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ABSTRACT

Forty-four newly-diagnosed cancer patients on a gen-

eral surgical unit of St. Boniface General Hospital were

screened by three different methods for psychosocial risk;
41 (or g7z\ of the patients were screened to be high risl<.

The three screening methods were compared; significant

variables emerged.

The psychosocial needs of the patients clustered

around certain basic issues. Þlany patients sought help in
dealing with the emotional impact of the illness; they

wanted clarification and interpretation of what was

happening to them. Communication problems with

family/friends and/or with medical staff about their

illness were frequent. Levels of anxiety were especially

high either pre-operatively, or when patients were informed

their cancer was unresectable, andfor at the time of

discharge. Vocational,

problems were reported.

financial and other instrumental

Characteristics of the patients needing help included

being under 50 years of â9ê, a history of mental illness, a

major physical illness in additÍon to the cancer, previous-

Iy unresolved grief, problems pre-diagnosis, a lack of or



impoverished

severe physíca

social supports

I impairment.

].II

poor prognosis withand a

Some recommendations are

for psychosocial problems and

Work services on the unit.
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INTRODUCTION

The practicum reported in the following pages has been

guided by the works of Freidenbergs, Gordon et al. (1980),

Heinrich et al. (19841, Mages et al. (1981) and of Weisman'

Worden and Sobel (1977-80), whose assessments of cancer

patients focus first on the individual and then examine the

family and social contexts. The practicum itself, psycho-

social screening and assessment of newly diagnosed cancer

patients, focuses on the-individual-within-the-family-

within-the-community using the systems approach tradition-

ally applied in the social work fie1d.

The literature review in the first four chapters

examines the emotional reactions to cancer, the impact of

cancer on areas of Iife functioning, psychosocial adjust-

ment to the impact of cancer, and the screening of patients

for high psychosocial risk. A description of the practicum

design and methodology is found in Chapter 5¡ Chapter 6

analyses the results of using three different screening

methods.

Chapter

outlined

8.

in

Conclusions and recommendations are found in

Intervention strategies/methodologies are

the final chapter.
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SECTION ONE: LITERATURE REVIEW

INTRODUCTION

Cancer remains one of the most dreaded diseases. Its
cause is unknown; its course is unpredictable. Its treat-
ment can involve great discomfort and even disfigurement,

and its cure is uncertain. Even the word cancer is emo-

tionally charged: it conjures up images of prolonged suf-

fering and futility. Cancer has been referred to as an

ttearthshaking event", a "deep mystery", a t'phobia" (HoI-

Iand, 1976¡ Silberfarb, 1984; Vettese, 1976'). with the

Terry Fox "Run for lvlillions" and the Steve Fonyo "Journey

for Livesrr the disease has assumed. the proportions of a

national emergency and a social phenomenon.

Most people view cancer as incurable and perceÍve it
as an extremely painful disease. A survey by the American

Cancer Society ( 1 980 ) reported that the public under-

estimate cancer incidence and overestimate cancer mor-

tality. Similarly, Dent and Goulston (1982) found that

although the public expressed anxiety about cancer, the

individuals surveyed underestímated their chances of

contracting the disease while remaining fatalistic about

prevention and control. An awareness of the feelings and



2

meanings society has attributed to cancer (the stigma) is
necessary to understand the impact of a diagnosis of cancer

(Hersh, 1985).

PubIic education and dissemination of facts haver so

far, failed to demystify and correct misconceptions about

the illness. Cancer is not a single disease entity; it has

many forms which differ in onset, site, etiology, progres-

sion, treatability and many other features. With the

advances in medical treatment, cancer is no Ionger an

acute, rapidly progressing, inevitably fatal il-Iness.

Many patients are either cured or are in remission and

cancer patients are generally living for extended periods

of time. Cancer could in fact be conceptualized and

studied as a chronic illness (Goldberg and TulI, 1983¡

Telch and Telch, 1985).

It seems contradictory that a society which is so

relentless at finding a cure for cancer regardless of cost,

does so little to control the production of carcinogenic

substances. The incidence of cancer is high: one in four

Americans develops cancer, affecting two in three families.
Numbers are like1y to rise as exposure to environmental

carcinogens continues ( Stonberg , 1 981 ¡ Veronesi and

Martino, 1978).
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Some authors postulate that predisposing personality

patterns ( i.e. , suppression of feelings ) and emotional

stress (i.e., unresolved grief) contribute to the develop-

ment and course of the disease and affect survival time

(Labrum , 1976¡ Schmale et al. , 1 983; Simonton and

Ivlatthews-Simonton, 1979\ . Other authors maintain that this

theory is highly speculative and difficult to study (Greer

and Silberfarb, 1982\.

Any discussion of cancer must be placed in the context

of human behaviour in general. The literature emphasizes a

holistic approach: health depends on the interaction of

physical, psychological, social and cultural systems.

These systems are in a state of dynamic equilibrium. Can-

cer, which is an alteration in the physiological system

wiII affect the other systems. In other words, the assess-

ment and treatment of cancer must consider the whole person

within his/her environment. It is in this context that the

psychosocial aspects of cancer have received increasing

attention in the past decade. Quality of life is becoming

as important a goal as preservation or extension of life

(Cohen, CuIlen and Martin, 1982; Goldberg and TuIl, 1983).



CHAPTER 1

EMOTIONAL REACTIONS TO CANCER

Researchers agree that a diagnosis of cancer presents

a unique and severe stress. It has been described as one

of life's most difficult experiences. It precipitates a

maj or emotional crisis, causes an immediate, profound

trauma to the psyche and results in increased levels of

psychosocial distress. Patients experience a spectrum of

emotional reactions: shock, disbelief, panic, denial,

avoidance, anger, despair, fear, anxiety, Ioss of control

and autonomy, sense of dependency, sense of isolation,
sense of abandonment, guilt, self-pity, and depression.

WhiIe these reactions range in intensity and duration, they

are aIl viewed as appropriate initial reactions to the

diagnosis of a Iife-threatening illness (Abrams et al.,
1953; Friedman, 1980; Holland, 1976i l"liller et al., 1976¡

Sourkes, 1982; Wilkes, 1982\. Cancer patients are general-

Iy psychologically healthy people who are dealing wj-th a

series of difficult situations (Derogatis et al., 1983¡

Silberfarb, 1984). It is critical to remember that each

patient is unique and each person's experience is profound-

Iy personal and sometimes idiosyncratic.



"There are no typical cancer patients, only
people with cancer. The cancer predicament is
more extensive than simply receiving treatment,
because cancer is almost never just a biological
event." (Weisman, 1981, p. 1621

ttThe cancer exper j-ence can be viewed as a
sequence of rel-ated events proceeding from the
first perception of a sign of iIIness, to
hospitalization and treatment and then to
convalescence and curer or to recurrence and
death." (Blumberg et âI., 1980, p. 11 )

Shock and disbelief usually fo1low confirmation of the

diagnosis, particularly in patients who were asymptomatic.

Patients frequently conclude it must be an error, a bad

dream. Panic and a feeling of being overwhelmed may Iead

to cognitive impairment and distortion of reality. Anxiety

is especially high while patients await results of tests or

biopsies. Not knowing the extent of the disease is often

far worse than knowing, even if worst fears are realized.

The unknown can agonize (Garfield, 1978; Holland, 1976¡

KaIish, 1985; Miller et aI., 1978; Silberfarb,1984). The

anxiety felt because of this menacing situation is often

manifest in somatic symptoms such as tachycardia, insomnia,

anorexiar or inability to concentrate. Redd et al. (1983)

interpret these psychosomatic symptoms in psychologically

normal individuals as "conditioned aversion reactions"

which result from the stigma society has attached to

cancer.



Eqef usually accompanies diagnosis and pervades the

course of the disease.

simply being afraid:

There are other fears besides

fear of the unknown (the only

certainty is uncertainty), fear of pain, fear of losing a

body part (mastectomy) or a body function (colostomY), fear

of losing family and work, fear of extensive medical

treatment, fear of disfigurement (head and neck surgeries),

fear of losing one's sexuality (orchiectomy) , fear of

recurrence (even though the prognosis might be excellent),

fear of the extent to which the disease has invaded the

body, fear of abandonment by medical staff, and the fear of

death (which Weisman and Worden 11976I refer to as "exis-

tential plightrt). Þlost cancer patients conf ront their ov/n

mortality. The possibility of death is no longer remote

(Garfield, 1978¡ Goldberg and TuII, 1 983; Gotay, 1984i

Kalish, 1985; Konior and Levine, 19751.

For some patients the many fears bring about frustra-

tion and despair as well as anger due to past regrets and

unfinished business. The anger is sometimes combined with

self-blame and guilt as patients feel unjustly singled out

(t'why me?" or "what have r done to deserve this?"). In

their need to find a cause patients might view the illness
as expiation, or a form of punishment (Bahson, 1975; Miller
et aI., 19761. In 938 of the patients studied by Abrams et
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aI. (1953) feelings of guilt were present. The authors

found self-blame and blame of others to be common and

significant. Some patients express guilt that they are a

physical and emotional burden to their families.

Anger, ranging from bitterness

sometimes projected outward toward

to open hostility, is

the doctor, hospital

staff, work environment, or family. Some patients are

angry because they cannot have what they want--health.

This anger can be a source of motivation and determination

or it can lead to despair. If this happens, a patient

might become passive, withdrawn and fatalistic' refuse

treatment (they wiII die anyway), or seek quacks (Holland,

1976; Wilkes , 19 85 ).

Ivlany patients experience sense of alienation,

differentness and disconnectedness from others. They may

regard themselves as dirty or contagious, and/or no longer

normal or acceptable and these feelings affect interper-
sonal relationships. People around the patient tend to act

ambiguously and insincerely toward a cancer patient;

friends/faníIy may believe the patient will die or they may

feel guilt, anger or resentment toward the patient. The

patient may feel that family/friends do not really know

what it is to have cancer. Alienation can also result from
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a patient preparing for the possibility of death and

wanting to protect close ones from the pain (Ivlaguire, 1985i

o'NeiIl, 1979; Sourkes, 1982; TriIlen, 1 981 ).

In our future-oriented society, predictability and a

sense of mastery are emphasized, and therefore loss of

control is a major issue for the cancer patient who is
faced with so much uncertainty. Some patients view the

illness as a "plague'f which has invaded them through

uncontrollable external events, and patients feel they have

no internal control over the reproduction of cells or the

course and outcome of the illness. Patients also have no

control over their body on a day-to-day basis; they are

prodded, poked and tested at the doctor's mercy within an

atmosphere of unending illness. This increases feelings of

helplessness and repugnancy. Some patients perceive

medical science as having no control over the disease, and

this fosters feelings of hopelessness, abandonment, isola-

tion, apathy, despair and Ioss of self-esteetn (Bahson,

1975; Freidenbergs et â1. , 1981 -82; Goldberg and Tull,

1983; Miller and Nygren, 1978; Veronesi and l"lartino, 1978).

According to l,lishel et al. (1984) uncertainty is a central

theme of the cancer experience: it fluctuates over timet it
is highest at the time of diagnosis.



Avoidance and denial are common reactions. In

avoidance the patient has recognized reality and has opted,

consciously or unconsciously, not to deal with it. In

denial the patient ignores a threatening reality as if it

did not exist, in order to preserve what was (Lazarus,

1982; Sourkes, 1982; Weisman | 1979ì..

Depression and anxiety have been the most frequently

studied emotional sequelae to the diagnosis of cancer

although there is some discrepancy as to the degree and

prevalence of these reactions. This is likely because of

variables such as the population tested, the sample size,

the presence or absence of control groups, the timing of

the testing, the stage of the cancer in the population

tested, and differences in the measuring instruments used

(Farber et aI., 1984¡ Schmale et aI., 1983). In addition'

the definition of depression used varies. Not aIl authors

distinguish between symptoms associated with depression

which can also be symptoms of the cancer and of the side

effects of treatment, e.9., some scales used to measure

depression contain items such as tiredness, loss of

appetite and sleep disturbance, and these may be symptoms

of the cancer itself (Bukberg et aI., 1984; Endicott, 1984¡

Robinson et aI. , 1985 ) . schmale et aI. ( 1 983 ) note that

self ratings vary from observer ratings, and that patients



rating themselves

affect.
often underestimate

10

their dysphoric

According to Robinson et al. (1985), the coexistence

of anxiety and depression is a consistent finding. In an

MMPI (Minnesota l"lultiphasic Personality Inventory) study of

44 highly distressed cancer patients, Sobel and Worden

(1977 ) found depression to be the single most problematic

symptom. Maguire ( 1 983 ) studied mastectomy patíents one

year following surgery and found that 252 of them v¡ere

depressed, whereas only 1 0t of patients in the control
group (patients with benign breast disease) were depressed.

He concludes that distress in patients with breast cancer

is common. The loss of a significant body part is a

constant visual reminder of the illness which, along with

the threat of compromised longevity, changes one's Iife
forever (Silberfarb, 1984). I"lorris et a1. (1977 ) f ound

that 25t^ of the mastectomy patients studied had failed to

adjust to their disease two years after surgery. It was

noted that the course of adjustment had not been smooth

even for those who had adjusted. Craig and Abeloff (1974)

found that more than 50U of the lymphoma and leukemia

patients studied had moderate to high leveIs of depression

and 30% had high levels of anxiety as measured on the

SCL-90 scale (a self-report scale designed to measure
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psychological distress). Farber et aI. (1984) found that

342 of the 141 out-patients attending an oncology clinic (a

heterogeneous group) had elevated scores for depression and

anxiety on the SCL-90 scale.

Using the "¡,lodified Diagnostic and Statistical lvlanual

of lvlental Disorders" (DSM rrr), Derogatis et aI. (1983)

studied 215 in- and out-patients attending three different
institutions and found that 472 were depressed (7% of the

47t were labelled organic mental disorders and personality

disorders, however). Bukberg et al. (1984) also used the

modified Dslvl III and found that 24*. of the patients studied

had severe symptoms of depression while another 1 B? had

moderate symptoms of depression (total 42Zl related to

adjustment reactions. Wellish ( 1 984 ) studied 62 randomly

selected cancer patients using the modified DSM III crite-
ria ai-ong with the Beck Depressíon Inventory and found that

242 of the patients were depressed. Weisman's ( 1 9764)

study of the incidence of suicide amongst cancer patients

reports that suicide was commonly thought about, although

actual attempts were rare.

A significant proportion of cancer patients clearly

experience psychosocial distress. There is evidence that

the emotional suffering often outweighs the physical



suffering
levels of

ment, but

accepting

12

(Craig and Abeloff , 197 4i Weisman, 1 981 ) . High

depression and anxiety not only impede adjust-

may interfere with reasonable judgment about

proper medical care (Holland and Jacobs, 1986).
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CHAPTER 2

IMPACT OF CANCER ON AREAS OF LIFE FUNCTIONING

While substantial research has been done on the

psychological impact of cancer as it relates to death and

dying, less attention has been given to the day-to-day

problems of Iíving with a life threatening illness. A

diagnosis of depression or anxiety does not provide infor-

mation about the specific problems which cause distress.

Before meaningful j-ntervention can be planned, specific

disease-related problems must be addressed. Research in

this area is quite recent and somewhat scarce (Freidenbergs

et aI., 1980; Gordon et aI., 1980; Heinrich et al., 1984).

A diagnosis of cancer usually disrupts a patient's

Iifestyle, compromises his/her productivity and autonomy,

and creates alterations in day-to-day activities (Freiden-

bergs et aI., 1981-82¡ Smith and McNamara, 1976i Telch and

Telch, 1985). Over 60U of the patients studied by Hein-

rich et aI. (1934) reported severe problems with physical

ability, and this had an extremely negative impact on day-

to-day functioning. These patients also reported problems

with sleeping, eating and changes to their physical appear-

ance, aI1 of which affected their emotional state.
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Impact on Interpersonal Relationships and Communication

The impact of cancer on interpersonal relationships

and communication is well documented (Bloom, 1982i Gotay,

1984; Peteet, 1982i Wortman and Dunkel-Schetter, 1979]l.

Gordon et aI. ( 1 980 ) found that communication was the

second most frequently reported problem in the patients

they studied; worry regarding the disease was most fre-
quently cited. Heinrich et a1_. (1984) found Lhat more than

50t of patients studied rated their interactions with

family, friends and spouse as a problem. Sutherland (1981 )

comments that the patient's fear of being unacceptable and

fear of being unable to perform result in disengagement and

i solation. The cancer situation can make communication

very difficult: a patient risks losing the tolerance of

others by communicating his/her concerns about illness or

pain. Family members/significant others are often reluc-

tant to share negative emotions with the patient because

they may belíeve they have to think and talk positively.
They may also feel ambivalent, apprehensive and uncomfort-

able about the patient's disease and thus avoid an open

communication which the patient might interpret as rejec-

tion. This interference with communication can seriously

trouble interpersonal relationships, and can be an addi-

tional source of stress for the patient. It can also
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undermine a potential resource people have in coping with

cancer (Abrams, 1966¡ l4aguire, 1985; Ivtailick, 1979; TeIch

and Telch, 1985; Wortman, 1984).

Impact on the Family

A diagnosis of cancer often precipitates a crisis in

the family, although little is known about what familÍes do

to manage the impact of cancer on a day-to-day basis

(Gotay, 1984). Lewis et aI., (1985) describe the family as

"an influencing, organizing and creative agent" (p. 206l

which must respond to the strain and demands of the iII-

NESS. The family environment will, in turn, affect the

adapLation and self-care practices of the patient. Adapta-

tion is as much a task for the family as it is for the

patient (Mailick, 1979¡ Umana et aI., 1 980; WelIish,

19848)

Hospitalization, surgery, treatment, physical dis-
ability and its emotional impact, disrupt family relation-
ships and famiry equiribrium whire affecting arl famiry

members individually as weII. The family unit not only

faces an immediate threat of crisj-s but has to respond to

enduring and fluctuating changes. The illness may inter-
fere with usuar parentar and sibling structures and pat-



16

terns. Life style, goals and values are often disrupted or

permanently altered. Normal social contacts might be

restricted or abruptly terminated (Cassileth and HamiIton,

1979; Oberst and James, 1985).

Roles may sometimes need to be reallocated within the

family, either on a temporary or a permanent basis. The

ease of reallocation will depend on the number and nature

of roles held by the patientr oû the ability and flexibil-

ity of other family members and on the capacity and will-

ingness of the patient and other family members to access

external resources, if available. The reallocation could

prove difficult if other family members cannot take over

roles because they lack the skills, for example, the pro-

vider role (HoIland, 1976¡ lvliller et al., 1978i Vess et

â1., 1985).

It is important to

the life cycle of the

resources available to

obviously very different
children are adolescents

unable to take over roles

relinquish and 
. 
a healthy

many roles (Gray-Price and

consider the particular stage in
family. The needs, tasks and

families with young children are

from those of families whose

or adults. Young children are

that the sick parent has had to

spouse might end up assuming too

Szczesny, 1985). In addition,



17

the family may have to adjust to a diminished income which

may increase domestic and other problems ( Sutherland,

1981 ). In the study by Vess et a1. (1985) families with

young children were found to be more dependent on external

resources than families with ol_der children. Children

sometimes assume roles beyond their capacity when faced

with a sick parent. If this happens, a child may perform a

role inadequately or may suffer physically and emotionally.

A child may withdraw or act out. An adolescent may drop

out of school or run away from home (lvlailick, 1979¡

Nuehring and Barr, 1980; Smith and McNamarat 19761. Vess

et aI. (1985) found that families with adolescents had a

significantry more conflicting family environment, whereas

families with adult children had fewer role demands and

more internal resources on which to draw; hence reported

more cohesion and less conflict.

