
Perceptions of symptom distress in the
patient with cancer of the colon and rectum

Item Type text; Thesis-Reproduction (electronic)

Authors Loescher, Lois Jane

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 16/05/2023 13:59:50

Link to Item http://hdl.handle.net/10150/557560

http://hdl.handle.net/10150/557560


PERCEPTIONS OF SYMPTOM DISTRESS IN THE PATIENT 

WITH CANCER OF THE COLON AND RECTUM

by

Lois Jane Loeschar

A Thesis Submitted to the Faculty of the

. COLLEGE OF NURSING

In Partial Fulfillment of the Requirements 
For the Degree of

MASTER OF SCIENCE

In the Graduate College

THE UNIVERSITY OF ARIZONA

19  8 0



STATEMENT BY AUTHOR

This thesis has been submitted in partial fulfillment of re
quirements for an advanced degree at The University of Arizona and is 
deposited in the University Library to be made available to borrowers 
under rules of the Library.

Brief quotations from this thesis are allowable without special 
permission, provided that accurate acknowledgment of source is made. 
Requests for permission for extended quotation from or reproduction of 
this manuscript in whole or in part may be granted by the head of the 
major department or the Dean of the Graduate College when in his judg
ment the proposed use of the material is in the interests of scholar
ship. In all other instances, however, permission must be obtained 
from the author.

SIGNED:

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below:

Katherin6%J. Y^ung ^ 3 // / / X  !80v Date
Professor of Nursing



This work is lovingly dedicated to Chuck and Mary Macon. Their 
hope5 strength, and determination in the battle against cancer is an 
inspiration to us all.



ACKNOWLEDGMENTS

This thesis would not have been possible without the encourage

ment and cooperation of many people. A special thanks to my committee 

members: Dr. Katherine Young, Dr. Alice Longman, Dr. Beverly McCord,

and Ms. Lillian Lynch.

Appreciation is also extended to Dr. Hugo Villar, Dr. Steven 

Ketchel, Dr. William Neubauer, and Dr. Henry Chessin who kindly gave 

me permission to interview their patients.

Finally, a very special thank you to Bill, Kathy, Jon, and to 

my parents Tom and Dorothy Loescher. Their humor, continuous encour

agement, interest, and support of my educational endeavors were instru

mental in helping me achieve this long-awaited goal.



TABLE OF CONTENTS

Page

LIST OF ILLUSTRATIONS................................ viii

LIST OF TABLES....... r ...................................... vii

ABSTRACT.............- .  ......................... . ix

CHAPTER

1. INTRODUCTION .............................  . . . . . .  1

Statement of the Problem.......................... 2
Purpose...........  2
Significance   . . . .  3
Definition of Terms . .  .........................  4
Conceptual Framework..............    5

2. REVIEW OF THE LITERATURE.............................  9

Sutherland? s Study  ..............   9
Hinton’s Study  ............      11
Schneider’s Study .  ......................  13
. McCorkle and Young’s Study  ........... 15
Symptoms Related to Surgery...............   16
Symptoms Related to Radiation Therapy  ......... 18
Symptoms Related to Chemotherapy................... 20
Summary of Literature Review............    21

3. METHODOLOGY..................       22

Design  ..............   22
Setting and Sample Criteria........................ 23
Human Subjects Approval . . . . . . .  ............... 23
Method of Data Collection . . . . . . . . . . . . . . .  24

Symptom Distress Scale ............. . . . . . .  24
Interview Questions . . . . . . . . . . . . . . . .  25
Demographic Data Sheet ............. . . . . . .  26

Method for Use of the Symptom Distress Scale . . . . .  26
Data Analysis . . .  ..................  . . . . . . .  27

v



TABLE OF CONTENTS— Continued

Page

4. PRESENTATION OF THE DATA . . . . . . . , . . .  .......... 29

Demographic Characteristics . .  ..................... 29
Disease Characteristics ..........   31
Treatment Characteristics . . . . .  ................. 31

Surgery . . . -................ ............■. . 31
Radiation Therapy e , . . . . » . .  ..............33
Chemotherapy.................... 33

Symptom Distress . . . . . . . . .  .................... 33
Reliability of the Scale.......................   33
Symptom Correlation............   35
Total Symptom Distress Scores  ............. 35
Mean Symptom Distress Scores for Subgroups......... 38
Mean Total Score Comparisons ....................  40

Subjects1 Feelings Regarding Cancer Surgery........... 40
Reason for Surgery . . . . . .  ..................  42
Effect of Surgery on Lifestyle ..................  42
Feelings about Colostomy ........................ 45

5o INTERPRETATION OF FINDINGS ........    47

Relationship of Findings to Conceptual Framework . . . .  47
Relationship of Findings to Review of the Literature . . 48
Implications and Conclusions  .........  51
Problems Encountered with This Study...................53
Recommendations for Further Study . . . . . . . . . . .  54

6. SUMMARY . . . . . . . . . . . . . . . . . . . . . . . . . .  55

APPENDIX A: SUBJECT’S CONSENT FORM . . . . .  ............. . . .  58

APPENDIX B: HUMAN SUBJECTS COMMITTEE APPROVAL . . . . . . . . . .  60

APPENDIX C: SYMPTOM DISTRESS SCALE .  ...............  61

APPENDIX D: INTERVIEW QUESTIONS .............................. 64

APPENDIX E: DEMOGRAPHIC DATA SHEET . . .  .......................65

APPENDIX F: STAGING CLASSIFICATION FOR CANCER OF THE COLON
AND RECTUM..........   . .     . 66

LIST OF REFERENCES     . 67

vi



LIST OF TABLES

Table Page

1. Characteristics of the Sample  .........    30

2. Staging of Disease    . 32

3. Type of Surgical Procedures Performed.................. . . 32

4. Time Since Surgery................     34

5. Chemotherapy   . . . . . .  34

6. Correlation matrix for ten items of Symptom Distress Scale
based on total group responses  ................  36

7. Distribution of Symptom Distress Scores.............  37

8. Rank order of mean scores of symptoms from highest to lowest
distress for the subgroups of patients with and without a 
colostomy.............................................. 39

9. Mean total score comparisons by use of t-test for the sub
groups of colorectal cancer patients with and without a 
colostomy.............................................. 41

10. Reasons Given for Surgery ........................   43

11. Responses Regarding How Cancer Surgery Affected
Lifestyle..................   44

12. Feelings about Colostomy . . . . . . . . . . . . . . . . . .  46

vii



LIST OF ILLUSTRATIONS

Figure

1. Conceptual Framework



ABSTRACT

The purpose of this study was to investigate perceptions of 

symptoms and reactions of individuals following surgery for colorectal 

cancer. Perceptions of symptom distress were also studied. Symptom 

distress in patients with a colostomy and those without were compared.

McCorkle and Youngv s Symptom Distress Scale was administered to 

50 patients with colorectal cancer. Twenty of the subjects had a 

colostomy following surgical treatment, and thirty subjects did not.

The patients rated the symptoms of nausea, mood, appetite, insomnia, 

pain, mobility, fatigue, bowel pattern, concentration, and appearance 

according to perceived levels of distress. The subjects were also 

asked three questions concerning their feelings about cancer surgery.

The findings showed that patients with colorectal cancer per

ceived low symptom distress levels. Insomnia, fatigue, and mood were 

rated as the most distressful symptoms. When the subjects with and 

without a colostomy were compared, the colostomy group had higher mean 

scores for the Symptom Distress Scale. This finding indicated that the 

colostomy group perceived greater levels of distress. However, the 

differences between the two groups were not statistically significant.

Responses to the questions revealed that surgery had allevi

ated or decreased pre-operative symptoms of distress. Surgery gener

ally improved mental outlook and did not aggravate physical symptoms.



CHAPTER 1

INTRODUCTION

Cancer is a disease feared by contemporary man. For many 

people, the word, "cancer," is synonymous with pain, mutilation, 

suffering, and death. Historically, cancer has carried with it a 

stigma of low social value; a stigma that labels cancer as an unclean, 

repulsive, and dehumanizing disease (Mastrovito, 1972; Watson, 1978). 

Since cancer has such negative connotation, it is regarded as a highly 

stressful disease. The person who has cancer is going through a crisis; 

and, therefore, can be identified as an individual experiencing an un

usually severe form of stress (Mastrovito, 1972).

The person with carcinoma of the colon and rectum is inflicted 

with one of the most unaesthetic types of cancer. The mere mention of, 

"colorectal cancer," often evokes visions of a radically altered body 

form and function. Only 30 percent of the people with this disease will 

have an anastomosis of their remaining bowel following surgical tumor 

resection and the remaining 70 percent will require a colostomy (Donovan 

and Pierce, 1976). In American society, physical attractiveness and 

cleanliness are regarded as desirable attributes. A person who excretes 

feces from a visible portion of bowel which extends through his abdomen 

is not likely to view himself as attractive or clean. As a result, the 

stigma of having an, "unclean and mutilating disease," is often very
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real to the person with colorectal cancer. In this individual9 the 

stress of the disease may be intensified by a method of treatment which 

is not aesthetically pleasing to society.

Many cancer patients, especially those with colorectal carcinoma, 

have mentioned to this investigator that their greatest fear is that of 

having incapacitating symptoms resulting from their disease. Effective 

relief of existing or feared symptoms of physical and mental distress 

is often a frequent request of these patients. Therefore, it seems 

appropriate to study symptom-distress in patients with colorectal 

cancer.

Statement of the Problem

1, What are the perceptions of symptom distress in patients 

diagnosed with cancer of the colon and rectum?

2, What are the differences and similarities of symptom distress 

in patients with colorectal cancer who have a colostomy and those who

do not?

Purpose

The purpose of this study was to investigate perceptions of 

symptoms and reactions of individuals following surgery for cancer of 

the colon and rectum. Perceptions of symptom distress in colorectal 

cancer patients were also noted. The specific question to be answered 

was: do patients with a colostomy perceive a greater degree of dis

tress than patients without a colostomy who have normal bowel function?



