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ABSTRACT 

The purpose of this study was to examine the relationships between symptom 

distress, functional status, and self- esteem among adolescents with cancer. The research 

design was a secondary data analysis of Dr. Joan Haase's (1994) study The Adolescent 

Resilience Model: Development and Instrumentation. The sample consisted of 130 

adolescents whose ages ranged from 11- 26 years of age. The data was collected from 

four sites, Children's Hospital- Los Angeles, British Columbia Children's Hospital, 

Richland Memorial Hospital in South Carolina, and University Medical Center in 

Tucson, Arizona. The instruments used to analyze the variables were the Mc Corkle 

Symptom Distress Scale (SDS), Short Form Health Survey- Medical Outcomes Study 

(MOS), and the Rosenberg Self- Esteem Scale (SES). The relationships among the three 

variables were analyzed by the Pearson's product moment correlation coefficient. 

Statistical significance was set at p=O .05. 
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The findings showed that there were significant relationships (p=0.000) among 

symptom distress, functional status, and self- esteem among adolescents with cancer. 

There was a negative significant relationship (r= -0.66; p= .000) between symptom 

distress and functional status. A significant relationship (r= 0.63; p= .000) between 

functional status and self- esteem was determined. The relationship between symptom 

distress and self- esteem was determined to be a significant negative relationship (p=.000; 

r= -0. 4821). The implications of these finding provide evidence that symptom distress 

and changes in functional status related to cancer and cancer therapy can affect the 

development and maintenance of self- esteem among adolescents with cancer. 



Chapter One 
Statement of the Problem 

Introduction 

Cancer is well known as a potentially life threatening disease. Cancer has no 

prejudices and affects all people regardless of race and age. The incidence of cancer 

among Americans under the age of fifteen is approximately 14 new cases per 100,000 
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(Bleyer, 1990). In the adolescent population ( ages 15 to 19 years), the incidence is about 

20 new cases per 100,000 per year (Bleyer, 1990). In 1994, approximately 10% of deaths 

in children under fifteen years were from cancer, which makes it the second leading cause 

of death in this population (Landis et. al., 1998). With current medical advances, cancer 

is now becoming a chronic illness rather than a fatal disease. The five- year survival rate 

among adolescents with cancer has dramatically increased over the past 25 years. 

However, with the potential "cure" from cancer, young people have to adjust to the 

factors related to treatment. The way in which these factors impact the adolescent with 

cancer will be examined in this study. The study examines the relationship of cancer 

therapy effects, such as symptom distress and functional status, on the adolescents' self-

esteem. The Life- Span Development perspective and the concepts of quality of life are 

discussed and used to help guide this study. 

Life- Span Development Perspective 

Adolescence is described as a period of transitions between childhood and 

adulthood. These transitions are often characterized by a disorganization of previously 

established expectations and ideas, which evoke stress and anxiety in the individual (Mac 
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Lean, et. al., 1996). During adolescent development, many physical and psychological 

changes occur which can create a state of confusion and turmoil within the individual. A 

chronic illness such as cancer may interfere with an individual's ability to make these 

transitions. Therefore to evaluate the impact that cancer has on an adolescent, it is 

relevant to review some general concepts regarding adolescent development. To guide 

the discussion regarding adolescent development the Life- Span Development 

Perspective will be used along with the well-known theories regarding psychosocial and 

cognitive development. These theories are summarized in Table 1 and Table 2. 

Table 1 
Developmental Theories: Adolescent 

Developmental Theory Stage: Adolescence Concepts/ Description 

Piaget's Cognitive Formal Operations Abstract though; can reason 

Development about ideas; mastery of ideas 
and concepts 

Freud ' s Psychoanalytic Genital Stage Separation from parents; 

Theory successful extra-familial 
relationships; intellectualization 

Erikson ' s Stages of Identity vs. Isolation Establish a sense of personal 

Psychosocial Development identity; adoption of a personal 
set of values and career goals 

Kohlberg' s Stages of Moral Early Adolescence: Early: Accept "Golden Rule" 

Development Conventional Stage and want to abide by social 
order and existing rules. 

Late Adolescence: Late: Start to question rules and 

Post-conventional laws of society; Right thinking 

Stage and action become a matter of 
opinions and values. 

Fowler's Stages of Spiritual Synthetic- Conventional Environment is structured by 

Development expectations and judgments of 
others; interpersonal focus. 

Adapted from Duska & Whelan (1975); Enckson (1963); J. Fowler & S. Keen (1978); Miller 

(1983). 
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Table 2 
Growth and Development in Adolescence 

Stage Age Physical Changes Characteristics/ Tasks 

Early 11 to 13 years Rapid growth in height Vague & unrealistic plans 

and weight; emergence for the future, concrete 

of secondary sexual thinking, testing parental 

characteristics; moral codes, unisexual 

Menarche in females peer group, concerns of 

and ejaculation in body image, active 

males establishment of 
independence. 

Middle 14 to 16 years Continues with the Increasing comfort with 

development of sexuality; emergence of 

secondary sexual dating; friends provide 

characteristics (pubic emotional security; begin 

hair, breast abstract thinking; 

development, and voice increased introspection; 

changes,ect.) egocentric thinking; sense 
of invulnerability. 

Late 1 7 to 22 years Completion of physical Abstract thinking; 

changes and planning for the future 

development (i.e. career goals); 
resolution of sexual 
identity difficulties; 
formation of intimate 
relationships 

Adapted from Zevon, Tebbi, and Stem (1987). 

According to the Life- Span Development (LSD) perspective, development is a 

continuous process throughout the life span that is affected by a variety of factors. The 

LSD perspective is a combination of both psychological and sociological perspectives 

with an emphasis on the dynamic, connected aspects of human functioning (Rankin & 

Weekes, 1989). This perspective has several underlying assumptions. The first 

assumption is that the individual has the potential for development throughout the life 

span that does not decline or plateau with age (Sugarman, 1983). The second assumption 
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maintains that there is no single direction of development and that the process has the 

potential to be multidirectional (Sugarman, 1983). Another assumption of the LSD 

perspective is that development occurs in several different areas. These areas include 

physical, social, and cognitive. Finally, the LSD perspective assumes that the person and 

the environment have the potential to influence each other (Sugarman, 1983). 

The Life Span Development perspective takes into accounts those life events and 

relationships that have a great impact on the individual's development. Life events are 

viewed as transitions that provide "shape and direction to the various aspects of a person's 

life" (Danish, et. al., 1980, p. 342). These life events may encompasses a multitude of 

dimensions, such as physical, financial, societal, and emotional, that impacts the 

individual. Coping with these life events is individualized and may have different 

outcomes of effectiveness (Sugarman, 1983). Therefore according to Life-Span 

Development perspective, both life events and the ability of coping greatly influences the 

direction of development. 

