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ABSTRACT 

Persons living with and undergoing treatment for cancer can 

provide insight into the cancer experience. The purpose of this study 

was to describe the cancer experience as perceived by those living with 

the diagnosis and treatment of malignant melanoma. A total of 23 sub

jects were interviewed using the Personal Interview Guideline. The 

study population was the same convenience sample used in "Quality of 

Life and Persons With Melanoma." Content analysis was conducted to 

properly categorize and quantify the verbal data. Study findings 

describe the experience of "living" with malignant melanoma and provide 

information about the problems and concerns of cancer patients. The 

information has the potential to assist other patients in coping with 

the physical and social problems of melanoma. 

x 



CHAPTER 1 

INTRODUCTION 

Cancer can be perceived as a chronic catastrophe. Interactions, 

future plans, and socioeconomic factors are continually imbalanced and 

ever-changing (Cohen and Wellisch, 1978). The uncertainty and chronicity 

of the disease can produce an acute, yet prolonged disturbance in the 

daily routine of life. The individual and family must make an abrupt 

reorientation toward the future together with other changes in life-style 

and attitude. They must deal simultaneously with the sudden impact of 

diagnosis and the movement of the disease and its treatment (Cohen and 

Wellisch, 1978). The crisis of death knowledge subtly unbalances the 

individual and family, and planning for the future almost invites the 

threat of loss. 

Most individuals have some difficulty in coping with the stress 

of cancer. Weisman (1979) identified the first two to three months as 

the most distressing. After that, problems did abate, except for peri

odic exacerbations related to treatments, recurrences, or unexpected 

events. Certain problems did persist or pyramid as time went on, regard

less of the site, stage, or type of cancer. Most patients ranked 

existential, work, self-appraisal, and health concerns over religion, 

family, and friends. While work and family problems were common early 

in the disease course, with the passage of time family concerns did 

diminish. At critical moments, however, existential and self-appraisal 

1 



2 

concerns were foremost and permeated everything else. Patients were 

still concerned about family problems but other issues were more intru

sive. Self-appraisal and existential concerns were foremost. 

Adjustment to the crisis of cancer is complex; communication and 

life routines are often impaired and emotional reactions maladaptive. 

Past coping patterns and defense mechanisms are often inadequate in coping 

with the disease; the experience frequently requires new coping strate

gies. The patient and family can only resort to those defense mechanisms 

which have been part of their past coping pattern (Cohen and Wellisch, 

1978). 

The patient and family need support and information to cope with 

the stress of cancer. They need to develop new coping strategies or learn 

to cope with cancer in terms of established coping mechanisms. The devel

opment of additional coping strategies could facilitate communication 

between the patient and family, provide relief from suffering, and 

maintain the present level of functioning. 

Statement of the Purpose 

The purpose of this study was to describe the cancer experience 

as perceived by those living with the diagnosis and treatment of malig

nant melanoma. The study was designed to provide insight into the 

perceptions and needs of cancer patients, particularly those with 

malignant melanoma. 
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Significance of the Study 

The available literature has minimal information about living 

with cancer and the psychosocial variables which differentiate patients 

who effectively deal with the cancer crisis and those who simply defend 

themselves against persistent problems (Weisman and Sobel, 1979). The 

lack of information prevents the development of nursing interventions to 

alleviate stress, enhance existing coping strategies, and improve the 

overall quality of life. Without understanding the specific perceptions 

that a patient may have of the disease process and treatment, communica

tion and therapeutic intervention cannot be undertaken with any success. 

The identification of specific problems and how they relate to 

the experience of cancer could establish the relative importance of each, 

and aid nurses in formulating appropriate nursing interventions. Inves

tigators are not aware of the activities which patients employ to preserve 

bodily and psychic integrity. But knowledge of the common concerns, 

problems, usual coping mechanisms, and available sources of support 

could enhance existing data and offer solutions to the everyday problems 

confronting cancer patients. Without an understanding of the disease 

process and its impact on quality of life, nurses cannot provide adequate 

preoperative counseling or follow-up care. 

The cancer experience requires on-going adjustment for the indi

vidual and family. Each patient and family member require a unique 

assessment and intervention plan, since needs and experiences are indi

vidual and distinctive. Nurses can assist the patient and family in 

identifying needs and adopting interventions compatible with their beliefs 

and values. 
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Conceptual Orientation 

The conceptual orientation identifies the major physical and 

social problems associated with the cancer experience. These concepts 

interact one with the other and may comprise all or part of the cancer 

experience. 

Reactions to Diagnosis and Treatment 

The emotional reactions of cancer patients vary. Peck (1972) 

identified anxiety, depressive affect, guilt, and anger as primary 

emotional reactions. Rosillo, Welty and Graham (1973) identified other 

defense mechanisms, which included denial, withdrawal, rationalization,-

intellectualization, suppression, compensation, and regression. They 

also suggested that each patient resorts to the type of defenses that 

have been characteristic of his life-style. 

Dansak and Cordes (1978-79) identified suppression as a coping 

mechanism operative in 65 percent of cancer patients. The reasons for 

not communicating included: the need for privacy, maintaining a sense of 

independence, and avoiding sadness, guilt, or other emotions difficult to 

tolerate. Suppression also allowed patients to reach significant, 

personal goals before confronting the issues surrounding death and dying. 

The majority of patients, however, respond with goal-directed 

behavior and look to the best resources for help and support in an effort 

to fight the disease and preserve life (Ryan and Neuenschwander, 1977). 

Those who cope the best are optimistic by nature, confront the facts, 

accept support from others, and deal with problems as they appear 

(Friedman, 1980). 
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O'Neil CI979) described the devastation and anger associated with 

surgery and radical excision for melanoma. Often patients cannot believe 

the size of the graft site. They may be angry that all that tissue had 

to be excised to stop the disease process. They may question if the 

mutilation was necessary and who decided how radical an excision to make 

and why. They may even question if they should have gambled and lived 

with the initial mole removal and what would have been their chances for 

survival. 

Following surgery patients usually begin adjuvant therapy and 

must cope with the uncomfortable and unavoidable side effects. During 

treatment they may experience periods of depression, anger, denial, and 

fear, alternating with periods of cautious hope. The patient and family 

may share a feeling of ambivalence toward the treatment regimen because 

of the effect on everyone's life-style. The treatments may produce pain 

and disfigurement, yet constitute a source of comfort because they rep

resent a tangible activity designed to fight the potential recurrence 

of cancer. 

Convalescence 

Loneliness, fear of isolation, and uselessness are the most 

common feelings expressed after discharge [Kelly and Ashby, 1979). 

Patients often feel depressed and overwhelmed by the diagnosis and side 

effects of therapy. Professional staff are no longer available to answer 

questions or help them cope with distressing side effects. 

Professional staff are usually supportive and accept the dis

figurement from radical surgery. Family members may be shocked by the 
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body mutilation and find it difficult to cope with the side effects of 

treatment. They may feel helpless because they are suddenly faced with 

the possible loss of a loved one. 

Patients may also become depressed and frustrated because rela

tionships with significant others have changed and they are no longer 

involved in family life in the same way. Patients may also realize a 

change in self-image and fear dependence on family members who are iso

lating them. At the same time family members may be denying the serious

ness of the disease. 

Family Interactions 

The patient and family have different positions from which to 

view the illness and disability. They often have different questions 

and concerns related to the diagnosis of cancer. 

While patients usually have supportive family and friends, they 

often feel isolated and uncomfortable sharing their thoughts with loved 

ones (Kelly and Ashby, 1979). Patients have real conflicts about wanting 

to protect their families from the effects of cancer and yet needing 

their support. Some patients have admitted their own unwillingness to 

"level completely" with their families because "they wouldn't know how 

to handle it" or "it would make them too sad to know how I really feel" 

(Parsell and Tagliareni, 1974). 

For family members, however, interactional problems are different; 

they cannot understand the patient's withdrawal from them (Kelley and 

Ashby, 1979). This generates feelings of anger and guilt that they can

not handle the crisis more easily. Their principal sense of inadequacy 
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may stem from the fact that the intensity of their own emotions and the 

unpredictability of the patient's moods makes it difficult for them to 

be supportive, 

Family members want to know how to relate to the patient and how 

to answer the questions raised by their children, other family members, 

and friends. They are also concerned about their ability to meet the 

needs of the patient and the additional responsibilities confronting 

them. 

Employment 

To be employed is not just a source of income—it's vital for 

self-worth and well-being (Weisman, 1979). The idea of being unemploy

able or half-employed is a distressing and humiliating experience for 

most people. Few persons can withstand the emotional and financial 

strain of prolonged unemployment. 

Prolonged illness and unemployment often result in role reversal 

which may be disruptive to family function (Johnson, 1977). Those who 

are unable to work for prolonged periods may experience a loss of self-

esteem and loneliness as they relinquish the role of family provider or 

lose regular contact with colleagues at work (Herzoff, 1979). 

If the disease process has deformed the patient, returning to a 

previously held job may be distressing if coworkers seek to avoid the 

patient and never inquire about how things are going or how he feels 

(Costello, 1979). Cancer patients who return to full employment may 

also fear their employer will think they are no longer capable of handling 

their jobs and any suggestions from their employer regarding work 
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performance may be interpreted as proof (Johnson, 1977). All the fears 

and attitudes about the disease are still present, even months after 

diagnosis and treatment. 

Support Groups 

Support groups can help patients live with the uncertainty of 

cancer. Patients need to share painful feelings, learn new coping strat

egies, and exchange solutions to common problems. Support groups can 

provide the opportunity to share experiences and problems related to 

cancer and its treatment. 

Kelly and Ashby (1979) established a support group in response 

to patient and family requests in coping with the diagnosis and treatment 

of cancer. They identified four areas of concern or life-style changes 

which are most difficult to resolve: loneliness, grief related to physical 

and social gratification, reactions of family and friends, and lack of 

specific and accurate information about living with cancer. 

Herzoff (1979) also established a support group. The predominant 

theme echoed by most group members was the emotional pain and frustration 

of ongoing losses. Another theme was the progressive dependency that 

many of the male patients found degrading and unacceptable. Finally, 

the most central theme was related to facing one's mortality and the fear 

of "feeling a burden to others." 

Support groups can effectively help patients and families face 

the cancer crisis. Patients and families can freely express painful 

feelings which are validated and understood by others experiencing a 

similar tragedy. Support groups can provide the opportunity to exchange 
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solutions to common problems and to learn what others have to share about 

living with cancer. Support groups can serve as information and referral 

sources for those in need of security, companionship, and mutual support. 

Financial and Social Costs of Cancer 

The cost of cancer is complex and encompasses both direct and 

indirect costs. The literature describes a broad range of categories, 

but generally direct costs are those associated with prevention, detec

tion, and treatment. Specific expenditures include: hospital and nursing 

home services, physicians' and nurses' services, drugs, education of 

medical personnel, construction of hospital, nursing home, and outpatient 

facilities, net cost of insurance, medical research, and public educa

tion (McNaull, 1981). 

The indirect or psychosocial costs are far greater in many 

instances than the monetary expenditures for cancer. Some of the psycho

social costs are: disfigurement, loss of motor, bowel, bladder or sexual 

function, loss of income, depletion of savings, forced medical indigence, 

forced sale of home, divorce, family disintegration, and child neglect or 

behavior problems (McNaull, 1981). Other variables such as age at death, 

duration of the illness, and type of malignancy may increase the psycho

social costs for the individual and family. 

Long-Range Plans 

The continuing concern about one's mortality and the enduring 

sense of vulnerability are underlying concerns of the cancer survivor. 

One of the most frightening aspects of cancer is its unpredictable 
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nature and the attending fear and mystery associated with metastasis and 

recurrence. 

With an unpredictable illness, questions about marriage, career 

goals, and other life plans are in an upheaval. Patients may feel a 

lack of freedom to leave a present position because economic security 

has become more important (Harker, 1979). They may feel guilty because 

they cannot provide a secure future for their spouse and children. They 

must also deal with the feelings of guilt and inadequacy related to their 

roles as spouse and parent. They may be panicked at the thought of not 

being able to see their children or grandchildren into adulthood. 

For the first time patients may feel uncertain about the future. 

They may not fear death or dying but are simply not ready to succumb to 

the disease. The focus is often on the reality of the present and not 

the unpredictability of the future. 

Summary 

The concepts identified may not represent the total cancer expe

rience. Limited data on patient perceptions of the cancer experience 

prevent an inclusive presentation of the events surrounding the diag

nosis and treatment of cancer. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

This chapter presents information regarding the diagnosis and 

treatment of malignant melanoma and the psychosocial problems of those 

living with cancer. The literature on malignant melanoma is background 

information and is not part of the conceptual orientation. 

Malignant Melanoma 

Malignant melanoma (mm) is a tumor derived from the pigment-

producing cells called melanocytes. Malignant melanoma accounts for 

less then one percent of all cancers (Rosato et al., 1979) and is less 

common than basal cell and squamous cell carcinomas. Over 90 percent 

of mm originate in the skin; 50 to 70 percent arise in a pre-existing 

nevus (Luce, McBride, and Frei, 1973). In approximately five percent 

of the patients with metastatic melanoma a primary site of origin cannot 

be identified with the initial presentation [McBride, 1979). 

Incidence of Malignant Melanoma 

The incidence in males and females is about equal and the peak 

incidence is in persons between 40 and 70 years. The natural history of 

mm suggests that its growth may be affected by sex hormones. It does 

occur in adolescents but is rare in children under the age of 14 years 

CChanda, Callen, and Stawiski, 1979). The peak incidence in women 
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corresponds with child-bearing years, and rapid spread has been reported 

during pregnancy (Stoll, 1979). 

There is also a familial incidence of mm, with the tumor inher

ited as an autosomal dominant trait. Family members with this type of 

disease are younger and have a higher frequency of multiple, primary 

lesions. They have a dominantly inherited syndrome of atypical melano-

cytic lesions. These lesions appear to be genetically determined 

precursor lesions of mm that are influenced by ultraviolet light and 

possibly by hormonal changes or alterations in host immunity (Reimer 

et al., 1978). 

The seeding of metastatic melanoma into a traumatized area has 

also occurred (McBride, 1979). Many patients have associated a history 

of skin trauma with the subsequent development of mm. 

Implicating Factors in 
Malignant Melanoma 

Malignant melanoma tends to occur among those of Scotch-Irish 

descent or with blond or red hair, fair skin, and blue, gray or green 

eyes. These individuals have less tolerance for solar radiation, and 

burn rather than tan (Briele and Das Gupta, 1979). Their pigment cells 

do not produce enough melanin to protect the basal cell layer from 

ultraviolet destruction of the DNA. The constant destruction of the 

genetic makeup of the basal cell layer causes mutations that eventually 

produce abnormal skin and skin cancer (Lamb, 1979). 

Solar radiation has been incriminated as a causative factor, 

since the incidence of mm is higher in regions close to the equator. 
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In addition, the site of origin is most often a sun-exposed area of the 

body (Chanda, Callen, and Stawiski, 1979). In women, the areas showing 

significant excesses of mm are the face, legs, neck, and arms and in men 

the most common sites are the exposed areas of the face, ears, neck, and 

back (Elwood and Lee, 1975). This has been attributed to the changes 

in dress and recreational activities since World War II. 

Types of Malignant Melanoma 

Superficial spreading melanoma (SSM) is the most common and 

accounts for 60 to 70 percent of the melanomas. It occurs most fre

quently in the 40 to 50 age group and is predominantly found on the 

trunk or head and neck but also occurs on other sun-exposed skin, such 

as the dorsum of the hand (Rosato et al., 1979). 

Early SSM lesions have a haphazard combination of colors—tan, 

brown, blue, and black with shades of rose and pink. Superficial spread

ing melanoma can be diagnosed as small as five mm but are usually six to 

eight mm in diameter before they can be distinguished from an ordinary 

mole. The lesion has a prolonged relatively benign radial growth phase 

followed by a more aggressive and malignant vertical growth phase 

(Kardinal and Carolla, 1976). The radial growth phase may persist for 

nine years (Walsh, 1974) before malignant melanocytes vertically invade 

the dermis or subcutaneous tissue (Lopansri and Mihm, 1979). A SSM 

lesion usually starts its vertical growth phase when it is about 15 to 

20 mm in diameter (Walsh, 1974). 
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Late SSM lesions have a characteristic red, white, and blue 

coloration. The brown or tan hues of earlier lesions persist and become 

darker in the late stages (Walsh, 1974). The borders are indistinct and 

irregular, and may be elevated and palpable with irregular surface 

topography (Chanda, Callen, and Stawiski, 1979). Other signs of malig

nancy include the presence of bleeding and ulceration (Dodd, 1979). 

Pigmented or depigmented halos around the lesion may also be a sign of 

malignant degeneration (Rosato et al., 1979). 

Lentigo maligna melanoma (LMM) is the least aggressive form of 

melanoma and accounts for 15 to 20 percent of all cases. Lentigo maligna mela

noma is related to chronic sun overexposure and as a result is the most 

common in the elderly. Predominantly found on the head and neck, it 

also occurs on other sun-exposed skin, such as the dorsum of the hands. 