Significance

According to Cancer Facts and Figures (1980, p. 6), colorectal 

cancer is, 11. » , second only to lung cancer for the greatest number of 

new cases estimated for 1980 (excluding common skin cancers)„" Cancer 

of the colon and rectum equally affects males and females, and most 

often occurs between the ages of 35 and 74 years. In 1980, colorectal 

carcinoma will strike 114,000 persons and will cause 53,000 deaths 

(Cancer Facts and Figures, 1980).

Since cancer of the colon and rectum has a high incidence and 

high mortality rate, people with this type of malignancy will be in 

need of nursing care. Therefore, nurses must be prepared to meet the 

needs of patients with colorectal cancer. In order to be effective in 

meeting,these needs, it is important for nurses to understand how the 

patient perceives his illness (Shepardson, 1972). The cancer patient 

may perceive his illness as distressful. In addition to the stress of 

the disease, cancer therapies may also precipitate physical and mental 

discomfort. According to Mundinger (1978, p. 222), "whether a cancer 

patient is ultimately cured, or dies from the disease, he will live a 

life of higher health quality if he can diminish the discomforts, both 

physical and psychological which may afflict him during the course of 

his disease and treatment."

Effective communication must be established between the nurse 

and patient so there is no doubt about what symptoms the patient is 

experiencing. This investigator agrees with Paulen (1976, p. 164), who 

emphasized that, "the nurse can listen and learn what is on the
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patientfs mind » . „ We make our own interpretation of the patient's 

behavior but fail to validate it with the patient." Unpleasant symptoms 

may arise from the cancer and its treatment, and the relief of these 

symptoms often becomes the first priority of the patient. With this in 

mind, knowledge of the colorectal cancer patient's level of distress 

can assist the nurse in reducing symptoms. As a result of nursing in

tervention, the patient's need for physical and mental comfort will also 

b e met.

Definition of Terms 

Body Image: The sum total of the conscious and unconscious perceptions

an individual has about his body (Gruendeman, 1975; Donovan and Pierce,

, 1976).
Colostomy: A portion of large bowel brought through the abdominal sur

face from which feces are eliminated. The colostomy may be permanent 

or temporary.

Patient: A male or female, 35 years or older, diagnosed with colorectal 

cancer, who has had surgery as an initial form of treatment.

Perception: A single unified awareness derived from sensory processes

while a stimulus is present (The Random House Dictionary of the English 

Language, 1966).

Self-Concept: The functioning of the mind and body as a single entity

(Bouchard and Owens, 1976).

Stress: "The nonspecific response of the body to any demand," (Selye,

1976, p. 1).



Symptom: A Greek derivative meaning anything that has befallen one.

Every happening in medical history is a symptom, but usually a xsymptom 

is considered to be any perceptible subjective change in the body or 

its functions that indicates the kind or phases of disease (DeGowin and 

DeGowin, 1970; Taber's Cyclopedic Medical Dictionary, 1973)„

Symptom Distress: "The degree of discomfort from the specific symptom

being experienced as perceived by the patient," (McCorkle and Young,

1978, p, 274)• Distress may result from the disease itself or the 

treatment•

Conceptual Framework 

The conceptual framework is based on stress and an individual's 

response to stress (see Figure 1.). When the meaning of any internal 

or external stimuli is perceived by the individual as a threat to his 

psychological and/or physical integrity, stress results (Lipowski,

1975)* Threat implies a state in which the individual anticipates a 

confrontation with some sort of harmful condition (Lazarus, 1966).

Leonard (1972, p. 687) commented that, "any alteration in the body is a 

disturbance of one's integrity, a threat to oneself." Selye (1976, p.

78) identified this threat, or stressor as, "that which produces stress." 

Selye (1976, p. 1) then proceeded to define stress as, . . the non

specific response of the body to any demand," Lazarus (1966, p. 2) 

stated that * "stress, as a universal and animal phenomenon results in an 

intense and. distressing experience." According to Lipowski (1975), the 

stress situation evokes specific modes of response in the individual.
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Stressor -------  —   Stress -------------- Response to
Stressor

Prolonged Alteration in Response to
Physical -----  —  Body Image/   —  Physical
Illness Self-Concept Illness

Colorectal ____ ' ~ Presence of _______________ _ Symptom
Cancer Colostomy Distress

Figure 1. Conceptual Framework

Lipowski (1969, 1975) identified prolonged physical illness as 

a type of stressor. Individuals with cancer may be confronted with 

physical or psychological changes as a result of their disease. With 

colorectal cancer, the disease itself, and the extensive surgery which 

may be required as initial treatment often produce marked changes in 

body appearance and functioning (Sutherland and Orbach, 1953). Thus, 

the effects of radical surgery and prolonged illness invariably assault 

an individual’s body image (Donovan and Pierce, 1976).

Body image is defined as the sum total of the conscious and 

unconscious perceptions an individual has about his body (Gruendeman, 

1975; Donovan and Pierce, 1976). Its specific identity is based on 

outward appearance, inner somatic feelings, and others’ reactions to 

one’s body (Gruendeman, 1975). Expressions of body image are related 

to an individual’s self-concept. Self-concept is the body’s psycho

dynamic foundation and is the most influential factor in the body image



(Gruendeman, 1975). Thus s in self-concept9 the body and mind function 

as a single entity (Bouchard and Owens, 1976).

The response of an individual to physical illness is related to 

his self-concept and body image (Lipowski, 1975). According to Murray, 

(.1972, p. 697) , "body image disturbance arises when there is a failure 

to accept the body as it is and adapt to it; there is a conflict be

tween the way the body is now perceived and the way the person pictures 

his body mentally." The person experiencing alterations of body image 

associated with physical illness is encountering a highly stressful 

situation. It is so stressful that the usual patterns of responses, 

behavior, and coping mechanisms are inadequate to handle the changes in 

self-concept resulting from the illness (Murray, 1972).

Colorectal cancer is an example of prolonged physical illness 

which may disturb body image. Treatment for cancer of the colon and 

rectum often involves the creation of a colostomy, which extensively 

alters an individual’s body image (Parets, 1967). Parets (1967, p.

1402) stated that, "such a patient has to face a form of uncleanliness 

which has been taboo since earliest childhood ..." If normal bowel 
function is of great value and psychodynamic significance to the colo

rectal cancer patient with a colostomy, then his response to the illness 

and treatment may be more intense (Lipowski, 1969).

Common responses to a physical illness such as colorectal cancer 

may be identified, and include increased attention and responsiveness to 

bodily perceptions and functions. There is often an unpleasant change 

in the general body feeling which may be manifested in the form of



symptoms (Lipowski, 1975). Janis (1958, p. 160) suggested that the 

impact of stress, n» . . gradually develops as a result of accumulating 

pains, discomforts and frustrations » . ." Therefore, the response to 

the stressor of physical illness may be in the form of symptom distress, 

or, the 11 * . o degree of discomfort from the specific symptom being ex

perienced as perceived by the patient," (McCorkle and Young, 1978, 

p. 274) .

In the case of a physical illness such as cancer, the response 

to the disease, or symptom distress, represents the decisive cue to the 

primary needs of the patient. Lipowski (1975, p. 13) stated that, "what 

the patient communicates regarding his symptoms or distress, when he 

does it, to whom and how, is important for delivery of . . . care."

Each nurse has to determine from the patient’s response what the mea

sure of comfort for that individual is, and provide appropriate nursing 

interventions (Tiedt* 1975). With a colorectal cancer patient who might 

have visible body changes as a result of his disease, this approach to 

care is extremely important.



CHAPTER 2

REVIEW OF THE LITERATURE

The literature is replete with studies regarding various 

aspects of cancer. However, there is not a plethora of research 
dealing specifically with symptom distress in cancer patients.

This chapter includes a review of four studies that deal with cancer 

^patients’ concerns and perceived levels of distress. Common treat

ment methods of colorectal carcinoma are also discussed.

Sutherland? s Study

In 1952  ̂ Sutherland and others conducted a now classic study 

of colostomy patients. The focus of the study was to assess the 
effects of a colostomy on the daily functions and emotions of pa

tients diagnosed with cancer. The investigation was based on the 

assumption that serious change in body form and function creates 

stress which is determined by the specific conscious or unconscious 

meaning of the organ and its functions. When this stress threatens 
significant adaptation processes, emotional experience and motor 

changes in all aspects of daily living can occur (Sutherland et al., 
1952).

The sample population of 57 patients included 29 men and 28 

women with a primary diagnosis of colorectal carcinoma. Each of 

these patients had a colostomy as a result of cancer surgery. Data
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were obtained through interviews and Rorschach tests; and emphasized 

colostomy management, irrigation procedures, and other problems.

Almost all the patients complained of disturbances with irrigation. 
Symptoms during this time included nausea, fainting, abdominal 

cramps with associated feelings of fullness, and feelings of anxiety 

and restlessness. More than a third of the patients cited emotional 

distress as the chief cause of irrigation difficulties (Sutherland 

et alM 1952).

Actual or feared spillage of feces and flatus expulsion 

engendered profound feelings of self-depreciation in almost all of 

the patients. Once a spill of feces had occurred, the possibility 

of a recurrence remained a constant source of anxiety, despite ade

quate colostomy regulation. This anxiety was accompanied by a lower
ing of self-esteem and continuous self-degradation (Sutherland et al., 

1952).

Depression commonly followed the surgical creation of a 

colostomy, and was manifested by symptoms of insomnia, anorexia, 

panic, confusion, anxiety, and despair. A sense of weakness out of 

proportion to the physical state was identified by 41 patients and 

led to self-imposed activity restrictions. This weakness was report

ed more frequently than frank depression. According to Sutherland 

and others (1952, p. 868),

depression is triggered by the perception of the colos
tomy as mutilation and body disfigurement. The depression 
is reinforced when the patient begins to project the effect 
of the perceived mutilation on his later functioning. The 
sense of weakness . . .  is related to the feeling that
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surgery has so weakened the internal structure of the body 
that it is now very fragile and vulnerable to further 
inj ury.

The patient then loses confidence in his body (Sutherland et al,,

1952).

