers gave several reasons for the mod
erate correlations, including a time interval of as much as 
18 months between the two measurements (psychologist ratings 
and self report ratings), the use of an observer-judge to
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determine LSR ratings, and the fact that the respondents 
interviewed by the clinical psychologist constituted a su
perior group with regard to life satisfaction. After re
viewing the relationships between the LSR, the clinical 
psychologist's ratings, LSI-A, and LSI-B, Neugarten and 
associates concluded that the indexes are more successful 
instruments for persons over 65 than for younger persons.

The self report indexes developed by Neugarten et 
al. (1961) have been used and refined in several studies 
since its inception. In 1969, Woods, Wylie and Sheafor 
undertook to further study the relationship between the dir
ect self report instruments (LSI) and the interview ratings 
of life satisfaction as developed by Neugarten and asso
ciates. The subject sample consisted of 30 men and 70 
women, aged 63 to 92 in a rural Kansas community. Using a 
random sample of 50 subjects, the coefficient of correla
tion between the LSI-A and the LSR was found to be .56, or 
quite close to the original .55 found by Neugarten et al. 
in 1961. Refinement of the LSI-A was done by Woods et a l . 
(1969). Using an item analysis, it was found that the in
strument would be improved by omitting seven of the original 
statements. Also, an alternative scoring method was de
vised. The modified scale, called the LSI-Z, was found to 
have a coefficient of correlation of .57 with the LSR.
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Test reliability was .79. The authors recommended that 
their instrument be used with rural aged populations, in 
particular, males.

An analysis of the relationship between widowhood, 
social participation, and life satisfaction as measured by 
the Life Satisfaction Index A was done by Pihlblad and 
Adams in 1966 and reported in 1972. Their sample consisted 
of 1551 non-institutionalized married or widowed women, 
aged 65 and over, who resided in rural Missouri. Findings 
showed that life satisfaction among the elderly in a small 
town was affected by participation in formal organizations, 
friends, and family, in that order.

Cutler (1972) used the LSI-A to determine the rela
tionship between the availability of personal transporta
tion, residential location, and life satisfaction among the 
elderly. His subject sample included 170 non
institutionalized persons of age 65 years or over who lived 
in a moderate sized community in Ohio. As was hypothesized, 
it was found that older persons having personal transporta
tion available to them have higher life satisfaction scores 
than older persons with no personal transportation available. 
Also, low levels of life satisfaction were characteristic of 
older persons who did not have personal transportation and 
who lived more than one-half mile from shopping and business 
areas.
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In a replication of a study done to examine the 

relationship between participation in voluntary associa
tions and life satisfaction, Bull and Aucoin (1975) con
firmed the positive relationship found previously. In 
addition, it was found that health and socio-economic 
status were significantly related to life satisfaction.
The sample consisted of 97 non-institutionalized persons 
aged 65 years and over who lived in Kansas City.

In the only study using the LSI and a younger pop
ulation, Lieberman (1970) compared life satisfaction in the 
young and old. The LSI-A was administered to a group of 
101 elderly persons (mean age 77.6) and 78 college students 
(mean age 20.1). The mean LSI-A score was approximately 12 
for both groups, indicating no difference in the degree of 
life satisfaction. However, an analysis of the response of 
both groups showed differences in the sources of satisfac
tion for each group. The elderly persons seemed more satis
fied with their past, while the young persons seemed more 
apprehensive about the present and more optimistic about the 
future. From these results, Lieberman (1970) offered the 
following hypothesis, which provides an excellent summary 
for this discussion: "life satisfaction, rather than being
merely a reflection of a person's level of goal achievement, 
is more like a set or orientation to one's environment which
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is acquired fairly early and remains moderately stable 
throughout life" (p. 75).

Interview Questions 
To obtain information specific to the cancer pa

tient in Group 1, 10 open ended questions were developed by 
the investigator. Content validity of the questions was 
determined by three oncology nurses and one oncology physi
cian, Suggestions for wording of the questions resulted in 
some- modification for ease of understanding.

Method of Data Analysis 
The Life Satisfaction Indexes were scored according 

to the key provided by Neugarten et a l . (1961). For the 
LSI-A, one point is given for each response that is deemed 
to have a positive connotation. Individual questions on 
the LSI-B are given scores of 0, 1, or 2. Zero is given for 
a negative answer and 2 points for a positive answer. One 
point is given to answers showing ambivalence. The total 
sum possible is 43, which indicates a high level of satis
faction.

Each subject was given a score that was the sum of 
the points given for each question. These scores were cor
related with the demographic variables of sex, marital sta
tus, living arrangement, age, diagnosis, treatment modality, 
and presence of toxic side effects to treatments. The mean
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scores were computed for the two sample groups, subjects 
with cancer and subjects without cancer, and were compared.

Answers to the interview questions given to the 
subjects with cancer were grouped and categorized to pro
vide information relative to the perceived needs of cancer 
patients.