The Life- Span Development perspective provides an effective guide to explain the 

development of adolescents. The development of adolescents is multidimensional and a 

complex process filled with physical, psychological, and cognitive changes. When 

viewing the period of adolescence through this perspective, it is imperative to consider 

life events and relationships with family and friends as influencing factors on the 

development of these individuals. 
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The period of adolescence has been defined in a variety of ways in the literature. In 

general, the adolescence begins at the onset of puberty, which is approximately age 11 

years. The end of adolescence is defined mainly from societal views regarding the 

individual's ability to enter into the "larger" society, which is at the age of 22 years 

(Zevon, et. al., 1987). Adolescence is characterized by marked physical changes, such as 

growth spurt, increase in muscle mass, and development of sexual characteristics. Due a 

high level of need for conformity and acceptance of body image during this stage, 

anxieties regarding differences among peers are common (Zevon, et. al., 1987). Major 

developmental goals for this age group are establishment of autonomy, preparation for 

adulthood, and formation of self-identity (Ritchie, 1992 and Zevon, et. al., 1987). The 

struggle for independence tends to cause conflict between the adolescent and parent. 

During late adolescence, the major developmental tasks of the adolescent are to begin to 

focus on the future in terms of career and the development of intimate relationships 

becomes very important during this stage. The adolescent tends to also place a major 

emphasis on his/ her peer group for security and becomes susceptible to pressure to gain 

acceptance. Other characteristics of adolescence are sexual curiosity and testing parental 

moral codes. 

Cognitively, the adolescent begins to have more abstract thinking, which is 

consistent with Piaget's formal operational stage of cognitive development (Zevon, et. al., 

1987). During this stage, adolescents also tend to have egocentric view, which is 



illustrated by risk taking behaviors that are common in this age group. The individuals 

are beginning to think abstractly, use symbolism, and envision futuristic goals. 
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In terms of psychosocial development, Erik Erikson proposed that an individual 

proceeded through eight stages during a lifetime. Within each stage, the individual is 

challenged by conflict which he/ she must overcome to advance to the next stage (Zevon, 

et. al., 1987). During the adolescent stage, the issues regarding identity versus identity 

confusion are addressed. Adolescents try to establish their own identity based on past 

experiences and future expectations. This new self encompasses ideas regarding personal 

values, sexuality, and expectance of responsibilities. 

With this general description of adolescent development, it is apparent that this 

period of life is unique and multidimensional with many physical and psychological 

changes. These changes create a vulnerable developmental period for the adolescent with 

cancer (Overbaugh, K. and Sawain, K., 1992). As mentioned earlier, a life event, such as 

cancer, may have great influence on the adolescent's development. Adaptation to illness 

such as cancer for an adolescent is believed to be a continuous process in which the 

individual attempts to cope with the demands of the disease (Hinds, et. al., 1990). 

Acknowledgment of these changes during this developmental stage is important in 

understanding some issues regarding quality of life and self- esteem among this unique 

population. 
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Quality of Life 

Quality of life is a difficult concept to define, for it incorporates many different 

dimensions within the individual. In the literature, the domains incorporated in quality of 

life studies include physical well- being, social well- being, psychological well being and 

spiritual well- being (Ferrell, et. al. , 1995; Ganz, 1994; Haberman, et. al., 1993; King, et. 

al., 1997; Loescher, et. al., 1990). The ability to function within these domains to the 

individuals own fulfillment determines quality of life. In this study, three variables that 

may affect the quality of life of an adolescent with cancer will be examined. These 

variables are functional performance, symptom distress and self- esteem. 

Quality of life means different things to different people therefore it is a very 

difficult concept to define (Aaronson & Beckermann, 1987). It is a multidimensional 

concept that has been described in the research in a variety of ways. The majority of 

research tends to incorporate a function -base model to explain the domains associated 

with quality oflife (QOL). The domains incorporated in many of the studies include 

physical well- being, social well- being, psychological well- being, and spiritual well

being (Ferrell, et. al., 1995; Ganz, 1994; Haberman, et. al., 1993; King, et. al. , 1997; 

Loescher, et. al., 1990). Quality oflife is therefore measured based of the individual ' s 

ability to function within these domains and the ability to fulfill his/ her future goals. 

"Good" quality of life tends to be expressed in terms of contentment, happiness, 

fulfillment, satisfaction, and the ability to cope (Aaronson & Beckermann, 1987). 



Therefore, in the research functional status tends to be the underlying factor in the 

definition of quality of life. 

Statement of Problem 
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Over the past 25 years, advances in cancer treatment have caused a "survival 

epidemic" among those who had childhood cancer (Van Eys, 1991; Mac Lean, et. al., 

1996). In 1994, cancer deaths among children under fifteen were the second cause of 

death with accidents being the number one cause of death (Landis, et. al. 1998). The 

incidence of adolescents with cancer appears to be increasing, however their life 

expectancy is longer (Ritchie, 1992). According to Landis and associates (1998), the 

five-year survival rate among children under fifteen during the years of 1986-1993 was 

72%. This is a significant increase from the 1960-1963 when survival rate was only 28% 

(Landis, et. al, 1998). In the year 2000, it is estimated that 180,000 - 220, 000 children 

with cancer will survive 5 years and many of those will have long term survival outcomes 

(Bleyer, 1990). It is predicted that by the year 2010 one in 250 persons will be childhood 

cancer survivors (Bleyer, 1990) Therefore, childhood cancer may be viewed more as a 

chronic life threatening illness rather than a fatal disease (Ritchie, 1992). 

Unfortunately, the therapy regime that enables this increase in survival has many 

dramatic effects on the children and adolescents. The short and long term side effects 

have been well documented in the literature (Hinds, et. al., 1992; Kurtz, et. al., 1994; 

Morris- Jones, P.H. & Craft, A.W., 1990; Zelter, 1993). There has been an increasing 

concern in the literature regarding the consequences of treatment among these children 
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affected by cancer (Mac Lean, et. al., 1996; Moinpour, 1994). Overall, due to the 

increasing numbers of survivors of childhood cancer, the research has been more directed 

towards examining quality of life issues rather than death and dying. These studies have 

encompassed concepts such as self-esteem, coping, late effects of chemotherapy, and 

hopefulness among children and adolescents with cancer (Haase & Rostad, 1994; Hinds, 

1990; Hinds, et. al., 1992; Overbaugh & Sawain, 1992; Woodgate & Mc Clement, 1997). 

Unfortunately, due to the complexity of quality of life, it is very difficult to fully 

measure an individual's concept of well-being. This is especially true in children and 

adolescents, for cancer and its therapy also impacts development. 