The Rorschach test for evaluating emotional conflicts was 

administered to 12 men and eight women. Anatomical details were 

perceived as though, "the body cavity had been opened up and the 

internal organs exposed. In some instances, the exposed organs 

were perceived as damaged or dissected," (Sutherland et al,, 1952, 

p, 866), These responses were obtained from patients characterized 
by a marked sense of weakness and serious limitation of their physi

cal activity.
The patients in Sutherland’s study emphasized that warm and 

supportive relationships with health caregivers was important in 

changing their outlook and aiding in their recovery. Sutherland 

and others (1952, p. 871) concluded that the colostomy patient,

", o , often needs advice and counsel just as much as attention to 

physical defects . , , when he has that insurance against illness 

without help, he can function more effectively in the life saved 

for him."

Hinton’s Study

From 1959 to 1961, J.M. Hinton (1963) conducted an investi

gation of dying patients at a London teaching hospital. The study 

compared 102 dying patients with a corresponding control group of
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102 nonterminal but seriously ill patients. Terminal patients 

included those with cancer, heart failure, or renal disease. Non

terminal patients had problems such as intestinal obstruction.

Hinton’s study had three related aims: (1) to assess the amount of
physical and mental distress experienced in a terminal illness,

(2) to seek relationships between the distress experienced and fea

tures of the patients’ illnesses or personal lives; with special 
emphasis on factors which might be relieved by treatment; and

(3) to observe possible alterations in distress as death approached.

Hinton defined physical distress as, TT. . . physical dis

comfort of such a degree that it distressed the patient and was 
severe enough to warrant treatment directed toward its relief,11 

(Hinton, 1963, p. 2). This discomfort included pain, dyspnea, 

malaise, nausea, vomiting, and persistent cough. Physical distress 

was measured by grading it as absent, relieved, unrelieved and in

constant, unrelieved and constant.

Mental distress was assessed in terms of anxiety, depression, 

and general awareness of the environment and the disease. A rating 

scale ranging from severe to nil was used to measure mental distress 

(Hinton, 1963).
Valuable data were obtained from Hinton’s research. Assess

ments and comparison of the dying and control patients indicated 

that the dying patients were more likely to have unrelieved physical 
distress and less likely to have no distress. The dying patients were



13

commonly depressed and anxious. This depression and anxiety had 

significant relationships with the length and discomfort of the 

terminal illness. Longer periods of physical discomfort were 

associated with a greater degree of anxiety and depression. Aware

ness of the possibility of death was associated with depression and 

occurred more often in those who had greater physical distress and 

a long illness. Anxiety was also more common in those persons with 

dyspnea. Seventy-one percent or 12 of 17 patients with dyspnea had 

significant anxiety.

Hinton (1963, p. 9). found that, "the degree of discomfort 
depended on the effectiveness of treatment for the symptoms most 

common in the various diagnostic groups . . . patients with heart 

and renal failure suffer more commonly from dyspnea, nausea, or 

vomiting, whereas patients with carcinoma are perhaps more prone 

to pain."

. Physical symptoms increased in the last week of life for the 

terminally ill patients. For 16 percent of these subjects, dis

tress was continual, and an additional 27 percent had physical 

distress some of the time. "About 80 percent of patients, rising to 

nearly 90 percent would have experienced physical distress had it 

not been.for symptomatic treatment," (Hinton, 1963, p. 14)

Schneider?s Study 

Schneider (1978) conducted a study of 26 cancer patients in 

a university medical center. The purpose of the study was to
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investigate the patients1 identified personal concerns and problems.
The principle behind the study was that cancer is a stressful condi

tion and may potentially disrupt an individual’s life and generate 

concerns. ’’Knowing an individual’s concerns, difficulties, usual 

ways of managing crises, and available sources of support could 

enhance planning and delivery of humanistic personalized care by 

health care professionals,” (Schneider, 19789 p. 89) «

The sample population consisted of 12 medical oncology pa

tients and 14 radiation oncology patients, The interview included 

open-ended questions, some of them pertaining to lifestyle, functional* 

status, mood and attitude, and major difficulties and concerns.

When asked about mood or attitude, only 25 percent of the medical 

oncolog^patients considered their attitude good, compared to 79 

percent of the radiation oncology patients. Sixty-five percent of the 

entire sample felt tired some or most of the time. Fifty percent of 

the persons said they felt depressed (Schneider, 1978).

When asked, the question, ’’what has given you the most diffi

culty during your illness?” 84 percent of the medical oncology 

patients named a physical symptom such as tiredness, pain, or 

diarrhea (Schneider, 1978, p. 92). When the patients were questioned 

about their concerns, some of those identified were treatment outcomes 

and physical discomforts. Sixty-five percent experienced fatigue, 61 

percent felt frustrated, and 50 percent felt depressed, even though 80 

* percent of the sample evaluated themselves as feeling well (Schneider,

1978).
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As a result of this study9 Schneider (1978) suggested some 

guidelines for cancer patients: (1) newly diagnosed cancer patients

may be primarily dealing with problems of acceptance, and anxiety 

and uncertainty about the future. Long term patients deal with physi
cal distress such as fatigue, gastrointestinal symptoms, and pain; and 

(2) fatigue tends to contribute to a person's sense of depression. 
Conservation of energy may improve mood or outlook.

McCorkle and Young's Study

McCorkle and Young (1978) developed the 10-item Symptom Dis

tress Scale for use with patients. The scale could, ". . . facilitate 

measurement of the degree of distress perceived by the patient," 

(McCorkle and Young, 1978, p. 374). In 1977, the scale was admin

istered to a group of patients from the radiation oncology clinic 

and medical oncology clinics in a university medical center over a
X

three month period.

The findings of the study applied to 45 cancer patients who 

completed all 10 items on the scale. Of these 45 patients, 62.2 per

cent indicated a high level of distress for at least one or more 

symptoms on the scale. The symptoms ranked in order of their frequency 

of occurrence were bowel pattern, appearance, appetite, insomnia, 

fatigue, mood, mobility, pain, concentration, and nausea. It was fur
ther discovered that 46 percent of the patients indicated a high level 

of distress for three or more of the 10 symptoms. When patients with 

metastatic and nonmetastatic disease were compared, 65 percent of
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those with metastatic disease indicated at least one high symptom 

scorej as did 61 percent of the patients with nonmetastatic disease 

(McCorkle and Young * 1978).

Levels of pain associated with metastatic and nonmetastatic 

cancer were of interest to McCorkle and Young» An interesting finding 

of their study was in relation to pain medications and distress.

Eleven patients were taking pain medications, and of those, only two 

diagnosed with metastatic disease were using narcotic drugs. Few of 

the patients rated the symptom of pain at a high level of distress. 

McCorkle and Young (1978) concluded that if pain was experienced, only 

limited numbers of the patients had severe pain.

A zero order correlation matrix revealed that all correlations 

for the systems were positive. Symptoms having zero order correlations 

of r = .50 or more, were pain and insomnia (.50794), fatigue and mood 

(.60461), bowel pattern and pain (.51574) , appearance and mood (.54652) , 

appearance and insomnia (.54258), and appearance and pain (.50564) 

(McCorkle and Young, 1978).

Symptoms Related to Surgery 

Surgical treatment for colorectal cancer depends on the loca

tion and extent of the cancer. Following segmental resection of the 

tumor, the remaining intestine may be reunited by a primary anastomosis 

(Villar, 1978). If anastomosis is not possible, a temporary or perman

ent colostomy is created.



17

A temporary colostomy is done as a supportive measure to 
divert feces because of tumor obstruction (Gill et al.,1972)« It may 

be created proximally to the tumor and radiation then can be utilized 
to shrink the tumor mass (Wood and Watson, 1977). When the tumor 

is located low in the sigmoid colon or in the rectum, a permanent 
colostomy often needs to be created, This procedure is usually done 

via an abdominoperineal resection (Brunner and Suddarth, 1980).

All of the surgical procedures may precipitate infection, ab

scess formation, or fistulae in the postoperative period. Possible 

symptoms of these problems include incisional pain, bleeding, and 

fever. Nausea and vomiting may occur if further obstruction develops 

postoperatively (Brunner and Suddarth, 1980). Anterior and low 

colorectal anastomosis may cause frequent small bowel movements 
accompanied by rectal urgency (Turnbull, 1971). Patients with colosto

mies may also be troubled with painful skin excoriation, diarrhea, and 

constipation (Brunner and Suddarth, 1980).

For many colorectal cancer patients, temporary and permanent 

colostomies are life-saving procedures. However, the presence of

either stoma is still recognized by the patient as an assault on his

body image (Wood and Watson, 1977). As a result, the patient with a
colostomy may be extremely anxious. In a patient with a temporary

colostomy, this anxiety can be fostered in part by health caregivers 

who emphasize the transient nature of the colostomy with return to 

^normal life" after closure. This attitude conveys "strongly negative *
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feelings about the stoma5 suggesting to the patient that the 

colostomy is only acceptable because it represents a time-limited 

experience,” (Wood and Watson, 1977, pe 28)*

Many patients who think their colostomies are temporary may be 

told that closure is not possible. Wood and Watson (1977, p. 29) 

stated that, "this fact constitutes a real though often unspoken fear 

for all persons who have temporary colostomies— the fear of having to 
live with the colostomy foreverThe patient may not be able to 

effectively cope with this situation, and depression, isolation, and 

withdrawal may ensue (Wood and Watson, 1977).

Symptoms Related to Radiation Therapy 
Tumors of the colon and rectum are moderately radiosensitive 

(Abramson, 1979). Radiotherapy has been large successful in treating 

colorectal cancer when used in combination with surgery (Kramer, 1979). 

Radiation as a form of cancer treatment can both produce and relieve 

symptoms df distress. Of all the different modalities used to treat 

cancer, radiation therapy causes the most anxiety and confusion (Rotman, 
1979). According to Abramson (1979, p. 153), "the very word radiation 

conjures up in most patients . . .  a myriad of old wives' tales and 
incantations." Fears of death, burns, sterility, pain, inability to 

perform normal body functions, and disfigurement, are common stressors 

among patients receiving radiation therapy (Abramson, 1979; Rotman, 

1979).
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In addition to the fear generated by radiation therapy, side 

effects are a common occurrence (Abramson, 1979). However, side 
effects, "rarely reach the degree feared by the patient before treat

ment," (Abramson, 1979, p. 156). Side effects are usually related to 
the irradiation or normal structures in the area of tumor involvement 

(Abramson, 1979). Skin damage may occur and can vary from erythema 

and edema to desquamation resembling a second or possibly, a third- 

degree burn (Rotman, 1979). Sequalae to skin changes may' include 

ischemia, pigmentation, atrophy, thickening, telangiectasia, and 

ulcerations (Ogi, 1978).