The family's communication pattern is another impor-

tant aspect which determines how members express their
feelings in relation to the illness. A pattern of open,

honest communication fosters the expression of true feel-
ings and leads to mutual support; this facilitates the

individual family members' adjustment to illness and the

negotiation of roles (Vess et âI., 1 985). Dyk (19s6)

concrudes that strong pre-illness family rerationships can
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usually overcome strong negative feelings. lrthen families

have closed communication structures, members tend to

repress their feelings/reactions and thus lose touch with

themselves and with others; they suffer in silence. This

can result in avoidance of issues or triangulation amongst

family members which can hinder adjustment and the re-

allocation of roles. When no clear decisions are made,

members may assume ì-nappropriate roles, making the situa-

tion stressful for the individual and the family system.

The study by Vess et aI. (1985) provides evidence of the

importance of communication between spouses when negotia-

ting roles.

How the family reallocates roles wiII depend on its

previous method of assigning roles; the method will

influence the members' role enactment and the amount of

strain and conflict caused by the reallocation, which in

turn wiII affect the level of cohesion in the family.

Families who use achieved roles (roles acquired by the

individual's own efforts and abilities) before the illness

tend to be more flexible and have less difficulty with role

reallocation; where roles are ascribed (based on gender)

families tend to lack effective methods of reallocating

roles (Vess et aI. , 1 985 ) .
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Cancer is a blow to family solidarity which can impair

or destroy the pre-existing support system within the fami-

Iy and place members in a vulnerable position (Cassileth

and Hamilton, 19791.

Impact on Employment

After diagnosis many cancer patients are unemployed

either temporarily or permanently, and they often exper-

ience problems when resuming t or trying to resumer etn-

ployment. As a result of the illness, a patient's func-

tional status can range from no impairment to major

physical incapacity. Gordon et aI. (1980) found that one-

third of a sample of 1 36 patients had some form of voca-

tional difficulty, whether at work or at school. Lehman et

aI. (1978) found a correlation between physical difficulty
and vocational problems. Of the respondents studied by

Heinrich et aI. (19841, 702 rated themselves as having

problems with work. The impact of cancer may be just as

severe for patients whose primary employment is within the

home if those patients are unabre to perform their regurar

domestic and social activities (Oberst and James, 1985).

Apart from the financial burden that it can place on

the patient and his/her family, unemployment can destroy a
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In a society which associates

productivity with paid employment, work is a symbol of

control, success and ranking (Smith and McNamara, 1976).

For most cancer patients, a return to work is an affirma-

tion of normality; it thus becomes central to rehabilita-
tion (l"liller et aI., 1976).

Unfortunately, some patients face discrimination by

employers and/or feIlow employees because of the stigma

society has attached to cancer. Cancer patients are

thought to be poor social and economic investments: they

may be sick more often or their job performance may be

impaired. Employers may be unaware of improved prognoses

or of improved physical symptom control (Bahson, 1975i

Heinrich et aI., 1984l'. When Feldman (1982) interviewed

100 recovered cancer patients, their families, employers,

co-workers and friends, she found that, because of their

cancer history, 138 of the patients had been denied work,

35t had perceived job-related discrimination, and 118 had

been excluded from health benefits or had had previous

benefits reduced. The negative attitudes of self and

others about the ability to work contribute to the cancer

patient's vulnerability. Many of the respondents ques-

tioned exhibited fear, shame and secrecy in the work place.

Obviously, the threat to the work role has special and
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profound meaning to the cancer patient. rt should be noted

that Freidenbergs et a1. ( I 981 -BZ') and Wellish ( I 9B48 )

comment on studies which have found that vocational pre-
judice towards cancer patients \^ras not prevalent. This

discrepancy may be due to differing personner practices of
employers, as werl as to idiosyncrati-c patient variabres.

For many cancer patients, pain contror remains a great

problem despite the availabitity of narcotics. pain limits
physical capacity and impairs emotional well-being (Silber-
farb, 19841. According to Silberfarb, surveys indicate
that one-third of cancer patients in treatment experience

moderate to severe pain, while 60t to 90+ of patients with
advanced disease experience severe pain.

Impact on Sexuality

sexuarity, a critical component of quality of rife,
can be artered by cancer and its treatment. whil-e some

patients report unimpaired sexual functioning, others

report frequent disruptions of and decreased frequency of
sexual intercourse and/or a diminished desire for sexual

activity. rmpotence and steririty may result from certain
surgeries or treatments. sexuar issues may be equarly or

even more important to single patients as to married ones



(Schain and Howards,

Telch, 1985).

1 985; Silberfarb,

¿2

984¡ Telch and

Greenberg (1984) and ManteIL (1982) make a distinction

between organic and psychological causes of sexual dysfunc-

tion. Organic causes include specific aspects of the

cancer site or treatment such as nerve damage or vascular

insufficiency resulting from bladder and bowel/rectum

surgery or pelvic exenteration for gynecological cancer

(Anderson, 1985). Psychological causes of sexual dysfunc-

tion include lowered self-esteem or poor self-i-mage brought

on by a diagnosis of cancer or by disfiguring surqery.

Some studies have revealed that masteetomy, a major body

alteration, is clearly associated with sexual dysfunction

where the patient no longer feels attractive to her

partner. This stems largely from society's emphasis on

physical attractiveness. Other deterrents to sexual

activity include physical symptoms such as fatigue, nausea

and anorexia due to treatment, as weII as stressors such as

financial or vocational problems (I4orris, 1977; Silberfarb,

1 9B4l . According to Anderson ( 1 985 ) the incidence of

sexual dissatisfaction and/or dysfunction among adult

breast, genital, colon, rectum and bladder cancer patients

studied ranged from 20? to 90% of those surveyed. The

author points to a need for more specific understanding of
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for prevention andcancer patientst sexual

rehabilitation efforts.
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CHAPTER

PSYCHOSOCIAL ADJUSTMENT TO

3

THE ÏI4PACT OF CANCER

Introduction

Chapters I and II addressed the psychological and the

functional impact of cancer. This chapter will address the

psychosocial adjustment to the impact of cancer. Cancer

becomes a part of the individual's existence, and it

demands a response. Most patients seem to have the re-

sources to meet the challenge and adjust reasonably well

(Farber et al., 1984; Veronesi and Martino, 1978; Worden,

1 983 ) . Who then are the patients who remaín distressed and

whose problems are enduring? Given the enormous variations

in human behaviour and coping mechanisms, differentiating

between adaptive and maladaptive responses is complex and

intricate. How does one determine when a behaviour is

protective or destructive? We must determine the spectrum

of normal adaptive responses and the origin and range of

maladaptive responses before we can begin to plan interven-

tion (Goldberg and Cu1len, 1985¡ Goldberg and TuIl, 1983i

Veronesi and Martino, 1978). Numerous factors are dis-

cussed in the literature. There is consensus on certain

variables while other issues remain controversial.
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Definition of Adjustment and Coping

Adaptation consists of coping with the illness and its
problems, and of coping with a tife altered by the illness
( Blumberg et al. , 1 980 ) . A patient's coping behaviour is
determined by personal characteristics, characteristics of
the social environment, and the nature of the stress

( Felton et al. , 1 984; Molleman et al. , 1 984 ) .

weisman (1976) describes coping as what an individuar

does whlen confronted with the disease and its implications
in order to bring relief or resolution. Resorution can be

defined as a true reconciliation with one's fate, that is,
the illness (HoIland, 1976; Vettese, 19761. Weisman (1979|l

describes three marked phases of the coping process: (1 )

the acknowredgement of a threat or problem (the irlness),
(2') the action taken (either active measures to master or

efforts to avoid or mj-nimize the threat/problem), and (3)

the outcome (positive if equilibrium/relief is restored or

negative if despair, frustration and tumult result).

According to Lazarus (1982), coping is a complex,

interrelated set of processes. Emotion is viewed as a

response to cognitive appraisal; both emotion and cognition

influence the choice of coping strategy and the way the
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strategy is utilized. Feedback from the envíronment about

the coping brings about reappraisal and reactivates the

entire process. Lazarus finds that the individual uses

coping strategies to solve problems and to regulate

emotional distress. He describes four distinct coping

modes: information-seeking, direct action, inhibition of

action (holding back), and intra-psychic processes to

regulate emotion.

"It is beginning to be widely recognized that
coping processes, set in motion when a person is
having a successful transaction, greatly affect
adaptational outcomes at the social and physio-
logical leve1s. Some coping processes can
increase the risk of maladaptation or illness
whereas others decrease it . " (Lazarus,
1982, p. 170).

Weisman (1979 ) distinguishes between coping and

defense where the same behaviour might be used but the

goals are different: coping seeks resolution whereas

defense seeks relief through avoidance or repudiation.

Schmale et al. ( 1 983 ) maintain that defenses may be

effective in meeting the needs of the individual and the

demands of the environment at a specific point in time.

In our society restoration of some independence and

self-sufficiency is seen as basic to resolution (Suther-



Iand, 1 981 ) . Continuation of or resumption of

or aspects of life prior to the illness is

psychosocial adjustment (Goldberg and TuII, 1

adj ustment

resolve problems posed by the

adaptive if associated with good

maladaptive if rehabilitation is
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activities

the key to

cancer are attempts to

illness. The responses are

rehabilitative outcome and

hindered.

983 ) . Thus

"includes both a psychosocíal component, involv-
ing the person's re-evaluation of self, and a
behavioral component, demonstrating one's
acceptance of the change in self or loss of body
part or its functioning such as adherence to
medical regimen or efforts at physical rehab."
(Bloom, 1982, p. 1330 )

The individual's responses to

Personal Factors

The patientrs personality is an important variable to

consider when assessing the degree of coping with the

illness. Some authors contend that a person's level of

maturity and personal integration is indicative of how that
person will cope with stressful events (Holland, 1976i

Wej-sman, 19791. Worden and Sobel (1978 ) found that

distress levels correlated negatively with measures of ego

strength and personality in the patients they studied.
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The wide array of emotional reactions to a diagnosis

of cancer (discussed in Chapter 1 ) is seen as appropriate

and the expression of negative feelings about Ioss of

health is a step toward acceptance and resolution (Goldberg

and TulI, 1983¡ Kubler-Ross, 19691. In this context

suppression or denial of affect (sometimes described as

"stoic acceptance" ) can be viewed as a maladaptive response

(Bahson, 1975i Friedman, 19BO). If symptoms of anxiety,

depression, anger, and inability to concentrate become

severe and prolonged, however, and if they interfere with

social or occupational functioning then they too should be

viewed as maladaptive (Sutherland, 1981 i Weisman, 19791.

Avoidance and denial might even have a limited, temporary

use as coping mechanisms if they minimíze distress at the

time of diagnosis, thus protecting the patient. Eventual

adjustment would be hindered, however, if a patient did not

deal with the facts of the illness, perhaps going so far as

to refuse medical care or search for quack cures (HoIIand,

1976; Weisman, 19791.

Holland and Jacobs (1986) comment on a 1970 study of

breast cancer patients by Katz et al. Those v¡omen who used

denial and repression, who were fatalistic and stoic, and

who used prayer and faith, were the least visibly dis-

tressed and showed less stress activation of the hypothal-
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amic-pituitary-adrenal axis (HPA). Conversely, women who

evidenced. more despair, anger and distress had greater

activation of the HPA. Rogers and Reich (1986) studied

surgical patients and concluded that patients use denial to

avoid the work of worrying. They found that patients who

deny or avoid have a slower post-operative recovery.

Achterberg, Ilatthews and Simonton (1976 ) found that

patients who used denial v¿ere pessimistic, viewing their

body as having tittle ability to fight disease and being

dependent on others. They found an association between

denial and poor prognosis. The same authors, along with

Garfield (1978) maintain that a positive attitude and a

wiII to live are important elements in getting better and

living longer. This might imply that the cancer patient

who can control his/her thoughts and feelings can control

the disease. WhiIe attitude is important in maintaining

the quality of one's life, its influence on the disease is

very uncertain (CassiIeth, 1 985 ) . Keleman (1974) views

optimism and hope as a need to futurize, not as denial.

Other authors describe how accepting, affirming and denying

can and do co-exist; one needs a balance between what one

can accept or confront and what can be harmlessly ignored

or postponed (Cassileth et âI., 1 980; Friedman, 1 980;

Silberfarb, 1984)..
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To summarize, those who cope best are optimistic, they

focus on the positive aspect of their lives--they are

pragmatic and present oriented (Worden and Sobel, 19781.

They confront facts and deal with problems as they appear,

they communicate openly and honestly, they are resourceful

and accept support from others. Positive affect is related

to flexibility where patients call upon a number of

strategies, revise, correct and substitute one strategy

after another (Friedman, 1980; Mit1er and Nygren,197Bi

Weisman, 19791. Gotayrs (1985) study of 73 cancer patients

found those patients who spent very little or no time

trying to find a reason for their illness were better

adj usted. Acceptíng the possibility of death as an

eventual outcome of cancer is an important adaptive task

(Bahson, 1975). Acceptance can give patients the oppor-

tunity to repriorize goals and have a new perspective on

Iife. Many patients successfully alter their Iife style;
they adjust to their changing role and body image and

develop a sense of productivity and self-esteem in relation

to family and friends (Miller and Nygren, 1978i OrNeill,

1979). According to Frank-Stromborg et aI. (1984) and to

Vettese (1976) those who adjust lead more productive Iives.

Studies have shown

become more unstable when

that emotionally unstable people

confronted with cancer (Weisman
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and Worden, 1976-771. The same authors found that patients

coming from multiproblem families are vulnerable. So are

pessimists--they experience more depression, feel worth-

less, blame others, regret their past and feel they have

few resources to calI upon. Pessimists might respond to a

diagnosis of cancer by withdrawing, suppressing emotions,

using denial, feeling victimized, acting out, using mani-

pulative behaviour or showing much anger, hostility, frus-
tration and despair. In other words, they use ineffective
coping responses (Friedman, 1980; l"liller et âI., 1976¡

Worden and Sobel , 19781. Weisman and Worden (1976-77)

found past regrets (deproring things done or not done) were

an excellent indicator of distress; people who habitually
regret the past often have a poor serf-image and are often
pess imists .

Past History

An individual's previous history of coping with

stressful events was found to be significantly correlated
with psychosocial adaptation to cancer (Bahson, 1975¡ Lewis

and Bloom, 1978-79', Luce and Dawson, 1975; l"lages et aI.,
1981 i Weisman , 19791 . Robj-nson et al. ( 1985 ) f ound that
patients with a previous history of depression, suicide,

and anxiety or chemical abuse had higher anxiety and
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depression scores after diagnosis. Sutherland (1981 ) holds

a different view: how an indívidual handles cancer is less

determined by how he/she has handled other threats in the

past than by how he/she perceives the nature and magnitude

of the threat of cancer, which depends on the person's

cultural background and individual personality. Cassileth

and Lief (1979) refer to this as the "private meaning" the

illness has for the individual, that is, one's intellectual

knowledge of cancer and one's prior experiences with

friends or relatives who have had cancer. This "private

meaning" affects the patient's behaviour and coping

patterns, such as the degree of conformity to medical

recommendations, the susceptibitity to pain and other

physical side effects, and the sense of self.

Morris et aI. (1977 ) study found that patients with

families or friends who had experienced breast cancer and

who had a particular fear of cancer themselves became

depressed immediately before their mastectomies and

remained depressed two years after surgery (these were

patients who normally tolerated stress weIl ) . Freidenbergs

et aI. (1981-82) looked at a study (Henderson, 1966) that
positively correlated delay in seeking medical attention to

a previous experience of cancer in family members. Worden

and Weisman's (1975) study found that delay in seeking
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medícal attention was negatively correlated with cancer in

the family. Goldberg and Cullen (1985) Iooked at various

other studies relating adaptation to previous experience

with cancer deaths of friends or relatives and found them

inconclusive.

Networks

There seems to be a consensus among authors about the

importance of a patientrs support system in promoting

his/her adaptive coping. SociaI support is multi-faceted

and serves many functions: it provides feedback (a patient

needs to know his/her feelings are not unique and his/her

behaviour is appropriate ); it has been shown to enhance

relationships, relieve suffering and improve the quality of

Iife ( Bloom , 1982i Revenson et âI. , 1 983; Wortman and

Dunkel-Schetter t 1979).

re-entry and acceptance

process; a patient needs

Stolar (1982 ) views social

crucial to the adjustment

know he is loved and valued

AS

to

regardless of performance and accomplishment. In two

separate studies of breast cancer patients, social support

was found to be the strongest predictor of coping response

and was associated with positive self-concept, sense of
power and emotionar welr-being (Bloom 1982; Morris, 19791.

Weisman (1979 ) found that patients who were able to
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maintain close and satisfactory relationships with sig-
nificant pthers demonstrated a better adjustment to the

illness than those who did not have supportive relation-
ships. The nature of the relationships during illness
depends on the nature of the relationships prior to
illness; strong relationships can usually overcome the

barriers/hardships of cancer while fragile relationships
can deteriorate further and may prove to be detrimental

(Dyk and Sutherland, 1956; Sutherland 1981 ). Bukberg s!

al. (1984) found in their study of 62 oncology patients

that a poor quality of social supports was associated with

depression, regardless of the degree of disability ex-

perienced by the patient. It becomes clear that patients

who lack or who have impoverished social supports are at

risk for psychosocial distress. This is supported by Mages

et aI., 1981.

The above considerations apply to the family environ-

ment as well: a supportive family environment enhances a

patient's adjustment. Families, Iike patients, vary in
their ability to cope with cancer. The family's former

cohesiveness and ability to withstand stress is an impor-

tant factor to consider (Cassileth and Hamj-Iton, 1979). We

need to know what patterns of family interaction are most

supportive and least stressful when a family member
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develops cancer (Cassileth et aI., 1985; Greer and Silber-
farb,1982). As discussed by Vess et aI. (1985), families
with ascribed roles and rigid patterns of interaction/
communication, or famiries who lack inner and outer

resources, thus overtaxing the existing system, are at
risk, that is, they will have problems adjusting to cancer.

When family members are able to communicate more openly and

honestry with one another, the liketihood of adjustment is
greater (Prudden, 1971; Wellish, 19848; Wortman,19B4).

The famiry's attempts to orient and reorganize itself wirl
be assisted by the provision of full information and

emotional support by hearth care members and self-herp
groups (Cassileth and Hamilton, 19791. This is substan-

tiated by Holland (1976) and Vettese (1976) who describe as

maladaptive a family urging a physician not to inform the
patient of the diagnosis (to "protect" the patient) and

where the patient pretends not knowing the diagnosis to
protect his/her famiry. Such "conspiracies of silence" are

very dysfunctional.

Pre-existing family problems

re-activated or exacerbated by

complicating the situation further

at psychosocial risk (Christ, 1983;

19841.

or conflicts may be

a diagnosis of cancer,

; these families may be

Weisman, 1979¡ WeIIish,
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The spouse is instrumental in a patientrs success or

failure in adapting to illness. The strength and stabirity
of the spousal relationship prior to illness is a variable
affecting communication and sexual behaviour after diag-

nosis (Dyk and Sutherland, 19561. The same authors found

that spousal support affected the patient's behaviour in
their 1956 study: "the spouse is often the key to the

patientts success or failure in adapting to the dis-
abil ity" . Spouses often provide incessant support to a

patient during diagnosis and treatment, only to find them-

selves depleted, exhausted and in need of support which the

patient may not be able to provide, regardless of how

mutually supportive the relationship was previous to diag-

nosis (oberst and James, 1985). spouses who do not commun-

icate may be at risk (Vess et aI., 1985). Metzger et al.
( 1 983 ) found a correlation between marital harmony and

distress: maritar harmony vras associated with row revers of

anger and distress while marital disharmony was associated

with an increase in distress. Similarly !,JeIIish (1 985 )

found that a poor relationship prior to cancer led to
Iimited or ambival-ent spousal support and negatively

influenced the adjustment of the patient. Weisman, Worden

and Sobel (1977-80) found that widows, divorced patients,

and patients with marital problems are at risk for high

levels of distress, possibly because these patients may not
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have resolved their marital loss, or because they may have

fewer supports or live aloner or have less income than

patients in a maritally supportive relationship. Mages et

al-. ( 1 981 ) found that patients living alone had a poor

psychosocial outcome. Goldberg and CuIlen (1985), however,

Iooked at other studies and found no consistent relation-

ship between distress and marital status.