Lentigo maligna melanoma is twice as common in women as in men (Briele 

and Das Gupta, 1979). 

Lentigo maligna melanoma tends to remain superficial for years 

before invasive growth occurs. Early LMM lesions often grow slowly, 

looking like oversized freckles for 10 or more years, until they reach a 

diameter in excess of 20mm (Walsh, 1974). During the long growth cycle 

of LMM, lesions pass through an early phase in which ordinary looking 

freckles begin to enlarge. These lesions are called senile freckles 

or pigmented age spots. They are tan, flat macules which may vary in 

color (Chanda, Callen, and Stawiski, 1979). As the freckles continue 

to grow, they undergo pathological changes that cause them to darken 

and assume other color patterns. In this phase, called Hutchinson's 
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melanotic freckles, they are still considered premalignant. During this 

phase the carcinoma is above the basement membrane in the epidermis 

(Lamb, 1979). 

Early LMM lesions have a predominantly brown color that does not 

fade in winter. They can be accurately diagnosed when they are as small 

as six to eight mm and it may be difficult to obtain accurate diagnosis 

even up to 10 mm. Once change occurs, characteristic nodular growth 

means invasive growth. 

Late LMM lesions show the haphazard combination of colors charac

teristic of SMM but with two major differences: tan and brown hues con

tinue to dominate but without the pink and rose tones (Walsh, 1974). 

The malignant changes do not usually start until patients are in their 

seventies. Approximately 20 percent develop an invasive stage and 

become LMM (Lamb, 1979). 

Nodular malignant melanoma (NMM) accounts for approximately 12 

percent of all melanomas. It often appears on the back, head, or neck 

and occurs twice as often in men as in women. The mean age at diagnosis 

is 50 years (Briele and Das Gupta, 1979). 

Nodular malignant melanoma has the worst prognosis, since from 

the outset it tends to penetrate deeply into the dermis. While tumors 

of SSM and LMM types do not ordinarily rise above the skin until late 

stages of growth, those of the NMM variety start with nodular growth. 

Since NMM lesions have no radial growth period, invasion of the dermis 

occurs early and continues in this phase over periods ranging from four 

months to three years or more (Walsh, 1974). 
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Nodular malignant melanoma may present as an amelanotic lesion 

and is a red, scaling or crusting papule (Lamb, 1979). It character

istically arises de novo and presents as a deeply pigmented lesion with 

a rapid surface growth. Nodular malignant melanoma lesions usually 

start their relatively rapid growth phase at four to five mm (Walsh, 

1974). As these lesions grow, the dominant colors change to blue-black, 

giving the lesions a blueberry hue. A dark grey tone with pinkish hues 

usually represents nodular invasive growth. Nodular malignant melanomas 

usually have penetrated to Clark's level IV or V at the time of diag

nosis (Kardinal and Carolla, 1976). 

Primary melanoma lesions can also arise from mucous membranes of 

the genitalia, the anus, the mouth, and the choroid and ciliary body of 

the eye (Rice and Zimmerman, 1976). They comprise seven to nine percent 

of cutaneous melanomas and are considered as a group. They have a 

rather prolonged radial growth phase and present as deeply pigmented 

lesions with less variables in shades of color than those observed in 

SSM or NMM (Lopanrsi and Mihm, 1979). 

Subungual mm may present as an irregular discoloration of the 

nail bed, nail plate or cuticle. Blacks commonly have pigmented nails, 

while a new pigmented streak in a caucasoid necessitates biopsy. The 

great toe and thumb are the favored digits. 

Plantar lesions may present with a bluish hue, indicating dense 

melanin pigmentation in the dermis. Clinical complaints frequently 

include: pressure, pain, bleeding or pruritus on the sole of the foot. 

Plantar lesions that are only slightly elevated may be invasive to level 
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V without any visible nodular growth. The constant pressure apparently 

forces the lesion to invade the dermis. 

Primary mm involving mucocutaneous areas, such as those of the 

conjunctiva, lips or genitalia are relatively rare. Among mm at these 

sites, conjunctival melanoma and genital melanoma are more commonly 

encountered (Lopansri and Mihm, 1979). 

Depth of Tumor Invasion 

The microstaging techniques of Clark (1969) and Breslow (1970) 

advanced the treatment of mm. Clark's method measures the invasiveness 

of melanoma cells in dermal connective tissue. Breslow's technique 

measures the quantity or thickness of the tumor from the skin surface to 

the deepest point of invasion. Both systems are instrumental in assess

ing five-year survival rates and determining treatment for mm. 

Clark (1969) and Breslow (1970) have demonstrated that lymph node 

metastatis and prognosis are directly related to the histologic level of 

invasion and the depth of invasion as measured in millimeters. Clark 

(1969) demonstrated that histologic level of invasion correlates with 

prognosis. The five-year survival rates for each level of invasion 

demonstrated a positive correlation between depth of invasion and lymph 

node metastasis. Breslow (1970) evaluated the cross-sectional area, 

tumor thickness, and depth of invasion in the prognosis of mm. The study 

demonstrated a positive correlation between tumor thickness and the 

development of recurrent or metastatic disease. 
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Breslow's method is easier, more quantitative, and predicts 

survival more accurately than the level of invasion (Balch, 1979). As a 

prognostic parameter, however, the utilization of both microstaging 

methods are probably far superior to the use of either method alone. 

Biopsying a Suspicious Lesion 

Any mole that suddenly turns color, grows or becomes symptomatic 

should be excised and examined microscopically. A nevus that has devel

oped a halo should be excised (Lamb, 1979). Davis (1976) suggested the 

excision of nevi in areas subject to repeated trauma or irritation. 

These nevi may never become malignant but may bleed or become infected, 

causing confusion in the diagnosis. All but very small nevi on the soles 

of the feet, genitalia and mucous membranes should be excised. Malignant 

melanoma in these areas are not readily visible and once diagnosed have 

a poor prognosis. 

Children with solitary growing moles should have them removed 

before puberty. Moles in persons who are extremely frightened concern

ing the possibility of malignancy should be excised, and it is reasonable 

to remove unsightly moles for cosmetic purposes (Davis, 1976). 

In the removal of nevi, Goldsmith (1979) suggests an excisional 

biopsy of the entire nevus. The biopsy should also include a small 

margin of skin surrounding the nevus because of the possibility that it 

may be benign. The depth of the biopsy should not include the under

lying fascia. If the nevus is benign, excision of the fascia is not 

necessary. If the lesion proves to be mm, an intact fascia provides a 
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natural barrier to the vertical penetration of malignant cells prior to 

surgical excision. 

Biopsy by either punch or scalpal is undesirable because treat

ment of mm is based upon the level of invasion. A shave biopsy in mm 

may miss the deepest point of invasion. An incisional biopsy may miss 

a portion of the lesion important for staging. The extent of invasion 

predicts the patient's prognosis and determines the surgeon's selection 

of eradication [Lamb, 1979). 

Clinical Staging of Malignant Melanoma 

Malignant melanoma has three clinical stages. Stage I is local 

disease, with a primary melanoma present, previously excised, or locally 

recurrent within five cm of the primary lesion (Goldsmith, 1979; Kirk-

wood et al., 1980). Stage II is defined as metastasis in a regional 

lymph node (RLN) and/or satellitosis and in-transit metastasis (Tonak, 

Hermanek and Groitl, 1978). Stage III is disseminated disease beyond, 

regional lymph nodes. 

Staging determines the extent of the disease and must precede 

treatment. The initial work-up includes blood chemistries, a liver scan, 

and a chest x-ray with pulmonary tomograms (Rice and Zimmerman, 1976). 

A brain scan may be indicated if there are neurologic deficits. The 

results of these tests are reviewed with findings from the pathology 

report and physical examination. Decisions about treatment are based 

on several factors, and include: site of the primary lesion, depth of 

invasion, and regional or disseminated metastasis. Treatment could 
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include further excision with skin grafting, lymph node dissection, 

chemotherapy, immunotherapy or vitamin A. 

Surgical Excision and Regional 
Lymph Node Dissection 

Surgical excision of the primary lesion and any positive lymph 

nodes is still the treatment of choice. Wide local excision of the 

primary tumor and regional lymph node dissection (RLND) is required for 

patients with clinically positive lymph nodes at the time of diagnosis 

(Hersh, Gutterman, and McBride, 1979). Similarly, if there is lymph 

node metastasis after primary surgery, RLND is the accepted practice for 

optimal cure. Surgery is not beneficial in disseminated melanoma, 

except to remove bulky disease in tumor ulceration and to eliminate a 

large tumor antigen burden, maximizing the effectiveness of chemotherapy 

(Goldsmith, 1979). 

Surgical resection is accomplished by excising a skin margin of 

two to five cm in all directions from the center of the lesion. The 

excision includes removal of the underlying fascia to avoid cutting too 

close to the deep surface of the tumor (Davis, 1976). The fascia pro

vides a definite anatomic limit for excision and provides a convenient 

envelope for resection. A secondary benefit is that skin grafts take 

better on exposed muscle (Haskell, 1980). A split-thickness skin graft 

is usually required to cover the area of excision. Local recurrence is 

much easier to detect through a split-thickness skin graft than under a 

flap (Rosato et al., 1979). The skin graft is obtained prior to excision 
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of the primary lesion and is taken from a donor site distant from the 

melanoma (Goldsmith, 1979). 

Surgical excision of the primary melanoma is often dictated by 

anatomic limitations. A melanoma of the face is not suitable for an 

excision of two to five cm and requires modification in the extent of 

resection. Melanomas of the perianal and vulvar areas also have unique 

anatomic requirements for optimal treatment. In melanoma of the digits, 

amputation is necessary to accomplish wide excision. 

The extent of excision and advisability of performing a RLND is 

predicated on the level of invasion. If the lesion is less than .76 mm 

thick or is a level I or II, a narrow excision with direct closure pro

vides adequate treatment (Lamb, 1979; Kirkwood et al., 1980). Regional 

lymph node dissection is usually not considered for tumors of levels I, 

II or III less than one mm thick. In stage I melanoma of the limbs, 

dissection of the lymph nodes at the time of regional metastasis is as 

effective as immediate dissection, provided the patient has been followed 

at three-month intervals. Prophylactic node dissection is not of proven 

value in the treatment of patients with stage I melanoma as it does not 

improve survival. Another argument against prophylactic axillary or 

inguinal dissection is that if recurrence occurs it is often trapped in 

the extremity and results in massive regional disease which is often 

refractory to treatment. 

Regional lymph node dissection should be considered in the 

following circumstances: (1) if the primary tumor is in the immediate 

vicinity of a lymph node (LN) basin; (2) if the lesion is large, 
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ulcerated, nodular or rapidly growing; (3) if there is evidence of deep 

dermal invasion; (4) if the lesion was previously excised or cauterized; 

and (53 if the patient lives some distance from adequate medical care and 

has no available facilities for follow-up observation (Davis, 1976). If 

the lesion is a level IV or V or greater than 1.5 mm thick the prognosis 

is so poor that RLND is part of the total treatment (Lamb, 1979). 

Patients with level IV lesions and lesions 1.6 to 4.5 mm thick have 

better five-year survival rates after prophylactic RLND (Lee, 1980). 

Cutaneous mm spreads to three main LN chains: cervical, axillary, 

and ilioinguinal. When possible, lymph nodes should be excised in-con-

tinuity with the major lesion to encompass cells in-transit (Rosato et 

al., 1979). This procedure reduces the incidence of in-transit metastases. 

For lesions of levels III, IV, and V most in-continuity dissections are 

to the nearest node if drainage is to a single LN basin. In-continuity 

dissections often include lymph nodes of both axillae when the primary 

lesion is on the back. As far as the face and scalp are concerned, 

there are a number of lymph node groups with many connections so it is 

often difficult to establish anatomic limits for RLND (Veronesi and 

Cascinelli, 1979). 

If an in-continuity dissection is not possible, anatomically or 

technically, a discontinuous dissection is done. The RLN are removed 

separately from the excision of the primary melanoma. When there is a 

great distance between the primary lesion and the draining lymph nodes, 

it has been recommended that a period of four to six weeks elapse prior 

to node dissection in order to pick up cells in-transit (Rosato et al., 
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1979). Varying periods have been postulated as the time required for 

melanoma cells to travel from the primary site to the RLN basin. How

ever, the speed with which melanoma cells travel within the lymphatic 

system is unknown (Goldsmith, 1979). 

Immunotherapy 

Bacillus of Calmette and Guerin (BCG) is the primary immunother-

apeutic agent for nun. It is a live, attenuated organism derived from 

the bovine tubercle bacillus. While not a cure for mm, BCG has some 

effect in the control of occult micrometastatic disease (Goodnight and 

Morton, 1979). The mechanism of BCG-mediated tumor regression is the 

production of lymphocytes capable of recognizing distinct antigens of 

BCG. These lymphocytes release soluble mediators of cell-mediated immu

nity (CMI) which may directly kill malignant cells or may induce the 

accumulation of activated macrophages which kill the tumor cells (Chanda, 

Callen, and Stawiski, 1979). The use of BCG in stage II disease has been 

based on the following observations: (1) the concomitant regression of 

uninfected nodules in patients receiving intralesional BCG; (2) a four

fold rise in antimelanoma antibodies after local immunotherapy (Chanda, 

Callen, and Stawiski, 1979); and (3) prolonged survival of patients 

treated with BCG for skin metastases who, based on the natural history 

of metastatic melanoma, have a high likelihood of visceral metastasis 

(Goodnight and Morton, 1979). 

Clinically, BCG has been most effective in those patients with 

disseminated disease confined to the lymph nodes and subcutaneous tissue 
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Chanda, Callen, and Stawiski, 1977). Patients who have responded optim

ally have had small tumor burden at the onset of immunotherapy and 

clinically negative lymph nodes (Eilber et al., 1976). Patients who 

have an intact CMI prior to the institution of immunotherapy have shown 

a better response to immunotherapy. Patients with visceral mm have not 

responded well to therapy with BCG (Chanda, Callen, and Stawiski, 1979). 

Prior to the initiation of immunotherapy, patients are skin 

tested for sensitivity to PPD [purified protein derivative) and their 

ability to be sensitized to DNCB (dinitro chlorobenzene). BCG is most 

effective in stimulating CMI when a patient is immunocompetent, as demon

strated by DNCB and PPD (intermediate strength) sensitization. A correla

tion exists between patients' immunological competence at the beginning 

of immunotherapy and response to treatment. An active immune system may 

retard tumor growth. A suppressed immune system response, as demonstra

ted by the absence of skin hypersensitivity to a challenge dose of DNCB, 

may indicate a poor prognosis. 

Skin testing is done before the patient experiences an immuno

suppressive stress. Surgery, radiation, or chemotherapy may produce a 

false anergic response. Once a patient is sensitized to DNCB, subse

quent challenge doses are given to maintain immunocompetence. The chal

lenge doses vary according to previous responses. Any site can be used 

for sensitization. The most common sites are the volar surfaces of the 

forearms, the abdomen, anterior thighs, and anterior chest wall (Croft, 

1979) . 
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BCG has been administered by intralesional, intradermal, oral, 

intravenous, and scarification methods. The preferred route of admini

stration is by scarification. Intralesional therapy has been associated 

with a high incidence of local abscesses, chronically draining sinuses, 

and evidence of disseminated BCGosis (Chanda, Callen, and Stawiski, 

19793. Side effects from scarification are essentially allergic reac

tions, which may occur immediately or within the first 24 to 48 hours 

after inoculation. Most patients exhibit fever, chills, nausea, vomit

ing, malaise, local edema, puritus, regional inflammation of the lymph 

nodes, myalgias, or arthralgias (Chanda, Callen, and Stawiski, 1979) 

within the first 24 to 48 hours after inoculation. These hypersensitiv

ity reactions may follow only one or several applications of BCG. They 

are treated symptomatically with aspirin or acetaminophen and fluids. 

Scarification also produces large areas of scarring which may prove 

distressing to the patient. 

Other side effects are more hazardous and may be life threaten

ing. A serious complication of BCG therapy is granulomatous hepatitis, 

manifested by: elevated hepatic enzymes, jaundice, and malaise. This 

can usually be reversed by discontinuing the BCG. Some protocols, how

ever, call for the administration of antituberculosis chemotherapy 

(Croft, 1979). The most serious complication is tumor enhancement or 

potentiation. The mechanism of potentiation is undetermined, but it is 

presumed to involve the production of blocking factors (Chanda, Callen, 

and Stawiski, 1979). 
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The toxicity of BCG can be minimized when attention is paid to 

the principles of immunotherapy, including: (1) care in using an agent 

with increasing sensitization, (2) contraindication in immunodeficiency, 

or in advanced visceral malignancy, and (3) discontinuance with obvious 

evidence of tumor enhancement (Nathanson, 1979]). In general, the severity 

of the side effects are related to the strength and type of BCG vaccine 

administered, the route of administration, and the immunoresponsiveness 

of the patient (Croft, 1979). 