Purpose 

The study will be a secondary analysis of the Dr. Joan Haase 's (1994) research 

entitled, The Adolescent Resilience Model: Development and Instrumentation. The 

purpose of this study is to examine several factors that appear to impact quality of life 

among adolescents with cancer. 

These factors include symptom distress, functional status, and self-esteem. This 

study will examine the relationships among these concepts. The following are research 

questions that this study will attempt to answer: 

1. What is the relationship between symptom distress and functional status among 

adolescents with cancer? 

2. What is the relationship between functional status and self-esteem among 

adolescents with cancer? 
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3. What is the relationship between symptom distress and self- esteem among 

adolescents with cancer? 

Conceptual Framework 

The conceptual model developed for this study incorporates the concepts of 

functional status, symptom distress, and self- esteem. Figure 1 is provided to illustrate the 

model. A definition of each of the concepts is provided. 

Symptom Distress 

(-) 

Functio al Status 

Figure 1 
Conceptual Framework 

Self- Esteem 

Functional status means the ability of the individual to perform personal and 

social activities. Physical, psycho social, and intellectual abilities are included in the 

individual's functional status. These include the abilities to perform activities of daily 

living, form ofrelationships, continue intellectual pursuits, and be active within the 

community and family. In many studies, the person's ability to function in relation to his/ 

her own expectations has been an indicator of quality of life (Ferrell, et. al., 1995). 

Therefore the functional status of an individual tend to impact one's overall sense of well 

being. 
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Hinds and associates (1992) defined symptom distress as " an individual's report 

of his or her awareness of one or more changes in normal function, sensation, or 

appearance that cause him or her some degree of physical discomfort, mental anguish, or 

suffering" (pp. 84). Symptom distress among cancer patients may include nausea, 

vomiting, anorexia, alopecia, and body changes. Changes in cognitive abilities, including 

memory and attention, have also been contributed to the effects related to cancer 

treatment. However, as the definition implies, symptom distress is an individual's own 

perception of changes within him/ her self. 

In defining self-esteem, a variety of concepts, such as self-respect and self worth 

have been used. High self-esteem means "that the individual respects himself, considers 

himself worthy; he does not necessarily consider himself better than others, but he is 

definitely does not consider himself worse" (Rosenberg, 1965, pp. 3 1). Low self-esteem 

is defined as" self- rejection, self-dissatisfaction, self- contempt. The individual lacks 

respect for the self he observes." (Rosenberg, 1965, pp. 31). 

Several hypotheses regarding this study have been formulated. These include the 

following: 

1. Symptom distress will be negatively correlated with functional status 

2. Functional status will be positively correlated with self-esteem 

3. Symptom distress will be negatively correlated with self- esteem 
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Significance to Nursing 

Due to the increasing number of survivors of childhood cancer, the health care 

providers, such as nurses and nurse practitioners, are faced with many challenges in 

caring for the adolescent with acute and chronic effects of cancer treatment. By 

examining these effects that impact the adolescents, health care providers can promote 

not only physical well-being but also psychosocial well-being. The need for more 

research devoted to the study of quality of life among the pediatric population has been 

well documented in the literature (Bradlyn, et. al., 1996, King, et. al., 1997; Lauria, et. al., 

1995). An increased understanding in terms of the outcome of well-being and quality of 

life rather than just physical outcomes of this population is needed. With this knowledge, 

holistic care can be effectively given and health in all domains can be maintained. 

Summary 

The increasing survival epidemic among children and adolescents is a great 

concern among health providers. The cost of cure for this group may present many 

challenging concerns in the future. This study will examine the impact that symptom 

distress and functional status has on an adolescent with cancer in terms of self-esteem. 

The results of the study will hopefully provide more knowledge regarding the needs and 

concerns of this population. With this knowledge, perhaps new standards of care can 

formulated to aid in the promotion of health. 



Chapter 2 
Literature Review 

This chapter describes the overall frameworks that will guide this study. The 

parent study's conceptual frame work and the author's own conceptual framework will be 

presented. A review of the literature is also provided to illustrate the established 

knowledge of the area of this study. 

Adolescent Resilience Model 

The parent study, The Adolescent Resilience Model: Development and 

Instrumentation (1994), used Adolescent Resilience Model (ARM) to explain the 

development of resilience in adolescents with cancer (Appendix B). The Adolescent 

Resilience Model (ARM) was developed from studies of adolescents with chronic illness 

(Hinds & Haase , 1998). The model consists of components that are hypothesized to 

affect resilience in this population (Table 3). 

The components of this model include protective factors, risk factors and outcome 

factors. The protective factors include Individual Protective Factors, Family Protective 

Factors, and Social Protective Factors. Included in these classes of factors are variables 

such as courageous coping, derived meaning, family atmosphere, family support/ 

resources, health care resources, and social integration (Haase, 1996). The classes of risk 

factors are Individual Risk Factors, such as defensive coping, and Illness- related Stress 

factors such as illness perspective, illness severity, and symptom distress. The outcome 

factors include Resilience and Quality of Life. The Resilience Factor includes the 

variables of mastery or confidence, self- esteem, and self- transcendence. Quality of Life, 
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which is described as a sense of well being, is a secondary outcome that is influenced by 

the adolescent's ability to develop resilience (Haase, 1996). 

Table 3 
Classes of Factors, Variables, and Measurement of Study 

Class Factors Variables 

Individual Courageous Confronti ve, 
Protective Factors Coping Optimistic, and 

Supportive Coping 

Derived Meaning -Hope 
-Spiritual Perspective 

Family Protective Family Atmosphere -Family adaptability, cohesion, and 

Factors communication 
-Perceived Social Support from Family 

Family Support/ -Family Strengths 
Resources -Network Size 

-Selected demographics 

Social Protective Health Care -Participation and Satisfaction with psycho 
Factors Resources social programs 

-Characteristics of existing adolescent 
support programs. 
-Selected demographic variables 

Social Integration -Perceive social support from friends 
- Influence of others with cancer 
- Perceived social support from health care 
providers 

Individual Risk Defensive Coping - Evasive, emotive, and fatalistic coping 
Factor 
Illness- Related Risk Illness perception -Uncertainty of illness 
Factors Symptom distress/ -Symptom frequency 

Severity of illness -Social, emotional, and physical functioning 

Outcome Factors Resilience - Confidence or Mastery 
- Self-Transcendence 
-Self- Esteem 

Quality of Life -Well being 
- Global Quality of Life 

adapted from Haase ( 1996). 