The gastrointestinal mucosa is extremely sensitive to radio

therapy (Ogi, 1978; Rotman, 1979). Some early side effects occurring 
after mucosal irradiation are ulceration, diarrhea, and bleeding 

(Ogi, 1978). These symptoms, however, are transient and usually will 

cease when treatment is terminated. Motor dysfunction also results 

from mucosal damage and this may cause spasms or dysphagia (Rotman,

1979). Some late reactions to radiotherapy for colorectal cancer 

include adhesions, fibrosis, and stenosis, which can cause obstruction, 

ulceration, fistulae, hemmorhage, and malabsorption syndrome (Ogi,

1978).

Even though radiation therapy causes side effects, it is also 

instrumental in palliation of metastatic or widespread local disease 

(Abramson,. 1979). With proper palliation, distressing symptoms are 

relieved for a sufficiently long interval, allowing the patient to
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live comfortably and productively during the last phases of life 

(Rotman, 1979; Kramer, 1979).

Symptoms Related to Chemotherapy

Chemotherapeutic drugs used in combination with surgery, or 

surgery and radiation, are another modality used in the treatment of 

colorectal cancer» Norton, (1978, p. 96) stated that, . . 

careful use of chemotherapy may significantly improve symptomatic 

metastatic colorectal carcinoma«Tt To a patient receiving chemotherapy, 

these drugs offer hope (Marino and LeBlanc, 1975).

Side effects caused by chemotherapeutic agents are common, but 

generally, these symptoms are dose-related and spontaneously reversible 

with dose reduction (Golden, 1979). If a patient receiving cancer 

chemotherapy knows what to expect during treatment, much of the fear 
and anxiety brought on by the unknown can be reduced (Marino and 

LeBlanc, 1975).
Chemotherapeutic agents most often used in the treatment of 

colorectal cancer include 5-Fluorouracil (5-FU), Methyl-CCNU, and 

Mitomycin-C. These drugs are usually administered in various combina

tions (Smith et al.̂  1979).

Common side effects from these drugs are nausea, vomiting, and 

stomatitis, all leading to anorexia. Bone marrow depression with 

secondary leukopenia, anemia, and thrombocytopenia may also result from 

chemotherapeutic agents (Marino and LeBlanc, 1975; Golden, 1979).



Leukopenia is one of the most serious toxic effects of cancer chemo

therapy . Resulting nasal infections, rectal abscesses, lip ulcers 

and eye infections can cause much suffering (Marino and LeBlanc,

1975). Patients may become easily fatigued. In addition to fatigue,

anemia may be manifested by symptomatology such as angina or dyspnea

(Golden, 1979). Thrombocytopenia may lead to intracerebral or gastro

intestinal hemmorhage. Hematuria and bleeding into the skin, sclera, 

or joints may also cause severe discomfort (Marino and LeBlanc, 1975; 

Golden, 1979).

Diarrhea and alopecia may also occur with these agents. Alo

pecia can be devastating to an individual’s self-image, especially 

when it occurs suddenly (Marino and LeBlanc, 1975). Darkening of the 

veins may be noticeable with prolonged use of 5-FU. Mitomycin-C may 
also cause pruritis and parathesias (Marino and LeBlanc, 1975).

Summary of Literature Review

The preceding review of literature has discussed the types and

origins of symptom distress which may occur in the patient with colo

rectal cancer. The disease process itself along with the surgical 

creation of a colostomy greatly affect perceived levels of distress in 

the individual. Each person with colorectal cancer will exhibit varying 

degrees of discomfort, depending on individual response to the disease 

and to treatment. The literature implies that maintenance of communi

cations between health caregivers and patients will enable distressful 
symptoms to be minimized.



CHAPTER 3

METHODOLOGY

This chapter will include the design of the studys the setting 

and sample criteria, human subjects approval, method of data collection, 

the method for use of the scale, and the method of data analysis.

Design

This was a descriptive study designed to investigate perceptions 

of symptoms and reactions of individuals following surgery for cancer 

of the colon and rectum. Specifically, perceptions of symptom distress 

in colorectal cancer patients were studied. In addition, differences 

and similarities of symptom distress in patients who had a colostomy as 

a result of cancer surgery and those who did not, were investigated. 

Three structured interview questions were used to find out the percep

tions of patients following surgery for colorectal cancer. McCorkle 

and Young’s (1978) Symptom Distress Scale was used to measure percep

tions of symptom distress.

Additional information was obtained in order to describe demo

graphic characteristics of the sample, the disease categories represent

ed, and their treatments. Because the study was limited to describing 

symptoms following surgery for colorectal cancer, the investigator did

not analyze or control for the effect of these additional data on .
perceived symptoms.
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Setting and Sample Criteria 

The study was conducted in two geographical areas: (1) in

clinics and inpatient units in a university medical center; and pa

tients* homes in a large southwestern city, and (2) in a radiation

oncology clinic in a community hospital and patients' homes in a small

midwestern city. The sample consisted of 50 patients with a primary 

diagnosis of cancer of the colon or rectum. A convenience sample of 20 

patients having a colostomy and 30 patients without a colostomy was 

selected. The subjects were initially contacted in the clinics or 

through their physician, and asked to participate in the study. The 

selected subjects were at least one month post-surgery for cancer of 

the colon and rectum.

Subjects were selected according to the following criteria:

1. Males or females over the age of 35 who read, write, and speak

English;

2. Primary diagnosis of colorectal cancer;

3. Temporary or permanent colostomy as a result of cancer surgery, 

or,

4. Bowel anastomosis with no colostomy following surgical tumor 

resection;

5. Minimum of one month post-surgery for cancer of the colon and 

rectum.

Human Subjects Approval 

The proposal for the study was submitted to the Human Subjects 

Committee of the University of Arizona. This proposal emphasized that
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the study and its risks and benefits would be explained both verbally 

and in a consent form to each individual who volunteered to participate , 

(Appendix A). Subjects choosing to participate in the study would 

complete the measurement tool and answer some questions asked by the 

investigator. Any questions the subjects had concerning the study would 

be answered by the investigator.

After receiving approval from the Human Subjects Committee9 a 

copy of the proposal, the letter of approval from the Human Subjects 

Committee, the consent form, and the data collection instrument were 

submitted to appropriate persons at each health care agency (Appendix 

B). The study proceeded after permission had been granted from the 

various agencies.

Method of Data Collection '

Symptom Distress Scale

Each subject who agreed to participate in the study was ini- 

itially asked to complete the Symptom Distress Scale (Appendix C). The 

Symptom Distress Scale was developed by McCorkle and Young (.1978) for 

the purpose of serving as a tool for assessing patients1 symptoms and 

degrees of distress. McCorkle and Young devised this scale in an 

attempt to quantify the amount of distress associated with the 10 se

lected symptoms of nausea, mood, appetite, insomnia, pain, mobility, 

fatigue, bowel pattern, concentration, and appearance.

The tool is a summated rating scale. Each respondent selects 

his degree of distress for the individual symptoms, rated on a scale of
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one to five. Total symptom distress scores computed for all 10 symptoms 

can range from 10 (minimal distress) to 50 (complete distress) (Young 

and McCorkle, 1979).

The Symptom Distress Scale does not include all symptoms, but 

the symptoms of concern that patients themselves had previously identi

fied. These symptoms were earlier reported in the literature, thus the 

scale has face and content validity (McCorkle and Young, 1978).

Cronbach's (1970) coefficient alpha and standardized item alpha 

were used as the methods for determining reliability based on internal 

consistency. McCorkle and Young (1978) found that the Symptom Distress 

Scale had a reliability coefficient alpha of .82143 and a standardized 

item alpha of .82557. Reliability was further maximized by having one 

person collect the data. The possibility of a response-set was mini

mized, since the administration of the Symptom Distress Scale was "... 

done separately for each symptom and the phrasing was specific for each 

symptom being evaluated. . .11 (McCorkle and Young, 1978 p. 376).

Permission for use of the Symptom Distress Scale as published 

in Cancer Nursing, 1978, was obtained from the authors R. McCorkle and 

K. Young. One of the authors, K. Young, served as chairman of this 

thesis committee.

Interview Questions

After completing the Symptom Distress Scale, all the subjects

were asked two structured and open-ended questions by the investigator.

If the subjects had had a colostomy, a third question was asked concern
ing feelings about the stoma. All the questions were concerned with
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patients1 reactions to their cancer surgery» The questions were always 

asked in the same order. Responses to the questions were paraphrased 

by the investigator on the question sheet (Appendix D)•

Demographic Data Sheet s

Demographic data were obtained from the subjectfs medical record 

by the investigator when the chart was available. The data sheet in

cluded sex, age, marital status, education, occupation, disease stage, 

and various aspects of disease treatment (Appendix E)•

Method for Use of the Symptom 
Distress Scale

In order to use the Symptom Distress Scale, the 10 symptoms of 

nausea, mood, appetite, insomnia, pain, mobility, fatigue, bowel pat

tern, concentration, and appearance were individually placed on five- 

by-seven cards. Included on each card was the measurement scale with 

numbers ranging from one to five, A score of one on the scale repre

sented the least amount of distress for the given symptom. A score of 

five indicated the maximum amount of distress experienced for the stated 

symptom. Numbers two, three and four represented perception of inter

mediate levels of distress.

According to the procedure outlined by Young and McCorkle (1979) 

a written introductory statement explaining the process was given to 

the subject and then followed by 10 cards representing the 10 symptoms, 

given one at a time. The cards were always given in identical order so 

as to enhance comparability of responses. Each respondent was asked to
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circle the number which most closely measured their perception of 

distress for that moment or that day. Five or 10 minutes were needed 

to complete responses for all 10 items. The scale was always admin

istered by this investigator.