Approval for the Study 
Approval for conduction of the study was obtained 

from the Human Subjects Committee of The University of Ar
izona and the Research and Development Committee of the 
Veterans Administration Hospital.

Limitations of the Study 
This study was limited by the following:

1. The use of a life satisfaction tool with no proven
reliability and validity with a non-healthy popula
tion, and with limited reliability and validity with 
a healthy population.

2. The interview tool was developed by the investiga
tor and not tested for reliability or validity.



CHAPTER 4

PRESENTATION AND ANALYSIS OF DATA

This chapter presents the findings and the 
statistical analysis of the data collected.

Characteristics of the Sample
The study sample was comprised of two groups.

Group 1 consisted of 20 patients under treatment for cancer 
and Group 2 consisted of 20 persons who were essentially 
healthy. There were 18 males and 2 females in Group 1 and 
5 males and 15 females in Group 2. The age range of the 
Group 1 subjects was 49 to 60 years, with a mean age of 
53.9 years. Group 2 subj ects had an age range of 40 to 60 
years with a mean age of 53.2 years (Table 1).

The sample was very similar in age, but dissimilar 
in sex, as Group 1 had more males and Group 2 had more fe
males .

Of the patients in Group 1, 17 subjects were mar
ried, two were widowed, and one was divorced. Sixteen sub
jects in Group 2 reported that they were married, two 
reported that they were single, and two subjects reported 
that they were divorced (Table 2).

29
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Table 1. Sex and Age in Years, Characteristics of the 

Sample.

Male Female Age Range Mean Age Total

Group 1 18 2 49-60 53.9 20
Group 2 5 15 40-60 53.2 20

Table 2. Marital Status, Characteristics of the Sample

Married Single Widowed Divorced Total

Group 1 17 0 2 1 20
Group 2 16 2 0 2 20
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Sixteen of the subjects with cancer lived with 

their spouse only, two lived alone, and two lived with their 
spouse and children. Of the subjects without cancer, 11 
lived with their spouses, three lived alone, five lived with 
their spouse and children, and one lived with children 
alone (Table 3).

It is interesting to notp that a large number of 
subjects were married and living with their spouses. These 
findings are most likely a function of the age range of the 
study population. This may be an indicator that this sample 
retained their "significant other" which may have a positive 
effect on their coping abilities.

Type of Cancer
The subjects with cancer in the study had been diag

nosed and were being treated for 10 different types of can
cer. Six patients were being treated for Carcinoma of the

Table 3. Significant Other Characteristics of the Sample

Spouse Alone
Spouse and 
Children

Children
Alone Total

Group 1 16 2 2 0 20
Group 2 11 3 5 1 20
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Lung, three for Oral (larynx or pharynx) Carcinoma, three 
for Carcinoma of the Prostate, two for Acute Myelocytic 
Leukemia, and one patient each was being treated for Myeloma, 
Melanoma, Endometrial Carcinoma, Lymphoma, Carcinoma of the 
Liver, and Carcinoma of the Colon (Table 4).

Types and Frequency of Treatment 
and Side Effects

Seventeen of the subj ects with cancer reported that 
they were receiving chemotherapy for treatment of their dis
ease and three subjects reported receiving radiation therapy. 
Eight patients received treatment every three weeks, six 
patients reported receiving treatment once a month, and one 
patient received treatment every two weeks. Two patients 
reported other time intervals for treatments. The three pa
tients undergoing radiation therapy received treatment daily.

Eighteen of the subjects reported experiencing side 
effects to treatment. Many of these side effects were ex
perienced in combination with others. Fatigue was reported 
by 11 patients, hair loss was reported by 12 patients, 10 
patients reported nausea, and seven patients had experienced 
vomiting. Skin changes were reported by four patients, 
bruising was reported by three patients, and diarrhea was 
experienced by two patients. Fever was reported as a side 
effect to treatment by two patients. Other side effects,



Table 4. Types of Cancer in Group 1
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Type of Cancer Frequency

Carcinoma of the Lung 6
Carcinoma of the Prostate 3
Oral Carcinoma 3
Acute Myelocytic Leukemia 2
Others _6
Total 20
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such as loss of appetite and numbness of fingers and toes 
was reported by six patients (Table 5).

Reactions to Side Effects 
of Treatment

The subj ects in Group 1 were asked to answer one 
question in order to categorize their distress to the side 
effects experienced from treatment. Two patients labeled 
these side effects as very distressing, six patients indi
cated that their side effects were moderately distressing, 
and nine patients stated that these side effects were only 
xnildly distressing to them. Of the remaining three patients, 
two indicated that they either did not experience any side 
effects to treatments or that those they experienced were 
not distressing to them (Table 6). •

Life Satisfaction Questionnaire

Scores and Means
The Life Satisfaction Questionnaire was completed

by the 40 subjects in Groups 1 and 2. Each questionnaire
was scored according to the directions and key provided by
Neugarten et al. (1961), the developers of the tool. The
total possible points on the questionnaire was 43.