How a patient is told the diagnosis greatly influences

his/her reaction and subsequent adjustment. Several

authors discuss the importance of the hospital milieu and

the importance of the patient-doctor relationship which

should foster open, honest communication in a climate of

trust, hope and optimism. Hefez et aI. (1982) found that
the more ambiguous and inconsistent the information given,

the greater the helplessness and anxiety of the patient.

Medical/nursing staff should be sympathetic and supportive

and, where possible, involve the patient in the decision-

making process regarding treatment and day-to-day care.

The patient has been removed from his/her normal environ-

ment, and his/her care in hospital is often fragmented in
that many specialists are involved (surgeon, oncologist,

radiotherapist, internist . ) , each being responsible

for a part of the care for a brief period of time.

Patients have to go through numerous, unpleasant tests
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vrhere there is much uncertainty and perplexity; they need

to be informed of what is happening and vrhy, and they

should be encouraged to voice their fears and concerns.

Good pre-surgical and pre-treatment work is essential so

that patients are aware of what to expect of side effects
and effectiveness of intervention. The post-operative

patient may need help to assess the damage done to his/her

body and the damage done to his/her Iife style; this will

enable the patient to start planning for repair and

restoration. Post-operative complications ( for example

fistula, infection .) may increase fear and anxiety and

need to be dealt with when they arise (Bahson, 1975i

Creech, 1975i Mailick, 19791. Sourkes (1982 ) and oberst

and James (1985) refer to discharge time, the re-entry into

the real worldr âs a period of apprehension and fear.

Weisman (1979 and 1 981 ) refers to the whole process as

"safe conduct". A supportive hospital milieu can minimize

a patient's distress and can maximíze adaptive responses.

Rogers and Reich (1986) contend that surgery, whether

on an elective or emergiency basis, constitutes a major

psychological stress. Johnston ( 1 986 ) found that surgical
patients compared to medical patients are more troubled by

the unfamiliarity of surroundings, loss of independence and

threat of severe illness. In addition they worry about
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anesthesia and surgery and about external factors such as

home and family. The author notes that having inaccurate

expectations about surgery is more likely to lead to
problems post-operatively if the difficulties are under-

estimated. The more fearful and emotionally upset patients

are before surgery the more they wiIl experience pain post-

operatively. They wiII likely require more analgesics and

have a srower recovery than the patient who is less anxious

pre-operatively. Johnston looked at several studies of

surgical patients and concluded that high pre-operative

fear and anxiety lead to poor post-operative outcomes.

Conversely, low pre-operative anxiety leads to good out-

comes. Improving a patient's pre-operative anxiety should

improve the post-operative outcome.

Distrust of the doctor or the medical system may lead

to alienation and hostility, a maladaptive response.

Mishel et al. (1984) found that lack of confidence in the

health care system was a major adjustment problem with the

gynecological cancer patients studied. Redd et al. (1983)

view "extreme" anxiety reactions to hospital staff and

medical procedures, regressive acting out, or ttexcessive"

demands on family and staff as maladaptive behaviours which

interfere with good care. Bahson (19751, Blumberg et aI.
(1980), and Christ (1983) all view a patient's increased
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demands on hospital staff and the expression of anger and

resentment as positive signals of the patíentrs eventual

good adjustment to cancer, while the passive, compliant

patient may be having difficulty adjusting.

Freidenbergs et aI. (1979 ) found that patients at
initial hospitarization \^¡ere not open to sharing informa-

tion or receiving input because they were upset and

anxious. one-third of the patients studied by tvtorris et

aI. (1977 ) felt they had received inadequate information
about their diagnosis. Similarly, Gordon et al. (1980)

found that the patients and families in their study wanted

more information regarding their cancer. The patients in
Heinrich and Schag's ( 1 985 ) study demonstrated minimal

knowledge of their ilrness two years after diagnosis and

most of them wanted more information. Felton and

Revensonrs ( 1 984 ) study found that informatíon-seeking was

Iinked to decreased negative affect in the cancer patients

they surveyed. SimilarIy, when Mishel et a1. ( 1 984 )

studied gynecological cancer patients, they found that a

]ack of adequate information was associated with ress

active coping behaviour, whereas adequate information was

associated with greater motivation. Detailed information

of the illness was highly related to hope. The study by

Cassileth et al. ( 1 980 ) supported this finding; their
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conclusion was that information seeking was an effective
coping strategy. The same authors note that patients vary

in their need for information; not all patients reguire or

desire all information and they may desire it at different
times.

Physical Status

Another important variable in the psychosocial

adjustment is the cancer site. Each site is associated

with separate issues; body image concerns depend on the

symbolic and emotional values that the patient and society

have attributed to the body part affected. Breast cancer,

for example, connotes decreased femininity and diminished

sexual attractiveness (Lewis and Bloom, 1978-79¡ Nuehring'

1 980 ) . Each site has different implications for different
patients and has different patterns of recovery (Luce and

Dawson, 1975i Gordon et aI., 1981 ¡ Mages et al., 1 981 ).
Weisman and Worden (1976-771 found that varying cancer site
groups experienced peak distress at different times during

the first 100 days after diagnosis.

Colostomy (an artificial anus involving loss of

sphíncter control ) has profound consequences on social
participation: it negatively affects a patient's self-
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esteem and it often brings about rejection by spouse, other

family members and work colleagues. Colostomy patients

frequently report family difficultíes which range from

family members' resentment because of the patient's exten-

sive use of the bathroom to sexual problems (Telch and

Telch, 1985). Dyk and Sutherland's (1956) study of 29 male

and 28 female colostomy patients found that all patients

experienced anxiety in areas of social functioning.

Patients who had had surgery for head and neck cancer

which resulted in changes to the voice box, difficulties in

chewing, salivating and swallowingr or in facial disfigure-

ment, often experienced work and interpersonal difficulties

(TeIch and Telch, 1985). According to Mages et aI. (1981 )'

patients who suffer serious visible disfigurement and

impairment are at high psychosocial risk. Patients with a

brain tumor or brain metastasis accompanied by confusion

and disorientation can present an extremely stressful

situation for the family. Managing prostheses ( for

amputees ) , Iiquid feedings ( following gastrectomy for

cancer of the stomach), or irrigation of the ilioconduit
(following removal of the bladder) may tax the adaptive

capacity of the patient and his/her family. These issues

have more than "body image" implications; the patient's and

family's activities and patterns are disrupted, and the
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patient's self-respect may be severely damaged (Sutherland,

i 981 ) .

several studies found that rung cancer patients

required more diagnostic procedures, were sicker (they

often had respiratory impairment and cognitive abnor-

malities due to brain metastasis ), had poorer prognoses

(metastasis often occurs before cancer is even suspected)

and tended to decline more rapidly than other cancer

patients. The day-to-day difficulties in riving with this
disease are numerous and severe. Consequently the patient
and/or famiry often feel out of contror and have little
time to adapt to the illness or resolve their feelings
about the situation. Some patients are overwhelmed,

despondent, and in constant distress, while family members

are exhausted (Goldberg et aI. , 1984i Gordon et al., 1980;

Wellish et âI. , 1 983 ) .

while the psychosocial sequerae of mastectomy has been

the object of substantial research there is little litera-
ture on the psychosociar impact of other cancer sites such

as cancer of the gastro-intestinal tract, oesophagusr pâo-

creas, liver . There is a need for systematic documen-

tation to assess the impact of each cancer site (Freiden-

bergs et â1., 1981 -82; Greer and Silberfarb, 19821 .
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Staging, the clinical progression of the disease, is

another variable mentioned in the literature. Some authors

claim it plays an important role in a patient's adaptation

to the disease while other authors disclaim this. Craig

and Abeloff (19741 and Mages et aI. (1981 ) found that

patients with a poor proqnosis combined with a high degree

of physical impairment were at high psychosocial risk. In

a study of 62 oncology in-patients, Bukberg et al. (1984)

found that a high degree of physical disability correlated

strongly with depression. Weisman (1976) concluded that

the number of systemic symptoms, for example, weight loss,

insomnia, and fatigue, was a good indicator of distress.

He also reported that medical data (site, staging, prog-

nosis, symptoms) collected during the initial hospitalíza-

tion of the patients studied accounted for 40 to 608 of the

variance of distress. Gordon et aI. (1980), however, found

that medical data accounted for only 12*- of the variance of

distress, while Morris et al. (1977 ) found that anxiety and

depression were more potent predictors of future psychoso-

cial difficulties than was medical data. Miller and Nygren

(1978) found that staging did not account for distress;

some patients who had advanced cancer and no hope of

recovery were not despondent, while other patients with a

good prognosis and minimal physical disability had become

extremely distressed Some "cured" patients remained
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psychologically crippled which interfered with their day-

to-day functioning. This was consistent with sirberfarb's
findings in his 1984 study of mastectomy patients and with
the study by Mishel et al. (1984) of gynecological cancer
patients. According to Gotay (1984), problems and coping
mechanisms at varying stages of the disease process have

not yet been studíed.

rn severar studies recurrence is mentioned as being

more traumatic than the initial diagnosis; treatment may

have failed, hope may be shattered, death has become more

imminent- Patients often express anguish, outrage, and a

.sense of betrayal (Goldberg and TuIl, 1983; sourkes, 1982i

weisman, 1979],. rn Greer and sitberfarb's (1gïz) study the

most emotionarry disturbing time for breast cancer patients
was the first recurrence. Tt was a time when patients had

more probrems with depression, sociar isoration and impair-
ment of daily routine.

Weisman and Worden (1986) did a cross-sectional

analysis of the psychosocial status of 102 patients who had

a recurrence of one of 6 types of cancer: breast, colon,
Iung, gynecologic, Hodgkin's disease and malignant mela-

noma. Patients v¡ere asked to contrast their current
experience with that at the initial diagnosis; 302 of the
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patients thought the recurrence was less traumatic than the

initial diagnosis. These patients had only Iocalized

tumors, few symptoms at recurrençe and had had good exper-

iences at the initial diagnosis. The authors found that

most of the patients had expected a recurrence, therefore

were not completely surprised, and as a result were less

distressed when it happened. It seems that realistic
recognition of uncertainty reduces the degree of distress.
The level of distress correlated wíth the amount of sick-

ness, disability and treatment, not the type or stage of

cancer. These physical factors seemed to determine how

pessimistíc and preoccupied with death a patient would

become. Patients at the time of recurrence reported fewer

problems related to finances, family, job, religion and so

forth (than at the time of original diagnosis) as if those

matters had been resolved satisfactorily. Many patients

noted that the quality of supports had improved; the

irlness had brought them closer to their spouse and there

were fewer family and/or marital conflicts. The authors

concluded that cancer patients are more distressed and in
need of intervention at the time of diagnosis and when

nearing death.
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Age

Age is important to consider when assessing the impact

of the disease on the patient, as well as when assessing

the patient's wirlingness to participate in decision-
making. According to Cassileth et aI. ( 1 980 ) , younger

patients wanted to be informed and invol-ved in the deci-

sion-making regarding treatment--this was viewed as gaining

intellectual mastery, and it enhanced coping. older

patients preferred the conservative, non-participatory
patient role. Craig and Abeloff (1974) and HoIland (1976)

shared the same concrusions. rn the study by Metzger et

al. ( 1 983 ) of mastectomy patients, older hromen appeared to

adjust more readíly than younger unmarried women--the

Iatter viewed mastectomy as negatively affecting their
chances of marrying or of having íntimate rerationships

with men.

The patient's stage of life has some bearing on

adjustment. In a young adult the cancer experience often

intensifies contact with parents and can delay self-suf-
ficiency and the establishment of adult roles (Mages and

llendelsohn, 19791 . Weisman and Vtorden (1976 ) reported more

existential concerns with younger patients; Craig and

Abeloff (1974) found younger patients at high risk for
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psychosocial distress. In mid-life adults cancer disrupts

roles and leaves unfinished business i in older adurts the

cancer experience results in a more rapid disengagement

from work and social activities and a greater dependence on

others (ùlages and Mendelsohn, 19791. Weisman and Worden

(1976-77]- found that order patients sav¡ death as a pos-

sibility and talked openly about it. Gordon et aI. (1980)

found that older, less educated patients felt more vic-

timized, that is, they fert they had rittle or no control

over their situation and were less interested in rehabili-

tation. Linn and Linn (1986) found that older mares (60

and over ) with end stage cancer had similar psychological

profiles to younger males (under 60) with the disease. The

authors concluded that death was not less disturbing to
older persons. rn their 1979 study of 133 newry diagnosed

patients Sobel and Worden found no age difference between

their high emotionar distress group and their row emotionar

distress group.

Religion

Religion is another variabre discussed by some

authors; there is no agreement as to whether religious
beliefs promote or impede adjustment (Gordberg and curren,
1 985 ) . Weisman and Worden (1 976-77 I found a positive
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correlation between church attendance and enhanced coping.

Abrams and Finesinger's (1953) findings v¡ere similar: for

some patients religion is a source of solace and comfort,

but the authors conclude that a belief in an after life

does not seem to decrease the fear of death. Some patients

interpret the illness as a weakness to be overcome--this

probably stems from the Protestant ethic; other patients

regard the illness as punishment or expiation of sins

(Bahson | 19791. Friedman (1980) and Gotay (1984) advocate

further research to understand the phenomena.

Other Variables

Very litt1e is known about sex as a variable. Mages

and lvlendelsohn (1979). , in a cross sectional study of 60

patients, some of whom were newly diagnosed and some of

whom were three-year survivors (varying sites), noted sex

differences: whereas women were able to preserve their

self-esteem over the three years, men v¡ere not. Freiden-

bergs et aI. (1981-82) looked at two other studies: Leiber

et aI. (1976) found that women (patients and spouses of
patients ) were more depressed than their husbands; Kennedy

et aI. (1979 ) found that men had higher mean stress

reactivity levels (using the Differential personality

Questionnaire) than women, while female patients obtained
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is, they parti-

relationships.

Weisman and Worden (1976-77

Iower socioeconomic levels were

resources to provide for their
Goldberg and Cullen's ( 1 985

consistent association between

status.

) found that patients from

more t'at risk": the limited
needs was an added stress.

) review of studies found no

distress and socioeconomic

Gordon et aI. {1980) and Sobel and Worden (1g7g) found

that patients with the fewest probrems at the initiar
assessment v/ere the ones most like1y to cope well_ with the
disease. The same authors arso contend that a díagnosis of
cancer exacerbates pre-existing problems and conflicts and,

vice versa, that pre-existing probrems are aggravated by

the cancer situation.

rt is usefur to view each cancer situation as unique,

as is each person's adjustment. There seems to be no best
way to cope, although some strategies are more effective
than others. rt appears that distress is only partry
determined by the cancer. rt is difficurt to summarize the
issues, strategies, and populations discrepancies are

often irreconcilabre. Given arr the information on alr the
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clinical assessment

This major question

effective intervention
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go about doing a brief and accurate

to recognJ-ze the "at risk" patients?

needs to be addressed before any

can be planned.
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CHAPTER 4

SCREENING FOR HIGH RISK IN HOSPITAL SETTINGS

rn hearth care settings how can the "at risk" patients
be screened for social work i-ntervention? A review of the
literature in this area indicates that, prior to the

1960's, social work in health settings relied mainly on

other professionars (physician, nurse, physiotherapist

. ) for referrals. These other professionals not only
determined the patient popuration to be serviced by sociar

work but also the types of problems and the timing of the

intervention. Thus the rore of sociar work was defined by

others, which deprived social work of initiative and

autonomy. The majority of referrals consisted of matters

relating to discharge planning and practical assistance.
Generarry referrals were made late in the patient's
hospitalization so that social work intervention was often
ineffective. This led to inadequate planning and/or a

delay in discharge and often impeded a patient's recovery.

Those patients needing hetp because of the stress related
to the illness or the hospitarization were often overlooked
(Becker and Becker, 1986i Berkman and Rehr, 1973¡ Berkman,

Rehr and Rosenberg, 1 980 i Nishiura et aI. , 1 980; Ripley,

1 9Bs ) . Occasionally patients and/or families requested
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social vrork services, but generally the patient population

was not aware of the availability of services. In a few

specialized areas such as the dialysis unit, the substance

abuse unit ¡ ot the obstetrics unit ( single patients ) ,

social work services htere an integral part of the programs.

It should be noted that patients seldom volunteer informa-

tion about their social and emotional concerns to the medi-

cal or nursing staff, unless these concerns are directly

related to the illness or treatment.

In the late 1970's and early 1980's Berkman and Rehr

introduced and expanded the concept of the identification
of patients to be serviced by social work. This allowed

socíal workers in health care settings to define their own

roles as to which patients they should provide services

for, when they should see patients, and what interventions

should be used. It was determined that meaningful services

would not be provided otherwise. This concept supports the

principle of comprehensive patient care, that is, that the

physical, social, emotional, and spiritual needs of the

patient are to be recognized and met, and that non-medical

factors such as social and/or emotional stress cause or

aggravate physical problems and impede recovery. At a time

of fiscal restraints and limited resources, optimal and

appropriate use of services is vital; this is the essence
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emerged in the

1 980; Rehr et

Berkman et al. (1980) suggest a system devised by the

Social Work Department at Mount Sinai Medical Centre in New

York City to identify patients at "high social risk", the

goal being to intervene early ( at the time of or shortly
after admission) so as to enhance care and prevent possible

future crises. The authors describe individuals at "high

social risk" as those having difficulty coping with the

alterations in their lives brought on by the stress of an

illness and/or hospitalization. Those patients

"whose social situations, stress or predicted
social and physical problems resulting from the
illness and hospitalization may interfere with
their ability to make an optimum plan for the
post-hospital period or to cope with daily Iife
expectations." (Berkman et aI., 1 980, p. 374)

Using the above description one could conclude that all

hospital patients are potential users of social work

services because all patients are affected socially and

emotionally by the impact of their illness and their
hospitalization (Dove et al., 1985; Ripley, 1985). Rehr et

aI. (1980) suggest a four phase solution: (1) the iden-
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tification of variables associated with high levels of
social risk, (2) a screening of arl admissions, (3) a

sociar work assessment to determine the varidity of the

screenings, and (4) monitoring. Knowing the number of
patients needing social work services and the types of
probrems in the various areas of a hospital wourd facili-
tate program planning and re-deployment of manpower (Rehr

et al., i9B0).

The socio-demographic information on the admission

forms was found to be of littte value in predicting the

need for services, whire the medicar data on patients'
'medicar charts were found to be more helpfur predictors
(Dove, 1985i Rehr et aI;, 19BO).

Vthen Rehr et aI. ( 1 980 ) and Berkman et a1. (1980)

studíed medicar and surgicar patients in acute care

hospitals they found severity of illness to be a major

criterion of social work involvement: a rife threatening,
physicarry dysfunctional or chronic illness vzas seen as a

good predictor. Becker and Becker's study ( 1 986 ) in an

acute care hospitar risted a number of indicators and then

ranked them according to hÍgh, medium and row social risk.
High risk indicators included: (1 ) terminal iIIness, (2)

permanent disability , (3) a disabling, disfiguring or
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handicapping condition, (4) limitations from the illness on

emproyment, and (5) emotional disturbance. The presence of

one of these indicators indicated a problem for the patient

and/or famiry. rn the medium risk categories the indica-

tors were: (1 ) accidental injuries, (21 limited economic

resources, and (3) post-hospital medical care needs. In

the low risk category the indicators were: (1) age (over 65

if living alonei over 70 even if not living alone), and (21

chronic illness. Of the patients who felI in the risk
categories, only 58% were assessed by sociar work staff to
be in need of social work services; the authors suggest the

screening mechanism may have been too broad.