Data Analysis

The purpose of this study was to investigate perceptions of 

symptom distress in patients with cancer of the colon and rectum, and 

to compare and contrast symptom distress in patients with colorectal 

cancer who had a colostomy with those who did not.

Reliability coefficient alpha and standardized item alpha were 

computed for the patient responses in order to compare results with 

McCorkle and Young’s (1978) values of .82143 and .82557. Reliability 

coefficient alpha estimates the proportion of variance due to all common 

factors among the items (McCorkle and Young, 1978). Standardized item 

alpha, "...represents the value when observations on each item are 

standardized by dividing them by the standard deviation of the item," 

(McCorkle and Young, 1978, p. 376). Less error of measurement will 

exist when the reliability coefficient is closer to one. Coefficient 

alpha provides a good estimate of reliability for two reasons: (1) the

major source of measurement error results from sampling of content, and 

(2) sources of error from sampling of situational factors accompanying 

the administration of items is considered (Nunnally, 1978).

A correlation matrix for the items on the scale was also com

puted for the total group of participants. Results of this matrix
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were compared with McCorkle and Young’s correlation matrix. Symptoms 

having r = .50 or higher zero order correlations were identified. The 

rank order of symptoms from highest to lowest distress based on mean 

item scores was compared for the two groups of colorectal cancer pa

tients . Similarities and differences in perceptions of distress were 

analyzed. J

Mean total scores of all 10 items were compared for each group 

and for the total population. Percentage differences were identified 

and t-test comparisons made. This test determined if significant 

differences in total scores existed. A critical value of p = < .05 was 

selected.



CHAPTER 4

PRESENTATION OF THE DATA

The purpose of this study was to investigate perceptions of 

symptoms and symptom distress in patients with cancer of the colon and 

rectum. Differences and similarities of symptom distress in colorectal 

cancer patients with a colostomy and those without a colostomy were 

compared. Subjects were asked to complete the Symptom Distress Scale 

which rated ten symptoms according to different degrees of distress.

Two or three structured questions concerning the subjects7 cancer sur

gery were also asked by the investigator. Demographic information was 

collected from available medical records. This chapter will include 

results of data according to the sample7s demographic characteristics, 

disease characteristics, treatment characteristics, and symptom distress. 

Information obtained from the interview questions is also discussed.

Demographic Characteristics

The sample population was composed of 50 subjects who were 

interviewed in a large southwestern city or a small city in the midwest. 

All of the subjects had a primary diagnosis of colorectal cancer, and 

were at least one month post-surgery for this malignancy.

Demographic information concerning sex, marital status, years of 

formal education, and employment status is presented in Table 1. This
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Table 1. Characteristics of the Sample

Chara cteristic N Percent

Sex

Male 29 . 58.0
Female 21 42.0

Total 50 100.0

Marital Status

Married 37 74.0
Widowed 7 14.0
Single 2 4.0
Divorced 4 8.0

Total 50 100.0

Years of Formal Education

Less than high school 7 15.2
Finished high school 23 50.0
Bachelors Degree 10 21.7
Masters Degree 5 10.9
Doctorate 1 2.2

Total 46* 100.0

Employment Status

Employed 14 28.0
Unemployed since surgery 11 22.0
Retired before surgery 25 . 50.0

Total 50 100.0

^Information not available about four patients»
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information was collected in order to determine homogeneous 

characteristics of the sample. Twenty-nine^ or 58 percent of the sub

jects were males, and 21, or 42 percent were females. The age range 

of the population was 44-83 years. The majority of the subjects (75%) 

were married, and had been retired prior to their surgery. This figure 

corresponded with the populations mean age of 65 years. Only 15,2 

percent of the subjects had not completed high school.

Disease Characteristics 

Table 2 presents the distribution for stage of disease for the 

50 patients with cancer of the colon and rectum. Staging classifica

tion for tumors of the colon and rectum are presented in Appendix F. 

Information about disease stage was obtained from each subjectTs medical 

record. Sixteen of the records, or 32 percent contained no specific 

information about disease stage.

Treatment Characteristics

Surgery

All 50 subjects had had surgery as initial treatment for their 

colorectal cancer. Specific surgical procedures performed on the sub

jects are presented in Table 3. Information concerning surgery performed 

was not available for one subject. The number of subjects who had a 

permanent colostomy was 19, or 38 percent of the sample. One person had 

a temporary colostomy, making this a total of 20 subjects who received 

a colostomy, or 40 percent.
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Table 2. Staging of Disease

Stage Frequency Percent

I 7 20.6

II 10 29.4

III , 9 26.5

IV _8 23.5

Total 34* 100.0

^Sixteen records not available.

Table 3. Type of Surgical Procedures Performed

Surgery Frequency Percent

Abdominoperineal Resection 12 24.5

Colon Resection with Colostomy 8 16.3

Hemicolectomy with Bowel Anastomosis 3 6.1

Partial Colectomy with Bowel Anastomosis 24 49.0

Low Anterior Resection _2 4.1

Total 49* 100.0

^Information not available for one subject.
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As can be seen in Table 4, 14 subjects (28%) were two to three 

years post-surgery. It was interesting to note that 12 subjects, or 24 

percent had survived six or more years after surgery.

Radiation Therapy

Of the 50 subjects, only one person was currently receiving 

radiation therapy. This individual was midway through a six-week 

course of treatment. Several patients had previously undergone radi

ation therapy but were several months post-treatment.

Chemotherapy

Eight subjects were currently receiving chemotherapy. These 

individuals had stage IV disease. Table 5 presents the distribution 

of persons receiving chemotherapy. The most frequently used drug was 

5-Flourouracil, which was administered alone or in various combina

tions .

Symptom Distress 

The following sections present the findings for symptom dis

tress as perceived by the 50 subjects diagnosed with colorectal cancer.

Reliability of the Scale

Reliability coefficient alpha and standardized item alpha for 

the Symptom Distress Scale were computed for the total population. Re

liability coefficient alpha was .85412 and standardized item alpha was 

.85917. McCorkle and Young (1978) values were .82143 for reliability 

coefficient alpha and .82557 for standardized item alpha.
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Table 4. Time Since Surgery

Time Frequency Percent

1 month 2 4.0

2-3 months 1 2.0

4-6 months 4 8.0

6-12 months 9 18.0

2-3 years . 14 28.0

4-5 years 8 16.0

6 or more years 12 24.0

Total 50 100.6

Table 5. Chemotherapy

Drug Frequency Percent

5-Flourouracil 3 6.0

5-Flourouracil and Methyl-CCNU 2’ 4.0

5-Flourouracil and MGBG 1 2.0

Methyl-CCNU and MGBG 1 2,0

Mitomycin-C 1 2.0

No chemotherapy 42 84,0

Total 50 100,0



Symptom Correlation

Table 6 presents the correlation matrix for the ten items on 

the McCorkle and Young (1978) Symptom Distress Scale. All correlations 

were positive, meaning that with an increase in symptom distress on one 

item, a corresponding increase on the other item occurred. Most of the 

items presented in the correlation matrix had zero order correlations 

of approximately .30 or above. It was interesting to note that the 

symptoms of bowel pattern and appearance were among the items of lesser 

sensitivity. When bowel pattern was correlated with appearance, the 

resulting value was .29865. Since 20 subjects had a colostomy, this 

low correlation was unexpected.

Symptoms having a .50 or greater zero order correlation were 

fatigue and mobility (.66614), mobility and mood (.58204), fatigue and 

appetite (.56847), insomnia and mood (.53945), appetite and mood 

(.53814), fatigue and insomnia (.53425), appetite and nausea (.53339), 

mobility and appetite (.51562), and fatigue and mood (.51538). No 

specific reasons exist for these higher correlations. One explanation 

may be that when an individual does not have adequate sleep and becomes 

fatigued, he cannot move or eat as well. This in turn may alter his 

mood.

Total Symptom Distress Scores

Symptom distress scores for the total population of colorectal 

cancer patients were arbitrarily categorized according to low, medium, 

and high distress (Table 7). The number of low score responses for



Table 6« Correlation matrix for ten items of Symptom Distress Scale based on total group 
responses.

Nausea
Bowel

Mood Appetite Insomnia Pain Mobility Fatigue Pattern
Concen
tration

Appear
ance

Nausea 1.00000
Mood .43490 1.00000
Appetite .53339 .53814 1.00000
Insomnia .37331 .53945 .43550 1.00000
Pain .38453 .47896 .48352 .39529 1.00000
Mobility .36172 .58204 .51562 .44070 .48059 1.00000
Fatigue .36146 .51538 .56847 .53425 .45965 .66614 1,00000

Bowel
Pattern .44285 .44163 .44143 .43348 ,26712 .13141 .17620 1.00000

-

Concen
tration .02660 .39882 .30980 .15241 .24398 .38364 .26423 .15765 1.00000
Appearance .16529 .39223 .25346 .45424 .28272 .27741 .31241 .29865 .26058 1,00000
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Table 7. Distribution of Symptom Distress Scores*

Symptom Distress
Low Medium High Mean

Symptom (Score 1-2) (Score 3) (Score 4-5) Score

Insomnia 33 10 7 2.12

Fatigue 33 8 9 2.10

Mood 32 15 3 2.08

Bowel Pattern 37 11 2 1.94

Appearance 37 7 6 1.80

Appetite 37 7 6 1.78

Mobility 40 5 5 1.76

Concentration 42 6 2 1.52

Pain 43 7 0 1.44

Nausea 47 2 1 1.28

Total Sample 17.82

*N = 50
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each of the ten symptoms ranged from 32 to 47 out of 50 total 

responses. This finding indicated that overall, perceptions of symptom 

distress were low. Medium symptom distress responses ranged from two 

to 15. High distress scores were infrequent, ranging from zero to 

nine.