The range of scores of the Group 1 subjects was
eight to 39, with a mean score of 27.45. The range of
scores for Group 2 was 14 to 42, with a mean score of 32.6

,
(Table 7).
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Table 5. Side Effects to Treatment of Group 1 

Subjects

Side Effect Number of Subjects Reporting 
(N = 18)

Hair Loss 12
Fatigue 11.
Nausea 10
Vomiting 7
Skin Changes 4
Bruising 3
Fever 2
Diarrhea 2
Others 6



Table 6. Reaction to Side Effects of Treatment.
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Reaction to Side Effects Number of Subjects
(N = 20)

Very Distressing 2
Moderately Distressing 6
Mildly Distressing 9
Not Distressing at all 2
Not Answered 1
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Table 7. Distribution of Life 

According to Groups
Satisfaction Scores

Group 1 Group 2
Subject Score Subj ect Score

1 16 1 41
2 24 2 37
3 8 3 32
4 24 4 34
5 23 5 42
6 27 6 34
7 34 7 36
8 35 8 30
9 28 9 30

10 28 10 34
11 37 11 35
12 23 12 29
13 24 13 37
14 36 14 13
15 37 15 27
16 37 16 29
17 24 17 40
18 16 18 29
19 28 19 41
20 29 20 39

Mean Score 28.75 Mean Score 35.4
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A comparison of the two group responses to 

individual questions of the LSI Questionnaire reveals a 
relative consistency of answers. There were, however, four 
questions to which the group answers were dichotomous.

Question 4 of Part 1 of the LSI stated: I am just
as happy as when I was younger. Seven of the subjects in 
Group 1 agreed with this statement, while 13 disagreed. Of 
Group 2, 17 subjects agreed, while only three subjects dis
agreed with the statement.

Question 5 of Part 1 of the LSI stated: My life
could be happier than it is now. Seventeen of the subjects 
in Group 2 agreed with this statement and three disagreed, 
while nine of the Group 2 subjects agreed, 10 subjects dis
agreed, and one subject marked the ? column.

Question 17 of Part 1 stated: When I think back
over my life, I didn't get most of the important things I 
wanted. Nine subjects in Group 1 agreed with this state
ment and 11 subjects disagreed. In contrast, two of the 
Group 2 subjects agreed while 18 disagreed.

The last question that revealed a disparity of feel
ings among the two groups was Question 5 on Part 2 of the 
LSI. This question asked: Do you ever worry about your
ability to do what people expect of you--to meet: demands 
that people make on you? Three of the Group 1 subjects 
answered yes, five answered sometimes, and 11 of those



subjects responded no to the question. Of the Group 2 
subjects, two answered yes, 11 answered sometimes, and 
seven subjects answered no to the question (Table 8).

t-Test
A two tailed Students t-test was performed on the 

mean scores of the two groups to determine whether the dif
ference in the scores was significant. In a separate var
iance estimate, the two-tailed probability was .182 which 
Was not significant at the .05 level.

Interview Questions
Sixteen of the 20 subjects in Group 1 participated 

in the 10 question interview following completion of the 
Life Satisfaction Questionnaire. A summary of the answers 
to these questions follows.

The first question dealt with the positive aspects 
of life at the time of the interview. A common theme that 
emerged in answer to this was "being alive" or "just living. 
Several subjects also indicated that getting better or the 
hope of getting well was the most positive aspect of life. 
The resurgence of religion in one's life was another major 
theme. Family members, such as husband and grandchildren, 
also figured prominently in the positive aspects expressed 
by subjects with cancer.



Table 8. Comparison of Responses to Individual Questions 
on LSI of Groups 1 and 2.

Part I
Cancer Subjects 
Number (N = 2 0 )

Noncancer Subjects 
Number (N = 20)

1. Agree 11 15
Disagree 7 5

? 2 0
2. Agree 13 11

Disagree 5 7
? 2 2

3. Agree 5 1
Disagree 12 19

? 0 0
4. Agree 7 17

Disagree 13 3
? 0 0

5. Agree 17 9
Disagree 3 10

? 0 1
6. Agree 3 8

Disagree 14 4? 3 8
7. Agree 2 1

Disagree 17 18
? 1 1

8. Agree 16 18
Disagree 2 0

? 2 2
9. Agree 15 19

Disagree 4 1
? 1 0

10. Agree 5 3
Disagree 14 17

? 1 0
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Table 8. Continued

Part I
Cancer Subjects 
Number (N = 20)

Noncancer Subjects 
Number (N = 20)