Another study (Nishiura et âI. , 1 980 ) raises two

issues: whether the screening technique will identify
problems that sociar work will not be able to address and

whether some patients and/or families needing help wilI not

be identified. This rast issue was arso raised in another

study (Dove et al., 1985). Whether or not the screening

mechanism works wiII depend on

"the commitment of the social work staff to
screening, administratj-ve support of screening
and the degree of autonomy possessed by the
hospital Social Work Department. " (Wolock and
Schlesinger ¡ 1986, p. 1 6)
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Becker and Becker ( 1 986 ) suggest that indicators wiII

vary from hospital to hospital; variables should be

sensitive, precise and pertinent to the target population

and to the social work services offered. When assessing

indicators, social workers should draw on their experience

in their ov¡n setting. Ivlore research is recommended to

assess the relationship between hiqh social risk indicators

and the actual need for social work services ì Lf the rela-

tionship is weak, the indicator might be deleted from the

screening mechanism. Testing, monitoring and altering
should yield a useful screening mechanism (Becker and

Becker , 1986; Rehr et ar. , 1 980 ) . wolock and schresinger

(1986) studied sociar work screening in New Jersey hospi-

tals and found that although many hospitals have imple-

mented a screening program there has been very tittre
systematic assessment and evaluation of it.

By establishing their own screening mechanisms, social

workers in hospital settings are assuming an active role,
establishing themselves as professionals with a unique

contribution, and becoming valuable members of the multi-
disciplinary health care team. This is a step toward com-

prehensive patient care, and it is a qualitative change

( Berkman et a1. , 1 980; Ripley, 1 985 ) .
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Screeninq Cancer Patients for High Psychosocial Risk

Presently there is no comprehensive and systematic

approach to screening and assessing psychosociar disruption

in cancer patients ( Schag et aI. , 1 983 ) . There are very

few instruments specifically designed to screen cancer

patients who are "high risk" for psychosociar distress
(Goldberg and TuIl, i9B3; Heinrich et al. , 19841. Accord-

ing to the criteria set by Rehr et aI. (1980) or Becker and

Becker (1986) aII cancer patients would be labelled "at
risk"; the generar criteria they used for screening do not

address specific cancer-related problems.

The following is a description of four screening

mechanisms specifically addressing the issues and/or

problems of cancer patients:

Problem=Oriented Interview - Freidenbergs, Gordon

et aI., 1980 (and Gordon, Freidenbergs et aI., 1980, the

same authors ) devised an evaluation interview which

assesses the specific functional problems of cancer

patients. Patients are asked to judge on a ten-point scale

the severity of each problem on a list of 122 psychosocial

probrems which cover 1 3 areas of rife functioning. The

authors tested the instrument four times over a six-month

1.
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period (at admlssion, at discharge, at three months and at

six months ) on 308 breast, lung and melanoma cancer

patients at New York University Hospital, using two control

9roups. They found that the number and severity of

self-reported problems correlated with negative affect

scores. Psychological tests and behaviourar surveys hrere

used to validate the problem-oriented interview. The

authors found the evaluation interview format sensitive to

revealing specific problems patients had and flexible

enough to alrow patients to t'talk throughl' a.ty negative

feelings which might emerge during the interview. The

interview also enabled the interviewer to focus on specific

concerns, thereby facilitating intervention. Using the

interview was found to be a more usefur approach than

labelling a patient depressed or anxious.

2. Cancer Inventory of problem Situations - At

U.C.L.A., Heinrich et aL. (1984) and Schag, Ueinrich and

Ganz ( 1 983 ) developed a survey instrument known as "The

Cancer Inventory of Problem Situationsr' (CrPS). This is a

self-administered questionnaire consisting of 1 31 probrem

statements grouped in 27 categories, each sLatement graded

on a five point scale. The authors used it on 84 hetero-

genous, cancer in- and out-patients recruited from three

health care settings, and later used it on 306 patients
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from several clinics at large university centres. The

instrument provides three grobal scares: (1 ) the Grobar

severity Rating (GSR), (2) the Totar Number of probrems

(T#P), and (3) the GIobaI Intensity Rating (cIR). The

authors suggest that cancer-rerated probrems occur fre-
quently and that they can be surveyed readily with this
inventory. The most severe probrems documented in their
study rerated to personar care, activity management, the

health care system, employment, and interpersonal interac-
tions.

3- w"i=*"r, wotd"r rrd sob"r scr"..irg r.=t**e.t -
The work of weisman, worden and sober (1977-BO) and of
worden ( 1 983 ) has brought a major contribution to the
screening of cancer patients at high risk. The authors

deveroped a screening instrument, a semi-sLructured
interview format based on variabres which were found to
correlate best with distress. They tested it initially at
l"lassachusetts General Hospital with 1zo newry diagnosed in-
patients who had five Çommon types of cancer: breast,
coron, Iung, Hodgkin's disease and meranoma. The instru-
ment was subsequently revalidated in the same setting with
381 newly diagnosed cancer in-patients (same cancer sites
as initial testing plus gynecological ) . One-third of the

patients surveyed fell into the "high risk category", that
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is, they rated hiqh for emotional distress and coped

poorJ-y. Eighty-six percent of the patients assessed at

risk were later actually determined to be in need of

services; the authors feel that this is an acceptable error
rate. The authors suggest their screening instrument can

be useful; it is easy to administer, and has been well
received by the patients. They recommend replication in
other geographic areas and in other countries.

4. l4ages et al. - Mages et al. , (1981 ) studied 31

newly díagnosed cancer patients and 35 long-term survivors
(three to six years survival), of varying sites, ât the

Mount Zion Hospital and Medical Center and at the Claire
Zellerback saroni Tumor rnstitute in san Francisco. Levels

of psychosocial function vrere assessed and correlated with
a large number of variabres to determine which variabres

were related to adaptation. Three sets of variables were

found to correrate significantly with psychosocial adapta-

tion: (1) the severity of illness, that is, the degree of
physical irrness and impairment, (21 the patient's network

of social supports, and (3) the patient's previous psycho-

Iogical stability. These variables are relatively
straightforward to assess and can be readily determined at
the time of diagnosis. The authors claim their findings
are generally similar to and compatible with those for
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This reconfirmsWeisman, Worden and Sobelrs instrument.

that such an instrument may be feasible.

Gotay (1984) notes that Weisman, Worden and Sobe1

work offers the most comprete and systematic del-ineation
coping strategies in cancer patients.

ts

of
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SECTION TWO: THE PRACTTCUM

CHAPTER 5

DESÏGN OF THE PRACT]CUM

Introduction and Purpose

The impact of cancer on a person's life is multi-
faceted. The literature review in the precedinq chapters

suggests the complexity of and variation in human response

to a diagnosis of cancer. Issues of quality of life have

been emphas ízed; these issues imply the emotional and

social adjustment to living with cancer. Al-though many

patients do well on theÍr own, that is, they adjust and

lead productive lives, a significant number remain

emotionarry distressed long after the diagnosis: these

patients need intervention. Recent studies have demon-

strated that psychosocial intervention enhances coping and

reduces distress (Gordon et aI., 1980; Mages et al., 1981¡

Weisman and Worden, 1985-86). Before intervention programs

or strategies for cancer patients can be planned and imple-

mented, however, the patients "at risk" must be identified
and their needs must be assessed.
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There has never Ì¡een a systematic psychosocial assess-

ment of and corlection of data on newry-diagnosed cancer

patients on 7AW, a general surgical in-patient ward of St.

Boniface General Hospitar (winnipegr lvlanitoba). ward staf f

refer patients to Social Work; referrals depend on the
staffrs awareness, perception and knowredge of the psycho-

social aspects of patient care. Thís approach is somewhat

haphazard and subjective. There is always a possibirity

that some patients who would benefit from psychosocial

intervention are overrooked, whire patients who are coping

reasonably well wiIl receive social work services. SeIf-
referrars are uncommoni patients may be unaware that
services are availabre or may associate sociar work only
with hospital discharge planning or financial difficul-ties.

This Social Work practicum has two purposes:

1. to compare three methods of assessing patients at
risk; every newly-diagnosed cancer patient in this
practicum was assessed )cy these three methods:

(a) a screening instrument specifically designed
for newly-diagnosed cancer patients,
administered by the social worker;

(b) a screening by the nursing staff on the unit
for psychosocial intervention;

( c ) an assessment by the social worker for
psychosocial risk;



65

2. to explore in greater depth the role of Social

work in assísting patients with coping, to provide me with
an opportunity to refine my psychosocial assessment skills,
and to rearn more about how people cope with a life-
threatening illness.

The Setting

The setting chosen for this practicum \,¡as a general

surgical adult in-patient teaching ward at St. Boniface

Generar Hospitar. This ward, which has an average of 7oo

admissions annually, consists of 28 beds (three of which

are medicar beds) in private or semi-private rooms. Four

surgeons have admitting privileges to the unit; they

provide diagnostic services and treatment which usuarly
consists of surgical intervention. One of the four sur-
geons specializes in lung surgeries. Other specialists,
i.e., a respiratory medicine specialist, a gastroenterolo-
gistr âo internist, and an oncorogist, are often consurted

pre- or post-operatively for their opinions regarding the

care and management of patients.

Upon admission to the unit, a patient is assígned to a

nurse who continues to care for the patient until dis-
charge. This is referred to as primary nursing care.
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Other nurses assume patient care only when the primary care

nurse is off duty. The physiotherapist, dietician, pastor,

home care nurse and social worker are the other members of

the murtidisciprinary team which is responsibre for pro-

viding emotional, spiritual and physical care to patients

and their fami.ries. t4embers of the team meet weekty to
discuss, plan and co-ordinate patient care, and to deal

with specific issues, concerns or problems about patients.

Given the high turnover of patients and the acuity and

complexity of situations, ward staff are rimited as to the

information and support they can provide individually. The

surgeon invorved usual-ly does not know a patient or his/her
family other than through one or two office visits pri-or to
admission; these contacts are usualry brief and specifical-
ly focused: there is very Iittle supportive, personal

contact between a patient and surgeon. Because the unit is
a teaching one, numerous students, i.e., nursing, medical,

urtra-sound, raboratory and x-ray, come in contact with the

patient. The atmosphere on the ward is often intimidating
and impersonal.

AI1 patients admitted to the unit are adults, that is,
18 years of age and over. Admissions vary in length of

stay, severity and complexity--from elective, minor sur-
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geries (appendectomy, gaLlstone, hernia) to conditions

resulting from alcohol and/or drug abuse (gastro-intestinal

bleeding, pancreatitis ), to extensive radical surgeries,
which are sometimes forlowed by comprications (infection,

respiratory problems, fistula). Some patients expect to be

in hospital for only a few days and then remain for months.

Some patients are diagnosed shortly after admission; others
must wait two weeks or longer. When a malignancy is con-

f irmed the implications are widesprearl. Many surgeries
(colostomies, mastectomies, amputations) affect body image.

Some patients experience family, marital, sexualr or finan-
cial difficulties, factors which may aggravate symptoms or

hinder recovery. A significant number of patients are

admitted to the ward for the investigation of rung resions

which were detected on routine chest x-rays; some of these

patients were asymptomatic prior to admission. If the

cancer ís unresectable, the focus often changes from

aggressive to palliative treatment. This change neces-

sitates major alterations to daily functioning and Iife
style.

Many patients entering the unit are from rural areas;

they have been referred to the surgeon by a local physi-

cian. These rural patients may or may not have support

from their families during hospitalization.
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Description of Methodology

AI1 newly-diagnosed cancer patients admitted to 7AW

between October 15, 1986 and February 15, 1987 v/ere

included in this study. I saw patients shortly after they

received confirmation of diagnosis (anywhere from one to

several days after). The basic criterion for inclusion in

the study was that it be the first diagnosis of cancer for
a patient. This criterion ensured a wide range of demo-

graphic, illness and rehabilitation j-ssues. When patients

were made aware of this assessment/needs study, they aIl
showed a willingness to particípate.

1. The first method used to screen for psychosocial

risk was an altered version of Weisman and Worden's (1970-

B0) screening instrument. I administered the instrument to

aII patients soon after they vrere informed of their diag-

nosis of cancer. A facsimile of the screening instrument

can be found in Appendix 1 - Section A. Scores were aggre-

gated in March, 1987 after the practicum study was com-

pleted.. Patients who scored surTr=1 or more v¡ere rated at

high psychosocial risk; those who scored less than 7 were

classif ied low risk. I,ieisman and Worden's instrument is

based on 20 variables which the authors found to be
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significant correlates of emotional distress ( Iist

variables can be found in Appendix 1 - Section B).

of

For purposes of this practicum, two variables, church

attendances and socio-economic status, were deleted from

the instrument because they hrere considered too intrusive.

This possibly had some effect on the validity of the

results. One section of the screening instrument, the

ïnventory of current concern, is presented as 72 statements

in a check-Iist format covering seven areas: health,
work/finances t tetigion, family, friends, self-appraísal
and existential concerns. This Inventory was shortened to

only three statements in each area. patients (N=5) who had

been given the screening instrument as a trial run before

the study had reported the rcc to be somewhat tedious and

cumbersome; they had requested that many statements be

repeated and interpreted. It may be significant to note

here that patients at time of diagnosis often report

dif f iculty concentrating.

There were no objections on the part of the patients

to using the screening instrument.

2. The second method of screening consisted of

nurses' referrals. Nursing staff continued to refer
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patients to Social !.lork in the usual manner. They referred

those patients who they fert would benefit from psycho-

social intervention. Referrals varied with the individual

nurse's perception of psychosociar distress, and awareness/

knowledge of psychosocial care.

this practicum. )

(Nurses were not aware of

3. The third screening method consisted of a Social

Work assessment done by me to determine need for interven-

tion; this assessment forrowed the administration of the

screening instrument. Depending on the patient's physical
and emotional state, the interview process consisted of two

or more intensive semi-structured interviews. The word

"cancertt v¡as not used unress mentioned first by the

patient. Questions were left open-ended in order to elicit

personar responses. Rerevant variables covered were

individual, interpersonal, vocational and institutional

factors. Patients' problems which existed prior to

diagnosis vÌere also discussed. (The assessment outline can

be found in Appendix II. ) Where possible, collateral

interviews with family members (usually a spouse or adult
child ) or with a significant other, complemented and

substantiated the initial assessment. In addition,

collaterar interviews permitted direct observat Lon/
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at aI1 times; interviewing
patientrs room or in the
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support system and the impact

Confidentiality was stressed

took place either in the

nurses' room on the ward.

were recorded systematically

The sociar work psychosociar assessment was based on

patient and collateral interviews, a review of chart
records and on the comments and observations by staff
(including myself) of a patient's reactions and interaction
with others. A patientrs perception of his/her own coping,

and. a patient's receptivity to intervention were also
considered. My intent was not to measure the lever of
dist-ress or coping capacity, but r f ert that the oirserva-

tional inferences of distress and coping were an integral
part of the assessment. Delineating the specific problems

or difficulties which cause distress enables an efficacious
planning of intervention

As a result of the social work assessment, patients

were categorized into two groups: (1 ) needing interven-
tion t ot (21 not needing intervention. Those patients in
the first group received psychosocial intervention; with
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further Socialthe second group

Work contact.
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CHAPTER 6

FINDINGS

Characteristics of the entire group.1.

Forty-four
teristics were

October 15, 1986

patients with

assessed over

to February 15,

a wide array of charac-

a four month period, from

1987.

Demographic Variables

Marital
status:

Number
of

Patients

Married
Widowed
Divorced
Separated
Single

IlaIe
Female

Sex:

Age and
I ife
staqe:

32
B

1

1

2

2B
16

732
1B%

2z
2Z
tro-J'o

642
362

30 - 39
40 - 49
50-64
65 +

Range: 35 to
l"lean: 61 . B

3
3

22
16

tz
7%

508
36%

B3
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Working:
Retired:
Spou se- Supported:

Place of
residence: Urban

RuraI

Religion: Roman
CathoI ic

United Church
Angl ican
Ukrainian
Cathol i c

Other
No Religion

Economic
status: Retirement

Pens ion
Employees'

s ick
benef it s

Soc ia I
as s istance

Spouse-
supported

23
19

2

14
30

N=37

52?"
43%

5Z

322
6B%

B4*
16?

462

503

2z

2z

12 1'olJl
rlrl

I4l
9_)
7

20

22

1

1

The first two variables,

se I f -explanatory .

marital status and sex, are

Age and life stage: Three patients v¡ere in their mid-

thirties. Two female patients had cancer of the breast,

had existential concerns, expressed guilt and anger, feared

passing the illness onto their daughters and were terrified

of a recurrence. The third patient, Mr. P., had a very

good marital rel-ationship but few other supports (both his

family and his wife's family were out-of-province and had



75

never been supportive). Mr. P.'s symptoms were severe, his

prognosis was poor; his illness interfered with his

provider, parenting and spousal roles. His Iife pursuits

and goals which had been nearly within reach were suddenly

thwarted, resulting in frustration and resentment. His

life and his family's life needed to be re-organized.

Three patients were in their forties: Mr. S., 47, had

curative bower surgery and was rooking forward to resuming

his activities on the farm. The two female patients were

46 and 49¡ one had breast cancer with node involvement, was

extremely anxious prior to surgery, felt overwhelmed and

had few supports. The other patient had unresectable lung

cancer with metastasis--her condition was terminal. She

\^Ias totally unprepared for this and was extremely angry.

Of the patients assessed who were in mid-Iife, 19 were

soon to retire or had recently retired. In 13 of these

patients the cancer v/as extensive and the prognosis hras

poor at the time of diagnosis ( seven of these patients died

within two months of diagnosis ) . These 1 3 patients

expressed anger and felt they v;ere being treated unfairly;
many were searching their past to find a reason for the

il-Iness. Four patients returned to Winnipeg from a winter

vacation to seek medical attention; eight of the patients
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a winter holidayhad cancelled their travel plans

because of the illness.

Several older patients (N=4, ages 70, 75, 79, B0) felt
they had little or no control over their situation. They

were not interested in any specific information about their
medical status, nor v/ere they interested in rehabilitation.
They depended compretely on the medicar staff for treatment

decisions and their attitude was one of resignation and

disengagement. For them, the irl-ness and imminent death

seemed developmentally "on schedule". Conversely, some

older patients (N=3, aged 73, 75, 761 found the possibility
of death very disturbing and seemed totally unprepared for
the ilrness. Adjusting to a diagnosis of cancer was as

difficult for them as it was for the younger patients.

Place of residence: Of the 44 patients assessed,

1 4 ( or 32Zl lived(or 688) Iived in rural areas while

Winnipeg.

Ivlost of the rurar patients had never been hospitalized
or had been hospitalized only bríefIy in small local
hospitars, and this affected their day-to-day coping.

Their lack of understanding of a maj or teaching hospital
system contributed to feerings of being overwhelmed and

30

].n
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being out of controlr âS well as to feelings of intimida-
tion, dependency and helplessness. (These feelings were

not solely experienced by rural patients, however. ) Many

of the rural patients had either no support or few supports

during their hospitalization; family members remained at
home because of responsibirities or because of the traver-
ling distance; some patients and their families were Iiving
several hundred mil-es f rom the hospital.

isolation and alienation \^rere not uncommon.