The components of this model include protective factors, risk factors and 

outcome factors. The protective factors include Individual Protective Factors, Family 

Protective Factors, and Social Protective Factors. Included in these classes of factors are 

variables such as courageous coping, derived meaning, family atmosphere, family 

support/ resources, health care resources, and social integration (Haase, 1996). The 

classes of risk factors are Individual Risk Factors, such as defensive coping, and Illness

related Stress factors such as illness perspective, illness severity, and symptom distress. 

The outcome factors include Resilience and Quality of Life. The Resilience Factor 

includes the variables of mastery or confidence, self- esteem, and self- transcendence. 

Quality of Life, which is described as a sense of well being, is a secondary outcome that 

is influenced by the adolescent's ability to develop resilience (Haase, 1996). 

The individual, family, and societal factors influence the adolescent's response to 

illness and the ability to become resilient to the stressors of the illness (Hinds & Haase, 

1998). The three classes of protective factors are hypothesized to positively relate to two 

outcome factors, resilience and quality of life. The risk factors are believed to negatively 

effect the outcome factors. Therefore, it is believed that the more resilient the adolescent 

is the better his/ her quality of life (Hinds & Haase, 1998). 

Literature Review 

Many researchers the past decade have studied the effects of cancer and its 

treatment on the pediatric population. These researchers examined issues such as coping, 

self-esteem, body image, social isolation, and cognitive functioning within the pediatric 
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population including adolescents (Enskar, et. al., 1997; Hinds, et. al., 1990; Jamison, et. 

al.,1986; Rudin, et. al., 1988; Woodgate & Mc Clement, 1997). However, many of these 

studies have failed to view adolescents as a unique population that requires special 

considerations due to the multitude of developmental changes and transitions that occur 

during this period. In the article by Mac Lean and associates ( 1995), the authors 

emphasized the importance of viewing and treating an adolescent with cancer differently 

than a child or an adult. The following literature review will cite articles and studies that 

examine the adolescent with cancer. However, due o some ambiguity regarding the 

sample population in some of the research, articles examining young adults and children 

with cancer will also be included. 

Quality of life Studies/ Functional Status 

Due to the advances in cancer treatment, there has been a "survival epidemic" 

among those who had childhood cancer (Van Eys, 1991; Mac Lean, et. al., 1996). 

According to Landis and associates (1998), 72% of currently diagnosed children with 

cancer will survive. The important issues such as the impact of treatment side effects on 

well being and quality of life surround this so-called epidemic. Although the majority of 

quality of life studies in the past two decades have been focused upon the adult oncology 

population, there has been an increased interest in the quality of life research in childhood 

cancer (Reaman & Haase, 1996). 

As mentioned earlier, quality of life studies have increased in frequency over the 

past several decades due to the increase in cancer survival rates. Due to the complexity of 
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the concept of quality of life, a variety of definitions have been utilized within the 

literature (Aaronson & Beckermann, 1987). The majority of these studies tend to 

incorporate a function -based model to explain the domains associated with quality of life 

(QOL). The domains incorporated in many of the studies include physical well- being, 

social well- being, psychological well- being, and spiritual well- being (Ferrell, et. al., 

1995; Ganz, 1994; Haberman, et. al., 1993; King, et. al., 1997; Loescher, et. al., 1990). 

Quality of life is therefore measured based of the individual's ability to function within 

these domains. "Good" quality of life tends to be expressed in terms of contentment, 

happiness, fulfillment, satisfaction, and the ability to cope (Aaronson & Beckermann, 

1987). 

Quality of life studies among the pediatric population are less prominent in the 

literature The quality of life studies reviewed are summarized in Table 4. Concepts that 

have been used to help describe quality of life have been the topics of many studies. 

These concepts, such as hopefulness, self-esteem, body image, and courage, have been 

studied in terms of their impact of quality of life among children and adolescents with 

cancer (Alby, et. al., 1987; Haase & Rostad, 1994; Haase, 1987; Hinds et. al., 1990; 

Hinds & Martin, 1988). Physical issues, such as amputation, alopecia, skin changes, 

growth problems, and neurological change, have been shown through several studies to 

negatively effect well- being among this pediatric population (Alby, et. al., 1987; Kazak, 

1994). Although these children and adolescents appear to be faced with many problems 

related to cancer treatment, many studies have shown that these individuals generally 
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have positive psychological adaptation (Overbaugh & Swain, 1992; Woodgate & Mc 

Clement, 1997). Schmidt and colleagues (1993) found that 84 percent ofBMT patients 

younger than 18 years rated their quality of life at 8 or higher on a scale of 1 to 10. 

Therefore despite the obvious difficulties these children and adolescents face, they are 

able to achieve a "good" quality of life. The findings of these studies will provide insight 

regarding both positive and negative factors of cancer therapy that impact the well being 

of children and adolescents with cancer. 

Table 4 
Functional Status: Quality o li fe/ Adaptation Studies 

Study Sample Design/ Method Findings 

Cella, et. al. (1987) N= 42; ages= 18 to Self reported staff 1/3 mal- adjusted 
32; off treatment 2+ ratings 
years; Hodgkin's 
disease. 

Chang, et. al. N= 42 adolescents MMPI 33% had mild to severe 

(1987) profiles; agitation, 
anxiety, restlessness, & 
hyperactivity were 
concerns in this 
population. 

Ferrell, et. al. 687 subjects; mean Mailed in survey with Based on a "O ( worst 
(1995). age 49 .6 years; long a demographic tool, outcome)- 1 O(best 

term cancer the Quality of Life- outcome)" scale: 
survivors; 81 % Cancer Survivors 5 .88 psychological 
female. (QOL- CS), & the well being 

Functional 6.59 spiritual well 
Assessment of being 
Cancer Therapy - 6.62 social well being 
General (FACT-G) 7. 78 physical well 
tool. being 

Fritz & Williams N=41 Adolescents Self report; Good overall 
(1988) independent rating or adjustment; presence of 

adjustment mild adjustment 
problems & concerns 
about relationships 
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Study Sample Design/ Method Findings 

Greenberg et. al. N= 138; ages 8 to 16 Self report Overall normal 

(1989) years; off treatment > adjustment; more 
5 years severe late effects 

related to psychological 
difficulties 

Haase & Rostad N= 7 children; aged 5 Descriptive, Six themes were 
(1994). to 18; completed phenomenological; identified; the essential 

cancer therapy in the Open- ended structure that was 
past years. interviews; analyzed developed is that 

using Colaizzi' s completing cancer 
eight- step therapy has two 
procedure. dimensions- one of 

celebration & one of 
uncertainty & fear. 

Loescher, et. al. N= 17 adults (> 2 Cancer Survivor Psychological problems 
(1990). years post- cancer Questionnaire (CSQ) cited were body image, 

treatment). Age 23 anxiety & depression, 
years or older. & fears of recurrence. 