11. Agree 13 11
Disagree 6 8? 1 1

12. Agree 18 18
Disagree 2 1

? 0 1
13. Agree 14 10

Disagree 5 9
? 1 1

14. Agree 12 18
Disagree 5 1

? 3 1
15. Agree 5 1

Disagree 13 19
? 2 0

16. Agree 19 17
Disagree 1 3

? 0 0
17. Agree 9 2

Disagree 11 18
? 0 0

18. Agree 2 4
Disagree 17 16

? 1 0
19. Agree 19 15

Disagree 1 3
? 0 2

20. Agree 6 3
Disagree 10 15

? 4 2
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Table 8. Continued

Part II
Cancer Subjects 
Number (N = 19)'

Noncancer Subjects 
Number (N = 20)

4. a. 0 2
b. 4 2
c . 7 11
d. 2 3
e . 3 0
f . 2 1

5. Yes 3 2
Sometimes 5 11
No 11 7

6. Present 15 16
Other 4 4

7. a. 6 5
b. 8 6
c. 4 7
d. 1 1
e . 0 1

8. a. 14 13
b. 4 5
c. 1 1
d. 0 0
e . 0 1

9. a. 12 10
b. 7 7
c. 0 3

10. a. 12 10
b. 5 9
c . 2 1

11. a. 7 5
b . 4 13
c. 7 2

12. a. 6 8
b. 11 11
c. 2 1
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Question two asked "Is there anything more you 

feel your doctors could do for you?". Thirteen of the sub
jects answered no and stated that they felt the doctors 
were doing all they could for them. One subject complained 
about having to drive so far from his home to receive 
treatment every three weeks, and wished the doctors could 
do something about that. Another subject stated that he 
didn't know whether the doctors could do more for him, and 
a third subject stated that he wished the physicians would 
have talked with him more and told him what would happen to 
him from his disease.

The third question dealt with whether there was 
anything the subject would like to know about his illness 
and/or treatment that had not been fully explained. Twelve 
of the 16 subjects answered no and stated that they felt 
things had been explained to them thoroughly. However, one 
of these subjects felt that his physicians had painted an 
overly gloomy picture of his future, which he resented. 
Another subject stated that he was in the process of re
ceiving further explanations from his physicians. Two sub
jects expressed dissatisfaction in this area, using phrases 
such as "doctors go around in circles" and "doctors don't 
explain much."

Question four addressed whether the subject's life 
had been changed by treatments, and if so, how. Ten subjects
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indicated that the most noticeable change was in decreased 
activity, or lack of energy. "Slowed down," "quick to get 
angry and tired," and "needs lots of rest" were commonly 
voiced phrases to illustrate fatigue. Other answers to the 
question included changes in eating and drinking habits and 
loss of hair. Two subjects reported that their lives were 
improved after beginning treatment. One of these subjects 
stated that he "feels better physically," and the other 
stated that "knowing there is hope makes me feel better." 
Two subjects reported that their lives had not been changed 
by treatment.

Fifteen subjects answered no to the question of 
whether the nurses could do anything more for them. Com
ments such as "all have been very nice" and "I've never had 
problems with the nurses" were typical. However, one sub
ject expressed that he felt the nurses could show a little 
more concern and friendliness, especially "when i t ’s all 
new. "

The sixth question asked if the subjects had ever 
thought about discontinuing their treatments. Fourteen 
subjects answered no to this question, "I have no other 
options," "I started so I may as well finish," and "I know 
I have to go through this if I want to live" were typical 
reasons given. Of the remaining two subjects, one of them
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had stopped chemotherapy but decided to begin again when 
his symptoms revealed a growing tumor. The other subject 
felt that stopping treatments is feasible and that he often 
asks himself "Is this doing any good? Will I be doing this 
forever? Is it worth it?"

z
The following question asked for the reasons each 

subject continued treatments. "To stay alive," "hope to be 
cured," and "to get better" were common themes that emerged. 
Another important reason for continuing treatment expressed 
by several subjects was the recommendation and encourage
ment of the physician and/or the patient's family.

Question eight referred to the initial reactions 
experienced when diagnosed with cancer, and methods the sub
jects used to deal with that diagnosis. In answer to the 
first half of the question, two main themes were prevalent. 
One theme stated was the feeling of shock as their reaction, 
and the other was that the subjects were not surprised, 
that they had known something was wrong from their symptoms. 
Frustration, self-pity, and depression were also experienced 
by some of the subjects. The answers to the second part of 
the question also had two major points. In dealing with 
their diagnosis, some subjects stated that they turned to 
God, especially through prayer, while others turned to their 
physicians for guidance with the idea of "doing what the 
doctor said was necessary." Common to both of these,
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however, was the theme of acceptance--of not being resigned 
to death but accepting the fact and coping with that on a 
day to day basis.

The next question was "People who have a serious 
illness often gain new insights into life. Have you gained 
any insights and what are they?" One of the common answers 
to this question was more patience towards others. Changes 
in priorities towards family and God and away from job 
and material aspects of life were also voiced by many of. 
the subjects. "Little things don't bother me anymore" and 
"live day to day" were phrases often used. One subject ex
plained that the most important lesson he learned was that 
"because you get sick does not mean you will necessarily 
die--you can fight it."