Feelings of

Religion: Thirty-seven ( or B4% ) of the patients
assessed adhered to a formal religion, while seven patients

(169.) did not. The 37 patients who adhered to a religion
did so with varying degrees of commitment to their prace of
worship and to religious practices. TweIve patients
reported regurar church attendance; ereven patients did not

attend religious services. Fourteen patients attended

church irregurarty; three of those patients expressed

regrets, that is, felt they should have been more reli-
gious. Two patients described themserves as rerigious even

though they had no church affiliation. Both of these

patients professed a berief in God and an afterlife, both

reported that they communicated directly with God, and

neither felt the need of an intermediary. vùhile five
patients found religion meaningful or helpful when dealing
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with stressful l-ife events, the majority of the patients

were unsure whether their rerigious beliefs helped them to
confront and cope with a Iife-threatening illness.

One lady who belonged to a small local church stated

that the whole congregation was praying for her, although

she was somewhat skeptícal that prayers would improve her

situation. She feared deceiving her congregation and was

concerned about confronting them when she returned home.

Her religion was a source of stress. It was also a

resource because the congregation were very caring and

willing to help her after discharge.

Many patients (N=14) perceived their illness as a

punishment; they \¡rere searching their past to find a reason

for it. This perception Iikely stems from religious ethics

based on reparation of sins. The guilt and self-blame this

searching generated complicated the patientsr situation

further.

Belief in an afterlife did not seem to decrease the

fear of death. The unknown about the process of dying and

the "after" were major contributors to patients' fears.

Ten of the patients interviewed stated they believed in an



afterlife; four did not (they were

the other patients were unsure.
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very definite), while

Arthough religion can be a source of comfort and

solace for some patients, it can be an impediment to
others. There is no agreement in the riterature as to
whether religious beliefs hinder or promote adjustment,

when the diagnosis is cancer.

Economic status: Twenty patients (or 462) were living
on retirement pensions. Twenty-two patients vùere receiving

sick benefíts from their employers, one patient was on

sociar alrowance and one patíent was spouse-supported.

Patients who had no source of income or an insufficient

income while they were ill v¡ere certainly under an added

stress.

Illness Variables

Number
of

Patients

Site: Lung
CoIon-rectal
Breast
Pancreas
Oesophagus

29
5
4
2
2

66%
112

9Z
E:OJ'o

5%
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Anatomical
staging:

Stomach and
I iver

Type unknown

Local
Regional
Extensive

2eo

2Z

272
30?
43%

322
14%
542

183
412
419f'

572

432

Physical impair-

, not disabling

i.e., weight loss,
pain . not

immobili zíng

1

1

12
13
19

Prognosis: Excellent-
good

Favourable
Poor

Degree of
Phys ica I
Impairment: Minimal

Fair
Severe

Number of patients
who had surgery
( resectable )

Number of patients
who did not have
surgery (unresectable)

Note:

minimal

fair

Degree of physical impairment was determined
according to the patient's subjective re-
port, notes on the medical chart and the re-

14
6

24

B

1B
1B

25

19

searcherts observations.
ment is described as:

some discomfort

some symptoms,
fatigue, some
immobil i z ing

severe - very disabl-ing,
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Site/Anatomical Staging/Prognosis/physical rmpairment :

Lung cancer patients: Twenty-nine (or 66Zl of. the
patients assessed were diagnosed as having lung cancer; 20

were male patients, nine were female patients. Twerve of
the twenty-nine patients (or 412\ had surgery; 17 (or 598)

v¿ere unresectable. Four patients had only minimal physicar
impairment, 13 were moderatery impaired and 12 had severe

impairment.

Nine of the 29 patients with rung cancer reported they
v¡ere asymptomatic at the time of admission--a shadow had

been detected on a chest x-ray at a routine examination.
Fifteen of the patients had had some flu-ríke symptoms

(l-oss of appetite, weight and energy), anywhere from a few

weeks to a few months prior to admission. Five of the
patients were very siclc on admission, that is, they had

difficulty breathing and eating, chest pain due to preurar

effusion, headaches and vomiting. Eighteen (or 62%) of the
lung cancer patients had a poor prognosis at the point of
diagnosis: cancer of the rung had arready metastasized to
other areas, that is, to lymph nodes, brain, bone, liver.
Treatment was palriative--mainry symptom rerief. Three (or

1 08 ) of the 29 lung cancer patients had a favourable
prognosis; they had only one or two nodes involved and it
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was hoped that radiotherapy treatments would control or

sfow down the spread of the disease. Eight (or 2BZ). had a

good prognosis; the cancer was limited to one lobe and was

resected.

Lung cancer patients sometimes reguire numerous

diagnostic procedures; in six cases tests and procedures

lasted for weeks before a diagnosis was confirmed; this

caused much anxiety and stress to Lhe patient and family.

Lung cancer patients generally have a much briefer course

of illness than other types of cancer, and tend to decline

more rapidly. They often suffer from disturbing physical

symptomatology. Pain can be severe, depending on the tumor

site or the presence of pleural effusion. Shortness of

breath can limit the patient's daily activities; coughing

spelIs are distressing and exhausting. Some patients need

oxygen intermittently or constantly. The high frequency of

brain metastasis which l-eads to cognitive impairment makes

management of a patient at home more difficult and stress-

ful for the family.

The day-to-day difficulties in Iiving with lung cancer

are numerous and severe; patients often feel a sense of

panic and loss of control, along with feelings of resent-

ment, frustration and anger. Of the 29 patients, 12 ver-
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balized feelings of self-recrimination and guiIt, referring
particurarJ-y to their history of smoking: "vùhy did r do

this to myself?" Because lung cancer is often in the

terminar stage when diagnosed, patients and families have

rittre time to adapt to and resolve their feelings about

the situation. Ten (or 352) of the lung cancer patients

died within two months of diagnosis (three patients died

two weeks after being diagnosed, two patients died three

weeks after diagnosis, one patient died six weeks later,

two patients seven weeks rater and two patients two months

after diagnosis ) .

Because of

cancer patients

soci-al distress.

the

in

many factors listed above, many lung

this study \¡rere vulnerable to psycho-

Colon-rectal cancer: Five (or 11t) of the patients
were diagnosed as having colon-rectal cancer ( two femare

and three male patients); a}l had surgery, recovery v/as

uneventful. Three of the five patients had a good

prognosis, one had a favourable prognosis and one had a

poor prognosis. Four of the patients were moderatery

impaired while the fifth patientrs impairment was minimal.
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Four of the colon-rectal cancer patients vüere copíng

werr with the illness. They had been admitted for bower

problems, had surgical interventíon, and were hopeful the

cancer would not recur. One patient had very high pre-

operative anxiety and was terrified of the surgery and its

outcome; she associated her illness with death; in addi-

tion, she had marital and family problems.

Breast cancer: Four female patients ( 9% of the 44

patients assessed ) were diagnosed as having cancer of the

breast. AII four patients had mastectomies; three had a

good prognosis with minimal impairment, whíle one had a

favourable prognosis and moderate impairment. The two

younger patients, both 37 years of â9€r with young children

at home, had existential concerns, fear of recurrence,

guilt feelings, and fear of passing the illness onto their

daughters These fears superseded body image or sexual

concerns. The 46 year-old patient experienced high pre-

operative anxiety, was terrified of dying, had body image

concerns, few supports and was dealing with unresorved

grief over two previous miscarriages. The fourth breast

cancer patient was a 61 year-old lady.

Cancer of pancreas: Two male patients, aged 66 and

75, had cancer of the pancreas. Both had palliative (by-



pass ) surgery, wíth a poor

physical impairment was severe,
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prognosis. One patient's

the other moderate.

Two patients, a 58 year-old male and a 61 year- old

female, had cancer of the oesophagus; both had surgery

(oesophagectomy and partial gastrectomy with anastomosis)

and the prognosis in each case was favourable. Both

patients had many physical problems pre- and post-opera-

tively, i.e., loss of voice, difficulty swallowing, weight

loss, anorexia. Both were highly distressed and verbalízed

feelings of helplessness and hopelessness as well as anger.

One 69 year-old widower was diagnosed with stomach and

liver cancer, unresectable, with a poor prognosis, and

severe physical impairment.

A 35 year-old man was diagnosed with metastatic

cancer, type unknown, primary site unknown, unresectable;

with a poor prognosis, and severe physical impairment. The

Iength and effectiveness of the treatment ( chemotherapy )

were unpredictable. This patient had few supports and many

concerns.
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Re sectable/ Unres ectable

Twenty-five (or 57Zl of the patients had surgery, for
19 (or 43%) of the patients, the cancer vras unresectable.

Patients whose cancer was unresectabre appeared more

anxious, and they had many fears. They viewed their
situation as hopeless; they also felt helpless, and loss of

control h/as a maj or issue. Generally there was more

unknown: they v,¡ere discharged not knowing if treatment

would help t ot even if they would be treated at aII. A

significant number of these patients (N=B) felt abandoned

at the time of discharge. There is not much written in the

literature about the psychosocial impact of unresectable

versus resectable cancer. Reference has been made to the

severe psychologicar stress experienced by patients facing

surgery; post-operatively these patients feel more

confident and hopeful, i.e.,

cancer was removed. The }evel
greater when patients confront

sectable.

tt somethingtt was done , the

of stress may be as high or

a cancer which is unre-



B7

Past Hístory

Mental illness

Chemical dependency

Physical ill-ness

Problems pre-diagnosis

- unresolved grief

Number
of

Patients

5

i0

10

12

o

112

"t1o-LJþ

232

272

1Bz

Mental illness: Five (or 118) of the patients had a

history of mental illness. Two of those patients v¡ere

highly distressed. Both had extensive cancer, a poor

prognosis, poor supports, and they expressed many regrets,

fears, and anger; they vacillated between wanting to know

the facts of the illness and not wanting to know. The

third patient had hiqh Ievels of pre-operation anxiety;

after surgery ( lobectomy: the cancer vüas localized to one

area, and the prognosis was good) she did well. The fourth

patient's cancer was unresectable with a poor prognosis; he

and his spouse were seeking support, interpretation and

information. The fifth patient with a history of mental

illness was unconcerned about the diagnosis of cancer or

the need for surgery.
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For some patients I a psychiatric history h¡as

indication of poor coping with stressful events.

an

Chemical dependency: Ten (or 23%) of the patients had

a history of chemical dependency (nine males, one female).

All were Iung cancer patients. Four patients with this
history !./ere still drinking at the time of admission; these

patients were minimizing and avoiding the facts of the

illness, and were not seeking information. Three of these

four patients were restless, one was very lethargic, and

aII were pushing to go home. One of the four patients who

v¡as still drinking expressed existential and other con-

cerns, i . e. , marital/family conflicts; she was somewhat

angry and terrified; she realized that the cancer was

extensive and her prognosis $/as poor. The other three

patients felt that drinking was not a problem, describing

it as a "habit". They were not motivated to effect changes

in their lives. AII three patients had a lobectomy, the

cancer was localized t ãfry physical impairment was moderate

and the prognoses v¡ere good. (Three of the patients who

had a psychiatric history also had a chemical dependency

problem. )

Physical illness: Ten or (238) of the patients had a

illness (patient's def i-nition) .previous major physical
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increased their

ients the diagnosis of

health concerns.
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cancer significantly

Problems pre-diagnosÍs: Twelve patients reported
problems pre-diagnosis: family concerns and/or marital/
communication problems v/ere reported by nine patients,

while four patients reported financial problems. pre-

existing problems compounded their cancer situation.

Several patients (N=B)

losses in their livesr âs

facing their new situation,

AII of these patients

Unresolved grief appeared to

were openly grieving previous

well as having great difficulty

that is, a diagnosis of cancer.

were obviously distressed.

impede adjustment to iIlness.

The cancer experience was described by most patients

as the most devastating experience they had encountered, âû

experience they could not compare with any other stressful

event in their lives. They described a sense of defeat,

despair and hopelessness; they viewed their previous coping

strategies as insufficient or inappropriate in this parti-

cular crisis.
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Personality Factors

Meaning of the event to the índividual.
Opt imism/ pess imi sm.

Regrets, fears, anxiety.

Meaning of the event: For many patients (ru=21 r or
4Bt ) the diagnosis of cancer was the equivalent of a death

sentence; eleven of these patients recalled vivid memories

of a loved one (family member or friend) dying of cancer,

images of slow agonizing deterioration. For eight of those

patients the association with death was a rearistic

interpretation of their poor prognosis. Many patients were

very anxious, viewing themserves as having rittle abirity

to fight the illness; they had many fears (some hrere

irrational), and they felt hopeless.

Some patients (N=1 1 or 25eø) felt ambivalent about what

the diagnosis meant to them. They wavered between fear of
recurrence and eventual death to hopefulness about a

positive outcome. some patients were obviousry attempting
to convince themselves and others by talking and thinking
positivery, especiarly when famiry members or friends were

present. Often their deepest fears would emerge in the

presence of the social worker
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Twelve (or 27%) of the patients were confídent that

surgery and/or treatment would cure or control the cancer;

these patients were pragmatic and present-oriented.

Those patients who associated a diagnosis of cancer

with death and those who were ambivalent about what the

diagnosis meant appeared distressed. According to

Cassileth and Lief (1979 ) and Sutherland ( 1 981 ) ' the

"private meaning" the illness has for the individual, that

is, his/her intellectual knowledge of cancer and prior

experiences with friends or relatives who have had cancer

affect the patient's responses and coping patterns.

Optimism/pessimism: Patients who described themselves

as optimists (N=16, 322) appeared to cope more effectively

and expressed fewer concerns. They confronted facts about

the illness, were hopeful regarding the outcome, commun-

icated openly and honestly, and were resourceful and flex-

ible.

The patients who viewed themselves as pessimists

(N=1 'l , 252 ) were more discouraged, feeling victimized and

helpless; they generally experienced more difficulty in

coping and reported more concerns.
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Seventeen (or 39Zl of the patients described them-

serves as both optimistic and pessimistic, depending on the

nature of the threat and the cognitive meaning attached to

it. Several patients (N=B) stated they were neither

optimistic or pessimistic about theír illness, but that
they had a realistic outlook, that is, the cancer was

unresectable, treatment was palliative, and death was

imminent.

A few patients (N=4 ) avoided or minimized their

illness; this \¡¿as their way of coping. Some authors view

this as a need to futurizer âD erement of hope. Thirty-
eight (or B2Z, of the patients spoke openly about their
diagnosis. six patients avoided mentioning the word

"cancer", although they were aware of the diagnosis.

Regrets, fears, anxiety: Many patients (N=30 or 68%)

wondered why this untimery irlness had occurred; they

searched thej-r past for a reason. This searching generated

regrets, serf-blame and guilt, and contributed to depres-

sion and despair. According to Gotay (1985), patients who

are not preoccupied with causal- attribution are better
adj usted.
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Twenty-eight (or 63%l of the patients v'¡ere somewhat

anxious and expressed many fears of progression of the

disease, of recurrence, and of death. Ten of these

patients had a good prognosis. Anxiety was related to

uncertainty surrounding the illness (uncertainty of the

cause, the course, the treatment, the outcome) which

resulted ín emotional and cognitive impairment. According

to Mishel et aI. (19841, uncertainty is a central theme of

the cancer experience; it changes over time, it is highest

at the time of diagnosis.

Networks/ Supports

Number
of

Patients

Living
arrangement: AIone

with
spouse

V'lith
other

Support ,-of family/friends
-communication: Very good

supports
Good
supports

Poor
supports

Soc ial / community
activities:

10

32

2

23%

732

4z

232

6196

16?'

6Bz
32"ó

Involved
Not involved

10

27

7

30
14
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work/financial
act ivity:

Hospital /medi cal
mi I ieu:

Reported
Concerns

Reported
Concerns

30?

54T^

Living arrangements: Thirty-two (or 73g.\ of the

patients were living with a spouse; ten (or 232) of the

patients lived alone (five male, five female). One male

patient rived wíth his daughter and her boyfriend and

another male patient Iived with his sister.

Support of family/friends and communication: Ten

patients (232) described family and friends as very

supportive, with reciprocal affection and acceptance, and

with open rines of communication. These patients valued

interpersonal relationships highl-y and mutual support was

pivotal in their adjustment to the ilrness. patient

interviews and patient interaction with family members

provided evidence of the strength and quarity of the

relationships. This was further substantiated in the

collateral interviews.

Twenty-seven (or 612) of the patients described their
family and fríends as a source of support, although

reporting some communication probrems ¡ for some of these

13

24
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patients communication problems were specifícally illness-

rel-ated. Seventy-nine year-old Mrs. L., a widow, who had

had a difficult but good life and who had very good family

supports, was concerned about informing her famiry that she

had unresectable cancer of the lung and a poor prognosis.

Another example was l"lrs. J., 58 years of a9€r a self -
supporting widow living alone: she was not planning to

share the "terrible news" with her family, because she

v¡anted to protect them.

1"1r. ¡4., 64, had been on the unit for ten days, had had

numerous investigations, and knew that he had extensive

cancer and a poor prognosis. Every day he told his wife

that the test results were not in yet and that the doctors

felt that it was nothing serious. His wife had a face-to

face brief encounter with the surgeon in the hallway ( she

had never met him before ) in which he informed her of the

diagnosis, prognosis, palliative care and discharge plans

(discharge the following day). Some patients wonder how to

inform a spouse, whether to inform a spouse at all, or

whether the physician should be asked to do so.

During the assessment interview many patients wept

openly and talked about their loneliness and their fears,

insisting that they could not cry when family and friends



96

were present. Patients often hide their fears and qualms

from family and friends in an effort to spare them or

because they feel family and friends "would not understand

me". Patients feel this way not only because they want to

protect close ones, but to give them the message that they

are strong and in control of theír situation: some

patients have been Iabelled (by themselves or others) "the
strong one in the family". As lvlrs . G. said, "My f ami ly

have always come to me when they needed to be comforted. I
cantt let them down now.rr

Family and friends often interacted with patients in

non-supportive ways; they worried about saying the wrong

things because their own thoughts about the cancer were so

negative, and they seemed to believe that they had to be

cheerfur and optimistic at arl times. rn so doing, they

did not allow the patíents to express their sadness, hurt,

and fears. The ttdontt worryr youtll be okay" is not a

genuine caring message, especially when a patient has a

metastatic disease and a poor prognosis; an insincere

optimism is damaging because it causes a rift in

communication and it increases a patient's sense of

alienation and isolation. The rejection that patients

perceived, therefore, was often independent of their own

behaviour.
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I"lany family members reguested some herp and guidance

in communicating with a patient about the irl-ness. rt was

not uncommon for family members to be informed before a

patient of the extent of the disease. severar spouses

found out immediatery after surgery that the cancer v\ias

extensive, whereas the patients díd not find out until a

day or two rater. This situation was sometimes reversed
when a patient was informed of test resurts when the spouse

was not present.

A number of patients expressed their sadness, dis-
appointment or frustration as anger and/or withdrawal.
Three of these patients were extremery crítical of the
nursÍng and medicar staff; nothing was ever right. one

patient, Mr. R., turned his hostitity and anger inward and

wourd not arrow anyone, including his famiry, to get crose
to him.

severar patients were ambivarent a]¡out discharge.
Arthough they were rooking forward to returning to the

comfort of home, they lacked the emotional strength to face
people in the community. They did not want to share the

detairs of their illness, and were worried they would be

faced with embarrassing questions or unwanted visits from

people who did not really care but were curious. At least
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three patients referred to the gossip going on in the com-

munity during their hospitarization. These patients were

somewhat distressed about this.

rn a few cases communication and maritar probl-ems pre-
dated the illness, some for as long as twenty-five years.

These problems complicated the cancer situation further.

Seven (or 16Zl of the patients either had few supports

or perceived their supports as poor.

Quality of the support systems was obviously much more

rerevant than quantity in enhancing a patient's adaptation

to the irlness. This is well documented in the l-iterature.