Table 7 also presents mean item scores by symptom for the total 

population. When the Symptom Distress Scale was utilized, a score of 

one indicated little or no distress and a score of five signified max

imum distress. Mean item scores for each of the ten symptoms ranged 

from 1.28 for nausea to 2.12 for insomnia. These values indicated that 

the total group of subjects rated insomnia as the symptom of most con

cern. Minimal or no nausea was experienced by the total population.

The mean total score for the entire group was 17.82. When the Symptom 

Distress Scale was utilized, a total score of 50 indicated maximum dis

tress, and a total score of ten signified little or no distress.

Mean Symptom Distress Scores for Subgroups

As indicated in Table 8, some variation existed in the ranking 

of symptoms in the subgroup of patients with a colostomy and the sub

group of patients without a colostomy. Mean item scores for the colos

tomy subgroup ranged from 1.30 for nausea to 2.45 for fatigue (score 1 

= little or no distress and score 5 = maximum distress). For these 

subjects, fatigue was the symptom of most concern and nausea was min

imal. Total mean score for the colostomy subgroup was 19,65, When
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Table 8, Rank order of mean scores of symptoms from highest to lowest 

distress for the subgroups of patients with and without a 
colostomy

Colostomy
Subgroup Mean Without Colostomy Mean
Symptoms* Score Subgroup Symptoms** Score

Fatigue 2.45
\

Mood 1.93

Insomnia c 2.40 Insomnia 1.93

Mood 2.30 Fatigue 1.87

Bowel Pattern 2.25 Appearance 1.83

Appetite 2.10 Bowel Pattern 1.73

Mobility 1.90 Mobility 1.67

Appearance 1.75 Appetite 1.57

Concentration 1.70 Concentration 1.40

Pain 1.50 Pain 1.40

Nausea 1.30 Nausea 1.27

Total 19.65 16.60

*N = 20
**N = 30



40
utilizing the Symptom Distress Scale, a total score of 50 indicated 

maximum distress and a total score of ten signified little or no dis

tress. 1

In the subgroup of patients without a colostomy, mean item 

scores ranged from 1.26 for nausea to 1.93 for mood and insomnia.

These subjects rated mood and insomnia as the symptoms of most concern 

and of equal distress. Nausea was again rated as the symptom of least 

concern. The total mean score for the subgroup without a colostomy 

was 16.60 (score 50 = maximum distress and score 10 = little or no 

distress).

Mean Total Score Comparisons

Table 9 compares the mean total scores for the Symptom Distress 

Scale for the subgroups of colorectal cancer patients with and without 

a colostomy. The two-tailed t—test was utilized for analysis, with 

p <̂ .05 designated as the significance level. In comparing the two 

groups, the t-value was 1.58, with a probability of .123. Therefore, 

although there was a difference in the mean total scores, these dif

ferences were not statistically significant.

Subjects' Feelings Regarding Cancer Surgery 

The following sections summarize the subjects' answers to the 

following questions: (1) Why did you have your surgery? (2) How has-

this surgery affected your life? (3) If you have a colostomy, what are 

your feelings about it? Identical and similar answers to the questions 

were categorized by this investigator. Responses of the colostomy
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Table 9. Mean total score comparisons by use of t-test for the
subgroups of colorectal cancer patients with and without 
a colostomy

Group N
Mean
Score

Two-tailed 
t-value Probability

Colostomy 20 19.65

1.58 .123

No colostomy 30 16.60
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subgroups the subgroup without a colostomy, and the total number of 

subjects were compared. Multiple responses for each question were 

often given by the subjects.

Reason for Surgery

Common responses to the question, "why did you have your sur

gery?" are presented in Table 10. When asked this question, only six 

persons specifically indicated the presence of cancer as the reason for 

their surgery. Many of the responses suggested that the subjects be

lieved surgery was performed to alleviate existing distressful symp

toms. The most common reason given was a change in bowel habits, 

specifically, blood in the stools (18 responses). Thirteen responses 

were, "I never thought it was cancer." Pain was cited as another rea

son surgery was performed, but only by the subjects without colos

tomies (12 responses).

Effect of Surgery on Lifestyle

Table 11 summarizes the responses to the question, "how has 

this surgery affected your life?" Subjects answers were categorized 

according to mobility/activity, outlook, bowel pattern, pain, fatigue, 

sexual activity, and no change. Thirty-seven responses were in the 

outlook category, indicating that many subjects thought their surgery 

had affected them more mentally than physically. The most common re

sponse in the outlook category was, "don’t fear or worry about cancer 

recurrence," (9 responses). The physical symptoms which had predom

inated prior to surgery were of less concern after surgery. Following
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Table 10. Reasons Given for Surgery*

Reason for Surgery

Without
Colostomy
Frequency

With
Colostomy
Frequency N

Change in bowel habits 
blood in stools 9 9 18
increased flatus 1 0 1
diarrhea 4 3 7
constipation 3 3 6

Severe pain/intermittent cramping 12 0 12

"Never thought it was cancer" 9 4 13

Anorexia/weight loss 5 1 6

Hemmorhoid problems 4 3 7

"Blocked with tumor/cancer" 4 2 6

"Infection'Vpersistent fever 4 0 4

Insomnia/fatigue 4 1 5

"Something found on routine physical" 
(No symptoms) 3 1 4

Bloated 2 0 2

Indigestion 1 0 1

Nausea/vomiting 1 2 3

*Based on responses of 50 subjects. Frequency accumulates to greater 
than 50 since several responses were given.



Table 11, Responses Regarding How Cancer Surgery Affected Lifestyle*

Without With
Colostomy Colostomy

Response Frequency Frequency N

Mobility/Activity
decreased 4 4 8

no change 4 1 5
more active 3 1 4
total 1 1 6 17

Outlook
enj oy/appreciate life more 2 4 6

"live each day to the fullest" 2 1 3
"don't worry about cancer recurrence" 8 1 9
take better care of self/health 4 1 5
feel good/positive experience 3 2 5
worry about recurrence 1 2 3
more depressed 2 2 4
will die from cancer 0 1 1

will not die from cancer 0 1 1

total 2 2 15 37
Bowel Pattern
more constipated 2 0 2

more regulated 1 0 1

need to irrigate 0 7 7
total 3 7 1 0

Increased Fatigue 4 2 6

Increased Pain- 2 1 3

Change in Sexual Activity 0 2 2

No Change at All 1 2 8 2 0

*Based on responses of 50 subjects. Frequency accumulates to greater 
than 50 since several responses were given.



surgery9 only three subjects reported increased pain. Six respondents 

identified increased fatigue as a post-surgical effect. It was inter

esting to note that changes in bowel pattern following surgery were on

ly reported seven times. Twenty subjects responded that the surgery 

had not changed their lives at all.

Feelings about Colostomy

Table 12 summarizes the responses to the question, "if you have 

a colostomy, what are your feelings about it? 11 Eight responses indi

cated that the colostomy was not a bother, and did not significantly 

affect activities of daily living. Seven respondents thought the 

colostomy was too noisy and thus, embarrassing. Expulsion of flatus 

was cited as the prime cause of noise. Six responses indicated that 

the colostomy was inconvenient and time-consuming. Subjects specif

ically stated that appliance changes and/or irrigation were the most 

time-consuming aspects of the colostomy. Only four answers indicated 

that the colostomy was regarded as a life-saving measure, although in 

most instances, its creation following surgical tumor resection did . 

prolong life.
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Table 12. Feelings about Colostomy*

Response Frequency

"Doesn't bother me 8

"Hate it'V'Can't adjust to it" 8

Inconvenient/Time-Consuming 7
Too noisy/Embarrassing 6

"Saved my life" 4

Feel better with it 3

"Ruined my sex life" 2

*Based on responses of 20 subjects. Frequency accumulates to greater 
than 2 0  since several responses were given.



CHAPTER 5

INTERPRETATION OF FINDINGS

This chapter will include the findings of the study as they 

relate to the conceptual framework and the review of the literature. 

Implications of the findings, conclusions, problems encountered during 

the investigation, and recommendations for further study are also dis

cussed.

Relationship of Findings to 
Conceptual Framework

This study showed that patients with cancer of the colon and 

rectum had a low level of symptom distress. Subgroups of colorectal 

cancer patients with and without a colostomy formed statistically simi

lar perceptions of distress (Table 9). Mean total scores for the ten 

symptoms of distress were as follows: the colostomy subgroup scored

19.65, and the subgroup without a colostomy scored 16.60. The mean 

total score for the entire group was 17.82. When the Symptom Distress 

Scale was utilized, a score of 50 indicated maximum distress and a 

score of ten signified little or no distress.

Although the perceptions of the two subgroups were statistically 

similar, slight differences still existed. The higher mean total score 

for the colostomy subgroup can be related to the conceptual framework. 
Alteration in body image and self-concept has previously been identified
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as a stress situation and is related to prolonged physical illness. 

Prolonged illness is the stressor, or threat to physical and mental 

integrity, and produces varied responses in the affected individual. 

Cancer of the colon and rectum is an example of a prolonged physical 

illness which may alter self-concept and body image in several ways, 

all of which lead to a response of symptom distress. First, the diag

nosis of cancer alone can change an individual’s conscious and uncon

scious perceptions about his body. Second, since cancer of the colon 

and rectum involves a body part which is not aesthetically pleasing to 

most individuals, the impact of this diagnosis on body image and self- 

concept can be intensified. Finally, treatment for this type of cancer 

sometimes necessitates colostomy formation, which can result in addi

tional body image disturbance. Colostomates may be unable to adjust to 

controlled or uncontrolled expulsion of feces through a visible abdom

inal stoma. Total symptom distress may then be greater, as evidenced 

by the higher mean total scores of the colostomy subgroup in this 

study.

Relationship of Findings to 
Review of the Literature

Relating the findings of this study to the literature review 

yielded some interesting comparisons. The symptom of bowel pattern 

which preoperatively had been a'major concern of colorectal cancer pa

tients, received low distress ratings on the Symptom Distress Scale 

following surgery. These findings differed from those of Turnbull 

(1971), Ogi (1978), Schneider (1978), and Brunner and Suddarth (1980)



who found that symptoms related to bowel pattern such as diarrhea, 

frequent bowel movements9 and constipation, were often increased during 

and following cancer treatment. It may also be noted that McCorkle and 

Young (1978) found the symptom of bowel pattern had the most patients 

(12) perceiving a high level of distress. In the present study, bowel 

pattern only received two high distress ratings. This finding again 

suggests that surgery, even when it is a major operation, may be an 

effective means of relieving distressing bowel symptoms of colorectal 

cancer.