The last question in the interview asked the sub- 
j ects for any advice or encouragement they would give to 
someone else in the same situation that they had been in. 
Responses ranged from very pragmatic, such as "Don't smoke," 
"take the chemotherapy," and the importance of early diag
nosis, to the intangible, such as keeping faith in physi
cians, God, and self, and "seek the Lord." Paying attention 
to one's doctors and trusting them was also advice given. 
Putting life into perspective and not giving up hope was 
important advice imparted by many of the subjects: "things
are never as bad as they seem--even cancer."
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The interviews lasted from 15 to 45 minutes, 

depending on the subject. All of the subjects responded 
well to the questions and seemed to enjoy talking about 
their concerns. Indeed, as a parting question, the inves
tigator asked each subject whether they minded discussing 
such personal feelings. All of the subjects stated that 
they enjoyed talking about the things that they had been 
thinking about and expressed, a desire for more of these 
types of discussions.



CHAPTER 5 

DISCUSSION AND RECOMMENDATIONS

This chapter discusses the results of the study 
and presents conclusions, implications, and recommendations.

Discussion and Relationship to 
Conceptual Framework

The conceptual framework used as a basis for this 
study was the quality of life. Quality and satisfaction 
are pervading themes in today's society. From the material 
aspects of life to the esoteric, people are striving for 
quality in all life experiences, and it is the sum of those 
experiences that add up to a perception of satisfaction 
with the quality of life.

The quality of medical care and satisfaction with 
medical care is a concern of consumers and caregivers alike. 
Wriglesworth and Williams (1975), in an attempt to construct 
an objective test to measure patient satisfaction, found 
that the term 'satisfaction1 means a feeling of well-being, 
contentment, and happiness. They concluded that any general 
assessment of satisfaction is subjective. Hengst and 
Roghmann (1978) studied the various dimensions in satisfac
tion with dental care and found that patient hostility or

© 48
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resentment is related to personal experiences with care 
providers. The quality of life and factors affecting the 
response of women to hysterectomy was studied by Roeske 
(1978). She found that social variables such as age, socio
economic status, types of significant relationships, and 
vocational and avocational involvement all influenced qual
ity of life and the satisfaction with life in those 
patients.

Persons with cancer undergoing treatment are also 
striving for a satisfactory quality of life. With the ad
vent of advanced medical technology in the treatment of 
cancer, patients are surviving longer; for this reason, 
they may be more concerned with the quality of that survival 
time. Creech (1975) described the psychological support 
needed by the cancer patient and emphasized that the ther
apist must evaluate the patient's understanding and adapta
tion to his disease in order to provide pertinent 
information to the patient. Luce and Dawson (1975) specif
ically addressed quality of life of patients with cancer 
and stressed that the physician must assess the basic emo
tional structure of the patient so that the therapist can 
determine whether he succeeds in restoring a quality of life 
that approaches pre-cancer levels.

The concept of cancer as a chronic disease and not 
a terminal one is essential in order to focus in on the
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rehabilitation of the patient with cancer. The cancer 
survivor should be provided with the quality of life he 
desires. The growing use of formalized support groups in
dicates an understanding of the chronicity of cancer and 
the needs of the patients and their families. One type of 
formal support group is the mutual-heIp group described'by' 
Adams (1979). A mutual help group is a group of individ
uals affected by a similar problem who have organized, 
outside the sphere of an institution, to support and help 
each other. There is a controversy regarding the effective
ness of these groups in assisting with coping, however, 
this requires more research. Herzoff (1979) described 
another type of support group, the therapeutic group for 
patients and families. These groups are closely associated 
with hospitals and do maintain a professional as part of 
the group. The purpose of these groups is to provide a 
forum for patients as well as crisis intervention as nec
essary. Both types of support groups fulfill a need that 
has been expressed by cancer patients and their families 
and appear to contribute significantly to maintaining a 
satisfactory quality of life during the course of the dis
ease and the treatment.

The purpose of this study was to quantify the qual
ity of life by measuring life satisfaction. The comparison
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of cancer patients with healthy persons was an attempt to 
determine whether having cancer made a difference in life 
satisfaction and quality of life.

Life Satisfaction Questionnaire
The Life Satisfaction Questionnaire developed by 

Neugarten et al. (1961) is scored in such a way that a 
higher score is indicative of a more satisfied person. The 
mean score on the questionnaire for Group 1 was 27.45, 
while the mean score for the Group 2 subjects was 32.6. As 
seen in the data analysis, there was not a statistically 
significant difference. However, it could be conjectured 
that the scores were lower because this group does have 
cancer.

There were four questions on the LSI Questionnaire 
in which the group responses were dichotomous.