Social activities: Thirty (or 6Bt) of the patients
said they v¡ere invorved in the community, in sports,
service clubs and other groups. l4any patients tarked about

travel as their main source of recreation; they had reached

a stage in life where they had the money and the time.
Ivlany of the patients not involved in activities had other
problems: several- patients had health problems prior to
diagnosis, others described themserves as "loners". These

people had fewer supports; because they were not involved
in the community, they probabry had fev¡er resources to draw
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on. Several patients reported their socialization was

strictly Iimited to visiting family members.

work/financial: Thirteen (or 30Eà) of the patients had

work or financial concerns; twelve of those patients were

working outside the home, and one was a housewife. A

return to work was not feasible for six of the patients who

had extensive cancer, a poor prognosis and severe physical

symptoms (three patients had worked until admission, the

other three had not worked for a few months ) . Early

retirement meant a significant reduction in pensions. Tv/o

of the men aged 56 and 54, had been self-employed and had

few resources available. Mrs. J., 58, was in a low-income

job with few benefits. Mr. P., 35, was receiving employee

sick benefits which would Iast up to one yeari he had a

wife and four young children and this income was not suffi-

cient to cover their basic needs.

Four of the patients with work/financial concerns had

a f avourable prognosi s: lvlr . O. , 58, and Mrs . H. , 62 , had

surgery for cancer of the oesophagus; they developed post-

operative complications and were not likely able to return

to work. I"1r. P. , 63 , had surgery f or cancer of the lung;

he had node involvement and was to have a course of radio-

therapy; he was thinking of retiring. Mr. D., 57 , had a
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similar medical situation; he v¡as farming and had no sick
benefits; he questioned whether he courd continue operating
his farm.

Two patients with work/financial concerns, l1r. s., 61 ,

and Ivlrs. G., 58, had localized cancer, and a good prog-

nosis, but both vrere on unemproyment rnsurance sick bene-

fits whích were insufficient. They would likery return to
work.

Mrs. 8., 59, a housewife, was on a marginal fixed

concerned about the extra expenses incurredincome; she was

by the íllness.

Alr 1 3 patients with work/financial concerns were

seeking herp and guidance in assessing and crarifying their
situations to faciritate planning and decision-making. For

most patients this did not mean changing jobs or altering
work patterns; it meant terminating emproyment. Termina-

tion presented major implications for some patients; it
affected serf-esteem as welr as financiar status, and some

patients felt they would be no longer productive and worth-
whi Ie.
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The hospital/medical

environment was especialry relevant when assessing patients
for psychosocial distress. Each patient's situation vis-a-
vis the system was fulry explored and documented by the

author of this practicum. A summary of the highliqhts and

themes along with some case examples follow.

Many authors emphasize the importance of a supportive
hospital mirieu, and of a patient-doctor rerationship which

fosters open, honest communication. Patients should be

able to receive information about their irrness and to
discuss it early in a climate of trust, hope and optimlsm.

These are important components of comprehensive patient
care. How a patient is told the diagnosis greatly

influences his/her reaction and subsequent adjustment.

The day-to-day realities of a surgical ward in a large
urban teaching hospital, i.e., high turnover of patients,
comprexities of physical care, high degree of speciariza-
tion, time pressures, the frequent unavailabirity of the

surgeon, and the expediency of early discharges are factors
that often supersede comprehensive patient care.

AII 44 patients studied vrere referred to the surgeon

by a family physician t ot a generar practitioner in a rural-
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area. The patient's only contact with the surgeon was a

visit once or twice on an out-patíent basis. Generally,

patients trusted and respected the surgeonrs skills' yet

feared him for the great power he wielded over their bodies

and their futures.

Patients described the surgeon ' s visits on the ward as

brief and to the point, the family was not usually present,

and the surgeon conversed with his entourage of residents,

interns and medical students. In the course of these

visits patients were informed that test results showed a

malignancy, but there was stiII uncertainty as to what

might be done. Surgery to remove the mass or tumor may be

recommended; this vüas either curative (as was the case for

13 patients), or palliative (in four situations).

For many patients, the possibility of surgery is a

major psychological stress. Studies done by Johnston

(1986) and Rogers and Reich (1986) support this. Ideally,

pati-ents should be informed of the intended surgical

procedure, any potential resulting disabilities, and the

expected course of recovery. This has been shown to

decrease the patient's fear of the unknown , facilitate

consent-giving, and give the patient a feeling of parti-

cipating in the decision-making, granting some sense of



103

mastery and control. post-operatively, patients should be

herped to estimate the damage done to their bodies and

rifestyres, in order to facilitate repair and restoration
(Bahnson, 19751.

rn rearity, patients sel-dom participate in the deci-
sion-making affecting their care. For various reasons,
some patients in the study went to surgery not knowing what

to expect--either they had not understood the information
or had not integrated it, or surgery was exproratory and

the surgeon did not know what to expect pre-operativery.
Five of the patients assessed had extremely high revers of
pre-operative anxiety and were somewhat untrusting of the
surgeon; two of these patients had irrational fears: a fear
of dying during surgery, and a fear that the cancer would

spread faster once it was operated on. These patients fett
that if they did not die during surgery, they wourd die
shortly thereafter; their fears had not been shared with
nursing or medicar staff. The five patients with hígh pre-
operative anxiety were arr seeking support and interpre-
tation of what was happening to them.

Patients did not usually express their attitudes,
fears or hostilities to the surgeon, nor did they question

or confront him. They either savr him as not having the time
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to listen, or feared that their medical care míght be

compromised. Thus, many patients took a subrnissive,

dependent, powerless role which the surgeon might have

interpreted as compliance and co-operation. Patients

appeared more comfortable expressing their concerns and

fears to the social worker, a non-medical person who could

be viewed as non-threatening and more neutral. Several

patients asked me not to share the content of conversations

with medical staff. A few patients expressed concerns

about their medical care, then apologized for being

tttrouble makersrr.

The unfamiliarity of the surroundings also troubled

some patients i many were intimidated by the system.

Several patients (N=6) had never been hospitalized before,

while many patients had only been briefly hospitalized in

Iocal hospitals. Once admitted to the hospital, Patients

went through numerous unpleasant diagnostic procedures,

with an insufficient or nonexistent explanation as to what

the tests consisted of, why they were doner or when to

expect results. When tests were inconclusive, more were

ordered and some were repeated. Mrs. H., 49, was diagnosed

ten days after admíssion. The surgeon informed her in the

hallway that she had unresectable cancer of the lung, that

her condition was terminal, and that no treatment was
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recommended. Members of her family were not present and

previous tests had showed non-malignant preural effusion,

so this diagnosis vJas totally unexpected. Iv1rs. p. , 62 , was

diagnosed 16 days after admission. Mr. p., 35, had tests
for seven weeks, was moved to three different wards, and a
definite diagnosis was never made.

It was not uncommon for planned procedures, including
surgery, to be cancelled for reasons beyond the surgeon's

controÌ. This provided much uncertainty and perplexity for
the patient. Loss of control over what was happening to

them on a day-to-day basis was an issue for 27 of the

patients studied ì 24 of these patients were seeking help in
dealing with their situation. Three patients had been abre

to "connect" with a resident who kept them informed daily
about what was happening, and this alreviated some of their

anxiety. Twenty-four patients reported poor concentration,

a general lack of interest, and difficulty relaxing.

Many patients thought their care was fragmented

because of the numerous medicar staff involved. rnterns,
residents, and various speciarists \"¡ere each responsibre

for only a part of the care for a brief period of time.
The referring physician did not follow his/her patients
onto the surgical unit, although the Iiterature discusses
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the importance of the family doctor's continued involvement

with patient and family to provide interpretation and

support during hospitalization (Bahnson, 1975i Creech,

1975\.

Seven (or 2BZl of the 25 patients who had surgery had

post-operative complications; infections, Ioss of voice,

inability to swallow. Four of the patients with complica-

tions were requesting help.

Many patients (N=20 ) reported that communication with

medical staff was a problem, the major issue being a lack

of information. Either information was unavaitable ¡ ot it

had not been communicated to the patient, or it was unclear

and inconsistent (different information from different

medical staff on the unit). This communication problem

increased anxiety and feelings of helplessness. According

to Cassileth (1980) and Felton and Reverson (1984)t infor-

mation-seeking is linked to motívation and hope; it is an

effective coping strategy. When there wasn't enough

information from the experts, some patients sought informa-

tion elsewhere, that is, from other patients on the unit.
Mrs. M. sought detailed information on a spinal tap from

Mrs. F., who had had the procedure two days earlier, and

who had had an unusually difficult time; the information
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she received increased her fear and anxiety. I,lhile social

comparison can be helpful for some patients, it can be

distressing for others (Wortman et al., 1979l'. Fourteen

patients v/ere satisfied with the amount of information they

received, while ten patients did not want detaired informa-

tion about their condition.

Depending on the results

sometimes the Department of

operatively. The reason for
preventative, galliative, for
further curative treatment.

surgery and subsequent treatment

of the pathology report,

Oncology is consulted post-

the consultation can be

further testing t ot for

Eight patients had both

Vühen the cancer was unresectable, Oncology was gener-

aIIy consulted before discharge. Patients often worried

about relating to yet another new person (the oncologist)

and they wondered whether this was a beginning or the end.

Patients needed much clarification and support at this
particular time. The oncologist may see patients on the

ward prior to discharge or laterr oû an out-patient basis;

patients' records will be reviewed, more tests may be

ordered, treatment (or no treatment) may be recommended.

Treatment usually consisted of either radiotherapy or

chemotherapy t oy sometimes a conbination. Nine of the
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patients vÍith unresectable cancer had treatment instead of

surgery; eight of these patients needed palliative care and

in one case experimental aggressive chemotherapy was recom-

mended.

Some patients were informed by the surgeon or the

oncologist at the time of diagnosis that there was no

treatment availabre; they were referred back to their
family doctor. The message was strong and clear: there
was nothing for them. Ten patients were in this category

and eight of these patients interpreted this as abandon-

ment. They fert they were not ready physicarly or emotion-

ally to leave the hospital. As long as they were on the

unit there was hope that "something" might come up. Their

IocaI doctor had referred them to a highly specialized
urban health centre because he was unabre to detect the

cause of symptoms and/or treat them and now these patients
had to go back a few days later when nothing had been done

for them. tright patients expressed much anger and hostil-
ity toward their rurar physicians for not having diagnosed

correctly, for ignoring symptoms or for not acting on time;

they felt "novù it's too late, it has cost me my l_ife"; they

referred to medícal negligence and mistreatment. Some

patients resented

doctors.

or refused to go back to their local
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some patients described being sent home with no treat-
ment as "a nightmare"; they were not certain they had heard

correctly. Their expectations and their hopes had shifted
to a sense of alienation, isolation, helplessness and des-

pair, responses that are devastating and that are usually
exhibited in the latter stage of cancer (Mccolrum, 1g7}l.
How courd these patients face the diagnosis and at the same

time dear with the terminal phase of the ilrness? Mrs . J. ,

58, a widow, who had ryorked until the day prior to admis-

sion, \^ras informed by the surgeon two days after admission

that she had unresectable cancer of the lung. The next day

she was informed by the oncorogist that there was no treat-
ment available. She was totally devastated.

Eleven patients referred to the

tic attitude of medical staff. "To

diagnosis is destructive if the doctor

out empathy" (Bahnson, 1975, p. 3O2l

hope, the patient's greatest asset.

uncarl-ng, unsympathe-

tell the patient his

is rushed and with-
. To do so destroys

Some doctors were uncomfortable talking to patients

about death. when Mrs. R.'s doctor informed her of his

referral to the Palliative Care Unit, she responded by

saying, "You are sending me there to die?", and the doctor

replied "No, I did not say that", and changed the subject.
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By denying the truth, this doctor may have meant to convey

a message of hope, but the patient knew better. She felt

she had been abandoned. The surgeon felt helpless, because

there was nothing he could do to physically cure the

disease; he was not the healer Mrs. R. had expected him to

be. What the patient needed to hear v/as that the doctor

vras not abandoning her, but was referring her to someone

who wourd be abre to control her symptoms so that she would

be comfortable to enjoy whatever time there was. The

surgeon should have emphasízed the quality of time left.

Many patients (N=24 ) associated their high levels

of psychosocial distress in part, to the hospital/medical

environment.
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2. Diagram of patient referrals by three assessment methods

NursÍng
referrals
(7 3Zl -+

Social Work
<-- ref errals

(618)

Screenj-ng ------>

i-nstrument
referrals
(348)

Referred by:

any method (N=4I)
all 3 methods (N=8)
Nursing and Social Work (N=13)
Instrument and Nursing (N=2)
fnstrument and Social Work (N=2)
Social Work only (N=4)
Nursing only (N=9)
Instrument only (N=3)
not referred (N=3)

Bo;**". rererred

Legend:

a g=
d--

b=
u
d-
e=
cI-

g=
h-

w
f

8#g"g
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93%l were referred by one, two

three patients (or 7%) were not

Forty-one patients (or

or aII three methods, while

referred.

Patients not referred: The three patients not refer-
red by any method were married men aged 47, 59 and 70¡ they

had few symptoms, the cancer was Iocalized, and curative

surgery seemed successful (two patients had a lobectomy for

cancer of the lung, one had a bowel resection for cancer of

the colon). All three patients had a good prognosis, there

were no complications post-operatively and no need for fur-

ther treatment. These three patients did not appear

anxious, nor did they verbalize any concerns. They vrere

optimistic and felt in control of their situation. They

had no history of chemical dependency or of previous

physical- and/or mental iIIness.

supports.

AII had good family

Patients referred by all three methods: Group a.

Eight patients (or 18t) were screened by aII three methods

to need intervention. Six of these patients had a poor

prognosis and severe physical symptoms; two had a favour-

able prognosis. A1I eight patients expressed concerns
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about other areas of theír lives, that is, communication,

marital problems, rvork/financiar difficurties, conflicts in
the family; these concerns pre-dated the illness in six of
the situations.

Patients missed by one method: Groups b, ct and d.

seventeen patients (or 39u ) \¡¡ere screened by onry two

methods as needing intervention. This group of patients
\^Ias very simirar to group a: ten of these patients had a
poor prognosis and moderate to severe symptoms, while seven

had a good prognosis. A significant number of patients in
this group (N=1 1 ) were experiencing high levels of anxiety
and fear in relation to the diagnosis of cancer; this v/as

uncovered by nursing and Sociar work screening methods.

several- of these patients vrere stirl struggling with
previously unresolved grief at the time of diagnosis. Four

other patients had concerns unrerated to the illness; these

patients were picked up by the screening instrument; all
four patients were widowed and Iiving alone.

Patients picked up by only one method: Groups gr, e,

and f. Sixteen patients (or 36S) were screened as needing

intervention by only one method. Four of those patients

were referred by the SociaI Work assessment: all four

patients were married; they were pleasant and cooperative



114

and did not verbaLize their many fears and concerns to

nursing staff. These patients were al} wondering "vrhy" the

illness, were searching their past to find a reason, were

expressing guilt and self-recrimination. All four patients

lr/ere still grieving a previous loss. For example, Mrs. J's

husband had died unexpectedly a fevr years earlier, at age

53, at a time when Nlrs. J.'s youngest daughter was in the

process of leaving home. Mrs. J. had been looking forward

to a freer and more relaxed lifestyle but found herself

having to join the work force to support herself. She saw

her diagnosis of cancer as unfair and wondered "why me?";

she was searching her past for a reason. Another example

was Mrs. R. who was still blaming herself for her husband's

suicide and now had to face the prospect of her own death

(her prognosis hras poor). Although she described her only

son and daughter-in-Iaw as very supportive, she had never

talked about her feelings to them; nor had she shared her

feelings with ward staff.

Nine of the sixteen patients in this group were refer-

red by nursing staff only: six of those patients had a

poor prognosis, were referred for counseling and support.

They had good family supports and were assessed by Social

Work as coping well with the diagnosis. One patient had a

favourable prognosis, two had a good prognosis. The latter
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three patients hrere referred for psychosocial assessment

(the nurses were unable to determine if the patients'

coping was adaptive or maladaptive). They were assessed by

Social Work to be coping well and not in need of

intervention. An example was Mr. H. , 51 ¡ he had been

admitted one afternoon, the decision to remove the rectal

tumor surgically and do a colostomy was made the same day,

and he had surgery early the next morning. Because of the

sudden and unexpected course of events, nurses felt he had

not dealt with the illness and the implications of it. He

v/as assessed by the author as coping remarkably well.

Three patients were screened by the instrument only:

two of these patients had a poor prognosis, were widowed

and J-iving alone; the third patient had severe physical

synptoms, had less than seven family members living within

50 miles of his home, and he had a few regrets. AII three
patients were perceived by Social lVorl< and nursing staff as

not in distress.

4. Comparison of the three screening methods

t¡lei sman

patients to

and Worden's instrument screened 342 of the

be at high psychosocial risk, the nurses
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referred 732 of the patients, whire social lvork assessed

612 of the patients as needing psychosocial intervention.

There was an agreement rate of 23? between nurses'

referrars and the screening instrument, an agreement rate
of 504 between Social Work and the instrument, and a 612

agreement rate between social vlork and nursing referrars.
There \¡/as a 25? agreement rate among all three methods.

Sixty-nine percent of the lung cancer patients (N=29 ) ,

the oesophagus cancer patients (N=2) and the cancer, type
unknown patient (N=1 ), were assessed by social work to need

intervention--the inverse of weisman and worden's findings.
All of the patients in this group had unfavourable

prognoses and severe to moderate symptoms i for most

patients the diagnosis was totally unexpected. with the

other 1 2 cancer patients ( colon-rectal, breast, stomach and

liver and pancreas ), 422 v¡ere assessed by social work to
need intervention. The findings in this limited sample

correspond more closeJ-y to weisman and worden's f indings
that one-third of cancer patients are in psychosocial

distress and in need of intervention.

The instrument coded points for being widowed ( two

points) and living arone (one point); these variables were
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seen by Weisman and Worden as correlating with

vurnerability to psychosociar distress. social work and

nurses found these two variables were not significant. Out

of eight widowed peopre riving arone, five were assessed by

Social Work as having adjusted to their previous losses and

as coping werl with their newly-diagnosed irrness. They

did not express any problems or concerns. Three of these

patients viewed the death of a spouse as a positive event

in their lives, a liberation (in two situations, the spouse

had been mental-ry ílr for many years prior to death, and in

one situation the spouse had been severely physically

disabled for 20 years ) .

The instrument coded one point for peopre who had less

than seven family members and/or relatives Iiving within a

50 mire area of their home; sociar work and nurses viewed

the quality of a patientrs support system as much more

rel-evant than quantity in enhancing a patient's adaptation

to the illness.

Patients were also coded points by the instrument for

a history of alcohol abuse (even if it was resolved at the

time of the ínterview) and for having had a major physical

illness or injury; Weisman and Worden found those variables

to correl-ate with psychosociar distress. conversely, some
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patients (N=3 ) viewed overcoming a chemical dependency

problem or having coped with a previous major irrness or

injury as personal growth experiences. The resourcefulness

and frexibility thus learned herped them adapt to their new

situation, that is, the cancer. With these patients the

two variables did not impede but rather promoted/enhanced

coping.

severar patients commented on question no. B. rf the

respondent had a drinking problem, it was noted that he/she

would probably not answer in the affirmative. Four

patients in the study had drin)<ing problems according to
documentation on the medicar chart and according to famiry

members (collateral interviews); all four patients answered
ttnever a problemtt. These patients stated they were

drinl<ing "some" but said that it was definitely not a

problem; three of those patients appeared indifferent to
their irlness and did not verbarize concerns. They v/ere

not interested in and/or receptive to intervention.

l4ost patients had difficulty answering question no.
'13: "Looking back over the past few years, if you could do

some things over, what would they be? (1) everything, (21

specifics, (3) nothing." This question almost always had

to be repeated two or three times. Most patients commented
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that everyone woul-d do things slíghtly different given the

opportunity. They \^/ere coded one point if they chose (1)

or (2) .