Physiological concerns 
included treatment 
related side effects (i.e. 
decreased libido & lung 
capacity). 
Socioeconomic 
concerns included 
inability to work & 
continue with social 
activities. 

Moore et. al. (1987) N= 35, ALL, solid Parent, teacher School & behavior 
tumors; ages 8 to 1 7 questionnaires; problems in ALL 
years; off treatment control group= 35 

Zevon et. al. (1990) N=55: childhood Questionnaire Overall adjusted & 
ALL survivors; ages leading "normal" lives 
18-35 years (2- 18 
years at diagnosis) 

adapted from Kazak (1994) & Zelter, L. (1992). 

Adaptation and Development/ Functional Status 

Several studies have examined the impact of cancer on adaptation and 

development among adolescents with cancer (Table 4). In a literature review conducted 



by Kazak (1994), there had been several studies published in the late 1980's that provided 

strong support that long term survivors of childhood cancer tend to have normal 

psychological adjustment. However, there was also evidence of psychological 

difficulties, such as depression and anxiety in a significant percentage of subjects in the 

research (Kazak, 1994). These findings that supported positive adaptation raise questions 

regarding the role of family systems and coping strategies in the adjustment process 

among this population. 

Mc Lean and associates ( 1996) felt that several barriers within the treatment 

process interfere with the adolescent's ability to successfully accomplish the many 

transitions encountered during the adolescent development. The authors proposed that 

pediatric oncology teams address the transitions in their care program and develop 

individualized care plans for each patient. With these recommendations, Mc Lean and 

associates (1996) felt that quality life will be enhanced and encourage positive social and 

emotional development. 

In a study entitled, Adaptation to Illness in the Adolescent with Cancer, Hinds 

and associates (1990) attempted to define the predominant components and 

characteristics of the adaptation process as experienced by adolescents during their first 

six months of chemotherapy treatment. The study was a descriptive- correlational 

longitudinal design, which examined the three major components of adaptation: 

physiological, social, and morale adaptations. The sample consisted of fifteen 

adolescents with eight males and seven females represented. The age range represented 
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was nine to 20 years with a variety of diagnoses. The results found that the majority of 

the adaptation indicators were lowest at four weeks of treatment and at the highest at six 

months. It was also found that physiological adaptation did not correspond to social or 

moral adaptation. These findings may be useful for care givers to assess and aid in the 

adolescent's adaptation during treatment (Hinds et. al., 1990). 

Haase and Rostad (1994) evaluated children's perspectives regarding completion 

of chemotherapy in a descriptive, phenomenological study. The sample consisted of 

seven children ages 5- 18 years that had completed chemotherapy treatment within a year 

and who were in remission. From the results, major themes of normalcy, uncertainty of 

recurrence, modified relationships, embedded experience, gradual realization, and 

resolution were derived from this sample. The outcome of the findings described the 

experience of completing chemotherapy treatment as both a time of celebration and a 

time of uncertainty and fear (Haase & Rostad, 1994). The results of this study provide 

some evidence regarding the multitude of 

changes and emotions that a child with cancer may face after treatment. 

Symptom Distress 

It is well documented in the literature that many patients with cancer experience 

symptom distress, which may influence social and physical functioning. Hinds and 

associates (1992) defined symptom distress as "an individual's report of his or her 

awareness of one or more changes in normal function, sensation, or appearance that cause 

him or her some degree of physical discomfort, mental anguish, or suffering" (pp. 84). 
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There is a multitude of complications of cancer therapy that affects the functional status 

of the individual which causes the individual to need help and assistance to perform 

personal and social activities (Kurtz, et. at., 1994 and Sama, et. at., 1994). The following 

is a review of research analyzing several of the complications of cancer therapy in terms 

of affecting functional status of the individual. A summary of this review is found in 

Table 5. 

y, et. a . 
(1987). 

cancer 
patients & their care 
giver dyads; age 20 
& older; solid tumor 
or Hodgkin. 

Table 5 

c or e ymptom 
Distress Scale; Older 
Americans Resource 
Scale; Center for 
Epidemiological 
Studies Depression 
Scale; Care givers 
Reactions Inventory 

o psyc rntr1c 
disorders; 16 patients 
presented with 
dysmorphobia, social 
isolation, depression, & 
rebellion against 
treatment; one suicide 
attempt based on body 
image disturbance. 

. ore positive o y 
image scores among 
those with cancer. 

ong treatments, 
relapses, & frequent & 
severe side effects 
negatively affected these 
subjects ' life situation. 

n ge roup 
years) , the following 
symptoms were reported 
frequently nausea, pain, 

anorexia, weight loss, 
fatigue (most prevalent), 
constipation, diarrhea, & 
vomiting. 
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u em, et. a. 
(1989). 

Short- term effects 

survivors o 
childhood cancer 

to times greater ns 
of school problems 
related to cranial 
irradiation, presence of 
functional impairment, 
& single parent home. 
Twice as many somatic 
complaints. 

ocia competence 
excessive behavioral 
problems among 4-16. 

Short-term chemotherapy side effects and symptom distress have been addressed 

in the literature. Treatment related side effects, such as nausea, loss of appetite, alopecia, 

and pain, reported to be the most vividly remembered problems faced by adolescents with 

cancer (Hinds, et. al., 1992; Zelter, 1993). The distress from a variety of symptoms was 

shown to have negative effects on adolescent's development, social life, future 

aspirations, and compliance (Hinds, et. al., 1992). 

The effects of symptom distress on adolescents with cancer on their life situation 

were examined in a study conducted by Enskar and associates (1997). In this descriptive 

study, ten adolescents were interviewed and asked open-ended questions regarding 

problems due to the disease and areas of life affected by the disease. The more frequent 

and severe complications appeared to be predictors of negative life situations as 

manifested by the inability to participate in normal activities, dependence on parents, and 

the increased demand for care (Enskar, et. al. , 1997). It was also shown that cancer 

negatively affects the developmental task of establishing identity, for the adolescents with 

cancer felt that they could not relate to healthy adolescents. Therefore, this likely caused 
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isolation and low self-esteem. However, despite the negative effects reported, the study 

population reported a positive outlook for the future, which was attributed to family 

support and their ability to cope through positive thinking and hope for the future. The 

highest ranked problems cited by this study included many physical effects, such as 

fatigue, hair loss, and changes in smell and taste. Other items that were also cited as 

problems are dependence on parents, powerlessness, and anxiety. 