The most frequent complaint of the colostomates concerned the 

amount of time needed to irrigate the stoma or change the appliance. 

About half of the colostomates in this investigation irrigated their 

stoma. Only one individual complained of cramping during irrigation. 

Another, who had recently started irrigating, was extremely anxious 

about the procedure. These two responses correlated with those found 

by Sutherland and others (1952).

Embarrassing flatus expulsion was a major concern of colostomy 

patients in the present study, and caused some anxiety. According to 

Sutherland and others (1952), flatus expulsion engendered self

depreciation and anxiety. In the present investigation, colostomates 

also had higher mean scores for the symptoms of insomnia and mood.

These scores can be related to the findings of Sutherland and others 

(1952) who also stated that insomnia and anxiety were actually symptoms 

of depression or mood disturbance.
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Although there was no control for staging of disease in the 

present study, the overall low scores of symptom distress may be re

lated to having so few subjects in advanced stages of colorectal can

cer. Hinton (1963) found that patients in advanced disease stages 

were more depressed, anxious, and had more physical distress. In the 

present investigation, the symptom of mood was the most predominant 

symptom of concern for all the subjects, even though only eight were in 

advanced disease stages. This finding indicated that mood disturbance 

may be consistently present through all disease stages and is not nec

essarily greater in advanced stages.

When Schneider (1978) studied cancer patients, she found that 

fatigue contributed to a sense of depression. In the present study, 

when the Symptom Distress Scale was administered, fatigue, insomnia, 

and mood were the top three symptoms of concern in the total popula

tion, and in the subgroups with and without a colostomy. It can be 

assumed that insomnia leads to fatigue and subsequently, insomnia can 

then potentiate mood disturbances. Fatigue and insomnia were positive

ly correlated with mood and these results corresponded with SchneiderTs 

findings. However, when all the subjects in the present study were 

asked how cancer surgery had affected their lifestyle, only two actu

ally said they were more depressed. This finding suggests that cancer 

patients do not readily admit depression, but may manifest it through 

other symptoms, such as insomnia or fatigue.

In the present investigation, the symptom of pain was not rated 

at a high level. McCorkle and Young (1978) similarly found that few
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cancer patients in their study rated pain at higher levels of distress. 

Schneider (1978) and Hinton (1963) stated that pain was a prevalent 

symptom of distress in cancer patients. However, Hinton’s finding was 

primarily in relation to terminally ill patients. As previously 

stated, there were very few patients in advanced disease stages in the 

present study.

Implications and Conclusions

Cancer has been previously identified as a physical and mental 

stressor which is often synonymous with pain, mutilation, suffering, 

and death. The findings of this study indicated that patients with 

cancer of the colon and rectum had minimal distress. Apparently sur

gery for colorectal cancer decreased several of the distressful symp

toms which the patients had reported having preoperatively. Also, 

following surgery, many of the patients indicated that the surgery had 

not changed their lifestyle significantly. Changes which did occur 

were generally positive, such as an improved outlook on life.

Important implications for nursing can be made from this study. 

Many nurses feel that the patient with cancer will always have discom

fort. Nurses may even avoid caring for oncology patients because they 

believe that little can be done to alleviate the "suffering" of cancer. 

Consequently, when nurses do work with oncology patients, they may base 

nursing care on preconceived ideas of cancer and its effects. Since 

this study revealed that many cancer patients have little or no dis

tress, nurses may need to change their philosophy of care for these
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patientso Nursing care of cancer patients must be based on facts 

rather than on assumptions that persons with cancer will suffer dis

comfort.

Nurses must also begin to realize that a diagnosis of cancer is 

not necessarily equated with death. As illustrated in this study9 can

cer patients may live many comfortable years after their initial diag

nosis. With this fact in mind, nurses can be instrumental in re

educating their co-workers and public that cancer is a chronic disease 

which can be treated, and not necessarily a "killer" disease to be 

feared. If this re-education can be accomplished, a diagnosis of can

cer may then be regarded with a more positive outlook. Symptoms of 

distress would then not consistently be expected from cancer patients.

This investigation found that little difference existed between 

colorectal cancer patients who had a colostomy and those who did not, 

although it is again emphasized that there was no control for staging 

of the disease and other treatments. Even so, the fact that colosto- 

mates noted a slightly higher level of distress may have important 

nursing implications. Among these would be for nurses to assess the 

needs of these persons in order to provide care that will diminish 

levels of patient distress. One method could be through teaching and 

demonstration of colostomy care. A nurse such as an enterostomal ther

apist who specializes in ostomy care could also be instrumental in 

helping the ostomato adjust to his changed body image. Consequently, 

the patient may experience less physical and mental discomfort.
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Problems Encountered with This Study 

In conducting this study, several factors may have influenced 

the data. Many subjects had other diseases in addition to cancer; pri

marily, chronic lung disease, heart disease, and arthritis. Partici

pants indicated that the presence of these concurrent diseases 

influenced the way they answered the Symptom Distress Scale.

The majority of the data were collected in a southwestern city 

during the summer months. Temperatures were extremely high, and sev

eral participants believed that symptoms were precipated or aggravated 

by the heat. Subjects repeatedly remarked that insomnia was a result 

of the heat and not necessarily the cancer. Alterations in mood and 

appetite were also attributed to the heat.

A control group was lacking in this study. Subjects were not 

included who had had exploratory laparotomies with or without bowel 

surgery. Also not included were patients who had a colostomy as a 

result of noncancerous disease.

Interviews conducted in the inpatient and outpatient hospital 

settings were frequently interrupted. Sources of interruptions were 

excessive noise, visitors, and health care personnel. As a result, 

interviews conducted in these settings were often disjointed and less 

comprehensive than interviews performed in the home. The home pro

vided a more private and quiet environment.
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Recommendations for Further Study 

Based on the findings of this study, the following 

recommendations are suggested:

1. Conduct a similar study using as control groups, patients who 

had exploratory laparotomies with and without bowel surgery; 

and patients with colostomies as a result of diseases other 

than cancer.

2. Administer the Symptom Distress Scale to a larger group of

colorectal cancer patients currently being treated with chemo

therapy and/or radiation therapy, and control for these vari

ables, This will determine if distress is higher with these 

treatments,

3, Repeat the study, administering the Symptom Distress Scale

over a specific period of time to the same sample. This would

give a more accurate picture of distress,

4, Repeat this study using a body image tool in conjunction with 

the Symptom Distress Scale, This would more accurately deter

mine the impact of a colostomy on body image and symptom dis

tress.



CHAPTER 6

SUMMARY

This was a descriptive study which described perceptions of 

symptoms and reactions of individuals following surgery for cancer of 

the colon and rectum. Perceptions of symptom distress in colorectal 

cancer patients were also studied. Differences and similarities of 

symptom distress in patients with a colostomy and those without were 

compared.

The significance of the study stems from the fact that cancer 

of the colon and rectum is a common malignancy, meaning that individ

uals with .this disease will be in need of. nursing care. In order to be 

effective in meeting the needs of these patients, nurses must accurate

ly assess their concerns and levels of distress.

The conceptual framework of this .study was based on a stressor 

and the response to a stressor. Prolonged physical illness is a 

stressor which results in the stress situation of altered body image 

and self-concept. Varied responses to physical illness follow. Colo

rectal cancer is an example of a prolonged physical illness which may 

alter body image and self concept. Treatment for this malignancy may 

result in the creation of a colostomy. Response to the cancer may then 

be in the form of symptoms of distress.
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The selected review of the literature summarized writings of 

several authors on types and origins of symptom distress which may oc

cur in the patient with colorectal cancer„ It was found by these au

thors that in addition to the disease process, surgical creation of a 

colostomy affected perceived levels of distress.

McCorkle and Young’s (1978) Symptom Distress Scale was one of 

the tools utilized for data collection» This was a summated rating 

scale from which each respondent selected his degree of distress for 

ten individual symptoms. Three structured interview questions were al

so included as part of the data collection. Additional information was 

obtained in order to describe demographic characteristics of the sam

ple, the disease categories represented, and their treatments. Because 

the study was limited to describing symptoms following surgery for 

colorectal cancer, the investigator did not analyze or control for the 

effect of these additional data on perceived symptoms.

Data analysis included reliability coefficient alpha and stan

dardized item alpha to determine the reliability of the Symptom Dis

tress Scale when used with colorectal cancer patients. Reliability 

coefficient alpha was .85412 and standardized item alpha was .85917.

A correlation matrix was computed for the ten symptoms comprising the 

Symptom Distress Scale. Mean total scores for the total population of 

50 subjects, for the subgroup of 2 0  colostomy patients, and for the 

subgroup of 30 patients without a colostomy were calculated and com

pared. Results indicated that colorectal cancer patients had low lev

els of distress. A two-tailed t-test revealed no significant difference
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in symptom distress between the colostomy group and the group without a 

colostomy9 however, mean scores for the colostomy group were higher.

The interview questions revealed that with the exception of 

fatigue3 the number of symptoms which had been present prior to sur

gery were alleviated or decreased following surgery. Overalls cancer 

surgery had not changed the patients’ lifestyles9 and in some cases had 

improved their mental outlook.

In order to effectively meet the needs of cancer patients9 

nurses need to accurately assess what symptoms of distress these indi

viduals are experiencing. The McCorkle and Young (.1978) Symptom Dis

tress Scale is one tool which enables nurses to measure degrees of 

physical and mental distress experienced by patients.

Recommendations for future studies included utilization of a 

control group9 and using the Symptom Distress Scale with colorectal 

cancer patients receiving chemotherapy and radiation therapy. Other 

recommendations were to administer the Symptom Distress Scale over a 

predetermined time frame9 and to administer the scale in conjunction 

with a body image tool when assessing colostomates.