The first of these dealt with present happiness 
compared to happiness when the subject was younger. In gen
eral, the cancer patient group responded that they were not 
as happy as when they were younger, while the, non-cancer 
subjects responded that they were just as happy now as when 
they were younger. This difference in response may be due 
to the realities of coping with a long term illness that was 
not present when the cancer patient was younger.
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The next question asked whether the subject thought 

life could be happier than it was at the present time.
More of the cancer patient subjects agreed with this state
ment than the non-cancer subjects. It may be that the pa
tients with cancer realize that they are not as happy now 
as they could be because they have cancer.

The third question had to do with whether the sub
ject had achieved his life's goals. The majority of the 
cancer patient subjects agreed with this statement, while 
more of the non-cancer subjects disagreed with the state
ment. Perhaps the non-cancer subjects have projected future 
oriented goals in contrast to the cancer patient subject, 
who may be past or present oriented due to his illness.

The final question of this group dealt with the 
ability to meet the demands imposed upon the subject. M o s t ' 
of the cancer patient subjects responded in the negative, 
which indicated that they did not worry about meeting the 
demands of others, while the majority of the non-cancer sub
jects responded that they sometimes worried about meeting 
such demands. A possible reason for this may be that the 
cancer patient may be necessarily more egocentric at this 
time, or that there may not be as many demands placed upon 
them due to their health status. -

Both groups appeared to have a satisfactory percep
tion of their individual quality of life. It may be
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suggested from this data that having cancer and being 
treated for cancer does not, as widely held by health care 
professionals and lay persons, have an adverse affect on 
the perceived quality of life.

Demographic Data
One of the most fascinating findings of the study 

involved the amount of distress perceived by cancer pa
tients in relation to experiencing side effects to treat
ment. Nine of the 20 subjects rated their distress as mild 
and six subjects rated their side effects as moderately 
distressing. Only two subjects labeled their side effects 
to treatment as severely distressing. These findings are 
upheld by Kardinal and Cupper (1977) who found that the pa
tients they studied could tolerate almost any side effect 
if the tumor decreased. Also, Wagner and Bye (1979) found 
that the side effect of alopecia had no negative effect on 
the body image and social activities of the patients they 
studied. Indeed, in the clinical practice of oncology, it 
is widely held by physicians that side effects to treatment 
are to be de-emphasized. These side effects are seen to be 
part of the reality of having cancer and the patient will 
tolerate them better if the health care professional does 
not dwell on their importance.
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As a rule, nurses who deal with oncology patients 

believe that side effects to treatment need to be described 
and dealt with to help the patient cope with the experience 
of cancer. The results of this study, however, may indicate 
that side effects such as alopecia, lethargy, nausea, and 
vomiting, which receive so much press in our society today, 
may not be as important as the hope of being cured by the 
toxic treatments.

Interview Questions
There was a general positive feeling to the inter

views perceived by the investigator. The subjects all pro
jected positive attitudes towards their lives, their 
disease, and their treatments. However, this attitude was 
not reflected in the Life Satisfaction scores to the degree 
anticipated by the investigator. One reason for this may 
be that patients with cancer feel a need to act positively 
when talking about their illness, and are free to give rein 
to less positive feelings when completing a self report 
questionnaire. This finding would indicate the necessity 
for more valid and reliable self report tools to allow for 
the collection of objective data about the quality of life.

There was no anger or hostility in the interviews 
directed towards the physicians and nurses that were cur
rently caring for the patients. It cannot be concluded
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that these feelings may not be present in cancer patients, 
but may imply this. However, Kardinal and Cupper (1977) 
found that hostility is frequently expressed towards former 
care givers and that current physicians and nurses are com
monly praised for their efforts. Anger and hostility were 
also expressed towards x-ray and laboratory personnel which 
directed these feelings at a safe distance away from the 
physician who controlled their treatment. Such findings 
suggest the redirection of hostile behavior may be a self 
protective mechanism devised by patients to allow them to 
express untoward feelings.

Fewer of the subjects had thought about stopping 
treatments than was expected at the beginning of the study. 
In fact, it appeared that the majority of the respondents 
did not view ceasing treatments as an option, especially if 
they were committed to hoping for a cure.

The reliance on the opinions and recommendations of 
the physicians was a pervading theme in answer to many of 
the interview questions. The advice to trust in your doc
tors and do what they say was the strongest many subjects 
could impart. Their physicians are seen as the experts and 
they are viewed as putting optimum effort into curing the 
patient. This type of complete devotion and trust seems to 
be necessary to help the patient through the diagnosis and 
treatment stage of their illness.
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A serendipitous finding of the interview was the 

desire of the patients to discuss these types of concerns. 
The majority of the subjects in the cancer group felt that 
they had limited access to a support group where they could 
share their feelings with others and learn from them. One 
subject even expressed disappointment in her children, who 
wouldn't talk about her illness with her and continue to 
act as if nothing has changed. This finding indicates a 
dire need for such formalized support groups as were advo
cated by Baker (1977) and Johnson (1977). The expansion of 
the role of the nurse to include counseling for cancer pa
tients is also indicated.