A history of mental illness, unresolved grief and

problems pre-diagnosis appeared to be significant variables

for vulnerability to psychosocial distress. These

variables were uncovered, to some extent, by aI1 three

screening methods. communicatíon problems in relation to
the illness (v¡hether with medical staff or family/friends),
vocationaL/tinanciat and other instrumentar probrems vüere

screened mainly by nurses and Socia1 Work.

Some nurses tended to use illness variables, that is

stage and symptoms r âs criteria for referral. They

referred most of the patients who had a poor proqnosis (21

out of 241. It seems that nurses working on a surgical
unit expect positive outcomes for patients on the unit;
when these do not materialize, nurses often feel helpless.

It is partly out of this need to do "something" for a

patient that they refer to Social Work. This need to do

something likely stems from our present medical model.

The instrument also coded

spread) disease and for severe

points for systemic (wide-

symptoms. Although this
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contributed to many patients' distress, some patients (N=B)

with poor prognoses and severe to moderate symptoms were

coping remarkably well according to the social work assess-

ment. These patients were not in need of intervention.
IIIness varia]¡Ies in combination with other variables such

as a lack of supports, promote distress according to social
work assessments

Many patients referred by the nurses and screened by

Social Work as needing psychosocial intervention had high

revels of anxiety at the time of diagnosis, were terrified

of the unknown, were wondering t'why me?t', and had much

anger, guiIt, and self-blame; they felt powerless. Many

patients viewed their situation as overwhelming and

hoperess. The instrument did not uncover this particurar

aspect r âD aspect which is very much related to the impact

of the diagnosis (often totally unexpected) and to the

environment of an acute surgical ward in an urban teaching

hospital.
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CHAPTER 7

comcr,us t oN s / Rrcol,tteN oer t oN s / s x t r.r, oevnlop urN r

Conc l-us ions

The purpose of this practicum v¡as to compare three
methods of screening patients for psychosociar risk and to
explore the rore of social work in assisting patients with
coping.

weisman and worden's instrument did not appear to be

too relevant/meaningful to the particular patient
popuration and setting studied. rt wourd have to be re-
tested with patients on the unit before any conclusions

courd be drawn. A totar score of seven or more indicated
psychosocial distress and a need for intervention but did
not provide information about the specific problems which

caused the distress. sociar work' and nurses' assessments

and documentation of needs red to a more efficacious
planning of intervention.

The highest percentage of referrars came from nursing

staff; the highest percentage of agreement vras between

nursing and social worlc. According to the author of this
practicum, it appears that the nurses are referring
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appropriately but have a tendency to over-refer, especially
patients with poor prognoses. Of alt hospitat/medical

staffr primary care nurses have the most contact with the

patients on the unit; they are in a key position to assess

and screen psychosocial needs of patients/families and

refer them for intervention. For Social Vlork to assess

every patient admitted to the ward is not an appropriate

use of time and it is not cost effective. An integral part

of the Social Work role is to educate staff about the

psychosociar care of patíents and to provide some direction

and guidelines so that staff can determj-ne which patients/

families r¿ould benefit from psychosocial intervention.

RecommendaLíons

Based on a review of the riterature and the resurts of
using three different screening methods for high psycho-

socj-al risk with 44 newry-diagnosed cancer patients on a

surgical in-patient unit of a teaching hospital, the

forrowing recommendations are proposed: (either to be acted

upon or to be researched further )

( a ) That the Department of Social Work continue to

rely on nursing staff for screening patients for psycho-
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asasocía1 intervention
guide:

using the following criteria

(i) a poor patient support system, whether real
or merely perceived as such by the patient;
or a family support system unavailable to
the patient at the time of diagnosis;

(ii ) the presence of other problems, such as

family, marital, work-related or financial
which might exacerbate the illness;

(iii ) an apparent lack of reaction, ot extreme and

prolonged reactions to a confirmed or a pos-

sible diagnosis of cancer. (Nurses should

be made aware of the spectrum of normal re-

actions to such a diagnosis. ) The meaning

the patient ascribes to the diagnosis is a

significant indicator of his/her emotional

reactions and subsequent adjustment;

(iv) high levels of anxiety prior to surgery;

(v) concerns/problems verbalized by patients and
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tional aspects of
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which are related to func-

the illness;

(vi ) interactLon/communication problems between

patient and family as observed by staff or

as expressed by the patient;

(vii) unresolved grief from previous Iosses;

(viii) a previous psychiatric history;

( ix ) severe, disabling

by the illness.

physical symptoms caused

The presence of any of the above indicators suggests a need

for psychosocial intervention. Whether one of the factors
exists courd be determined upon admission or shortry there-

after and be incorporated in the nursing history. If this
!^/ere to happen, the sociar work contact could be initiated
early and a relationship would be established by the time a

diagnosis is confirmed; the social worker courd be present

when the patient is informed of the diagnosis if the family

is unavailable.
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The indicators mentioned are sensitive and per-

tinent to the particurar patient population und.er study.

It is important to have an ongoing assessment of the rela-
tionship between the indicators and the actual need for
Social Work services:, íf the relationship is weak the

indicator can be dereted. Testing, monitoring and artering
is the only v¡ay to develop a useful screening mechanism

( Becker and Becker , 1 986; Rehr et al. , 1 9BO ) . Nurses '

input and feedback are crucial to the refining process.

If the nurses on the unit are having difficulty
deciding whether a patient needs social worl< services,
either the situation can be discussed with the sociar

workerr or the social worker can do a psychosocial assess-

ment to determine the need for intervention. screening

v¿ou1d result in a more appropriate use of Social Work

services on the unit, where there has up to now been a

tendency to over-refer. In our era of emphasis on both

quality assurance and fiscal restraint we have an opportune

time for establishing a screening mechanj-sm. If the

mechanism proves to be a usefur tool on the unit, screening

could be extended to other areas in the hospital; screening

might result in qualitative changes.
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(b) That in-service instruction be provided to staff
on the unit regarding the use of screening criteria, what

are the normal reactions of patients and their families to

a diagnosis of cancer, and how staff can cope with dif-
ficult emotional states, such as despair, depression,

withdrawal, hopelessness, expressive weeping, etc. .

The goal of such an in-service would be to promote the

caring quarities of staffr so as to maximize existing
resources. In some situations support, reassurance and

interpretation by nursing staff may be sufficient to
bolster a patient's coping capacity.

Worl< needs to be done with ward staff, including

physicians, to help them deal with their own attitudes and

feerings about ross and death. Death is a natural transi-
tion, not a failure. When a cure is unlikely, staff need

to explore other possibilities, that is, the physical and

emotional comfort of the patient. Hope must not be extin-
guished; confidence in survival is important to enhance

coping. The emphasis of staff should be on the quality of

time left. This can be done informally through daily

interaction with care givers.

(c ) That

tively promoted

the multidisciplinary team concept be ac-

and maximized as a vehicle for continuity
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of care for patients on the unit. It has been recognized

that each team member has a unique contribution to total
patient care and that members do not work in isolation.
corlaboration among team members and co-ordination of
services are essential for total patient care; this ídea is
consistent with the missions, aims and objectives of the

hospital. The multidisciplinary team can be a source of
encouragement and support for care givers also; effective
harmonious relationships can counteract the feelings of

isoration and helpressness that unit staff often
experience.

(d ) Because patients experience high levels of

anxiety and report difficulty relaxing, it is recommended

that training in the use of relaxation techniques such as

progressive muscle relaxation and imagery be considered for

integration into psychosocial care. This training could be

provided individually or in small groups. If physical

space is not easily available on the ward I a room in

another area of the hospital might be used for training. A

change in environment might in itserf be therapeutic for

patients. Timing could possibly be a problem as patients

often have to be avairabre for tests or procedures or

doctorsr visits. The feasibility of providing relaxation

training needs to be studied further
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(e) That a social work office be provided on the

unit, if possible, in order to make services more acces-

sible to patients and their families. Presently patients/

families ask to see the social worker via the nurse;

counselling sessions with family members are often held in

the hallway or in the nurses' room where there are count-

less interruptions. Some counselling sessions are held in

the patient's room when other people are present; this

situation does not lend itself

tial ity.

to privacy and confiden-

( f ) Because discharge time has been found to be a

period of fear and apprehension, continuity of both

psychosocial and medical care is vitally important.

Possibly the fear of abandonment and feelings of hopeless-

ness could be alleviated if continuity of care were

assured. Counselling and interpretation of the discharge

might facilltate the transition to home or local hospital.

Although the doctor may have abandoned the disease, the

patient will not be abandoned; optimal medical and psycho-

social care will continue. The social worker should follow

the patient post-discharge or refer the patient to a com-

munity agency for psychosocial care. The social worker on

the unit needs to become familiar with existlng resources

in the community and make appropriate referrals to ensure



the continuity of psychosocial care.

129

Where no community

resources exist, the sociar worker should robby and nego-

tiate for development of accessible and appropriate re-
sources.

The sociar and emotionar needs of patients and their
families are Social Work's main area of expertise. Pro-

moting and enhancing the coping skilrs of patients and

their families involves more than direct services to them;

a social worl<er must arso work with the environment,

whether it be the hospital/medical milieu or the community

at large. (This is expanded further in chapter B, psycho-

social Intervention. )

SkiII Development

This practicum was intended to provide me with an

opportunity for the development of skills in psychosocial

a s ses sment of the- individuar -pat ient-wi thin-the - fami ty-
within-the-hospital-and-community systems. It was also
intended to provide me with an opportunity to acquire

further knowledge of how people cope when faced with a

life-threatening i1lness.
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Seelng aII newly-diagnosed cancer patients admitted to

7AW was a great Iearning experience. It gave me exposure

to a heterogenous population with widely varying demo-

graphic characteristics, including differing ages and

stages of famiJ-y Iife, differing socio-economic status,

place of residence, sites and stages of illness, a gamut of

reactions to the diagnosis of cancer and a broad overview

of coping mechanisms. The exploration yielded much

knowledge and a better understanding of human behaviour. I

have learned to look at the totality of a patientrs situa-

tion as opposed to focusing on a particular aspect, such as

the reason for referral.

I have learned that assessment is an ongoing process,

and that it does not necessarily precede intervention but

is often interwoven with intervention. psychosocial care

begins shortly after admission. In some patients the

assessment triggered expressive mourning, which was likely
because a sympathetic lisLener was giving attention.
Responding at that moment to a patient's emotional state is

a crucial factor in establishing a trusting relationship.
The element of trust sets the tone for intervention.

I have found that, in some situations, brief short-

term intensive adjustment therapy which may consist of one
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or two sessions at the time of diagnosis, sufficed to

bolster patients' coping. Other situations v¡arranted long-

term counselling.

Because many patients were reacting to the major

crisis of their livesr my crisis intervention skiIIs were

tested and refined. For most patients assessed in this
practicum, Iife after diagnosis will never be the same.

Their values, time perspectives, social rores and self-
image have been permanently altered. As a conseguence of
the diagnosis, they have entered a new stage in life, and

for some it is a final stage. Issues had less to do with

rehabiritation than with imminent death. some authors view

crisis as a personal growth experience and death as a

dignified event; for many of the patients assessed, the

painful reality of their situation seemed to be a barrier
to the growth experience.

r became more familiar with exproring the dynamics of
family relationships and communication patterns; I was able

to use this exploration as an assessment opportunity as

well as a point of entry for intervention.

My skills as an empathic

further; I have realized the

Iistener have been developed

importance of feedback to
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patients about their negative feelings and fears; patients

are relieved to know that these are normal. I have learned

to be nonjudgmental with patients and their families, not

to overload them, not to be too casual, not to neglect

them. Ir4ost patients openly shared their fears and feelings

with me, a non-medícal health care provider rather than

with fami Ly / friends er medical/nursing staff possibly

because they viewed me as non-threatening or neutral.

I have learned to respect patients who choose not to
share theír inner world of feelings and not to use this as

an excuse to ignore them or abandon them; these patíents

need continued support from staff and they need to know

that the channels of communication are always open. There

are times patients are not open to discussing the psycho-

social aspects of their illness, and giving patients the

option to use or refuse Social Work services gives them

some control over their situation.

The clinical interview format was sensitive to reveal-

ing specific problems of patients and 
. 
was flexible in

allowing patients to talk about the negative feelings that

emerged during the interview. I would tend to continue

usi-ng it. I found that most patients were receptive to

intervention and that aII patients showed a willingness to
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participate in the psychosocial assessment. My interview-

ing skills have improved i T have become more spontaneous

and creative in the interview setting.

I have learned that a diagnosis of cancer can be as

shattering an experience for most adults in mid-life as it
is for younger people. The majority of patients in this
study $rere people in mid-Iife. All of them had been

looking forward to reraxing and enjoying rife after many

years of frugality and hard work. They had spent their
working years planning for retirement. Mr. D., 61, is one

example of the many people who felt they were being

unfairly dealt with and were wondering "why me?". He was

was admitted on February 5, 1987 for investigation of a

shadow on his rung which had shown up on a routine chest x-

ray. His symptoms included some coughing and chest pain, a

Iack of energy and some weight loss. Tests revealed

adenocarcinoma of the lung with metastasis to the brain
(two tumors on brain) and bone involvement. palliatíve

treatment was recommended.

the patient and his wife.

This came as a shock to both

The patient had remarried 1 B

months earlier and had a very good marital relationship.
He was employed in a supervisory position, had been with

the same company for 40 years, was to retire April 1, 1987

and had planned his retirement around doing many pleasur-
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able activities, including travelling--activities he had

never been able to do while his first wife was alive. His

first wife had been involved in a motor vehicle accident

five days after their marriage, had been confined to a

wheelchair as a result of spinal injuries and had been in

and out of hospitals for some 30 years. Mr. D. had had to

work during the day while his evenings and weekends had

been spent caring for his children and doing household

chores. His first wife died in 1984. His children had

married, he had happily remarried and no\¡/ this untimely

illness. What had he done to deserve this, it appeared so

un1 ust !

Assessing patients and their families who were coping

r^¡eII with the diagnosis enabled me to observe the strengths

and resources associated with enhanced coping, an aspect to

which the social worker in a hospital setting is usually

not exposed in everyday practice. These were people who

faced reality, communicated openly, had good supports, vüere

flexible, spent less time looking for reasons, hiere satis-

fied with their lives. They expected posÍtive and negative

events in their lives; they v¿ere generally optimistic, and

expected change for the better. In other words, they had

an integrated view of the world.
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Biological growth of cancer certainly does not paral-

rel psychosociar hearth; emotionalry some patients did very

well while physically they did poorly. I have learned not

to associate physical ilrness with emotionar distress.

Human relationships v¡ere highJ-y valued by some patients;

Mr. H., 51, for example, was looking forward to spending

time with his family members including his four grandchil-

dren, and he emphasízed the quality of the time he had

left.

Tarking to patients who were close to death and who

accepted their situation was personally enriching for me.

There was a certain calm and serenity as Mr. L., aged 63,

reviewed his life; this review included his war experiences

and his earrier experiences with death. on two different
occasions he had been pronounced dead and somehow returned

to this worrd. His vivid description of what he considered

to be the afterlife was amazingly positive and glorious, âD

experience of totar freedom, a liberation from the burdens

of daily Iife¡ âo event he was looking forward to. Helping

him with unfinished business v/as an excerrent rearning

opportunity for me.

Another example of someone near death who had accepted

his situation was Mr. F., 61 , who had used drugs and
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of coping with unpleasant events in his

Iife. After his wife died he effected positive and

permanent changes in his life; he took responsibility for

himself and his actions; as a conseguence famiry relation-

ships improved. The flexibility and resourceful-ness he had

learned helped him cope with a diagnosis of lung cancer.

(He was referred to Social Work for assessment because the

nurses viewed him as ttstrange and somewhat casuar" about

his diagnosis. ) This man had internal maturity and inte-

gration as a person; he had no regrets whatsoever, and was

determined to live whatever tirne he had to the fullest. He

had no existential concerns, viewed death as a natural

occurrence, an event that he, as a human being, had no

control over.

Some situations led me to confront my own beliefs and

I became more aware of my o\¡¡n fears and feelings; my

contact with several of the patients was probably more

beneficial to me than to the patient. These contacts have

strengthened my belief that changes are possible, that

cancer can be lived with and adapted to. As a result, I
have greater confidence i-n human nature.

Using Weisman and Worden's screening instrument

enabled me to do some scientific measuring. My findings
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differed significantly from those of the authors, that is,
I found that 61t^ of the patients I assessed were dis-
tressed, as opposed to 33% in the authorsr study; neverthe-

Iess it \^¡as a worthwhile experi-ence. I learned that one

cannot strictly adhere to a gj-ven set of questions because

patients often digress or talk through some issues. In

addition, there were uncontrollable interruptionsi patients

had to go for a test in the middle of the experiment, some

interviews has to be resumed later.

Overall the practicum presented excellent oppor-

tunities to deveJ-op and refine my assessment skills with

in-patients on a surgical ward. It offered a unique

challenge that is not encountered in everyday practice. As

a result I have become more flexible, more self-aware and

more adaptive. This has proved to be professionally as

well as personally rewardJ-ng.
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CHAPTER B

PSYCHOSOCIAL INTERVENTION

Psychosocial well-being relates to health and com-

petence in the affective, cognitive, physical and environ-

mental areas; it means coping with stress with a minimum of

residual distress. Many authors argue that the tíme of

diagnosis is a particularly stressful event I a time when

cancer patients are most in need of special attention

(Holland and Jacobs, 1986i Rogers and Reich, 1986i Smith

and McNamara | 1976 i Weisman and worden, 1986).

In the preceding chapters I have analyzed three

methods of screening patients for psychosocial distress and

I have documented these patients' specific needs and

concerns; I will now address intervention.

intervention is to

The goal of

"minimize the discontínuity between a patient's
Iife before and after cancer and to support those
transitions that maximize a patientrs self-
determination, usefulness, satisfaction and self-
esteemr' (l"lages and Mendelsohn | 1979, p. 263) .

Intervention is designed to alleviate the negative impact

of the illness and to enhance the strengths at the in-
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and environmental levels, making

rntervention is tailored to an individuat patient's
needs, and it is based on the results of the psychosocial

assessment and the social worker's clinical judgment.

Special attention is given to the patient's type, extent,
and site of cancer, and to the patient's emotional and

cognitive state as well as to the patient's environment.

Many intervention strategies are outrined in the

literature. These strategies, either alone or in combina-

tion, make up psychosociar intervention, which incrudes

education, counselling, cognitive restructuring, environ-

mentar manipulation, support groups, and behaviourar

techniques:

Education: Because most patients are frightened by

the unknown and by the potentiar ross of contror, and

because of the complex and impersonal nature of a teaching

ward, educatj-on is an important component of psychosociar

care. Education includes providing information about the

medical/hospital system including ward procedures and

patient rights, as well as clarifying the patient's own

medical condition, that is, type of cancer, meaning of test
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When

patients have not been warned of the probable side effects
of treatment, they often interpret symptoms as the cancer

spreading; when given information after the fact, they

frequently express anger and distrust. It is important for
the social worker to reiterate and reinforce the informa-

tion the surgeon has given; often patients wonder if
they've heard correctly, or they say that they don't know

what the surgeon meant. The reactions and behaviours of
patients and their families need to be interpreted to

nursing and medical staff so that they can respond consís-

tently and appropriately, in a vüay that will promote

adaptation (Freidenbergs et aÌ;, 1 980).