Chemotherapy 

Disseminated mm remains one of the most chemoresistant cancers. 

Traditional chemotherapeutic agents have been virtually unsuccessful in 

the treatment of imi (Croft, 1979). As adjuvant therapy to surgery, 

chemotherapy is restricted to patients with a high risk of recurrence 

and no evidence of disease. Chemotherapy is also employed when recur

rence is found after a patient has received definitive surgical treat

ment. 

The response of mm to chemotherapy is not measured in terms of 

survival because patients with disseminated mm ultimately succumb to 

the disease. The response to chemotherapy is defined as "complete" if 

all clinically detectable disease remains absent for one month or more. 

A "partial" response is a regression of greater than 50 percent in the 

diameter of a measurable lesion, which is maintained for one month 

(Chanda, Callen, andStawiski, 1979). 
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Dimethyl triazeno imidazole carboxamide (DTIC) is the most 

active drug currently in use, producing a response rate of about 20 per

cent. It functions partially as an alkylating agent and partially as a 

deranger of purine synthesis (Chanda, Callen, and Stawiski, 1979). Small 

doses of the agent may also decrease serum blocking activity (Croft, 

1979). 

The dose-limiting toxicity of DTIC consists primarily of myelo-

suppression. The drug often produces nausea and vomiting with the first 

dose of a five-day course. The mild to severe nausea and vomiting occurs 

within one to two hours after intravenous (IV) administration and lasts 

approximately four hours. Fortunately, many patients develop a toler

ance to the emetic effect, usually by the third or fourth day of therapy 

(Luce, McBride, and Frei, 1973). The duration of response on the average 

is 9.4 months for complete xesponders, and 5.3 months for partial respon-

ders. An overall complete remission rate of five percent has been con

sistently observed (Chanda, Callen, and Stawiski, 1979). 

Patients most likely to respond to DTIC are previously untreated 

women with disease limited to the skin, lymph nodes or soft tissue sites 

(Kirkwood et al., 1980). Visceral disease of the liver, bone marrow, and 

bone are more refractory. Brain metastases are not affected by chemo

therapy, even with drugs such as the nitrosoureas which cross the blood 

brain barrier (Hersh, Gutterman, and McBride, 1979). 

DTIC alone, followed by a nitrosourea in the event of failure or 

relapse, is currently as effective as any other sequence of single or 

combined drugs. It is discouraging that no drugs and especially no 
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combination drug regimen have consistently proven to be better than DTIC 

(Luce, 1978]. Even more disturbing is the observation that when DTIC 

is combined with a number of other agents, there is little significant 

improvement in therapeutic efficacy. Therefore, combination chemotherapy 

with DTIC as one of the drugs is only marginally superior to single 

agent chemotherapy with DTIC or other drugs given alone (Hersh, Gutter-

man, and McBride, 1979). 

Outside of DTIC, only the nitrosoureas show real promise at this 

time (McBride, 1979). Studies with nitrosoureas report response rates 

ranging from 6 to 41 percent for series consisting of more than 15 

patients. The average response rate is 24 percent (Benjamin, 1979). 

The dosage of the nitrosoureas is limited primarily by myelosup-

pressive toxicity, especially thrombocytopenia. The toxicity is cumula

tive, and permanent marrow damage can occur after repeated courses. The 

recovery of normal myeloid elements can be delayed as long as six to 

eight weeks after a single dose (Benjamin, 1979). 

The nitrosoureas are not the initial chemotherapy of advanced 

melanoma. They are more frequently employed in secondary therapy because 

they are among the few drugs which retain activity in patients failing 

to respond or relapsing after treatment with DTIC. The opposite is not 

true; DTIC is almost always inactive in patients who have previously 

received nitrosoureas (Benjamin, 1979). 
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Vitamin A 

Meyskens and Salmon (1979) studied the effects of retinoids on 

the in vitro survival of melanoma colony-forming cells. In vitro stem 

cell studies demonstrated the antitumor activity of vitamin A on epithe

lial cells. Specific retinoids, particularly the synthetic 13 cis-

retinoic acid, inhibit the formation of melanoma colonies. They bind 

to specific intracellular receptors, modifying membrane integrity, and 

alter glycolipid synthesis, promoting cellular differentiation (Levine 

and Meyskens, 1980). Other forms of vitamin A have not demonstrated 

similar results and tend to be more toxic. 

Evidence from laboratory data supports clinical trials of vitamin 

A in micrometastatic disease. Current vitamin A trials seek evidence to 

determine whether BCG and 13 cis-retinoic acid are better follow-up to 

surgery than BCG alone for patients with local tumors or those with 

local tumors and lymph node involvement. 

Because 13 cis-retinoic acid is less toxic than other forms of 

vitamin A, it is often used in clinical trials. Side effects are usually 

minimal and consist primarily of skin and central nervous system (CNS) 

changes with toxicities being greater in females. The usual dose of 

vitamin A is 100,000 units daily and toxic levels are graded1 by a code 

(Appendix A) and the dosage is reduced or discontinued accordingly. 

Radiotherapy 

Malignant melanoma is relatively unresponsive to radiotherapy. 

The use has been limited to palliation of symptomatic metastases of 
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vital organs (Hersh, Gutterman, and McBride, 1979). Brain and bone 

metastases have responded symptomatica!ly to radiotherapy. 

Survivorship in Malignant Melanoma 

Several factors influence prognosis in mm. Kardinal and Carolla 

(1976) have identified the following: (1) the histologic type; (2) 

Clark's level of invasion; (3) thickness of the primary lesion; (4) clin

ical stage; (5) site of the primary lesion; (6) sex; (7) site of metas

tases; and (8) the type of initial surgical treatment. Other investiga

tors have also indicated that these are related to survivorship in mm. 

Living With Cancer 

Cancer patients have been the center of studies on death and 

dying. Several psychological studies have been conducted after the ini

tial diagnosis of cancer and during the "terminal stage." Few research 

studies have discussed "living" with the diagnosis and treatment of 

cancer. What does exist are descriptions of the personality character

istics of cancer patients, their emotional reactions to diagnosis, the 

psychodynamics of defense mechanisms employed, and a few suggestions for 

rehabilitation (Miller, Denner, and Richardson, 1976). The research 

studies reviewed present limited data on (1) specific concerns and prob

lems associated with the diagnosis and treatment of cancer, and (2) 

coping strategies effective in chronic illness. 

Impact of Surviving Cancer 

Shanfield (1980) attempted to determine the psychological impact 

of surviving cancer. Twenty subjects were interviewed on two separate 
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occasions for two and one-half hours. Study participants were free of 

disease from one to 33 years, and their ages ranged from 29 to 78 years. 

Subjects described their search for causation, responses to health care 

providers, support systems, life changes, and the uncertainty of living 

with cancer. 

Subjects searched for causal events or relationships that would 

explain why they had cancer. Some thought their disease was inherited, 

some considered causes such as a virus, and others thought stress con

tributed to or caused their cancer. Several periodically checked their 

bodies for tell-tale growths; a few even fantasized they were contagious. 

Several subjects had difficulties dealing with the bureaucracy of 

the health care system; feelings ranged from mild irritation to rage. 

Anger was directed at the lapses of health care providers. One patient 

was bitter over a missed diagnosis on a chest X-ray one year prior to 

the development of overt symptoms. Another woman described how two 

physicians ignored her complaint of a lump in her breast. 

Family relationships were richer because of the cancer experi

ence. Family members were supportive during the diagnosis and treatment 

of cancer and aided patients in dealing with the fear and anxiety present 

during these phases. Support during the convalescence period provided 

a sense of continuity during the healing phase that often lingered months 

or years after the initial diagnosis and treatment. The support of 

family members helped patients deal with the uncertainty and chronicity 

of cancer, but the support was never enough to eradicate the fears sur

rounding death. 
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The shift of priorities was an important aspect of the cancer 

experience. One subject gave up a demanding job for a position with less 

responsibility. Some chose to spend more time with children and family. 

A nurse in pursuit of a Ph.D. decided to fulfill a life-long fantasy of 

traveling to different parts of the world; the degree had become less 

important. 

Several subjects were victims of discriminatory actions by indi

viduals and companies. For individuals who had cancer as young people 

there was difficulty in obtaining life and health insurance. One woman 

had difficulty gaining admission to medical school because of cancer 

years before. 

The cancer experience was characterized by uncertainty and the 

enduring sense of vulnerability. Many felt fortunate to be alive; they 

habitually gave thanks to God and prayed for no recurrence. Many were 

grateful to their physician and felt they had a second chance because of 

modern medicine. Several experienced guilt for having survived cancer 

as others they perceived as more deserving died. 

Most were not fearful of death. Most were able to accept the 

idea of their own death because religious beliefs had prepared them. 

However, there was a clear distinction between death and dying; many did 

not want to die a prolonged death in an incapacitated state. 

Reactions to Cancer and Its Treatment 

Kardinal and Cupper (1977) attempted to objectively evaluate the 

patient's reaction to cancer and its treatment. Fifty patients with 
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advanced cancer were interviewed by a psychiatric social worker. The 

interviews were nonstructured, but specific areas were explored. These 

included: the reaction to diagnosis and treatment, reaction toward former 

and present staff, understanding of the side effects of treatment, con

cept of the cause of cancer, role of religion in the acceptance of cancer 

and future plans. 

Individual reactions were dependent upon previous life roles, as 

well as the previous psychological status. Reactions to having cancer 

were varied and ranged from severe depression to inappropriate superfi

cial joviality. Depression was the dominant early reaction and was 

experienced by all patients to some degree. Depression was also evident 

with disease progression, but was not proportional to the severity of 

disease or prognosis. 

Ideas of causation or etiology had great personal significance 

and ranged from realistic to mystical. Each patient seemed to have a 

definite awareness of the pathological process occurring. Many patients 

felt that their cancer was a punishment for wrong doing. Some thought 

nothing as terrible as cancer should happen to anyone unless it be as 

punishment. 

Tolerance to side effects were disproportionate to their sever

ity. Alopecia was the most consistently remembered side effect; reac

tions ranged from total indifference, "who needs hair," to hiding and 

wearing a cap or wig. Patients could tolerate almost any side effect if 

the tumor improved or symptoms subsided. What was most distressing was 

knowing they had cancer and wondering if it was spreading. 



34 

Patients frequently expressed hostility toward former staff. 

This hostility was directed not only to their medical management, but 

also to what and how they were told about their diagnosis. They were 

particularly angry at physicians who avoided all issues with technical 

jargon. They emphasized that physicians must be "honest" and "pull no 

punches." 

Reactions to current staff were entirely different. No hostility 

was directed toward the present physician; he was covered with praise. 

Hostility was directed at those not directly responsible for their care: 

lay personnel, laboratory personnel, or the long waiting periods in the 

waiting room. Hostility, if any, was directed a safe distance from the 

physician who provided care and controlled therapy. 

Cancer patients seemed to relate well to other cancer patients, 

perhaps because they were able to express painful feelings which were 

validated and understood by those experiencing the same crisis. Other 

cancer patients did not need to present a facade during communication; 

they totally side-stepped the artificiality. Cancer patients were 

genuinely concerned for one another; they frequently helped one another 

with hobbies and projects. They even visited each other in their homes 

and in the hospital. Families and friends did not always know what to 

say or do. 

The role of religion in the acceptance of cancer was directly 

related to previous religious beliefs. If a patient was previously 

religious he seemed to gain support from his faith. Bargaining to be 

able to witness a special family or personal event before dying was 
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common. If a patient was not religious prior to the crisis of cancer, 

he did not tend to seek out the church as a means of support. There was 

a resentment that chaplains never really talked to them; they hid behind 

their prayer books and religious platitudes. 

Most patients did achieve a degree of acceptance, but none passed 

through an orderly sequence of stages to final acceptance. How the 

patient adapted to having cancer, the role of coping mechanisms, the 

ability to achieve a state of acceptance and to develop realistic plans 

for the future seemed completely dependent upon the pre-morbid personal

ity. Emotionally fragile individuals became more unstable when con

fronted with cancer. Emotionally stable individuals, after an initial 

period of shock and depression, dealt more realistically with their dis

ease processes and successfully adjusted long-range plans. Reactions 

to being asked about future plans ranged from being stunned that anyone 

would ask such a question to very matter-of-fact realistic answers. 

Coping Behaviors and the 
Cancer Experience 

Miller and Nygren (1978) obtained descriptive information from 

patients adapting to the chronic illness of cancer. Ten subjects were 

selected from a group of 26 persons, aged 35 to 72 years, who had been 

diagnosed with cancer. The intent of the project was to obtain descrip

tive information which would: (1) identify problems and concerns related 

to living with cancer; (2) identify means of coping with the condition 

and its associated problems; and (3) make a comparison of coping beha

viors prior to and after attending an educational program. 
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When learning about the diagnosis of cancer, subjects initially 

identified feelings of shock, disbelief, fatalism, and fear. Their 

concerns focused on accepting the diagnosis, coping with depression, and 

having the strength to continue fighting. The ability to deal with 

changes in their lives was an overall concern to subjects. 

Changes in coping strategies were evident for two of the subjects. 

At the beginning of the classroom sessions, they used crying and ration

alization to drain tension. At the end of the sessions, to relieve their 

distress, they were focusing on the positive aspects of their lives, 

accepting the situation and sharing concerns with others. They attempted 

to find something encouraging or favorable about the experience. 

Subjects described changes in relationships and roles, including 

their support system and styles of communication. They were concerned 

by a lack of acceptance and resentful that others did not want to talk. 

Many of the subjects found their activity levels hampered by 

pain or fatigue and poor weather. Most were satisfied with their pres

ent level of activity and thought the classroom sessions made little 

change in their activity level. 

Questions were asked about finances, including employment insur

ance coverage and knowledge of resources to help subjects deal with 

cancer. Most stated finances "were not a problem" or "were the least of 

their worries" since they had adequate insurance. Two of the subjects 

stated that their insurance policies did not pay for their chemotherapy. 

Classroom sessions afforded the opportunity to rethink values 

and reasons for living. Classroom sessions were a positive experience 
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for the subjects; they seemed to identify with each other and appreci

ated the fact that they were not alone in their attempts to live with 

cancer. They developed a greater appreciation for life and a more posi

tive attitude toward living as a result of their class experience. 

Reactions of Patients with 
Advanced Cancer 

Kennedy et al. (1976) measured the reaction to the possibility 

of being cured of cancer. Psychologic testing was conducted in 22 pa

tients with advanced cancer (breast, endometrium, testis, and lymphoma), 

who had maintained a complete remission for five to 20 years. 

Most patients thought often of their illness; symptoms were a 

frequent reminder. Some blamed past actions for their illness, even when 

the prognosis was excellent. Patients consistently remembered the events 

of the initial diagnosis. Their initial reaction was shock, then accept

ance, and finally a determination to fight. 

Life styles changes were not marked. In general, they continued 

to lead a "normal11 life style. Some became more tolerant and apprecia

tive of others. Some were more inclined to seek excitement and more 

willing to take physical risks. They were more absorbed in imaginative 

experiences. A few became more religious momentarily and occasionally 

behaved more morally. 

Cancer introduced a serious uncertainty about the future; it was 

a long time before life was taken for granted. With each checkup visit, 

confidence increased, fear diminished, and concern of recurrence 
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decreased; although it never disappeared. Residual concern was present 

even after years without evidence of disease. 

Death was viewed as passive and most subjects had not prepared 

themselves to die. They did not deny the importance of death, but it was 

not pictured as the grim reaper. Most did not expect the cancer to re

appear. One-half considered themselves cured; the other half quoted the 

physician's reservations. When asked whether they regarded themselves 

as cured they frequently replied, "Yes, but my doctor won't tell me 

that." As an explanation of why they recovered, "medical science" and 

"my doctor" were mentioned most frequently. Medicine, however, was not 

regarded as the cure all; God was frequently mentioned as an explanation 

for recovery. For those who were deeply religious, they stated that God 

accomplished his goals through medical science or the physician. 

Some life insurance companies were receptive to the concept that 

patients successfully treated for advanced cancer could live a normal 

life span. Some insurance companies did provide a modest policy with 

rates that were higher than usual for five years, after which the pre

mium reverted to a normal range. 

Few patients admitted to having had anger, depression, or bitter

ness as a result of the cancer experiences. Their overall attitude was 

positive toward life and the future. They had a greater appreciation of 

time, life, and interpersonal relationships. There was an increased 

zest for life and a greater appreciation of the commonplace. They were 

less concerned about the nonessentials of life, and money seemed less 
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important. It appears that "once you worry about whether you are going 

to die, nothing else seems quite as significant." 

Recovery from advanced cancer was apparently a positive experi

ence for personal development. They tended to live each day to the 

fullest, were optimistic about the future, and often set limited goals 

for personal fulfillment. 