Conclusions
There can be few concrete conclusions from this 

study. In this study, it can be suggested that patients 
with cancer may enjoy approximately the same quality of 
life as persons without cancer, and that the cancer illness 
experience may not completely overshadow all other concerns 
in a person's life. It may be that having cancer is an ex
perience of life that the cancer patient accepts and inte
grates into his pattern of living.

The information obtained from the interviews offered 
evidence that cancer patients appeared to cope with their 
illness and its treatments. Having cancer is a learning and
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growing experience, and people cope with it according to 
previously developed coping patterns,

Implications for Nursing 
Understanding that a diagnosis of cancer is not an 

end point for patients, but the starting point of a unique 
life experience that requires specific coping actions is 
vital to health care professionals. The role of the nurse 
in dealing with the oncology patient can be described in 
terms of the nursing process. The assessment of patient 
and family needs is imperative. Specifically, the presence 
of or lack of support systems must be identified for the 
nurse to understand and deal with the coping mechanisms 
utilized by the patient and family. This basic knowledge 
will provide the "nurse with a foundation for planning and 
offering interventions in regards to formal support groups 
and other needs expressed by the patient when dealing with 
the diagnosis, treatment, side effects to treatment, and 
chronicity of cancer. Indeed, the nurse has an obligation 
to be concerned with the quality of life of the patient and 
the family who must deal with cancer.

Recommendations 
It is recommended that a similar study be conducted 

with the following modifications:



Use of a tool with proven reliability and validity 
with chronically ill patients.
Use of homogeneous cancer groups as the comparative 
groups (i.e., breast cancer patients versus bowel 
cancer patients).
Use of a larger sample.
Inclusion of such variables as the stage of the 
disease and the prognosis of the disease and their 
effect on perceived quality of life.



APPENDIX A

LIFE SATISFACTION QUESTIONNAIRE
FORM, A

GROUP 1
I am requesting your voluntary participation in the 

completion of this questionnnaire entitled "Life Satisfac
tion Questionnaire." The purpose of this study is to deter
mine what effect your illness has on how you view your life 
at this time. If you decide to participate, please answer 
as many of the questions as you are able.

About 30 minutes of your time will be required for 
completion of this questionnaire and will indicate your con
sent as a willing participant in this study.

All information received will be treated with com
plete confidentiality and your name is not used to protect 
your privacy. You may feel free to ask questions of the 
researcher at any time and you may also feel free to with
draw or decline to participate without affecting your care.

This information will be used by physicians and 
nurses to better understand the needs of patients and thus 
provide more effective care.

The primary investigator in this study is Rebecca 
Newberry, R.N., College of Nursing, University of Arizona.

Demographic Information
1. AGE ___  2. SEX___M 3. MARITAL STATUS

F

4. WHO DO YOU LIVE WITH?  LIVE ALONE
 SPOUSE
 CHILD OR CHILDREN
 JFRIEND OR ROOMMATE

OTHER:

MARRIED
WIDOWED
"SINGLE
DIVORCED
"SEPARATED
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WHAT TREATMENTS ARE YOU 
RECEIVING NOW? _CHEMOTHERAPY 

RADIATION THERAPY 
_IMMUNOTHERAPY (BCG) 
OTHER:

HOW OFTEN DO YOU 
RECEIVE TREATMENT? _DAILY 

ONCE A WEEK
TWO OR MORE TIMES A WEEK 
_EVERY TWO WEEKS 
ONCE A MONTH 
OTHER:

7. DO YOU EXPERIENCE ANY SIDE EFFECTS TO TREATMENT? 
IF SO, PLEASE INDICATE THEM.
 FATIGUE __DIARRHEA NAUSEA  OTHER:

BRUISING FEVER VOMITING
SKIN CHANGES HAIR LOSS

8. HOW DISTRESSING ARE THESE SIDE EFFECTS TO YOU?
 VERY DISTRESSING___________MILDLY DISTRESSING

MODERATELY DISTRESSING NOT DISTRESSING AT ALL



APPENDIX B

LIFE SATISFACTION QUESTIONNAIRE
FORM B

GROUP 2
I am requesting your voluntary participation in the 

completion of this questionnnaire entitled "Life Satisfac
tion Questionnaire." The purpose of this study is to deter
mine how you view your life at this time. If you decide to 
participate, please answer as many of the questions as you 
are able.

About 10 minutes of your time will be required for 
completion of this questionnaire and will indicate your con
sent as a willing participant in this study.

All data received will be treated with complete 
confidentiality and your name is not used to protect your 
privacy. You may feel free to ask questions of the investi
gator at any time and you may also feel free to withdraw or 
decline to participate.