Long- term Effects 

Chemotherapy and other related treatments have obvious effects on neurological 

and physiological functioning within the individual. The neurological effects of cancer 

therapy have been examined in a variety ofresearch articles (Copeland, 1985; Furlong, 

1993; Moore, et. at., 1986; Mulhern, et. al., 1989; Pot-Mees, 1989). In those patients who 

received intensive cytotoxic therapy, Furlong (1993) reported that the incidence of 

neurological complications was found in 59 -70% of the patients. These effects have 

been seen to impact intelligence and academic and school performance among this 

population. In a study conducted by Pot- Mess (1989), 44 survivors of pediatric BMT 

were examined. The findings of this study showed that these subjects had academic 

achievement scores below age expectations. Other neurological complications reported 

in the pediatric oncology literature include deficits in memory, attention, and abstract 

reasoning related to cancer treatment (Copeland, 1985; Moore, et. al., 1986). Mulhern 

and associates (1989) found in their study that children, especially adolescents that 

received cranial irradiation for leukemia tended to have more problems in school. Some 
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literature found that school re- entry after treatment and increased school absences were 

treatment related issues that also impact academic problems (Kazak, 1994). Pot-Mees 

(1989) mentioned that the stress related to re -entry into school might heighten the 

difficulties experienced within this pediatric population. 

Treatment of cancer can have many long term medical complications related to 

organ damage, problems with the endocrine system, and physical changes as seen in 

amputation (Kazak, 1994). In terms of endocrine changes, chemotherapy and radiation 

among children with cancer has been shown to cause growth hormone deficiency, 

precocious puberty, hypothyroidism, and gonadal dysfunction ( i.e. lack of secondary sex 

characteristics and infertility) (Hobbie, et. at., 1993; Sanders et al. 1989). These 

complications of cancer therapy can cause anxiety, self esteem issues, and body image 

concerns among these individuals. The literature has shown a strong association between 

severe the effects of treatment and poorer psychological adjustment (Kazak, 1994). 

Self- Esteem 
Self-esteem has been defined in the literature in a variety of ways. Overall, self 

esteem can be viewed as the degree in which a person believes that he or she is worthy, 

productive, successful, and important (Overbaugh & Sawain, 1992; Rosenberg, 1965). 

There have been a large number of studies in the literature regarding cancer and self-

esteem. The basic assumption of these studies is that cancer and its treatment negatively 

affects self-esteem (Curbow & Somerfield, 1991 ). Rosenberg and associates (1989) 

described self-esteem as a "fundamental human motive" which is a considerable indicator 
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for psychological adjustment (pp. 1006). There have been a large amount of studies in 

the literature regarding cancer and self-esteem, which are summarized in Table 6. 

Table 6 
Self- Esteem Studies 

Study/ Design Sample Methods Finding 

Bosset & N= 40 children & Kinetic Family Drawings- Increase in negative 
Martinson parents; ages Revised (KFD-R); total perception of self & 
(1990). newborn to 16 subscores of family interaction over 
Longitudinal (5 years; mixed communication, self- time. Change in perceived 
years); diagnosis image, & emotional tone; self varied based on type 
descriptive interviews & other of cancer & child ' s health. 
correlational. psychometric/ projective 

tests used, but not explain 

Bums & Zweig N= 169; (54 Draw A Face (DAF); 25 No significant differences 
(1980). Cross- children ages scenes depicting groups of between the well children 
sectional, 31 /2-12 years children at various tasks scores & the children with 
descriptive with cancer; 115 cancer scores except for 
correlational. healthy children sick children identified 

(ages 3-10) with the person who was 
nicer to his/ her friends. 
Age/ gender differences 

Hockenberry- N= 22; ages 8- Harter Perceived Self No significant differences 
Eaton & Cotach 18 years; newly Competence Profile between the groups in 
(1989). diagnosed, domains competence. 
Longitudinal, finishing Those with physical 
quasi- chemotherapy; disabilities had decreases 
experimental randomized into athletic competence, 

a standard group social acceptance, & 
( taught hypnosis) global self worth. 
& control group. 

Hockenberry- N= 44 children 2 of the 6 subscales of the Longevity of the cancer 
Eaton, et. al. ages 6 Yz - 13 Yz Harter Perceived Self- experience & relapse 
(1995). Cross- years Competence Profile for negatively affects 
sectional, Children; Strait- Trait children ' s self 
descriptive, Anxiety for Children; perceptions. Anxiety was 
correlational School agers ' Coping also found to be related to 

Strategies Inventory; About longevity & relapse. 
My Illness Scale. 

Jamison, et. al. N= 234 children Offer Self- Image No differences found in 
(1986). Cross- with cancer (ages Questionnaire for the areas of self image & 
sectional, 12- 18 years); Adolescents; knowledge between these 
descriptive 203 healthy Multidimensional Health two groups. 
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Study/ Design Sample Methods Finding 

correlational children aged 13- Locus of Control; 
18 years Perception of Illness Scale; 

Knowledge of Cancer Test 

Overbaugh & N=lO Harter Self-Perception Adolescents felt 

Sa wain ( 1992). adolescents, ages Profile for Adolescents ( all moderately competent & 

Cross- sectional, 12 - 19 years; at nine subscales ); Future parents had higher 

descriptive least one year Orientation Scale certainty than their 

correlational cancer free children 

Phipps & N= 41 children Piers- Harris Self-Concept Self- concept scores 
Mulhern (1995). & mothers; 4- 16 Scale; Achenbach Child remained in normal range; 
Perspective, years of age; Behavior Checklist; Family however lower scores 
longitudinal. Undergoing Environment Scale. were found post transplant 

BMT 

adapted from Woodgate & Mc Clement, (1997). 

The stressors of cancer have been shown to affect a child's sense of self and self 

esteem. Woodgate and Mc Clement ( 1997) in a critical review article attempted to 

examine what is known in the literature regarding the concept of sense of self among 

children with cancer and childhood cancer survivors. The authors performed an extensive 

literature review examining studies that attempted to measure self-esteem among school 

age and adolescents. In general, although the majority of the articles evaluated had 

hypothesized that cancer would lower self-esteem, their findings however did not show 

any significant differences in self-esteem as compared to the normal population. In terms 

of self-esteem ratings in survivors of cancer, several differences were reported in the 

research. In terms of physical image, those who survived cancer reported a lower self-

esteem than the general population (Woodgate & Mc Clement, 1997). In contrast, a 

slightly higher self esteem rating in the areas of intellect and school status was noted in 

several studies that were reviewed (Woodgate & Mc Clement, 1997). 



The descriptive study conducted by Overbaugh and Swain (1992) examined the 

future expectations and self-esteem of adolescent survivors of cancer. The results of this 

research found that the global self worth scores were on the low end of normal compared 

to the general adolescent population. In terms of future expectations, the adolescents had 

more uncertainty than did their parents regarding the attainment of future goals. In 

conclusion, the authors felt that the consequence of cancer in this population ranged from 

a low self-esteem and inadequate adult adjustment to an increased maturity and insight 

(Overbaugh & Swain, 1992). 