Values of Social and Psychologic 
Functions 

Rehabilitation programs have focused on physical function, 

particularly activities of daily living. Several important functions 

concerned with the quality of life have been neglected, especially 

mental and sexual function. Berg, Hallauer, and Berk (1976) attempted 

to elicit values concerning the loss of social and psychologic functions 

as they related to the experience of well-being. Results indicated that 

cognitive, emotional, and social functions were consistently rated as 

most important. 

A set of 50 items of individual function were created to estab

lish the relative importance of each. One hundred and fifty health 

workers were then asked to rate these items on a scale from zero to 10 

in terms of their value or contribution to the quality and meaning of 

life. The highest value was assigned to "the ability to use your mental 

faculties" with an average value of 9.8; the lowest value was assigned 

to "be able to go to a movie" with a value of 2.7. The largest average 

values were assigned to: ability to use one's mental abilities, to see, 

to think clearly, to love and be loved in return, to make decisions for 
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oneself, to live at home, to walk, to maintain contact with family and 

friends, and to talk. 

Childhood Cancer and Quality of Life 

Holmes and Holmes (1975) examined the life style and life quality 

of 124 individuals who had survived childhood cancer longer than ten 

years. Of the 124 survivors, 90 reported no particular effect on their 

present life style or life quality as a result of cancer. Most of the 

survivors were free of any recognizable sequelae and were living rela

tively normal lives. Problems sufficient to alter the quality of life 

were reported by 12 individuals, and serious problems were reported by 

nine. The cancer experience was a positive influence in the lives of 

12 individuals. 

Most of the survivors achieved an acceptable educational and 

economic status. Eighty-five individuals completed high school while 

18 others were attending junior or senior high school. Post-high school 

education was attained by 48; 24 were college graduates or attending 

college. Three received master's degrees and one was working toward a 

doctorate. Overall, the education and career achievements were not at 

variance with the population but represented a cross-section sample, 

including: clerks, housewives, teachers, musicians, nurses, salespersons, 

factory workers, unskilled laborers, farmers, skilled laborers, secre

taries, engineers, truck drivers, custodians, and students. 

Nearly one-half of the individuals were married. About one-

fourth of the individuals over the age of 20 were not married and 
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stated their previous illness or disability as a hindrance to marriage. 

Eight individuals reported a previous marriage. More than one-fourth 

of the subjects had children. At the time of data collection, six 

others reported a current pregnancy. Six of the total group reported 

sterility; only one cited fear of cancer as a deterrent to childbearing. 

All children were normal and in good health with the exception of one 

child. A child of a retinoblastoma patient had died of retinoblastoma. 

Treatment afforded permanent cure for more than 90 percent of 

those surviving longer than 10 years after diagnosis. Only nine of the 

124 survivors suffered serious compromise of their mental and physical 

function; these nine had brain tumors. Other disabilities and physical 

restrictions were difficult to quantitate; subjects perceived the same 

restrictions differently. Blindness after retinoblastoma was perceived 

as a "minimal" disability by a musician but as "marked" by a housewife, 

who nonetheless was able to manage her home and care for her baby with

out additional help. 

Summary 

The review of literature provided background information on mm 

and the treatment protocol. Selected studies identified the problems 

of those living with cancer, supported the conceptual orientation, and 

provided information on the cancer experience. 



CHAPTER 3 

METHODOLOGY 

This chapter discusses the research design, sample and setting, 

protection of human rights, data collection and method, reliability and 

validity of methods, and the summary of data analysis. 

As a research assistant, the author conducted interviews during 

a pilot study entitled "Quality of Life and Persons with Melanoma." 

The study investigated the relationship between prescribed treatment 

modalities for melanoma and the perceived quality of life (Young and 

Longman, 1983]. The subjects described the experience of "living" with 

malignant melanoma and provided information about the problems and con

cerns of cancer patients. 

The clinical significance of the data prompted a content analysi 

to discover the scope of the cancer experience. Patients living with 

and undergoing treatment for melanoma provided insight into the cancer 

experience. The information had the potential to assist other patients 

in coping with the physical and social problems of melanoma. 

Design of the Study 

The research design was a secondary analysis of the in-progress 

study entitled "Quality of Life and Persons with Melanoma." Subjective 

data gathered through a Personal Interview Guideline (Appendix B) were 
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analyzed to describe the cancer experience as perceived by those living 

with the diagnosis and treatment of malignant melanoma. A content 

analysis was conducted to discover the relationships between critical 

events in the diagnosis and treatment of malignant melanoma and the 

ensuing emotional responses of the patients. 

Sample and Setting 

The study population was the same convenience sample (Appendix 

C) used in "Quality of Life and Persons With Melanoma." A total of 28 

subjects were approached, four refused to participate, and one was lost 

to follow-up. All subjects were attending an oncology clinic in a 

southwestern medical center. The initial contact was by phone or during 

a return visit to the oncology clinic. 

Protection of Human Rights 

The protection of human rights of the participating subjects 

was in accordance with the Human Subjects Committee of the University. 

Under the guidelines, subjects were informed that participation was 

voluntary and that refusal to participate would not jeopardize their 

health care or incur ill will. They were encouraged to ask questions 

and could refuse to answer any question. They were assured anonymity 

through the use of a code number in reporting the data of the study. 

Subjects were also informed that a copy of the consent form and a 

summary of the findings would be provided upon request. They received 

no direct benefits or payments for participation. 
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Subjects were also informed that study results would be re

tained for future research and publication. This negated the need for 

additional consent forms in using the data for secondary analysis. 

Data Collection for the Study 

During a two-month period four persons interviewed the 23 sub

jects. Most of the interviews were conducted by the author. The sites 

for the interviews included: the subjects' home or place of employment, 

the oncology clinic, and the hospital cafeteria. The interviews were 

open-ended discussions structured by the Personal Interview Guideline 

(Young and Longman, 1983). The length of the interviews ranged from 

45 minutes to three hours. 

Subjects were asked to describe how their lives were different 

following diagnosis and treatment for melanoma. A few were hesitant 

to discuss their life changes lest they become upset or depressed. 

Some discussed only those topics or emotions over which they had some 

degree of control. Most found the interview therapeutic and welcomed 

the opportunity to ventilate without being interrupted. 

The site of the interview influenced the interview length and 

richness of the data obtained. The oncology clinic did not create an 

atmosphere of openness; subjects were hesitant to express their feel

ings and concerns. Those interviewed outside the oncology clinic were 

less inhibited and shared more experiences and feelings. They were not 

as reluctant to talk about sensitive topics. 
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The author facilitated communication by being open and discuss

ing problems and concerns in an accepting manner. The role of the 

author included clarifying questions, assisting in the recall of events, 

and gentle probing to reveal facts about emotion-laden topics. The 

author also elicited clarification and elaboration of points. 

Method of Content Analysis 

Content analysis is required for the proper coding of verbal 

data. The procedure categorizes verbal data for the purposes of classi

fication, summarization, and tabulation (Fox, 1976) . Content analysis 

enables the investigator to quantify verbal data for long-term analysis 

and involves a clearly defined problem with explicit rationale for 

categorization of data. The process is explicit and systematic since 

material is consistently included or excluded on the basis of rules 

(Sellitz, Wrightsman, and Cook, 1976). The process requires careful 

planning, expert analysis and interpretation of the gathered data, 

and skillful reporting of the findings. 

The process begins by distinguishing between content analysis 

at the manifest level and at the latent level. Analysis at the mani

fest level is analysis of what the respondent said, strictly bound by 

the response, without paraphrasing or making assumptions about it (Fox, 

1976). At this level, the analysis is simply a direct transcription 

of the verbal response. At the latent level, the investigator attempts 

to code the meaning of the response, to go beyond transcription of what 

was said and infer what was implied (Fox, 1976) . Analysis at the latent 

level tends to be less reliable. 
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At either level, there are three basic stages in content analy

sis. The first decision is the selection of the unit of content, or 

the material to be categorized. This involves using the total response 

or breaking down the response into separate words or phrases. Often 

responses contain several units of content. The analysis is complex 

and time-consuming because usually several messages are conveyed simul

taneous ly--affective as well as cognitive (Verhonick, 1977). Further

more, the message received is not always that which was intended. 

The second stage of analysis is the development of categories 

for classification of data. Responses are placed in categories which 

reflect similar statements, thoughts, or ideas. By reading over the 

response, the investigator decides in which category it might be placed. 

The investigator always codes what the respondent said, without phra-

phrasing. Coding data are rigidly based upon the language structure of 

the response. 

A new category is developed when the investigator is faced with 

a response which cannot be placed into one of the existing categories. 

The previous categories are reviewed with the addition of each new 

category since other data may have been categorized differently had the 

new category been available (Fox, 1976). This may require the investi

gator to sift through pages of data before a response is placed in the 

most appropriate category. 

The third element of analysis is the development of rationale to 

guide the placement of responses. The data cannot be properly quanti

fied without a systematic classification scheme. The definition and 
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rationale of the scheme must be sufficiently specific to eliminate 

coder judgment. The investigator wants to avoid coder judgment regard

ing the dynamics of a response; any interpretation by the coder damages 

the reliability of the data (Fox, 1976). A rationale for placement of 

responses also assures that similar data will be coded in the same way. 

Data are further defined by a process of semantic content 

analysis. This involves the development of a set of categories intended 

to represent the dimensions and specifics of the actual content of the 

responses (Fox, 1976). Some aspects which were categories in the first 

code are now specifics or subcategories of a much larger category. 

Each category is labelled to express the relationship of the responses 

to the particular intent of the content analysis. The data which 

emerge are extremely sensitive to the nature of the analysis attempted, 

to the unit of content selected, and to the categories developed. 

The process of content analysis is best understood by examples. 

Verbal data from the present study were analyzed at the manifest level 

and exemplify the three basic stages of content analysis: (1) deciding 

the unit of content; (2) developing the set of categories; and (3) devel

oping a rationale to guide the placement of responses into categories 

(Fox, 1976). 

The first decision was the selection of the unit of content or 

the material to be categorized. Separate words and phrases were selected 

as the units of content. Each word or phrase which indicated a different 

meaning, thought, or idea was categorized separately. Most responses 

contained one unit of content or two units of content of similar thought. 



48 

For example, words such as "melanoma," "cancer," and "condition" were 

considered a unit of content. Phrases such as "take things as they 

come," "live your life as you want," and "take one day at a time" were 

also considered a unit of content. 

The second stage of analysis was the development of categories 

for classification of data. Verbal responses were analyzed without 

regard to the defined categories in the Personal Interview Guideline 

[Young and Longman, 1983). Word and phrases were grouped in categories 

of similar content and coded without paraphrasing. 

An additional category was developed when a response did not 

immediately lend itself to placement in an existing category. Previous 

categorizations were reviewed and debated in light of the new category. 

Frequently responses were regrouped with the development of a new 

category. 

Categorization is best understood by example. Consider the 

phrases: "always been afraid of cancer," "the only thing that would do 

me in," and "conscious of every lump or bump." These phrases were 

similar in content and suggested fear of cancer. They were grouped in 

the category entitled "being afraid." The following phrases; "surgery 

as soon as possible," "start BCG program immediately," and "follow-up 

care important" were also similar in thought and suggested the impor

tance of seeking treatment. They were grouped in the category entitled 

"getting help." Categories were developed from the data in context of 

the research purpose. However, the categories developed were not 

equally meaningful. 



The third element of analysis was the development of rationale 

to guide the placement of responses. Classification of responses was 

guided by the following rationale: any unit of content which would be 

coded if it appeared alone is coded if it appears in conjunction with 

another unit of content (Fox, 1976). The rationale assured that simi

lar data were coded in the same way. There were no further rationale 

since analysis for feeling tone (i.e., latent level) was not employed. 

The investigator did not wish to abstract the sense of tone or attitude 

communicated by the response. 

Data were further defined by the process of semantic content 

analysis. Categories and subcategories were developed to represent the 

dimensions in the actual content of the responses. Consider the phrases 

"surgery as soon as possible," "start BCG program immediately," and 

"follow-up care important." These statements suggested the importance 

of seeking treatment but were also interpreted as advice to other cancer 

patients. In the first analysis they were grouped in the category 

entitled "getting help." During the semantic content analysis these 

phrases became a subcategory of: "What To Tell Others With Malignant 

Melanoma." 

Limitations 

The interviews were open-ended discussions structured by defined 

categories in the Personal Interview Guideline (Young and Longman, 

1983). Subject responses were constrained by the defined categories 

and do not represent the total cancer experience. The data obtained 
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are restricted since subjects focused on the categories defined by the 

investigator. 

Coder Reliability 

A combination of verbal flexibility and task compulsivity is 

required for proper coding of verbal data. The coder must be able to 

recognize that various responses can be placed into the same category 

because they all represent different ways of expressing essentially 

the same thing. The coder who lacks verbal flexibility will not place 

a response in a category unless the respondent has written the category 

as stated (Fox, 1976) . The coder concludes the analysis in frustration 

because large proportions of responses are coded as "ambiguous." 

Task compulsivity is required because the coder must often 

search through several categories to find the single best category in 

which to place the response. The less compulsive coder will place 

each response in the first appropriate category (Fox, 1976) or in 

several categories. The difficulty of the process is increased by the 

variety of material to be classified. 

Reliability 

Raw data are submitted to independent, unbiased experts in the 

field relevant to the research. The individuals are informed of the 

research purpose and the nature of the responses to be analyzed and 

coded (Fox, 1976). Ideally, the methods of analysis are so clearly 

defined that independent coders arrive at exactly the same results when 

analyzing and coding the same data. The primary method of increasing 
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reliability in coding is to clearly specify the characteristics of the 

statements that are to be placed in each category (Sellitz, Wrightsman, 

and Cook, 1976). The use of many examples drawn from the material 

being analyzed also illustrates the kinds of statements to be consid

ered, thus increasing reliability. 

Validity 

Categories should possess face validity; that is, categories 

and levels within should bear an overt relationship to the research 

purpose. The relevance of the categories and what the researcher is 

trying to measure should be apparent. Two major questions should be 

considered: (1) to what extent the categories are measuring the kind 

of behavior that the researcher assumes they are, and (2) whether they 

provide an adequate sample of that kind of behavior (Fox, 1976). 

Categories should also possess content validity. They should 

be organized in a logical and rational perception of the research pur

pose. The researcher should be able to state a rationale for the 

organization of the categories. In a semantic content analysis, one 

should be able to state what led him to designate some aspects of the 

data as specifics or subcategories within a category (Fox, 1976). 

There should be a rationale for what is in the categories and what is 

not. 

Characteristics of Content Categories 

In addition to reliability and validity, content categories 

should have the attributes of homogeneity, inclusiveness, usefulness, 
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and mutual exclusiveness (Fox, 1976). Homogeneity implies that all 

categories are variations of the same dynamic. Homogeneity is desired 

not only for the relationships of the categories to each other but to 

the variables under study, and in the degree of abstraction of the 

various levels within categories. 

Categories must be inclusive, including every possible aspect 

of the dynamics. Content analysis requires that every response be 

categorized. If more than five percent of responses are placed in a 

miscellaneous category the investigator should debate the content being 

placed in the miscellaneous category to attempt placement into more 

appropriate categories. A miscellaneous category is appropriate for 

categorizing a few unique responses which cannot be included in exist

ing categories. However, the research purpose is not served if inclu-

siveness is achieved by a miscellaneous category. 

Usefulness is critical in content analysis. Each category must 

serve a purpose and delineate a meaningful dimension of the research 

purpose. Categories which contain one or two responses serve no useful 

purpose. Therefore, existing categories should be reviewed to determine 

if a miscellaneous unit of content can be combined with an existing 

category. But the criterion of usefulness also means that all meaning

ful dimensions of the data are independently delineated. The effort 

to combine categories should not be pursued to such an extent that 

combinations become so multidimensional that categories cease to be 

useful (Fox, 1976). 
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Mutual exclusiveness, the fourth attribute, implies that 

categories are separate and independent. There is one category and 

only one category to place any one response. When one statement could 

be placed in two or more categories the investigator selected the most 

appropriate category. If responses are placed in more than one cate

gory, reliability is threatened. With complex data there may be a 

residue of responses or categories which cannot be made mutually exclu

sive . 

The final attributes are clarity and specificity. A category 

should be stated in sinple, direct terms so the intent is clear. The 

coder should not have to make inferences as to the function of each 

category or interpretations as to the types of responses to be placed 

in a given category (Fox, 1976). 

Summary of Data Analysis 

Subjective data gathered through a Personal Interview Guide

line (Young and Longman, 1983) were analyzed to describe the cancer 

experience as perceived by those living with the diagnosis and treat

ment of mm. Content analysis was conducted to categorize responses 

or fragments of phrases developed in context of the research purpose. 

The selected categories emerged from the Personal Interview Guideline 

(Young and Longman* 1983) and reflect the investigator's interpreta

tion of the research purpose. 



CHAPTER 4 

PRESENTATION AND ANALYSIS OF DATA 

This chapter discusses the analysis of data and presents the 

taxonomies and themes which emerged from the interviews. 