Studies have shown that most patients, regardless of

â9er prefer open communication about their illness and that
they desire maximum information ( Gordon et â1. , 1 980 ;

Heinrich and Schag, 1 985 ) . Information províded in a

factual, reali-stic, yet encouraging way helps the patient

understand and accept the illness (Spiegel, 1985-86). llany

patients perceive a lack of information as "terrible news"

or "the worst", and this is a source of anxiety and

depression. Rogers and Reich ( 1 986 ) recommend that
patients be provided with as much information on a day-to-
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but should not be

Counsell.ing involves encouraging the expression of

affect, giving a patient the permission and the opportunity
to talk about fears, anger, helplessness, dependency, the

sense of isoration and despair. The expression of negative

feelings is associated with good adjustment; patients often

opt to express these feerings to a non-medicar person such

as the social worker instead of to family/friends or

medical/nursing staff (Blumberg et a1., i9B0; Christ, 1983;

Spiegel, 1985-86; Wortman et al. , 1979). Grieving the loss

of health or the loss of a body part is appropriate. To

try to "cheer up" the patient is of no use; what a patient
needs is a warm, hulnan, supportive, empathic listener;
retting patients know that their fears and negative feer-
ings are normal is part of the intervention (Bahnson,

197s).

searching for causar attributions of the irrness is
maladaptive; reliving the past and dwelling on "should

have" or rrif I' results in serf -brame, guirt and depression.

It is important to emphasize and to reiterate the fact that
there is no known reason for an illness, that one has no

control over certain events. Worrying about the future
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when there is so much uncertainty is also depressing; a

patient needs to focus on the present and to deal with

current concerns (Gotay, 1985).

Accepting the patienL's distress and hostility,
offering reassurance and support, and helping the patient

clarify his/her feelings and behaviour is most therapeutic.

Only then can a patient move beyond depression and begin to

deal with his/her deepest concerns.

Communication is a major area of concern for Social

Work input. Social isolation of the cancer patient has

been discussed by several authors. Many patients are

reluctant to communicate with their loved ones about the

illness, so as not to upset them. Family members or

significant others often do not allow patients to express

negative feelings, instead, emphas rzLng thinking and

talking positÍvely (Wortman et âÌ., 1979). Some studies

have found that spouses and other family members \¡¡ere as

distressed or were more distressed than patients (Gotay'

1984; Peteet, 19821. Spouse and family members are not

usual] y presenL when the surgeon visits a patient and they

are not usually included in discussions. Wortman et al.,
(1979) emphasize the importance of involving the family in

planning a patient's care and treatment; this aspect is
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often overlooked on a teaching ward. Patients need to know

that the rejection they receive from others is independent

of their own behaviour and is not a result of inadequacy or

weakness. FamiIy members need to realize that their

feelings of anger and guilt toward the patient are normal

under the circumstances. Social Work can enhance com-

municatj-on between a patient and family by encouraging

openness and honesty about thoughts and feelings. Support-

ing each other through a difficult experience will Iikely

enrich the relationship (Mai1ick, 19791.

There is the example of the man who did not have sex

with his wife for a long time after her mastectomy because

he assumed she really did not want it. He was genuinely

concerned about her and wanted to do what was best for her.

She interpreted his abstinence as total rejection--that he

was disgusted with her and was seeing her as a half-woman:

his behaviour confirmed her worst fears. Her interpreta-

tion was totally incongruent with his intentions. Open

discussion of both his and her feelings alleviated their

mutual distress.

The literature consistently reports that patients who

do not receive support from their family and friends
(either because they have no supports or because the
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quality of their supports is poor ) have more difficulty
coping with their illness and are less likely to co-operate

with treatment than patients who do have support. Patients

with no support experience higher levels of distress (Mages

et aI. , 1981 ¡ Wortman , 19841 . These patients are in
special need of time and attention. A social worker can

help to explore possíble networks in either the health care

system or in the community, and can facilitate appropriate

linkages. This is one way of manipulating the environment

to meet the patient's needs. A social worker can also work

with the patient toward cognitive and emotional adjustment

to the illness. Intervention may focus on improving lhe
patient's interpersonal and communication skiIIs.

Special attention must be given to the needs of

patients with unresectable cancer, or who are t'opened and

closed" by the surgeon, where the cancer is systemic and

the only treatment is palliative. The meaning of the

event, the terminal phase of cancer is subjective and

differs with each patíent. Meaning is determined partly by

the stage of life span development of the patient. With

the very young and the very old psychosocial care may

consist mainly of providing measures of protection, Iove

and care; with the adult in mid-Iife who had to give up

creative pursuits and familial and societal responsibili-
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ties, supportive care may not be sufficient. This patient

may need help in finding appropriate substitutes and

alternatives (Bahnson, 19751 . Where possible, paLients

shourd be encouraged to continue or resume previous

meaningful activities; this will provide a sense of
continuity and control. Restoration of some contror over

the situation or the environment is seen as an important

phase in adjustment and coping (Sutherland, 1981 ). Long-

standing interpersonal or family conflicts or other issues

( some authors refer to this as "unfinished business" ) can

be resolved, family ties can be strengthened (Christ,

1 983 ).

The social worker provides patients and their famiries

with an opportunity to talk about their reactions and

feerings in an atmosphere of trust and open communication.

The social worker is able to guide the patient and family
to see the situation rearistically, without extinguishing

hope (Blumberg et aI., 1983)¡ sustaining hope is important
in enhancing coping. Peopre have a need to think in terms

of the future. Accepting non-existence, that one wiII no

Ionger be, is impossible for most people. Despite the

degree of hardship, hope must be present: hope for less

pain, hope for more time . time that is significant for
both patient and family (Wilkes, 1985).
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The patient's fears and desire for information have to

be addressed. Listening to the patient reminisce about his

past ( sometimes referred to as the "life reviewlr) helps

reinforce a sense of accomplishments, and develops a feel-

íng of meaning to life. This often provides increased

self-esteem and life satisfaction. Listening, providing

support, empathy and guj-dancer or sitting quietly with the

patient are all elements of psychosocial intervention. The

emphasis is on the quality of whatever time is left (GoId-

berg and TuIl, 1983).

Patient and family need to know that the health care

system will not abandon them, that the patient will con-

tinue to receive physical as well as psychosocial care;

that symptoms wiII be relieved and the patient will be

admitted to a hospital bed if, and when, necessary. The

goal of palliative care is that the patient be made com-

fortable physically and emotionally and be treated with

compassion and dignity:

"The patient, whether young or oId, should never
be able to say 'They gave up on me and referred
me to another institution to die' . " (Bahnson,
1975, p. 305)
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A person should be able to die in a fashion compatible with

his/her values, goals and. Iifestyle (Weísman, 1979lt.

Cognitive restructuring focuses on the patient's
thought process. A social worker assists patients in
assessing situations; how a patient views the illness will
affect the patient and significant others. Often a

patient's reaction to cancer is associated with earlier

traumatic experiences, for example, the deaths by cancer of

friends or relatives. Understanding a patient's reaction

to cancer is an important step in the patientrs accepting

and adjusting to the illness. (e patient's depression may

be directly related to vivid memories of a parent's pro-

longed, agonizLng deterioration some 20 years earlier; many

patients associate a diagnosis of cancer with imminent

death. ) WhiIe some patients react painfully to the diag-

nosis of cancer, others deny the seriousness of it. Where

the perceptions are maladaptive it may be necessary and

appropriate to help the patient think about the cancer in a

different way. Changing the thought process, that is,

thinking about an aversive experience differently, has been

shown to reduce distress. Weisman and Worden ( 1 984 ) found

that patients with high distress did not necessarily have

more problems than low distress patients, but the high
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distress patients kept using ineffective strategies and

were unable to come up with alternate coping strategies.

An example of cognitive intervention was designed by

Weisman and Worden and Sobel (1977-80) to facilitate the

development of patients' problem-solving skills. Through a

series of drawings which depict problem situations a cancer

patient might encounter (Iooking at a new mastectomy scar,

Ioss of interest Ín activities etc. ), the patient is helped

by the counsellor to:

1. define the problem;

2. recognize how he/she would feel about the
problem;

3. relax and try not to think about the problem
for a while;

4. consider a variety of solutions, even t'bad"
ones;

5. try to imagine how others might solve the
problem.;

6. evaluate the pros and cons of each solution;

7. rank the solutions in order of preferencei

B. choose a single solution;

9. Briefly consider some favourable aspects of
the orlginal problem (relabefling).
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problem-solving strategies.

applied to the patient's real

interventions will not change

patient has, but may affect
tress. Cognitive restructuring

a patient to regain a sense of

sense of equilibrium.
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possible to learn coping and

These skills can then be

problems. The use of such

the number of problems a

the level of emotional dis-

is another tool that allov¡s

control and it can restore a

Environmental manipulation consists of encouraging and

assisting a patient to modify his/her environment whether

it be home, work, the medical/hospital milieu t ot the

community, in order to foster adaptation. It is a matter

of intervening with these systems in order to make them

more responsive to the patient's and/or family's needs. A

social worker may suggest that ward staff give a patient

options regarding day-to-day care and activities, to the

greatest extent possible. Participation in one's care

helps a patient regain a sense of control (Goldberg and

TuIl, 1983). A social worker can encourage a patient to

ask his/her physician specific questions regarding the

outcome of tests, possible treatment, etc., thus opening up

communj-cation. A social worker can also suggest that other

health care personnel be consulted, for instance a dieti-

cian or physiotherapist. A social worker can interpret the
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patient's and/or family's reactions and behaviours to
nursing and medical staff so staff can respond appropriate-

Iy to needs. In other words, the social worker assists the

patient and family to work with the system in such a way

that the system can be made to work for and with them.

Where the system is fragmented and complicated, all parts

must be made to work together in the best interest of
patient and family (Freidenbergs et al.,

âI., 1980).

1 980; Gordon et

Accessing resources in the community is an important

element facilitating adjustment. It may consist of

services in the home (nursing, homemaking), referrals for

fínancial assistance, accommodation while undergoing

treatment, or volunteer support services (cansurmount).

Advocacy and social action directed at government or

private agencies are often necessary to improve existing

services or to initiate new programs.

Behavioural- techniques: Teaching patients the use of

serf-reraxation, such as progressive muscle reraxation,

imagery, visualization, activity management, etc., is
another way to minimize the stress and anxiety which resurt
from a diagnosis of cancer. Learning behavioural techni-
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about their situation (Goldberg and Tu1I, 1
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can do something

983 ).

Support groups are another mode of intervention

discussed in the literature. Vachon et aI; (1981-82) and

Heinrich and Schag ( 1 985 ) advocate open-ended group

meetings as an effective therapeutic tool for providing

information and support to cancer patients and their
famíIies. Wortman et aI. (1979 ) note that at the time of

diagnosis peopi-e often have difficulty accepting the

reality of their illness and are usually unreceptive to

interaction with other cancer patients. Attendance at

group meetings at this particular time could be extremely

stressful or even harmful to patients; social comparison

might be devastating to the patient who does not measure up

favourably. The study by t4olleman et al. (1986) found that
patients prefer information from experts (health care

staff), rather than from fellow patients. As the avail-

ability of information from professional sources decreased,

the need for social comparison with fellow patients

increased Wortman ( 1 984 ) suggests caution when using

groups as a mode of therapy until further research has been

conducted. Telch and Telch (1986) note that most studies

of group therapy for cancer patients have so far failed to

assess empirically the effectiveness of such programs.
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It has been well documented that pre-existing

problems such as marital /famLLy difficulties, chemical

dependency problems, etc., often exacerbate the cancer

situation, and that the cancer situation exacerbates the

pre-existing problems. Psychosocial intervention consísts

of helping the patient assess and clarify his/her situation

and explore alternatives, using the aforementioned strate-

gies, alone or in combination ( Christ, 1 983 ; V,teisman,

Worden and Sobel, 197 7-80).

Patients who are not receptive to psychosocial inter-

vention need the health care professionals' continued

acceptance and support and need to know that the channels

of communication are always open and unrestricted. If

these patients remain in distress or experience specific

difficulties, nursing/medical staff can suggest psycho-

social intervention again or can consult with the social

worker as how best to approach the patient (Weisman, Worden

and Sobel , 197 7-80 ) .

Patient care on a surgical ward in a teaching hospital

is often fragmented. The social worker's contact with

patients often gives them a sense of continuity and famit-

iarity; this enhances trust and co-operation. According to

Rogers and Reich (1986) the continuity of a relationship
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with a health professional interested in the patient's

emotional state j-s probably an under-appreciated factor in

the outcome. Several authors view the time around

diagnosis as a period in which psychosocial care is needed.

Holland and Jacobs ( 1 986 ) recommend such services be incor-

porated in health care sYstems.

Psychosocial intervention consists of a wide range of

activities and techniques to promote coping with a Iife-

threatening iIIness. Tt is broad-based and flexible and

focuses on the- individual -pat ient -within- the - fami 1y-

within-the environment.
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APPENDIXI_SECTIONA

SCREENTNG INSTRUMENT

1. Name:
B#

2. Sex:
1 FemaIe
2 MaIe

3. Age:

4. I4arital Status:
1 Widowed
2 Single
3 Separated/divorced
4 Married

5. With whom do you live?
1 Alone
2 With spouse or children

or members of family or
f riends

6. How many of your family and
relatives Iive within a 50
mile area of your present
home?

1 None
21- 3
34-6
4 7+

172

Code: NA

Code: NA

Code: NA

Code: 1 if single
or divorced

2 if widowed

Code: 1 if 1

Code: 1 if 1, 2,3

x7 . I'm interested in what specific Code: 1 if 6, 7
things are giving you trouble 2 Lf B, 9
and how much? (O=None ,- 3 if 1 0 - 28
1 =Moderater 2=Severe
CircIe one )

a. Pain
b. Energy
c. Weight
d. Sleeping
e. Skin
f. Sensory

012
012
012
012
012
012

*R"f"r to guide on page 4 and 5.
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q. Locomotion 0 1 2
h. Upper GI 0 1 2
i. Lov/er GI 0 1 2
j. Genital-urinary 0 1 2
k.Respiratory0l2
l. Cardiovascular 0 1 2 Total weighed
m. MentaI-emotional

distress 0 1 2 s x s

B. Alcohol or drinking problems
1 Currently a problem

-z 

was a problem, now resolved
3 Never a problem

*9. In the past how discouraged or down
did you usually get (not at thÍs time
point ) ?

_1 Very Code: 1 if 1

2 A little
3 Not at all

1 0. Have you ever seen anyone for
emotional problems?

1 Inpatient Code: 1 if 1, 2
2 Outpatient only
3No

*1 1. Besides this illness, what
kinds of serious illness or
injuries have you had?

1 Major illness or injury Code: 1 if 1

-z 

Minor ilrness or injury

-¡ 

None

12. In the past, have you expected
things to turn out well or
badty?
_1 Very pessimistic Code: 1 if 1, 2

2 More pessimistic than
optimi stic

3 ÙIore optimistic than
pessimi stic

4 Very optimistic
*i 3. Looking back over the past

few years, if you could do
some things over, what
would they be?

Code: 1 if 1, 2
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1 Everything
2 Specifics
3 Nothing

1 4. We v¡ant to know what has been
of concern to you the past week,
including today. (Code 1 if 2
or more statements are true. )

Code: 'l if 1 , 2

a. Health: _ I feel tired and/or
faint.
I have problems- eating and/or
sleeping.

_ I could get better
medical care.

b. Religion:
I am not religious enough.

_ I am not getting
satisfactory help from religion.
I am concerned about whether- there is an afterlife.

c. Work/finance:
_ I am concerned about my job.

I am concerned about not

- 
keeping up lvith my chores.
I am concerned about my- income/savings.

d. Family: _ My family/spouse do not
understand me.

_ I feel dependent on my family.
_ There are conflicts in my

fami Iy .

e. Existential:
I face an uncertain future.

- i åil ::;å:7"å3n3;"ur how
Iong I might live.

f. Friendsi I wish my friends were more
dependable.
I am concerned about my- friends' reactions to my
illness.
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Communication with my friends

- 
is a probiem

g. Self-Appraisal:
I have lost confidence ín

- 
myself.
I am discouraged, or

- 
Ionely, or restless.
I have concerns about mY

- 
sexual life.

1 5. Anatomical Staging:
1 Local
2 Regional
3 Systemic (widespread)

Code: 1 if 3

TOTAL

Scoring Procedures for Screening Instrument

Scoring procedures for most of the questions asked in
the screening interview are straightforward and do not
require any special interpretation. However, there are a
few questions which do require interpreLation and defini-
tions for these can be found below:

Question 7 - Symptoms

Pain 0 - No pain present
1 - Pain present but tolerable
2 - Pain is severe, patient is very uncom-

fortable
Energy 0 - No loss of energy

1 - Very tired, sluggish
2 - Exhausted, wiped out

Weight 0 = No weight loss
1 - Some weight loss, but not worrisome
2 = 'Continued losing weight even though T

tried to eat'

Sleeping 0 - No problem sleeping
1 - Occasional sleep disturbance
2 - Persistent and regular sleep distur-

bance
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Skin 0 - No skin symptoms
1 - Some skin symptoms, e.9., healing of

the incision site
2 - Major problems related to skin, e.q.,

ulceration of the tumor or incision
site

Sensory Q = No loss of sensation
1 = Mild numbness due to surgery or treat-

ment
2 = Severe symptoms I e.g. I resulting from

brain metastases

Locomo-
tion 0 - No difficulty with locomotion

1 - Weak or unsteady in arm or leg motions
2 - Great difficulty, e.g., cannot raise

arm following the mastectomy

Upper cI 0 - No difficulties
1 = Some discomfort, but not too bad
2 - Nauseated and vomiting

Lower cI Q = No difficulties
1 = Cramps and some irregularity
) = Diarrhea or constipation

0 - No difficulties
1 - Burning sensations occasionally
2 - Severe discomfort

Respira-
tory 0 = No problems in breathing

1 - Coughing, but not disabling' e.9. t
'cigarette cough'

2 = Difficulty in breathing or severe
coughing spasms

CV 0= Nodifficulties
1 - Heart palpitations or a condition

controlled by medication
2 = Heart or vascular problems which

requíre complete bedrest or surgery

Ir{ental
Distress 0 - None

1 - Worried, but not immobilLzed
2 - Very distressed bY worry

GU
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Question 9 - Level of Discouragement

1 = Frequently get very discouraged
/ = Sometimes feel a little discouraged

Question 11- Illness HistorY
'l = Maj or - maj or surgery (necessitating

general anesthesia ) or debilitating
illness, e.9., heart attack)

2 - Minor - illnesses from which no prob-
lems resulted but were of a serious
nature, e.g. I hepatitis

Question'13 - Regrets

1 = Everything - had a tough life and
wishes it had aII been different

2 - Specifics - states one or two things in
life he wishes s/he had done different-
1y
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APPENDIXI-SECTIONB

VARIABLES SELECTED FOR SCREENING PROCEDURE

1. Church attendance
2 - Marital status
3. Living arrangements
4. FamiIy members in vicinity
5. Socioeconomic status
6. Current symptoms total
7. Alcohol problem historY
B. Depressed mood history
9. Mental health history
0. Illness history
1. Optimism-pessimism
2. Past regrets

1 3. Anatomical staging
1 4. Hea1th concerns
1 5. Religious concerns
16. Work/finance concerns
17. Family concerns
1 B. Existential concerns
19. Friendship concerns
20. Self-appraisal concerns
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APPENDIX II

SOCIAL WORK ASSESSI'IENT OUTLINE

Personal Level:

Demographic variables: lvlarital status
Sex
Age
Place of residence
Religion
Economic status

Past historY: Mental health
Chemical dependency
Physical illness
Problems pre-diagnosis
Unresolved grief

Personality factors: Meaning of the event to
the individual

optinism/pess imism
Regrets, fears, anxiety,

sexualitY and bodY-
image concerns

Networks:

Support system: Family/friends, signifi-
cant others

CommunicaLion
SociaI activities
Hospital/medical milieu
Vocational fwork,

f inanc ia I

Physical Status Site
Anatomical staging
Prognosis
Degree of physical im-

pairment resec-
table/ unre sectable