As mentioned earlier, body image is a common concern among adolescents and 

has been reported in several studies to affect self- esteem among the adolescents with 

cancer (Woodgate & Mc Clement, 1997). Alby and associates (1987) reviewed 46 cases 

of adolescents ( 15- 21 years) who received a bone marrow transplant for a variety of 

different cancers and found that over 30% of the adolescents suffered dysmorphophobia, 

social isolation, and depression. The authors concluded that body image effects could be 

harmful to an adolescent's identity. In contrast, the study conducted by Bello and Mc 

Intire (1995) found that body image scores were higher in the young adults (18-29 years) 

with cancer compared to the general population, which was not the expected outcome. 

The researchers attributed these unexpected findings to the fact that the cancer group may 

have had a stronger support system. 

35 



Summary 

The conceptual framework for this research comprises of the concepts of 

functional status, symptom distress, and self- esteem, which will be examined in the 

study in relation to an adolescent with cancer. The literature reviewed provided some 

insight to the current knowledge regarding adolescents with cancer. Unfortunately, many 

of the studies grouped adolescents with either school aged children or young adults. 

Therefore, there appears to be a lack of specific information regarding adolescents with 

cancer. Overall, the literature reviewed showed that adolescents with cancer must face 

many challenges with physical, social, and psychological changes that occur with cancer 

therapy. Adaptation to these challenges is important to their overall sense of well- being. 
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Chapter 3 
Methods 

Introduction 

This chapter is a description of the research design, setting, sample, data 

collection method, and instruments. A discussion for the plan of secondary analysis to 

address the research questions is provided. The purpose of this study is to examine the 

relationships between symptom distress, functional status, and self- esteem among 

adolescents with cancer. 

Research Design 

The research design of this study is a secondary data analysis of Dr. Joan Haase's 

(1994) study The Adolescent Resilience Model: Development and Instrumentation. The 

purpose of the study was to conduct exploratory measurement and structural modeling. 

This secondary analysis was conducted on data collected by questionnaires from 

adolescents with cancer. Secondary data analysis was chosen for this study to examine 

how the specific areas of symptom distress and functional status relate to self- esteem 

among adolescents with cancer. 

Secondary Analysis 

Secondary data analysis enables the researcher to use data already collected. In 

secondary analysis, the researcher is able to develop knowledge through considering 

important questions without some limitations or with limitations different from those of 

the original research (Gleit & Graham, 1989). There are several advantages to secondary 
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data analysis. In general, secondary data analysis is less expensive and time consuming. 

It can also validate the reliability found by the original investigator. 

A major limitation of secondary analysis is the researcher's inability to control 

how the original data was created and entered. Another disadvantage to secondary data 

analysis is that the data that is available may not be exactly what the researcher wants 

(Wasserbauer & Abraham, 1995). Important material may be missing, which may make 

it extremely difficult to answer all of the research questions. Another disadvantage is that 

the collected data may not be in the form, which the researcher wants. This may limit the 

types of statistical tests that can be utilized to analyze the data (W asserbauer & Abraham, 

1995). 

Setting and Sample 

The parent study was conducted at three sites in the United States and one in 

Canada. The data collection sites are Children's Hospital- Los Angeles, British Columbia 

Children's Hospital, Richland Memorial Hospital in South Carolina, and University of 

Arizona at Tucson. All four sites serve culturally diverse populations and a variety of 

cancer types that are common to the pediatric population. The sample of the study 

consisted of 130 newly diagnosed adolescents with cancer between 11 and 19 years of 

age. 

Protection of Human Subjects 

Haase's (1994) study received approval from the human subjects committee from 

each site before initiation of the study. After a detailed explanation was given to the 
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parents of the potential subjects, parental consent was acquired for students younger than 

18 years of age. Subjects were invited to voluntarily participate, and confidentiality was 

assured. There are no known hazards or costs related to the participation in the study. 

Approval was obtained for secondary analysis (Appendix A). 

Data Collection Methods 

To collect the data needed for this study, a booklet was created by combining a 

variety of measurement instruments, which will be discussed in detail in the following 

section. Due to the long length of the booklet, the investigators incorporated a variety of 

strategies to encourage completion. After consent was obtained from the parents or legal 

caregiver, the data collector reviewed the instructions individually with the adolescents. 

The adolescents were encouraged to complete the questionnaires without input from 

family or friends and were allowed 48 hours to complete the instrument. Upon 

completion of the booklet, the adolescents received $5.00 in form of a movie ticket or 

cash. 

Instruments 

The original study, The Adolescent Resilience Model: Development and 

Instrumentation (1994) used Adolescent Resilience Model (ARM) to explain the 

development of resilience in adolescents with cancer. Five classes of factors were 

hypothesized to affect resilience in this population. These factors were divided into two 

groups, which are positive or protective factors and risk factors. The protective factors 

include Individual Protective Factors, Family Protective Factors, and Social Protective 
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Factors. Included in these classes of factors are variables such as courageous 

coping, derived meaning, family atmosphere, family support/ resources, health care 

resources, and social integration. The classes of risk factors are Individual Risk Factors, 

such as defensive coping, and Illness- related Stress factors such as illness perspective, 

illness severity, and symptom distress. Two outcome factors , Resilience Factor and 

Quality of Life, were also included. The Resilience Factor includes mastery or 

confidence, self- esteem, and self- transcendence. Quality of Life is well being. Each 

factor was measured using an instrument that was designed to measure the variables in 

question. The following section will briefly define the factors, variables, and 

measurement tools utilized by principal investigators. 

Nineteen instruments were used in the original research project to measure the 

factors from the ARM that have been hypothesized to affect adolescents with cancer 

(Appendix B and Appendix C). Most of the instruments were pilot tested for feasibility 

and reliability in studies of adolescents with chronic illness in the Being Courageous 

Model Pilot (Haase, 1991; Haase, 1993). A demographic questionnaire was also used to 

describe relevant sample characteristics. Areas of interest in the questionnaire that will 

be used in this study include household income, parent education, parent health status, 

and distance from hospital and available support service. 
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Plan for Secondary Data Analysis by Research Question 

In secondary analysis, the original study' s concepts and findings are analyzed to 

answer new questions. The following section consists of a description of the instruments 

used and the methods of analysis incorporated for secondary analysis. 

Instrumentation 

The factors of the ARM that was analyzed are symptom distress/severity of illness 

and self- esteem. The variables addressed in the research questions are symptom distress, 

functional status, and self- esteem. These variables are measured by the following 

instruments: McCorkle Symptom Distress Scale (SDS), Short- form Health Survey-

Medical Outcomes Scale (MOS), and Rosenberg Self- Esteem Scale (SES). These 

measures and their validity and reliability are summarized in Table 7. 