Analysis of Data 

Analysis began after data collection was complete. Verbal data 

were categorized by the process of content analysis. Similar statements, 

phrases, or words were grouped in categories of like content. Each 

category was labelled to express the relationship of the responses to 

the intent of the content analysis. Data were further defin.ed by the 

process of semantic content analysis. Categories and subcategories were 

developed to represent the dimensions in the content of the responses. 

The taxonomies and themes developed represent the investigator's inter

pretation of the research purpose. 

Analysis of Taxonomies 

Eight taxonomies are presented in this section. Each taxonomy 

is discussed and individual responses are presented to clearly illus

trate the relationships between categories and the intent of the research 

purpose. The taxonomies are: 

1. Thoughts About Cancer 

2. Activities That Make Life Meaningful 
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3. Decisions To Make About Treatment 

4. Contrast of Activities 

5. Changes In Others 

6. Changes Toward Others 

7. Living With the Disease 

8. What To Tell Others With Malignant Melanoma 

Thoughts About Cancer 

Thoughts about cancer (Table 1) describes the search for causa

tion, fears surrounding metastasis and death, and concerns in coping 

with a life-threatening illness. Other feelings described were initial 

reactions to diagnosis and the physical changes and discriminatory 

practices which plague cancer patients. 

There was a tremendous fear of cancer; nothing in life seemed 

quite as disastrous or insurmountable. Patients were afraid of cancer 

and were not prepared to face death. They did not dwell on the uncer

tainty of the future or the outcome of the disease. 

Initial reactions to the diagnosis of malignant melanoma varied 

and ranged from depression to unconcern. Feelings of shock and disbe

lief were common, but depression was the dominant early response. One 

woman said, "I was depressed for two weeks after the diagnosis"; another 

man said, "I was shocked the first 48 hours, but then I gradually 

accepted it." The familiar question of "Why me?" was not uncommon, 

although one man stated he "never thought why me." Some were "able to 

handle the diagnosis" or stated it "didn't bother me much." Once the 



Table 1. Thoughts About Cancer. 

Being Afraid of cancer 

of metastasis 

Having A First Reaction 

Calling It By Name 

Blaming Something 

of death 

not upset 

overwhelmed 

so many questions 

accepting the diagnosis 

denying the diagnosis 

work 

always have been afraid of cancer 
it's the only thing that would do me in 

conscious of every lump or bump 
worry about the outcome three to four days 
before a checkup 

not prepared for facing impending death 

didn't bother me much 
was able to handle the diagnosis 

shocked the first 48 hours, then gradually 
accepted the diagnosis 
depressed for two weeks after the diagnosis 

asked, "Why me?" 
asked, "What is life worth?" 
did a lot of soul searching and asked, 
"What's important?" and "Am I where I want 
to be?" 
never thought, "Why me?" 

melanoma 
cancer 

this condition 
I've had melanoma but I've never had cancer. 
I'm cured. I no longer have melanoma. 

stressful 
drafting board irritated mole on left arm 
long hours of driving tTuck and rubbing back 
lowered resistance 



Table 1. — Continued 

depressed mental state 

pregnancy 

- not well off financially 

- melanoma appeared nine to ten months after 
birth of second child 

Thinking The Disease 
Is Inherited 

Letting The Disease 
Haunt You 

grandparents had 
cancer 

parent has cancer 

mutilation from surgery 

constant reminders of 
the disease 

discrimination 

affects health care 

- grandfather died of cancer 
- grandmother died of cancer 

- father has cancer of the colon 

- left upper arm surgically deformed to remove 
tissue 

- left arm weak, difficult to raise 
- residual paralysis left side of mouth from 
radical neck dissection 

- BCG scars 
- fatigue much of the time 
- having to rest between activities 

- trouble getting life insurance 

- always comes up in relation to other medical 
care 

- couldn't get rubella immunization 

tn 
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diagnosis of cancer was accepted the most common response was goal-

directed behavior with an effort to fight the disease and preserve life. 

Cancer patients want to find meaning in their disease. After 

the initial response there was "a lot of soul searching" in an attempt 

to determine "what's important" and to find meaning for their suffering. 

Some even asked "what is life worth" and "am I where I want to be?" 

A search for causation was an attempt to explain the occurrence 

of cancer. Some thought their disease was inherited; others thought 

physical or emotional stress played a role in the development of cancer. 

One woman blamed her depressed mental state prior to diagnosis; there 

were financial difficulties, and the family's housing was substandard. 

Others described actual irritation of a mole or body surface as precipi

tating the development of melanona. One woman cited pregnancy as a 

precipitating factor. 

Once the diagnosis of cancer was accepted most used the terms 

"melanoma" ot "cancer" in reference to the disease. Only the very young 

had difficulty in calling it by name. One young father repeatedly 

referred to his cancer as "this condition." Another young mother stated, 

"I've had melanoma but I've never had cancer. I'm cured. I no longer 

have melanoma." 

Physical changes and symptoms were constant reminders of the 

disease. The physical mutilation of surgery and the "BCG scars" were 

visible signs of cancer and a source of embarrassment. One man suffered 

paralysis of the left side of his mouth after a radical neck dissection. 

Another man complained of left arm weakness following a regional lymph 
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node dissection. Others complained of "fatigue" and having "to rest 

between activities. 

Scheduled checkups were a reminder that melanoma could recur at 

any time, despite attempts to control it through medical and surgical 

treatments. With each return visit, the past was recalled and the 

future again was uncertain. Several "worried about the outcome three 

to four days before the checkup" and became "conscious of every lump or 

bump." One never received a clean bill of health; the fear of recur

rence was ever present. 

The diagnosis of cancer also "comes up in relation to other 

medical care." One woman was unable to obtain a rebulla immunization. 

She also had "trouble getting life insurance" until her physician assured 

the company that she "wasn't going to die." One is a cancer patient 

first, regardless of the present medical status. 

Activities That Make Life Meaningful 

Several important functions or subjective factors contributed to 

a meaningful life (Table 2). "Relationships with others" and a "normal 

life-style" were the two activities most meaningful in life. 

Close personal relationships with family members and friends 

provided support during the cancer crisis. Significant others were 

most helpful in coping with the stress imposed by a life-threatening 

illness. A belief in "God" and "being involved with the church" were 

other support systems. Church attendance appeared to offer group cohe

sion and mutual support during times of stress. 



Table 2. Activities That Make Life Meaningful. 

Having Close, Supportive 
Relationships 

with family - husband 
- wife 
- children 
- parents 

with friends - friends 

with God - God 

Participating In A Normal 
Life-Style 

home life - being a good mother 
- seeing my son grow up 
- being with my family 
- having a happy home life 
- having family support 

church involvement - being involved with the church 

work - running the business 
- being a good employee 
- supporting the family 

continuance of good 
health 

- maintaining a mental, physical, 
and spiritual balance 



61 

A normal life-style was also an important factor and provided 

the opportunity to fulfill important roles or life goals. There were 

concerns about the ability to function as parents and to participate in 

family life and activities. Statements such as "being a good mother," 

"seeing my son grow up," "being with my family," and "having a happy 

home life" expressed the relative concern. It was important to be a 

good parent, spend time with the family, and have a happy home life. 

Important activities outside the home related to employment and 

work performance. There was a sense of achievement in "being a good 

employee," "running the business," and "supporting the family." These 

were linked with self-esteem, financial security, and the sense of iden

tity one achieves from a job or career. 

Decisions To Make About Treatment 

Decisions about treatment (Table 3) were often complex and 

difficult. Therapy was continued or discontinued based on the present 

side effects, prognosis, and perceived therapeutic effects. Similar 

treatment regimens would be accepted or repeated if recommended by the 

physician. 

Treatment regimens were usually continued out of fear of recur

rence or faith in the physician's choice of therapy. Statements like 

"the statistics scared me," "it offered hope," and I "wanted to avoid 

a recurrence" expressed fear and were common responses. One man said, 

I "didn't like the alternative" and there was a "50 percent chance of 

recurrence without BCG" therapy. Another man was "given a prognosis of 



Table 3. Decisions To Make About Treatment. 

Doing It Again would continue poor prognosis 

know what happens 
without treatment 

beneficial effect 

doctor's recommen 
dations 

wouldn't do it too many side 
effects 

no choice with surgery 
didn't like the alternatives 
better than waiting to see if it 
recurred 

can be deadly if you let it go too 
long 
have seen what the disease can do 
scared not to 
would have died without surgery 

it helped me get well 
it's useful to the research program 
surgery will make me better 
BCG was an added boost 
it worked 
BCG gave me a positive attitude 
for cure 
would take whatever is offered 
may help me 
may help others 

medical center here is the best 
confidence in recommendations of 
doctors here 
it's the best you can get 
doctor said, "If I had this disease 
this is what I would do." 

BCG infections 
too painful 
don't like scars 



Table 3. — Continued 

therapy not 
effective 

no cure for metastatic melanoma 
doesn't make sense to take chemo
therapy when it won't change the 
course 
not worth it to be sick for only a 
possibility of prolonging life 
Harvard Medical School told me I 
was wasting my time with chemo
therapy 
DTIC will only prolong life for two 
to three months if a remission 
occurs 
BCG didn't hurt me, but I can't say 
it helped me 

Continuing 
treatment 

would continue poor prognosis 

no ill effects 

beneficial effect 

the statistics scared me 
offered hope 
wanted to avoid a recurrence 
didn't like the alternatives 
prognosis of two weeks to five 
years 
50 percent chance of recurrence 
without BCG 

painless 
didn't bother me 

going to get well 
may help others 

cr\ 



Table 3. — Continued 

others advised 

no other choice 

wouldn't continue too many side effects 

may not be effective 

no money 

- "Why turn down treatment?" 
- if it will help, I'll do it 
- a friend in .cancer research said, 
"take anything" 

- the doctors know what they are 
talking about 

- would be stupid not to 
- because I don't quit 

- BCG infections 
- flare-ups at all sites with each 
scarification 

- nausea, chills, fever lasting a 
week after each BCG scarification 

- scarring 
- painful 

- didn't know if it was doing any 
good 

- financial (problems) 

o\ 
•C". 
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two weeks to three years," so a friend in cancer research said "take 

anything." 

Minimal side effects allowed many to participate in therapy; 

treatment was "painless" and had little effect on other life activities. 

Some thought it "would be stupid not to" continue therapy; others were 

optimistic and thought they were "going to get well." Many said, "why 

turn down treatment?" or "if it will help, I'll do it." Several con

tinued therapy because the "doctors know what they're talking about." 

The termination of treatment was most often based on distressing 

side effects which did not abate. These included "BCG infections," 

"scarring" and "nausea, chills, and fever [often] lasting a week after 

BCG therapy." There were also complaints of pain and continued "flare-

ups at all sites with each scarification." One man stopped immunotherapy 

because he "didn't know if it was doing any good." Another man had 

"financial" problems and stopped adjuvant therapy. 

Despite the distressing side effects, therapy was a means to 

fight the potential recurrence of cancer. There was optimism about the 

outcome of the disease and "confidence in the recommendations of physi

cians" and the reputation of the medical center. Some would accept 

treatment based on their physician's opinion, "if I had this disease, 

this is what I would do." Others thought their particular therapy 

regimen was the "best you can get" or were "scared not to" accept the 

treatment. Several "would take whatever is offered" because "it may 

help me or others." Most "didn't like the alternatives" and therapy was 

"better than waiting to see if it recurred." 
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Surgery helped many "get well." Some said, "surgery will make 

me better," while others felt they had "no choice with surgery." One 

man said he "would have died without surgery" because this disease "can 

be deadly if you let it go too long." Another woman "would have liked 

to have seen someone with an excision to know that it does change and 

improve after surgery." 

Early diagnosis and surgery were not the only treatments; adju

vant therapy also halted disease progression. Prophylactic BCG therapy 

was a means to fight the potential recurrence of melanoma; many felt it 

"worked." One woman requested BCG therapy and stated, "BCG was an added 

boost" and "gave me a positive attitude for cure." Another man said, 

"BCG didn't hurt me but I can't say it helped me." Several would not 

consent to BCG therapy again, scarification was "too painful" and they 

"didn't like the scars." A few did recognize the importance of their 

participation in the BCG research program. 

There were questions about the therapeutic efficacy of some 

treatment modalities, particularly chemotherapy. One man "now knows 

chemotherapy did not help; there is no cure for metastatic melanoma." 

He said, "it just doesn't make sense to take chemotherapy when it won't 

change the course." It's just "not worth it to be sick for only a 

possibility of prolonging life." Physicians at Harvard Medical School 

said he was wasting his time with chemotherapy: "DTIC will only prolong 

life for two to three months if a remission occurs." As a result, he 

would not subject himself to another course of chemotherapy. 
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Contrast of Activities 

A variety of activities (Table 4) were influenced by the diag

nosis and treatment of cancer. Activities were either restricted by 

physical limitations or fears of solar radiation. At the same time 

similar activities were continued or started but with extra precautions. 

After the diagnosis of mm outdoor activities as well as church 

and social events were curtailed. One woman was no longer able to teach 

school after a laryngectomy and felt uncomfortable entertaining friends. 

Another young woman stopped dating and avoided any sexual contact; she 

felt deformed after surgery. Others terminated employment or reduced 

the number of work hours, to spend more time with family and friends. 

Changes in Others 

There were also changes in others (Table 5) with the diagnosis 

and treatment of cancer. Subjects described changes in relationships 

and roles, including their support systems and styles of communication 

with family members, relatives, friends, and coworkers. 

Marital relationships were "strengthened" by the cancer experi

ence. Couples spent more time together and began doing more things with 

and for one another. Several did not realize how much their spouse 

meant until they were faced with a life-threatening illness. Many became 

more appreciative and responded to the needs of their mate with sensi

tivity and concern. A few husbands provided physical care while their 

wives were recuperating; some even administered BCG. 

Careers and life-style changes were made in response to spouse 

and family requests. A young father and husband declined a job promo-



Table 4. Contrast of Activities. 

Continued Started Stopped 

Outdoor Activities scuba diving fishing being a lifeguard 
skiing hunting swimming 
playing tennis playing tennis sunbathing 
playing golf yard work 
swimming hiking 
hiking riding a motorcycle 
working in the yard and gardening 
house biking 
fishing, but not between being outside 
12 noon and 3 p.m. 

Social Activities socializing by phone going to church 
spending more time with dining out two to three 
the children times a week 
getting out more dating 

sexual contact 
entertaining 

Hobbies raising dogs and dance class 
chickens working crossword puzzles 
writing writing a novel 
playing piano traveling 
reading raising a dog 
needlepoint 
restoring old cars 

CO 



Table 4. — Continued 

Continued Started Stopped 

Work teaching school 
(laryngectomy) 
lifting heavy objects 
spending long hours at 
work 

Church Involvement attending church 
putting out a monthly 
newsletter for the church 

Other Activities traveling 
visiting friends 
dining out with family 
and friends 
keeping up with work 

Dress swimming with a t-shirt wearing sundresses 
wearing short sleeves 
wearing a bra because 
of the scar 

Diet eating natural food eating junk food 

ON 
lO 



Table 5. Changes In Others. 

Relationships husband client more dependent 

spending more 
time together 

less demanding 

relationship 
improved 

can't resolve 
differences 

- more dependent on wife for answering 
questions 

- doing more things with wife 

- stopped nagging wife 
- more willing to let her do the hobbies 

she enjoys rather than the housework 

- relationship strengthened 

- separated from wife 

spouse administered - gave BCG 
therapy 

changed priorities - turned down a promotion to spend more 
time with the family 

helped around the - did lots of things he hadn't done 
house before 

- made breakfast when I couldn't get up 
- did the chores 
- participated in household chores and 

child-rearing activities because I 
wasn't sure I would survive 

more caring - more aware of my feelings 
- better listener 



Table 5. — Continued 

nonsupportive threatened to gain custody of ray son 
after I was diagnosed with melanoma 
[divorced seven years) 
not as supportive 
didn't see the need to spend more time 
with me 

Relationship wife client 

spouse 

children 

difficult to live 
with 

more demanding 

relationship 
improved 

administered 
therapy 

more caring 

alarmed 

less concerned 

understanding 

participate in 
care 

- wasn't an easy person to live with 

- wanted to spend more time with husband 

- deepened relationship with husband 

- gave BCG 

- doing more things for him 
- overly protective at first 
- wife understands, she's a recovered 

cancer patient 

- very upset with the initial diagnosis 

- don't view metastasis as a grave 
prognosis 

- don't see the need to spend more time 
together 

- more tolerant of their father 

- administered BCG 



Table 5. — Continued 

don't cope well 

more involved in 
family life 

relatives more caring 

friends act afraid 

ignore you 

ask questions 

coworkers avoid 

ask questions 

becomc concerned 
about themselves -

provide support 

quit school 
poor communicator 

spending more quality time with family 
doing more things with mother 

concerned 
supportive 
phone 
keep in touch 

afraid of cancer 
afraid of someone who may die 

send less invitations 

ask how I'm doing but don't believe I 
feel okay 
always ask about the disease 

avoid 

consider you the expert on cancer 
ask (too) many- questions about the 
disease 

become concerned about their health 
(have) moles checked 

send cards 
encourage BCG therapy because it may 
help someone else 

-vl 
N) 



Table 5. — Continued 

boss provide support visits during hospital stay 
call frequently 

physician keeps client 
informed 

gives him lots of special attention 
office is an open door 
tells him more now that the melanoma 
has metastasized 
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tion to spend more time with his wife and children. His wife then 

actively involved him in household chores and childrearing activities 

because "[she] wasn't sure [she'd] survive." Another man "stopped nag

ging [his] wife about the housework" and other mundane activities. He 

was more willing to allow her the freedom of pursuing leisure activities. 