APPENDIX A

Subject?s Consent Form

Project Title: Perceptions of Symptom Distress in Patients with Cancer
of the Colon and Rectum.

You are being asked to voluntarily participate in a study about 
perceptions or feelings of symptom distress in patients with cancer of 
the colon and rectum.

The purpose of this study is to (1) investigate perceptions of 
distress or discomfort in persons having cancer of the colon and rec
tum, and (2 ) to study perceptions of discomfort in persons'with cancer 
of the colon and rectum who have colostomies and in those who do not 
have colostomies.

One of the benefits of this study will be to help nurses better 
understand what symptoms cause the most discomfort in patients with 
cancer of the colon and rectum. It is hoped that this study will pro
vide information which will lead to improvement of patient care by 
nurses.

You will be interviewed in the hospital, at your doctor*s of
fice, or at your home. You will be asked to complete a short, 10-item 
questionnaire about symptoms which may or may not be of concern to you. 
You will also be asked three questions about your surgery. This will 
be the extent of your participation in the study. The whole procedure 
should take about 15 minutes of your time. If your medical record is 
available at the time of the interview, the investigator may review it 
for demographic information.

All of the information you will give will remain confidential. 
Your name will not appear on any form or in any reports of the study. 
All forms and reports will be coded to maintain anonymity. Data will 
be analyzed by computer. Results will be used in the final report of 
the study, and may be published in any professional journal or book* 
Results of this study may also be presented at any professional con
ference.

There are minimal medical, social, or psychological risks in
volved in this study. You will receive no monetary payment for your 
participation, and there are no costs which you will be expected to 
assume. If you choose not to participate in this study, it will not
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alter the care you receive. If you choose to participate, the 
investigator will be able to answer any of your questions about the 
s tudy.

You are free to withdraw from the study at any time without 
affecting your medical or nursing care.

I have read and understand the consent form. The nature, de
mands, risks, and benefits of the study have been explained to me. I 
agree to participate in this study, realizing that my participation is 
voluntary, and that I may withdraw at any time without it affecting my
health care in any way. I realize that I will receive no monetary re
imbursement for my participation. However, the results obtained from 
this study may be used to help other people with cancer of the colon 
and rectum in the future.

I understand that in the event of physical or psychological in
jury resulting from the research procedure, I will receive no financial 
compensation from the investigator or The University of Arizona. I 
understand that the investigator will provide more information upon my 
request.

I also understand that this consent form will be filed in an 
area designated by the Human Subjects Committee with access restricted 
to the principal investigator or authorized representatives of the Col
lege of Nursing. A copy of this consent form is available upon re
quest.

Subject's signature ' __________________ Date

Witness signature  _____ '    Date

Investigator's signature Date



APPENDIX B

HUMAN SUBJECTS COMMITTEE APPROVAL

T H E  U N I V E R S I T Y  O F  A R I Z O N A
T U C S O N ,  A R I Z O N A  8 5 7 2 4

H U M A N  S U B J E C T S  C O M M I T T E E
A R I Z O N A  H E A L T H  S C I E N C E S C E N T E R  2305

TELEPH O N E: 626-6721 OR 626-7575

1 July 1980

Ms. Lois J. Loescher 
2654 North Fremont Avenue 
Tucson, AZ 85719

Dear Ms. Loescher:

We are in receipt of your project entitled, "Perceptions of Symptom 
Distress in Patients with Cancer of the Colon and Rectum", which was sub
mitted to the Human Subjects Committee for review. We concur with the 
opinion of your College Review Committee that this is a minimal risk pro
ject. Therefore, approval is granted effective 1 July 1980.

Approval is granted with the understanding that no changes will be 
made in either the procedures followed or in the consent form used (.copies 
of which we have on file) without the knowledge and approval of the Human 
Subjects Committee and the College Review Committee. Any physical or 
psychological harm to any subject must also be reported to each committee.

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose by the 
Department Head or comparable authority. This will assure their accessi
bility in the event that university officials require the information and 
the principal investigator is unavailable for some reason.

Sincerely yours,

Milan Novak, M.D., Ph.D. 
Chairman
Human Subjects Committee

MN/jm

cc: Ada Sue Hinshaw, R.N., Ph.D.
College Review Committee
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APPENDIX C

SYMPTOM DISTRESS SCALE

Directions: Each of the following cards lists a different
•statement. Please take your time and think about what each statement 
says. Then place a circle around the number that most closely measures 
what you are experiencing today on a scale from one to five. For exam
ple, number one would indicate no problems in regard to that particular 
statement and number five would indicate a maximum amount of problems. 
Numbers two through four would indicate you feel somewhere in between 
these two extremes.

(Sample Symptom Distress Card for Fatigue)

Please put a circle around the number that most closely measures how 
tired you are feeling today.

Could not feel more tired 5 4 3 2 1 I am not tired at all

There will be a card for each of the symptoms, as outlined below, 

(nausea)
1. Please put a circle around the number that most closely measures 

how much nausea you have at the moment.

I do not feel 
5 4 3 2  1  sick at all

(Mood)
2. Please put a circle around the number that most closely measures 

how you are feeling at the moment.

Could not feel Could not feel
more miserable 5 4 3 2 1 happier

I feel as sick 
as I could 
possibly be
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3o
(Appetite)
Please put a circle around the number that 
how good your appetite is today.

most closely measures

Can’t face food 5 4 3 2 
at all

1 Normal
appetite

4o
(Insomnia)
Please put a circle around the number that 
how well you slept last night.

most closely measures

Couldn’t have 5 4 3 2 
been worse

1 A perfect 
night

5.
(Pain)
Please put a circle around the number that 
how much pain you are having at the moment,

most closely measures

Worst pain I 5 4 3 2 
have ever had

1 No pain

6 .
(Mobility)
Please put a circle around the number that 
how much you are able to get around today.

most closely measures

Not able to
get around 5 4 3 2 
at all

1

Able to do 
everything

7.
(Fatigue)
Please put a circle around the number that 
how tired you are feeling today.

most closely measures

Could not feel 5 4 3 2 
more tired

1 I am not 
tired at all

8 o
(Bowel Pattern)
Please put a circle around the number that 
regular your bowels are working today.

closely measures how

Bowel pattern 
is worst I’ve 
ever had

5 4 3 2 1
Normal bowel 
pattern
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(Concentration)
9. Please put a circle around the number that most closely measures 

how well you are able to concentrate today.

Cannot
concentrate 5 4 3 2 1
at all

(Appearance)
10. Please put a circle around the number that most closely measures 

how you feel about your appearance today.

Normal
concentration

Appearance 
is the worst 
ever

Appearance 
5 4 3 2 1 has not

changed



APPENDIX D

INTERVIEW QUESTIONS

The following three questions will be asked by the investigator. 
Subject’s responses will be paraphrased by the investigator.

(1) Why did you have your surgery?

(2) How has this surgery affected your life?

(3) If you have a colostomy9 what are your feelings about it?
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APPENDIX E

DEMOGRAPHIC DATA SHEET

This information will be obtained from the medical record if it is 
available.

SEX: Male  _________  Female _________

PRESENT AGE:   years.

MAR.ITAL STATUS: Married ________   Widowed _ _ _ _ _ _ _  Divorced

So pa rat: I'd ________  Single__ ________

YEARS OF FORMAL EDUCATION: ______ _________________ ___________

TYPE OF EMPLOYMENT: ___ _____________________________________

STAGE OF DISEASE: ____________________________________________

TYPE OF SURGERY PERFORMED: ___________________________________

DOES THE PATIENT HAVE A COLOSTOMY? Yes   No ____

IF THE PATIENT HAS A COLOSTOMY, IS IT: Temporary '
Permanent _______

IS THE PATIENT RECEIVING RADIATION THERPAY? Yes ____  No ____

If yes, for how long? ____  ■ - ________ .______ ____

IS THE PATIENT NOW RECEIVING CHEMOTHERAPY? Yes ___ No ____

If yes, what drugs? ____________

65



APPENDIX F

^Norton,

Staging Classification for 
Cancer of the Colon and Rectum*

STAGE GROUPINGTNM CLASSIFICATION

Primary Tumor (T)
TX Depth of penetration not 

specified 
TO Not clinically demonstrable 
TIS Carcimona in situ 
T1 Clinically benign lesion or 

lesion confined to the mucosa 
or submucosa 

T2 Involvement of muscular wall 
or serosa, no extension beyond 

T3 Involvement of all layers of 
colon or rectum with extension 
to immediately adjacent struc
tures "or organs or both, with - 
no fistula present 

T4 Fistula present along with any 
of the above degrees of tumor 
penetration 

T5 Tumor has spread by direct ex
tension beyond the immediately 
adjacent organs or tissues

Nodal Involvement (N)
NX Nodes not assessed of involve

ment not recorded 
NO Nodes not believed to be 

involved
N1 Regional nodes involved (distal 

to inferior mesenteric artery)

Distant Metastasis 
MX Not assessed
MO No (known) distant metastasis 
Ml Distant metastasis present

1978 e

Stage 0 
TIS NO MO
Cardinoma in situ as demonstrated 
by histologic examination of 
tissue (biopsy or other)

Stage 1A 
TO, 1N0 MO
TO, 1 NX MO /
Tumor confined to mucosa or sub
mucosa with.no demonstrable metas
tasis to regional lymph nodes and 
no evidence .of distant metastasis

Stage IB
T2 NO MO -
T2 NX MO
Tumor involves muscularis but has 
not extended beyond serosa with 
no demonstrable metastasis to 
regional lymph nodes and no evi
dence of distant metastasis

Stage II 
T3-5 NO MO 
T3-5 NX MO
Tumor that has extended beyond the 
bowel wall or serosa with no de
monstrable metastasis to regional 
lymph nodes and no evidence of 
distant metastasis

Stage III 
Any T N 1 MO
Any degree of penetration of bowel 
or rectal wall by tumor with me
tastasis to regional lymph nodes 
but no evidence of distant metas
tasis

Stage IV 
Any T Any N Ml
Any degree of penetration of bowel 
or rectal wall by tumor with or 
without metastasis.to regional 
lymph nodes and with evidence of 
distant metastasis
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