The primary investigator in this study is Rebecca 
Newberry, R.N., College of Nursing, University of Arizona.

Demographic Information
Age ___  Sex   Marital Status  .
Who do you live with? Please indicate relationship only.

Are you under medical care for health problems at this time? 
If yes, please specify. _______________________________________

Are you receiving treatment for this condition? If y es, 
please specify. ____________________________________________
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Do you experience any side effects to these treatments? 
If yes, please indicate what they are and how often.

How distressing are these side effects to you? Circle one.
a. Very distressing
b. Moderately distressing
c. Mildly distressing
d. Not distressing at all



APPENDIX C

LIFE SATISFACTION QUESTIONNAIRE
FORM C

PART I
Here are some statements about life in general that 

people feel differently about. Would you read each .state
ment on the list and if you agree with it, put a check mark 
under "Agree." If you do not agree with the statement, -put 
a check mark in the space under "Disagree." If you are not 
sure one way or.the other, put a check mark in the space 
under "?" PLEASE BE SURE TO ANSWER EVERY QUESTION ON THE 
LIST.

AGREE DISAGREE ?
1. As I grow older, things seem 

better than I thought they 
would be.

2. I have gotten more of the 
breaks in life than most of 
the people I know.

3. This is the dreariest time 
of my life.

4. I am just as happy as when 
I was younger.

5. My life could be happier 
than it is now.

6. These are the best years 
of my life.•

7. Most of the things I do are 
boring or monotonous.

8. I expect some interesting 
and pleasant things to happen 
to me in the future.
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AGREE DISAGREE
9. . The things I do are as

interesting to me as they 
ever were.

10. I feel old and somewhat 
tired.

11. I feel my age, but it does 
not bother me.

12. As I look back on my life,
I am fairly well satisfied.

13. I would not change my past 
life even if I could.

14. Compared to other people my 
age, I make a good appear
ance.

15. Compared to other people 
my age, I've made a lot of 
foolish decisions in my 
life.

16. I have made plans for things 
I'll be doing a month or a 
year from now.

17. When I think back over my 
life, I didn't get most of 
the important things I 
wanted.

18. Compared to other people,
I get down in the dumps too 
often.

19. I've gotten pretty much what 
I expected out of life.

20. In spite of what people say, 
the lot of the average man 
is getting worse, not 
better.
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PART II

Would you please comment freely or circle the best 
answer in response to the following questions?
1. What are the best things about being the age you are 

now?

2. What do you think you will be doing five years from now? 
How do you expect things will be different from the way 
they are now, in your life?

3. What is the most important thing in your life right now?

4. How happy would you say you are right now, compared with 
the earlier periods in your life? Circle one.

a. This is the happiest time.
b. All have been happy.
c. It's hard to make a choice.
d. There has been some decrease in recent years.
e . Earlier periods were better.
f . This is a bad time.

CIRCLE BEST ANSWER
5. Do you ever worry about your ability to do what people

expect of you--to meet demands that people make on you?
a. Yes
b . Sometimes
c. No

6. If you could do anything you pleased, in what part of 
the country would you most like to live?

a. Present location
b. Any other location

7. . How often do you find yourself feeling lonely?
a. Never
b . Hardly ever
c. Sometimes
d. Fairly often
e. Very often
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8. How often do you feel there is no point in living?

a. Never
b . Hardly ever
c . Sometimes
d. Fairly often
e. Very often

9. Do you wish you could see more of your close friends
than you do, or would you like more time to yourself?

a. OK as is
b . Wish I could see more of friends
c. Wish I could have more time to myself.

10. How much unhappiness would you say you find in your
life today?

a. Almost none
b . Some
c. A great deal

11. As you get older, would you say things seem to be 
better or worse than you thought they would be?

a. Better
b. About as expected
c. Worse

12. How satisfied would you say you are with your way of 
life?

a. Very satisfied
b . Fairly satisfied
c. Not very satisfied



APPENDIX D

INTERVIEW QUESTIONS

PART III
Would you please comment freely in answer to the 

following questions? Use the back of the page if necessary.
1. What are the positive aspects of your life right now? 

Have any of these positive aspects come about because 
of your illness?

2. Is there anything more you feel your doctors could do 
for you?

3. Is there anything that you would like to know about 
your treatment and/or disease that has not been fully 
explained to you?

4. Has your life been changed by treatment? If so, how?

5. Is there anything more you feel the nurses could do for 
you?

6. Have you ever thought about stopping your treatment? 
If so, why? If not, why not?

7. For what reasons do you continue treatment.
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8. What was your initial reaction to being told you had 

cancer? How did you deal with it?

9. People who have a serious disease often gain new in
sights into life. Do you feel you have gained any 
insights and what are they?

10. Given the experiences that you've been through, what 
kind of advice or encouragement would you give to 
someone else in the same situation?
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