There were irreconcilable differences between spouses: some did 

not see the need to spend more time with the family. Husbands and 

wives were angry and frustrated because spouses were nonsupportive or 

pulled away from them. One father threatened to gain custody of his 

15-year-old son. 

The disease and treatment altered family relationships and the 

role in family life and activities. Parents were frustrated and con

cerned because relationships with their children had changed. One 

father was upset because his children were not alarmed by the recurrence 

of melanoma. They were frightened by the initial diagnosis nine years 

before but were not concerned now: Dad "didn't die before, he won't die 

now." Others were frustrated because their children did not see the 

need to spend more time with the family. However, most children became 

involved in family life and were more tolerant and understanding. 

Other relatives also provided support; they became concerned and tele

phoned or corresponded by mail. 

Friends often didn't know how to act or were afraid that cancer 

was contagious. The sense of alienation was overwhelming because friends 

"sent [fewer] invitations" and just didn't get in touch anymore. A few 
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patients terminated friendships because they felt uncomfortable, thus 

potentiating the isolating effects of cancer. 

Coworkers either "avoided" them or "asked [too] many questions 

about the disease" process. It was frustrating because others often 

considered them "experts on cancer" and bombarded them with questions. 

Even friends responded inappropriately and asked probing and embarrass

ing questions about the disease process. 

While the disease and treatment altered relationships, not all 

interactions were stifled by the crisis of cancer. Some physicians 

were open and honest regarding the disease process and the prognosis. 

One man said, "my doctor tells me more now that the melanoma has metas

tasized"; the "office is an open door." Some coworkers were supportive; 

they "sent cards" and encouraged participation in adjuvant therapy. 

Some "became concerned about their own health"; a few even "[had] moles 

checked." 

Changes Toward Others 

There were changes toward others fTable 6) after the diagnosis 

and treatment of cancer. Relationships with health professionals, 

friends, and God were influenced by the crisis of cancer. Several had 

difficulty communicating with health professionals and friends, although 

others described a close relationship with God and appeared to gain sup

port from their faith in God. 

There were difficulties in dealing with the health care system 

and hostile feelings toward physicians and their management of cancer. 



Table 6. Changes Toward Others. 

Relationships friends isolate self 

avoids the subject 

God greater relationship -

faith in God 

no faith in God 

refused to see friends when they came to visit 
for the first time 
less interactions with friends 
feels uncomfortable calling friends 

discusses topics other than cancer 
enjoys their company 

know where I am with God 
closer to doing things for God than ever before 
greater relationship with God 
no anger at God 

know He's with me 
great faith that God is helping me 
did not believe in God before; after the biopsy 
went home and had a vision that the news would 
be bad and that I would have radical surgerya 
but knew they would get it all 

not before or after the diagnosis 

physician health care changes -

upset with 
physicians 

no regular health care before 
appointments every three to four months now 
X-rays every six months 

very upset with the initial diagnosis 
found another physician 
annoyed when physicians don't coordinate tests 
angry at physicians who change treatment regimes 
without consulting them 
physician told how he had "struck out" in the 
ball game because he had stage II disease 



Table 6. — Continued 

- kept information of a recurrence a secret, was 
left with the impression that [he] had nothing 
to worry about 

- feels ripped off 
- wonder how much tissue was removed for my 

protection and how much was removed for the 
physician's protection 

nurses work hard 

nonsupportive 

- realize they don't sit on their butts all day 

- don't provide emotional support 
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Hostility was directed not only at the medical management but also to 

what and how patients were told about their diagnosis. Information 

provided on the first visit often influenced the physician-patient rela

tionship. Several were "upset with the initial contact," to the point 

of "finding another physician." One man was furious with a physician who 

told him he had "struck out" in the ball game because he had stage XX 

disease. Physicians were either "too honest" regarding the patients' 

prognosis or withheld information about the disease process. One man 

expressed dismay because the physician did not inform him of a "recur

rence"; he said, I was "left with the impression that I had nothing to 

worry about." 

The decisions of physicians were challenged; in fact, there were 

suggestions that a second opinion should be sought regarding surgical 

excision and lymph node dissection. One man questioned "how much tissue 

was removed for [his] protection and how much was removed for the physi

cian's protection." They were also anxious to assume responsibility for 

their own care and wanted to be informed of the treatment plan and par

ticipate in the accompanying decisions. One woman requested adjuvant 

therapy even after the surgeon "opposed BCG"; he "felt she was cured by 

surgery." The surgeon later reconsidered when "he saw BCG as a positive 

influence" for cure. 

Follow-up treatment regimens were time-consuming and taxing 

physically and emotionally. There were regular "appointments every three 

to four months" with routine laboratory analysis and other special proce

dures, including "X-rays every six months." The treatment of cancer 
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required "regular health care" and the coordination of tests and special 

procedures. It was annoying when physicians didn't coordinate tests or 

changed treatment regimens without consulting them. 

Nursing personnel were not regarded as supportive, and their 

interventions were not perceived as helpful. However, there was an 

awareness that "nurses don't sit on their butts all day." The physical 

demands placed on most nurses were recognized and appreciated. 

The crisis of cancer did not convert the nonbeliever but provi

ded support for individuals who were previously religious and gained 

support from their faith in God. Several described "a greater relation

ship with God" and had "great faith that God [was] helping [them]." 

Others said, I "know He's with me," I "know where I am with God," and 

"I'm now closer to doing things for God than ever before." Another man 

described an important religious experience. He related the following 

vision: "I did not believe in God before the diagnosis, but after the 

biopsy I went home and had a vision. I knew the news would be bad and 

that I'd have radical surgery. But I also knew they'd get it all." 

Those who were not religious prior to the crisis of cancer did 

not tend to seek out the church as a means of support. They were "not 

religious before or after the diagnosis" of cancer. Religion was not an 

aid in coping with the crisis of cancer. 

Living With the Disease 

Life changes (Table 7) resulting from the diagnosis and treat

ment of malignant melanoma were varied. Areas of change included body 



Table 7. Living With the Disease. 

Feelings about self feeling unattractive 

feeling insecure 

easier to make decisions 

Making the most of 
life 

others make decisions 

shifting of values 

values don't change 

- feel unattractive to my husband and friends 
- lost 50 pounds over the last two months 
- wearing a beard to cover the scars on my neck 

(radical neck resection) 
- hate disfigurement from BCG 
- don't want others to see the scars 

- lost self-confidence after surgery 

- make decisions more quickly 
- other things don't seem as important 
- make my own decisions now 
- feel great about deciding what to do and doing it 
- more confident in my decisions 

- wife does more decision making 

- did a lot of soul searching and reorganized my 
values 

- don't get upset over the little things or what 
other people think is important 

- not as worried that people will reject me 
- recognized that today is the most important day 
- physical appearance not as important 
- recognized that I can't change yesterday or 

tomorrow 
- material things not as important 
- tragedy in life is a milestone, it makes you 

[stop and] evaluate 

- values and actions have not changed much since 
age 25 



Table 7. — Continued 

being in control 

talking with others 

less tolerance 

kinder to others 

thankful to be alive 

Paying the bills insurance covers 

- more aware of what I want, where I'm at 
- if I'm unhappy I will make changes 
- do what I want 
- feel in command of my own ship 
- don't have to live with past decisions 
- you have to take charge of your life 
- feel more independent 

- stopped keeping to myself 
- letting others see me as I am 
- taking opportunities to share my beliefs 

- less tolerant of insubordination at work 
- more short with associates at work 

- prejudices less 
- less complaining at work 
- more understanding of the boss' problems 
- accepted in-laws as they are 
- trying to do more for other people 

-I'm still alive 
- stopped taking my health for granted 
- feel lucky I can function normally 
- feel lucky I had a type of cancer that could be 

cut out and treated 

- 75 percent paid by insurance 
- no strain 
- company insurance covers 
- medicare pays 
- I pay only 10 percent of the medical bills 



Table 7. — Continued 

self pays 

Feeling uncertain outlook doesn't change 
about the future 

disrupts other plans 

not interested in work 

- insurance doesn't cover university visits 
- retirement fund 
- some deterioration of financial state due to 

melanoma 

- working toward a goal 
- complete tasks 
- looking forward to retirement 
- no fear of death 
- we're all terminal from the day we're born 

- no plans 
- no definite plans for marriage 
- would like a permanent relationship after my son 

[age 15] leaves home 

- not aggressive in job change, wonders if it's 
worth it, tends to ride along 

- not interested in anything long-term since 
metastasis 

- helps make decisions at work, not that interested 
because the outcome is too far off, may not see 
the results 

- don't know how much time is left 
- want more time to enjoy life 
- felt pressured at work 
- decided to retire early 

00 
ro 



Table 7. — Continued 

worry - get depressed about the future 
- can't help thinking about that the fact that I may 

not be here 
- doesn't dwell on the future 
- lives from checkup to checkup 
- if melanoma recurs, I've done what I can 

00 
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image, decision-making capabilities, values and priorities, and uncer

tainty about the future. 

Surgical disfigurement altered body image and contributed to a 

loss of self-esteem. Some were "very aware of the BCG scars" and hated 

the "disfigurement from BCG" therapy. Several felt unattractive to 

their spouses and friends. One man confessed to "wearing a beard to 

cover the scars" on his neck. 

After the diagnosis of cancer it was easier to make decisions: 

"other things didn't seem as important." Decisions were made "more 

quickly" and with "confidence." One man "felt great about deciding what 

to do and doing it"; he went to Alaska for five weeks. A few years ago 

"work was too important" and "the trip would have been too costly"; but 

now time was valuable, he was more aware of his own mortality. Others 

expressed the same awareness and wanted to live and enjoy life to the 

fullest. 

Coping with a traumatic illness appears to result in beneficial 

life changes. Several developed a greater appreciation of life and 

spent more time cultivating personal relationships. Others did "less 

complaining at work" and were "more understanding of the boss' problems." 

Some were "trying to do more for other people" and were more appreciative 

of others. One young mother even "accepted [her] in-laws." 

One of the important aspects of living successfully is to "feel 

in command of [your] own ship." The ability to "take charge" and "make 

changes" without the burden of "past decisions" allows one to exert some 

control over life events. Most were able to initiate change when they 
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were "unhappy" because they felt "more independent" and were "more aware" 

of their own needs and the significance of each day. 

The cancer experience prompted "a lot of soul searching" and a 

personal inventory of one's life. Values and priorities were "reorgan

ized," "physical appearance" and "material possessions" were not as impor 

tant. The philosophy was "today is the most important day," and "[you] 

can't change yesterday or tomorrow." Once you've faced death you "don't 

get upset over the little things or what other people think is important. 

"You're not as worried that people will reject you." And finally, "a 

tragedy in life is a milestone, it makes you [stop and] evaluate your 

priorities 

All subjects felt thankful to be alive. Most "stopped taking 

[their] health for granted" and "felt lucky to function normally." One 

man said, "I feel lucky I had a type of cancer that could be cut out and 

treated." 

The cancer experience was also characterized by uncertainty and 

the enduring sense of vulnerability. The diagnosis introduced a serious 

uncertainty about the future and most didn't dwell on the possible out

come of their disease. Questions surrounding marriage, children, career 

goals, and other life plans were in an upheaval. There were no specific 

future "plans" and a few younger subjects had no definite plans for mar

riage. The focus was on the present and not the future or the unpredict

ability of the disease. However, a young divorced mother "would like a 

permanent relationship after [her] son [age 15] leaves home." 
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Some expressed a lack of interest in participating in future 

plans. One man was "not interested in anything long-term" since the 

melanoma had metastasized. Another said, "I can't help thinking about 

the fact that I may not be here." However, one man had "no fear of 

death" and said, "we're all terminal from the day we're born." While 

some were "depressed above the future," others were "working toward a 

goal" and "completing tasks." One man was "looking forward to retire

ment" and another said, "if the melanoma recurs, I've done what I can." 

After the diagnosis and treatment of cancer, employment was no 

longer so important. The uncertainty of the future influenced job com

mitment and satisfaction. There was less concern about future changes in 

the work place or making contributions which would affect the work envi

ronment. There was little desire to change careers, seek promotions, or 

contribute to the decision-making process in the work setting. A few 

felt pressured by the work environment and decided to retire early; they 

"didn't know how much time was left and wanted to enjoy life." It was 

more important to enjoy life and spend time with family and friends. 

Medical bills were not a burden or a concern. Third-party pay

ment sources such as "medicare," "company insurance," and "retirement 

funds" covered the major financial expenditures. Generally insurance 

premiums paid 75 percent, but a few paid as much as 90 percent. One man 

stated his "insurance [policy] did not cover clinic visits." Another 

man experienced "deterioration in [his] financial state" because of the 

diagnosis of melanoma. 
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What To Tell Others With 
Malignant Melanoma 

There was important advice (Table 8) for others with malignant 

melanoma. They should seek early treatment, be knowledgeable about the 

side effects of therapy, and participate in the plan of treatment. 

Active participation can lessen the feelings of impotence in dealing 

with physicians and the health care system. 

It is important to "get help as soon as possible" because "early 

diagnosis and surgery are the most effective" treatment. One should 

"seek the best treatment," and also "see a specialist and follow his 

advice." If one can "start the BCG program immediately" and "continue 

therapy," cure is more likely. 

One must also be assertive in dealing with physicians and "ask 

direct questions" regarding treatment modalities. It is important to 

"become knowledgeable because there's lots of misinformation," and one 

must be informed to participate in any treatment regimen. A man who was 

devastated by the size of his excision said, "don't take the decision of 

one doctor; get two or three opinions on the size of the excision needed." 

A sense of control over one's life increases feelings of self-

esteem and minimizes the helplessness associated with a life-threatening 

disease. It helps to "get the crying done" and then "get on with what

ever you have to do" and "get your business in order." One man suggested 

reading "Getting Well Again." 

Coping with the uncertainty of the future can be accomplished by 

"taking one day at a time" and "concentrating on other things [when] 



Table 8. What To Tell Others With Malignant Melanoma. 

Take Control Of Your Life get yourself together 

do other things 

keep it all in 
perspective 

read about cancer 

participate in care 

Get Help seek the best treatment 

don't delay treatment 

- get the crying done 
- get on with whatever you have to do 
- get business in order 
- keep your mind straight 

- enjoy each day 
- concentrate on other things if physically 

able 
- live your life as you want 
- take advantage of opportunities 
- take precautions but don't stop living 

- take one day at a time 
- take things as they come 

- become knowledgable, lots of misinformation 
- read "Getting Well Again" 
- initiated BCG after reading about it 

- keep trying 
- make your own decisions 
- don't say doctor cure me, you cure yourself 
- ask direct questions of health professionals 
- don't take the decision of one doctor, get 

two or three opinions on the size of the 
excision needed 

- check where the best facilities are 
- see a specialist and follow his advice 

- get help as soon as possible 
- surgery as soon as possible 
- early diagnosis and surgery are the most 

effective 
- start BCG program immediately 



Table 8. — Continued 

Avoid The Sun 

Do What's Important For 
Cure 

Know Responses To 
Therapy 

don't stop treatment 

time spent in the sun 

protection from the sun -

mind over body 

religion 

diet 

therapy 

mental changes 

continue therapy 
follow-up care important 

stay out of the sun 
decrease the time spent in the sun, espe
cially between 10:00 a.m. and 4:00 p.m. 

use sunscreen 
wear sunglasses 

positive thinking 
mental imagery—think of yourself as you 
want to be, not as you are 
physical relaxation three times a day 

religious faith 
prayer 

natural diet 
put only pure substances in your body 

BCG 
vitamin A 
chemotherapy 

occasional depression 
attitude more positive after chemotherapy 
discontinued 

oo 



Table 8. — Continued 

physical changes with 
BCG 

physical changes with 
chemotherapy 

site sore after BCG 
positive responses with BCG—legs tender and 
painful—would continue until the next 
treatment 
very strong reactions--nausea started two 
hours after the BCG treatment—would stay 
in bed until the next day—would receive 
BCG treatment on Friday afternoons so would 
be able to return to work on Monday morning 
three to four months ago fever and night 
sweats from BCG—swollen lymph nodes in the 
groin and axilla now 

upset stomach from chemotherapy 
couldn't eat after chemotherapy 
sick for two days after a four-day sequence 
of chemotherapy 
very sick for three weeks after the second 
treatment of chemotherapy 
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physically able." It was suggested that others "keep trying," "take 

advantage of opportunities," and "take precautions, but don't stop 

living." It is important to "live your life as you want" because "no 

one can predict how long you'll live." One woman said, "don't say 

doctor cure me, you cure yourself." 

Several factors were considered important for cure. Medical 

treatments such as "chemotherapy," "BCG," and "vitamin A" were not 

regarded as the cure-all. Other factors, including "religious faith," 

"prayer," and a "natural diet" were aids in maintaining health. 

Personal programs of self-healing were also important and emphasized 

positive thinking, mental imagery, and physical relaxation. Personal 

programs were considered as important as conventional treatment modali

ties. 

There were concerns about the dangers of sun exposure and 

expressions of remorse for having spent hours in the sun unprotected 

by clothing or sunscreen. Some recommended that patients "stay out of 

the sun," while others suggested that one "decrease the time spent in 

the sun, especially between the hours of 10:00 a.m. and 4:00 p.m." A 

reduction in the amount of time spent outdoors and the use of "sun

screen" or "sunglasses" were sensible recommendations. 

There was a desire to communicate the side effects of treatment 

to other cancer patients. The information could be used to make deci

sions about alternative treatment regimens. Side effects with chemo

therapy were most distressing and included "occasional depression" and 

"upset stomach." Several complained they "couldn't eat with 
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chemotherapy." One man was "sick for three weeks after a second treat

ment" but his "attitude was more positive after chemotherapy was discon

tinued." 

With BCG therapy there were complaints of "site soreness," which 

continued until the next treatment. One man had very strong reactions, 

nausea starting two hours after the treatment, and would continue until 

the following day. He received BCG treatments on Friday afternoon; this 

enabled him to return to work Monday morning. Another patient complained 

of swollen lymph nodes in the groin and axillae; three to four months 

earlier he had experienced fever and night sweats with BCG therapy. The 

symptoms abated with time. 

Analysis of Themes 

The search for themes involved identifying statements, thoughts, 

or ideas that appeared again and again and had broad application to the 

cancer experience. Once a general theme emerged, the investigator began 

looking for other specific instances of this general principle (Spradley, 

19793. Themes were identified by comparing and contrasting the dimen

sions within categories. The themes do not apply to every category but 

are recurrent and connect numerous categories. They provide an overview 

of the cancer experience and have a high degree of generality. 

Three themes were recurrent and illustrate the relationship of 

categories to the cancer experience. The themes were "changes in life

style," "being in control," and "uncertainty about the future." These 

themes appeared again and again and had broad application to the cancer 

experience. 
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Changes In Life-Style 

The two factors which contributed to a meaningful life were 

"relationships with others" and a "normal life-style." Close personal 

relationships with family members and friends were important and provi

ded support during the cancer crisis. It was important to spent time 

with the family, thus fulfilling life roles and achieving a sense of 

identity and purpose. Employment was also terminated or the number of 

work hours reduced to spend more time with family and friends. The 

ability to maintain a "normal life-style" and fulfill life roles brought 

stability when other life plans were in an upheaval. 

Family relationships were "strengthened" by the cancer experi

ence. Couples spent more time together and began doing more things with 

and for each other. Children became more involved in family life and 

were more tolerant and understanding. Other relatives also provided 

support; they became concerned and telephoned or corresponded by mail. 

Friends and coworkers often did not know how to act or were 

afraid of someone who might die from cancer. Friends "sent [fewer] 

invitations" and just "didn't get in touch anymore." Coworkers either 

"avoided" them or asked too many questions about the disease process. 

Both considered patients "experts on cancer" and bombarded them with 

questions; they did not know how to react toward the new life situation 

created by the diagnosis of cancer. The social isolation reinforced 

the fears of contagion and alienated the patient from both friends and 

coworkers. 
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Life was enhanced if subjects could find some meaning for their 

suffering. The diagnosis and treatment of cancer prompted a personal 

inventory of one's life. There was "a lot of soul searching" in an 

attempt to determine "what's important" and to find meaning for their 

suffering. Some even asked, "what is life worth" and "an I where I 

want to be?" 

Values and priorities were "reorganized," "physical appearance" 

and "material possessions" were not as important. More time was spent 

cultivating personal relationships and "trying to do more for other 

people." The philosophy was "today is the most important day" and you 

"can't change yesterday or tomorrow." Once you have faced death you 

"don't get upset over the little things or what other people think is 

important." "You're not as worried that people will reject you." When 

life is uncertain it becomes important to live and enjoy life to the 

fullest. 

Therapy was continued or discontinued based on the present side 

effects, prognosis, and perceived therapeutic effects. Treatment regi

mens were usually continued out of fear of recurrence or faith in the 

physician's choice of therapy. The termination of treatment was most 

often based on distressing side effects which did not abate. "It's just 

not worth it to be sick for only a possibility of prolonging life." It 

was difficult to tolerate the side effects when symptoms did not improve 

Being In Control 

One of the important aspects of living successfully is to "feel 

in command of [your] own ship." After the diagnosis of cancer it was 
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easier to make decisions, "other things didn't seem as important." 

Decisions were made "more quickly" and with "confidence" because they 

felt "more independent" and were not burdened by past decisions. The 

ability to "take charge" and "make changes" prompted a sense of indepen

dence and allowed one to exert some control over life events. 

A sense of control over one's life increases feelings of self-

esteem and minimizes the helplessness associated with a life-threatening 

disease. Active participation in the treatment regimen can lessen the 

feelings of impotence in dealing with physicians and the health care 

system. One must be assertive in dealing with physicians and "ask 

direct questions" regarding treatment modalities. It is important to 

"become knowledgeable because there's lots of misinformation" and one 

must be informed to participate in any treatment regimen. 

Uncertainty About the Future 

One of the most frightening aspects of cancer was its unpredict

able nature. The diagnosis introduced a serious uncertainty about the 

future; it was a long time before life was taken for granted. Questions 

surrounding marriage, children, career goals, and other life plans were 

in an upheaval. There were no specific future "plans" and often no 

definite plans for marriage or childrearing. The focus was on the present 

and not the future or the unpredictability of the disease. 

The uncertainty of the future also influenced job commitment and 

satisfaction. There was less concern about future changes in the work 

place or making contributions which would affect the work environment. 
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There was little desire to change careers, seek promotions, or contribute 

to the decision-making processes in the work setting. Achievements in the 

work place were no longer a goal or source of satisfaction. Job promo

tions and travel were secondary to personal relationships. It was more 

important to enjoy life and spend time with family and friends. 

A search for causation was an attempt to explain the occurrence 

of cancer. Specific causal events or relationships were identified as 

precipitating factors and had great personal significance. Heredity 

tendencies, actual irritation of a mole, and physical or emotional stress 

were all factors identified in the development of cancer. The identifi

cation of probable causes linked specific factors to the development of 

cancer and made it easier to accept the diagnosis. Blaming something 

appeared to remove the burden from oneself, as if it is an uncontrollable 

disease. 

Most were "afraid of cancer" and were "not prepared to face 

death." Treatment was often continued out of fear; it offered "hope" 

and everyone "wanted to avoid a recurrence." Several thought surgery 

or adjuvant therapy helped them "get well," and they "would take what

ever is offered" despite the distressing side effects. All felt 

thankful to be alive; in fact, many "stopped taking their health for 

granted" and "felt lucky to function normally." 

Several factors were considered important for cure. Medical 

treatments were not regarded as the cure-all. Other factors such as 

"religious faith," "prayer," and a "natural diet" were aids in maintain

ing health. Personal programs of self-healing were also important and 
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emphasized positive thinking, mental imagery, and physical relaxation. 

Personal programs were considered as important as conventional treatment 

modalities. The uncertainty of the disease prompted the exploration of 

other modes of treatment. 

The precariousness of the disease was also emphasized by the 

fact that most never received a clean bill of health, and the fear of 

recurrence was ever present. Scheduled check-ups were a reminder that 

melanoma could recur at any time, despite attempts to control it through 

medical and surgical intervention. With each return visit, the past was 

recalled and the future again was uncertain. The diagnosis of cancer 

also influenced other medical care; one is a "cancer patient" first, 

regardless of the medical status. 

Summary of Data Analysis 

The description of the cancer experience included an analysis 

of subjective data with the identification of eight taxonomies. It also 

included the identification of recurrent themes to discover the rela

tionships among categories and their relationship to the cancer experi

ence. The analysis provided a better understanding of the cancer 

experience and the perceptions of those living with the diagnosis and 

treatment of malignant melanoma. 



CHAPTER 5 

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

This chapter discusses the relationship of the findings to the 

conceptual orientation and the review of literature. This chapter also 

discusses the results of the study and presents conclusions, implica

tions for nursing, and recommendations for further study. 

Discussion and Relationship to the 
Conceptual Orientation 

Reactions to Diagnosis and Treatment 

Reactions to the diagnosis and treatment of cancer were varied. 

Feelings of shock and disbelief were common but depression was often 

the initial reaction. Once the diagnosis of cancer was accepted the 

most common response was goal-directed behavior with an effort to fight 

the disease and preserve life. Other coping mechanisms operative were 

denial and suppression. 

Surgery and radical excision for melanoma were devastating and 

produced disfigurement. There were questions about the size of the 

excision and if the mutilation was necessary. There were also expres

sions of anger and frustration because all that tissue had to be ex

cised to stop the disease process. 

Side effects from adjuvant therapy were also painful and pro

duced disfigurement. Scars and continued flare-ups at all sites with 
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each BCG scarification were painful and often prompted the termination 

of treatment. It was difficult to tolerate the side effects when symp

toms did not improve. 

Although treatment often produced pain and disfigurement it was 

a tangible activity designed to fight the disease. The statistics were 

frightening and the treatment regimen was a source of comfort in fight

ing the potential recurrence of melanoma. Even distressing side ef

fects did not deter those who were optimistic about the outcome and had 

confidence in the recommendations of physicians. However, there were 

questions about the therapeutic efficacy of some treatment modalities. 

Employment and Employee Relationships 

After the diagnosis and treatment of cancer employment was no 

longer so important. Job promotions and travel were secondary to per

sonal relationships. It was more important to enjoy life and spend time 

with the family. Achievement in the work place was no longer a goal or 

source of satisfaction. 

Another factor influenced work performance and the desire to 

return to a prior job. Employee relationships were often unpleasant be

cause coworkers avoided the patient or asked probing and embarrassing 

questions about the disease process. A few coworkers, however, were 

supportive, they "sent cards" and encouraged participation in adjuvant 

therapy. Some even became concerned about their own health. 
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Personal Relationships 

Family relationships were richer because of the cancer experi

ence. The crisis led to emotional growth and strengthened bonds among 

family members. Significant others provided support and companionship 

during the cancer crisis. Formal support groups, however, were not a 

means through which patients received information or support. Either 

support groups were not available or potential participants were not in 

need of that type of assistance. Other support systems were faith in 

"God" and church attendance. 

Uncertainty About the Future 

One of the most frightening aspects of cancer was its unpredict

able nature. There were questions about marriage, children, career 

goals, and other life plans after the diagnosis of cancer. Feelings of 

guilt and inadequacy were related to the role of spouse and parent and 

the inability to provide a secure future. The focus was on the present 

and not the future or the unpredictability of the disease. 

Social and Financial Costs 

The direct costs of cancer were not a burden, third party pay

ment sources covered the major expenditures. The indirect or psycho

social costs, however, were great and included disfigurement from 

radical surgery, side effects from adjuvant therapy, social isolation, 

and living with the uncertainty of the disease process. The financial 

costs of cancer were not a concern. 
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Discussion and Relationship to 
the Review of Literature 

Reactions to Diagnosis and Treatment 

Initial reactions to the diagnosis of mm varied and ranged from 

depression to unconcern. Feelings of shock and disbelief were common but 

depression was the dominant early response. The initial diagnosis was a 

shock but gradually the disease and treatment were accepted. The very 

young had the greatest difficulty in accepting the diagnosis of mm; cancer 

was a hindrance to marriage and a deterrent to childbearing. The most 

obvious expressions of denial were noted in this group; they were unable 

to use the terms "melanoma" or "cancer" in reference to the disease. 

A search for causation was an attempt to explain the occur

rence of cancer and made it easier to "blame something." Specific 

causal events or relationships were identified as precipitating factors 

and had great personal significance. The identification of probable 

causes linked specific factors to the development of cancer and made it 

easier to accept the diagnosis. 

Life Changes 

The diagnosis and treatment of cancer prompted a personal inven

tory of one's life. There was "a lot of soul searching" in an attempt 

to find meaning in the disease. Values and priorities were "reorgan

ized" and the philosophy was, "today is the most important day." Once 

you've faced death you "don't get upset over the little things or what 

other people think is important." When life is uncertain it becomes 

important to live and enjoy life to the fullest. 
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A normal life-style was also important and provided the oppor

tunity to fulfill important roles or life-goals. There were concerns 

about the ability to function as parents and to participate in family 

life and activities. It was important to be a good parent, spend time 

with the family, and have a happy home life. Statements such as "being 

a good mother," "seeing my son grow up," "being with my family," and 

"having a happy home life" expressed the relative concern. Other impor

tant activities were related to employment and work performance. There 

was a sense of achievement in "being a good employee," "running the 

business," and "supporting the family." 

Treatment Regimens and Physician Relationships 

Follow-up treatment regimens were time consuming and taxing 

physically and emotionally. The physical mutilation from surgery and 

side effects from adjuvant therapy were constant reminders of the dis

ease. Scheduled check-ups were a reminder that mm could recur at any 

time, despite attempts to control it through medical and surgical treat

ments. Each visit was cause for concern because the past was recalled, 

and the future again uncertain. 

There were hostile feelings toward physicians and their 

management of cancer. The hostility was directed not only at the medi

cal management but also to what and how they were told about their 

diagnosis. The initial contact and the information provided on the 

first visit often influenced the relationship with the physician. Doc

tors were either "too honest" regarding the patients' prognosis or 
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withheld information about the disease process. There were also expres

sions of anger because physicians did not inform them of a "recurrence" 

or disease progression. Although patients were frustrated because 

physicians did not always communicate the facts they were grateful for 

life-saving interventions and simple survival. 

The decisions of physicians were challenged, in fact, there 

were suggestions that a second opinion should be sought regarding sur

gical excision and lymph node dissection. There were also questions 

about the therapeutic efficacy of some treatment modalities, particu

larly chemotherapy. It's important to be assertive in dealing with 

physicians and to "ask direct questions" regarding treatment modalities. 

Active participation can lessen the feelings of impotence in dealing 

with physicians and the health care system. 

Several factors were considered important for cure. Medical 

treatments were not regarded as the cure all. Other factors such as 

"religious faith," "prayer," and a "natural diet" were aids in maintain

ing health. Personal programs of self-healing were also important and 

emphasized positive thinking, mental imagery, and physical relaxation. 

These programs were considered as important as conventional treatment 

modalities. 

Faith in God 

Those who were previously religious appeared to gain support 

from their faith in God. A "greater relationship with God" and church 

attendance offered group cohesion and mutual support during times of 
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stress. Those who were not religious prior to the crisis of cancer did 

not tend to seek out the church as a means of support. They were not 

religious before or after the diagnosis of cancer. 

Uncertainty About the Future 

The cancer experience was characterized by uncertainty and the 

enduring sense of vulnerability. The future was uncertain as well as 

the possible outcome of the disease. This uncertainty regarding the 

future influenced job commitment and satisfaction. There was less con

cern about future changes in the work place or making contributions 

which would affect the work environment. As a result, employment was 

often terminated or the number of work hours reduced to spend more 

time with family and friends. There was little desire to change ca

reers, seek promotions, or contribute to the decision-making processes 

in the work setting. Often there was no interest in anything long-

term after the diagnosis or metastasis of melanoma. 

Overall, the attitudes were positive toward life. Anger, de

pression, and bitterness were not evident as a result of the cancer 

experience. In general, there were fewer concerns about the nonessen

tials of life and a greater appreciation of time, life, and interper

sonal relationships. A new perspective on life and a sense of 

mortality provided the impetus for life-style changes and enhanced 

interpersonal relationships. It was important to live and enjoy life 

to the fullest. 
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Conclusions 

The description of the cancer experience included an analysis 

of subjective data with the identification of eight taxonomies. Recur

rent themes were also identified to discover the relationships between 

categories and their link to the cancer experience. The conclusions 

are inferences linked to the taxonomies and themes which provide an 

overview of the cancer experience. 

Reactions to the Diagnosis of MM 

There was a tremendous fear of cancer, nothing in life seemed 

quite as disastrous or insurmountable. Reactions to the diagnosis of 

mm varied and ranged from depression to unconcern. Feelings of shock 

and disbelief were common but depression was the dominant early re

sponse. Other coping mechanisms operative were denial and suppres

sion. 

Once the diagnosis of cancer was accepted the most common 

response was goal-directed behavior with an effort to fight the dis

ease and preserve life. Acceptance was gradual and more likely among 

the elderly who had achieved a number of life goals. Young adults 

found the resolution of a life-threatening illness more difficult since 

career goals and family plans were in an upheaval. 

Search for Causation 

A search for causation was an attempt to explain the occurrence 

of cancer. Specific causal events or relationships were identified as 

precipitating factors and had great personal significance. Hereditary 
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tendencies, actual irritation of a mole, and physical or emotional 

stress were all factors identified in the development of cancer. The 

identification of probable causes linked specific factors to the devel

opment of cancer and made it easier to accept the diagnosis. Blaming 

something appeared to remove the burden from oneself; as if it's an un

controllable disease. 

Living a Meaningful Life 

Several important functions or subjective factors contributed 

to a meaningful life. Relationships with others and a normal life

style were the two most important factors. Close personal relation

ships with family members and friends provided support during the cancer 

crisis. A belief in "God" and "being involved with the church" also 

provided support. 

A normal life-style was also important and provided the oppor

tunity to fulfill important roles or life goals. There were concerns 

about the ability to function as parents and to participate in family 

life and activities. Feelings of guilt and inadequacy were related to 

the roles of spouse and parent and the inability to provide a secure 

future. It was important to be a good parent, spend time with the fam

ily, and have a happy home life. Statements such as "being a good 

mother," "seeing my son grow up," "being with my family," and "having 

a happy home life" expressed the relative concern. Other important 

activities were related to employment and work performance. There was 

a sense of achievement in "being a good employee," "running the busi

ness," and "supporting the family." 
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Contrast of Activities 

A variety of activities were influenced by the diagnosis and 

treatment of cancer. Activities were either restricted by physical lim

itations or fears of solar radiation. Outdoor activities as well as 

church and social events were curtailed. At the same time similar ac

tivities were continued or started but with extra precautions. 

Job Commitment and Satisfaction 

After the diagnosis and treatment of cancer employment was no 

longer so important. The uncertainty of the future influenced job com

mitment and satisfaction. There was less concern about future changes 

in the work place or making contributions which would affect the work 

environment. There was little desire to change careers, seek promo

tions, or contribute to the decision-making processes in the work 

setting. Achievements in the work place were no longer a goal or 

source of satisfaction. Job promotions and travel were secondary to 

personal relationships. It was more important to enjoy life and spend 

time with family and friends. As a result, employment was often ter

minated or the number of work hours reduced to spend more time with 

family and friends. 

Another factor influenced work performance and the desire to 

return to a prior job. Employee relationships were often unpleasant 

because coworkers avoided the patient or asked probing and embarrass

ing questions about the disease process. Coworkers often considered 

patients "experts on cancer" and bombarded them with questions. A few 
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coworkers, however, were supportive, they "sent cards" and encouraged 

participation in adjuvant therapy. Some coworkers "became concerned 

about their own health;" a few even "(had) moles checked." 

Changes in Relationships 

There were changes in others and toward others after the diag

nosis and treatment of cancer. Relationships and roles, including the 

support systems and styles of communication with family members, friends, 

health professionals, and God were influenced by the crisis of cancer. 

While the disease and treatment alienated friends and created hostility 

between physician and patient not all interactions were stifled by the 

crisis of cancer. Close relationships with family members and faith in 

God offered support during times of stress. 

Family Relationships 

Family relationships were "strengthened" by the cancer experi

ence. Spouses spent more time together and began doing more things 

with and for one another. Children became more involved in family life 

and were more tolerant and understanding. Other relatives also pro

vided support; they became concerned and telephoned or corresponded by 

mail. 

Formal support groups, however, were not a means through which 

patients received information or support. Either support groups were 

not available or potential participants were not in need of that type of 

assistance. Other support systems were faith in "God" and church attend

ance. 
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Relationships with Friends 

Friends often didn't know how to act or were afraid that cancer 

was contagious. They "sent (fewer) invitations" and just "didn't get 

in touch anymore." The social isolation reinforced the fears of conta

gion and alienated the patient because friends pulled away or terminated 

the relationship. 

Relationships with Physicians 

There were difficulties in dealing with the health care system 

and hostile feelings toward physicians and their management of cancer. 

Hostility was directed not only at the medical management but also to 

what and how patients were told about their diagnosis. The information 

provided on the first visit often influenced the physician-patient 

relationship. Physicians were either "too honest" regarding the pa

tients' prognosis or withheld information about the disease process. 

Physicians did not always inform them of a "recurrence" or disease pro

gression. Although patients were frustrated because physicians did not 

always communicate the facts they were grateful for life-saving inter

ventions and simple survival. Some physicians were open and honest 

regarding the disease process and the prognosis. Some kept patients in

formed rather than withholding information or telling them not to worry. 

The decisions of physicians were challenged, in fact, there 

were suggestions that a second opinion should be sought regarding sur

gical excision and lymph node dissection. There were also questions 

about the therapeutic efficacy of some treatment modalities, 
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particularly chemotherapy. Physicians did not always inform patients 

of the side effects of treatment or coordinate tests. It was annoying 

since they were anxious to assume responsibility for their own care and 

wanted to be informed of the treatment plan and participate in the ac

companying decisions. 

One must be assertive in dealing with physicians and "ask di

rect questions" regarding treatment modalities. It's important to 

"become knowledgeable because there's lots of misinformation" and one 

must be informed to participate in any treatment regimen. Active par

ticipation can lessen the feelings of impotence in dealing with 

physicians and the health care system. A sense of control over one's 

life increases feelings of self-esteem and minimizes the helplessness 

associated with a life-threatening disease. 

Feelings Toward Nursing Personnel 

Nursing personnel were not regarded as supportive and their 

interventions were not perceived as helpful. However, there was an 

awareness that "nurses don't sit on their butts all day." The physical 

demands placed on most nurses were recognized and appreciated. 

Faith in God 

The crisis of cancer did not convert the nonbeliever but pro

vided support for individuals who were previously religious and gained 

support from their faith in God. Those who were not religious prior 

to the crisis of cancer did not tend to seek out the church as a means 
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of support. They were not religious before or after the diagnosis of 

cancer. Those who were previously religious appeared to gain support 

from their faith in God. There was a "greater relationship with God" 

and a desire to do God's will. Church attendance offered group cohe

sion and mutual support during times of stress. 

Decisions About Treatment 

Decisions about treatment were often complex and difficult. 

Therapy was continued or discontinued based on the present side ef

fects, prognosis, and perceived therapeutic effects. Treatment regi

mens were usually continued out of fear of recurrence or faith in the 

physician's choice of therapy. The termination of treatment was most 

often based on distressing side effects which did not abate. It was 

difficult to tolerate the side effects when symptoms did not improve. 

Surgery and radical excision for melanoma were devastating 

and produced disfigurement. There were questions about the size of 

the excision and if the mutilation was necessary. There were also ex

pressions of anger and frustration because all that tissue had to be 

excised to stop the disease process. The physical mutilation from 

surgery and side effects from adjuvant therapy were painful and con

stant reminders of the disease. 

The side effects from chemotherapy were the most distressing 

and included "occasional depression" and "upset stomach." With BCG 

therapy there were complaints of "site soreness" and continued flare-

ups at all sites with each scarification. There were also regular 
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sis and other special procedures. 

Scheduled checkups were a reminder that mm could recur at any 

time, despite attempts to control it through medical and surgical inter 

vention. With each return visit, the past was recalled, and the future 

again uncertain. One never received a clean bill of health, the fear 

of recurrence was ever present. One is a cancer patient first, regard

less of the present medical status. 

Although treatment often produced pain and disfigurement it 

was a tangible activity designed to fight the disease. The statistics 

were frightening and the treatment regimen was a source of comfort in 

fighting the potential recurrence of melanoma. Despite the distressing 

side effects, similar treatment regimens would be accepted or repeated 

again. There was optimism about the outcome of the disease and "con

fidence in the recommendations of physicians." 

Factors Important for Cure 

Several factors were considered important for cure. Medical 

treatments were not regarded as the cure all. Other factors such as 

"religious faith," "prayer," and a "natural diet" were aids in main

taining health. Personal programs of self-healing were also important 

and emphasized positive thinking, mental imagery, and physical relaxa

tion. Personal programs were considered as important as conventional 

treatment modalities. 
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There were concerns about the dangers of sun exposure and 

expressions of remorse for having spent hours in the sun unprotected 

by clothing or sunscreen. A reduction in the amount of time spent out

doors and the use of "sunscreen" or "sunglasses" were sensible recom

mendations . 

Life Changes After Diagnosis and Treatment 

Life changes resulting from the diagnosis and treatment of mm 

were multiple and included body image, decision-making capabilities, 

values and priorities, and uncertainty about the future. Surgical dis

figurement altered body image and contributed to a loss of self-esteem. 

The physical deformities and scars were visible signs of cancer and a 

source of embarrassment. 

One of the important aspects of living successfully is to "feel 

in command of (your) own ship." After the diagnosis of cancer it was 

easier to make decisions; "other things didn't seem as important." De

cisions were made "more quickly" and with "confidence" because time was 

valuable. The ability to "take charge" and "make changes" promoted a 

sense of independence and allowed one to exert some control over life 

events. 

Coping with a traumatic illness appears to result in beneficial 

life changes. Values and priorities were "reorganized," "physical ap

pearance" and "material possessions" were not as important. More time 

was spent cultivating personal relationships and "trying to do more for 

other people." There was "less complaining at work" and greater 
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tolerance and appreciation of others. The crisis often prompted "a lot 

of soul searching" in an attempt to determine "what's important" and to 

find meaning in the disease. The philosophy was "today is the most im

portant day" and you "can't change yesterday or tomorrow." Once you've 

faced death you "don't get upset over the little things or what other 

people think is important." "You're not as worried that people will 

reject you." When life is uncertain it becomes important to live and 

enjoy life to the fullest. 

One of the most frightening aspects of cancer was its unpre

dictable nature. The diagnosis introduced a serious uncertainty about 

the future, it was a long time before life was taken for granted. 

Questions surrounding marriage, children, career goals, and other life 

plans were in an upheaval. There were no specific future "plans" and 

often no definite plans for marriage or childrearing. The focus was 

on the present and not the future or the unpredictability of the dis

ease . 

Costs of Cancer 

The direct costs of cancer were not a burden or a concern. 

The indirect or psychosocial costs, however, were great and included 

disfigurement from radical surgery, side effects from adjuvant therapy, 

social isolation, and living with the uncertainty of the disease pro

cess. Third party payment sources covered the major financial expen

ditures . 
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Summary 

Overall, the attitudes were positive toward life. Anger, de

pressions, and bitterness were not evident as a result of the cancer 

experience. In general, there were fewer concerns about the nonessen

tials of life and a greater appreciation of time, life, and 

interpersonal relationships. The cancer experience allows one to focus 

on the positive aspects of life, accept the situation, and make benefi

cial life changes. It was important to live and enjoy life to the 

fullest. 

Nursing Implications 

Patients and families need to know that they will be helped 

through the crisis of cancer by nursing personnel. Supportive and 

skillful nursing interventions could give sustenance to patients and 

families during the periods of diagnosis, treatment, and convalescence. 

Timely intervention along the continuum of the cancer experience 

could minimize physical and emotional catastrophes, support the adapta

tion process, and enhance the life-style changes accompanying cancer. 

Therapeutic intervention could facilitate the development of 

healthy coping strategies and help patients and families discover 

skills to enhance existing coping mechanisms. Additional coping stra

tegies could improve morale by allowing patients to exercise some mea

sure of control and to actively participate in their treatment and 

care. Effective coping patterns could also assist these individuals 

in the struggle to overcome the helplessness and anger often associated 
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with disease progression and death. Psychologic support, a few sensi

ble suggestions, and education of the patient and family could resolve 

many of the physical and emotional problems confronting patients and 

family members. 

Recommendations 

It is recommended that a similar study be conducted with the 

following modifications. 

1. Conduct a study using an ethnographic approach. 

2. Conduct a similar study interviewing each patient and 

spouse separately. Compare and contrast findings as to their percep

tions of the cancer experience. 

3. Investigate how the diagnosis and treatment of cancer in

fluences coping behaviors. 

4. Investigate patients' perceptions of the nurses role and 

ways in which nurses could be helpful during the cancer crisis. 

5. Conduct a similar study using a different population sam

ple, such as those suffering from other forms of chronic illness. 
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Grade 1 (mild]: 

Grade 1 (moderate) 

Grade 3 (severe): 

fatigue, malaise, lethargy, abdominal discomfort, 

anorexia, vomiting, irritability, migratory 

arthralgias. 

moderate fatigue, malaise, abdominal discomfort, 

anorexia, vomiting, headache, drying and cracking 

of the skin, increased pigmentation, hypomenorrhea 

WBC < 3,000, prothrombin > 2 seconds above control 

severe fatigue, malaise, abdominal discomfort, 

anorexia, vomiting, cortical thickening over 

bones, increased intracranial pressure (papill

edema, exophthalmus), scaling skin or desquama

tion, jaundice, hepatosplenomegaly, WBC < 1500, 

prothrombin > 4 seconds above control. 

Reference: Multidisciplinary Cancer Clinic, Arizona Health Sciences 
Center, Tucson, Arizona, 1980. 
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(To follow Symptom Distress and Social Dependency Scales) 

Date Subject I.D. 

For this study, we are particularly interested in finding out how you 

feel your life has been affected by your diagnosis and treatment for 

melanoma. There are several areas that we would like to discuss with 

you in this regard and to give you the opportunity to tell all that 

comes to mind. For a few minutes then, tell me HOW YOUR LIFE IS DIFFER

ENT NOW FROM WHAT IT WAS BEFORE YOUR DIAGNOSIS AND TREATMENT FOR MELANOMA. 

(This is to be open-end discussion with interviewer beginning with focus 

on a subject and then allowing the interviewee to generate own views; 

interject only for clarification or elaboration of points. After each 

subject has been discussed, offer card and have client rank the amount 

of change in the area being discussed. Make sure directions are clear.) 

PHYSICAL APPEARANCE 

PHYSICAL ENDURANCE 

FEELINGS ABOUT SELF 

SENSE OF INDEPENDENCE 
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DECISION MAKING 

RELATIONSHIPS WITH SPOUSE 

RELATIONSHIPS WITH CHILDREN 

RELATIONSHIPS WITH INLAWS, RELATIVES 

RELATIONSHIPS WITH DOCTOR OR OTHER HEALTH PROFESSIONALS 

RELATIONSHIPS WITH FRIENDS 

RELATIONSHIPS WITH ASSOCIATES AT WORK 

JOB PERFORMANCE (if housewife or retired, what would be normal for them) 

JOB SATISFACTION 
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FINANCIAL SITUATION 

HOBBIES OR RECREATIONAL ACTIVITIES 

SOCIAL ACTIVITIES 

CHURCH OR RELIGIOUS GROUP INVOLVEMENT 

OUTLOOK TOWARD THE FUTURE (Include future plans in areas of work, 

family, travel, education, home purchase or building, location in neigh

borhood or other geographic area, other ambitions or goals) 

SENSE OF ACHIEVEMENT 
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PERSONAL INTERVIEW GUIDELINE 

Date Subject I.D._ 

1. WHAT HAS YOUR LIFE BEEN LIKE SINCE YOU HAVE BEEN RECEIVING TREATMENT? 

Has your life been changed by treatment? (give card) 

2. ARE THERE THINGS THAT YOU DID BEFORE THAT YOU CAN NO LONGER DO NOW? 

If so, what things? 

What things do you miss most? 

3. HAVE YOU EVER THOUGHT ABOUT STOPPING YOUR TREATMENTS? 

If so, why? If not, why not? 

4. KNOWING WHAT YOU KNOW NOW, WOULD YOU HAVE MADE THE SAME CHOICE OF 

TREATMENT? 

Why or why not? 

5. GIVEN THE EXPERIENCES THAT YOU HAVE BEEN THROUGH, WHAT KIND OF 

ADVICE WOULD YOU GIVE TO SOMEONE ELSE IN THE SAME SITUATION? 

6. AT THIS POINT IN TIME, HOW WOULD YOU RATE YOUR PRESENT QUALITY OF 

LIFE? (give card) 

7. What factors are you considering in this answer? 

Are these factors any different now than they were before your 

diagnosis and treatment of melanoma? 



8. What about life is meaningful to you? 
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© 1980 Personal Interview Guideline 

Young, Katherine and Alice J. Longman, "Quality of Life and Persons With 
Melanoma: A Pilot Study." Cancer Nursing, 1983. In press. 
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MELANOMA SITE, TREATMENT, VITAL STATISTICS 

1. Site 4. Sex 

Head 3 Males 12 

Neck 3 Females 11 

Back 7 23 

Chest 1 

Abdomen 2 5' A®e 

Arm 3 29-70 years 

Le*> 6. Marital Status 

^ Married and 20 

2- Disease with 
spouse 

Localized 17 

Metastasis 6 

23 

3. Treatment* 

Radiation 1 

Chemotherapy 2 

Immunotherapy** 17 

Vitamin A (alone) 3 

23 

* All 23 subjects had one or more surgeries for melanoma. 

**Immunotherapy was BCG treatment in conjunction with vitamin A 100,000 
units daily. 
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