Measure/ 
Instrument 

McCorkle 
Symptom 
Distress Scale 
(SDS) 

Short- form 
Health Survey-
Medical 
Outcomes Study 
(MOS) 

Rosenberg Self-
Esteem Scale 
(SES) 

Adapted from Haase, 1997. 

Table 7 
Description of Instruments 

Variable Description 

Symptom -5-point Likert scale 
Distress -11 symptoms were 

rated (1 to 5) on 
based on severity, 
distress, and/ or 
intensity 

Functional -self report; measures 
Status 6 health concepts 

(physical functioning, 
mental health, health 
perceptions & pain) 
-range O to 100 

Self- -4-point Likert scale 
Esteem -measures attitude 

toward self 

Number 
ofltems 

13 item 

20 item 

10 item 

Reliability/ Validity 

-In the ARM pilot the 
alpha coefficient was 
.92 among A WC. 

-In the ARM pilot, the 
alpha coefficient was 
.94 for total scale and 
.85 to .93 for the 
subscales 

Alpha coefficient was 
.92 in the ARM study 
&.95 in the BCM pilot 
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The variable of symptom distress will be measured by the McCorkle Symptom 

Distress Scale (SDS) (McCorkle & Young, 1987). SDS is a 13 item, 5 point Likert scale 

that assesses symptom distress based on eleven symptoms. The symptoms are rated based 

on severity and/ or intensity. The Cronbach's alpha has been reported as 0.89 (McCorkle 

& Young, 1987). In the ARM pilot study the alpha coefficient was 0.92 among 

adolescents with cancer (Haase, 1997). 

The Short-form Health Survey Medical Outcomes Study (MOS) (Stewart, Hays, 

& Ware, 1988) is a 20 items, self- report scale that measures 6 health concepts. The 

health concepts include physical functioning, mental status, health perceptions, and pain. 

For this study, physical functioning and mental status will be measured to describe the 

variable of functional status. Health perception and pain will be included in the 

measurement of symptom distress. The alpha coefficients reported in the ARM pilot 

study were 0.94 for the total scale and 0.85 to 0.93 for the subscales (Haase, 1997). 

The variable of self- esteem will be measured by the Rosenberg Self- Esteem 

Scale (SES) (Rosenberg, 1965). It is a 10 item, 4- point Likert scale, which measures the 

basic feeling of self- worth. In Lewis' (1982) study of end stage cancer patients, the 

reported reliability coefficients ranged from 0.85 to 0.92, and the validity correlations 

ranged from 0.56 to 0.83 with comparable measures. The reported alpha coefficient was 

0.95 in the Being Courageous Model (BCM) pilot study and 0.92 in the ARM pilot study 

(Haase, 1997). 
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A demographic questionnaire will also be used to help described the sample. The 

characteristics that will be examined will be age, race, gender, household income, and 

parent education. 

Data Analysis 

Methods -of analysis for this secondary analysis will consist of descriptive statistics 

and Pearson- Product Moment correlation coefficients. Statistical significance will be set 

at an alpha coefficient probability level of 0.05. Descriptive statistics, frequencies, means, 

and standard deviation will be used to describe the demographic characteristics of the 

subjects. 

Pearson's product- moment correlation coefficient will be answer the following 

research questions one, two, and three and the corresponding hypotheses: 

Question 1. What is the relationship between symptom distress and functional status 

among adolescents with cancer? 

Hypothesis 1. Symptom distress will be negatively correlated with functional status. 

Question 2. What is the relationship between functional status and self-esteem among 

adolescents with cancer? 

Hypothesis 2. Functional status will be positively correlated with self-esteem. 

Question 3. What is the relationship between symptom distress and self-esteem among 

adolescents with cancer? 

Hypothesis 3. Symptom distress will be negatively correlated with self- esteem. 
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Summary 

A description of the original study was provided to aid in the discussion of the 

methodology proposed for this study. Research design, setting, sample, data collection 

method, and protection of human subjects were briefly discussed and explained. The 

original study incorporated nineteen instruments to measure the factors and variables of 

the Adolescent Resilience Model. The secondary analysis will incorporated the findings 

of four of these instruments. These instruments include McCorkle Symptom Distress 

Scale (SDS), Short- form Health Survey- Medical Outcomes Scale (MOS), Rosenberg 

Self Esteem Scale (SES), and a demographic questionnaire. To analyze the relationships 

between the variables in question, the Pearson's product-moment correlation will be used. 
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Chapter 4 

Results of Data Analysis 

Introduction 

The purpose of this research was to describe the relationships between symptom 

distress, functional status, and self- esteem among adolescents with cancer. This chapter 

will describe the results of the data analysis for each research question. A description of 

the sample and the variables will also be provided. 

Description of the Sample 

A demographic questionnaire was used to analyze the sample. Frequencies, 

Means, and Standard deviation were used to describe the demographic characteristics of 

the subjects. The characteristics that were examined are age, race, gender, household 

income, and parent education. The findings of these demographic characteristics are 

summarized in the following paragraphs. Tables 8 through 11 are provided to help 

illustrate the findings. 

Table 8 
Demographic Characteristics of Sample: Ethnicity 

Ethnicity Number Percentage 

Asian 6 4.8 

Black 12 9.6 

Hispanic 35 28.0 

Native American 3 2.4 

White 63 50.4 

Other 6 4.8 

Total 125 100 

Vahd cases= 125 m1ssmg cases=5 

The total number of adolescents in this study was 130. Fifty- two percent of the 

sample was males, and forty- eight percent was female. The ages of the subjects ranged 

from 11-26 years of age, with the average age being 16 years old. There were only two 

individuals older than 22 years represented. In terms of ethnicity, the majority of the 
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subjects (48.5%) described themselves as white. Other ethnic groups represented in the 

sample were Hispanic (28%), black (9.6%), Asian (4.8%), and Native American (2.4%). 

Ethnicity of the population is summarized in Table 8. 

In examining the educational background of the subjects, 129 subjects replied 

with one missing case. The mean of the 129 cases was 10. 233 . Fifty-seven percent of 

the subjects had completed some high school education. The average highest grade 

completed was 10th grade, and the highest grade completed was senior year of college 

(16th year), which was accomplished by twenty subjects. The educational background of 

the sample is summarized in Table 9. 

Table 9 
Demographic Characteristics of the Sample: Highest Grade Completed by Subjects 

Highest <.;rade Numoer Percentage 
Completed 

5 1 .8 

6 5 3.9 

7 9 7.0 

8 20 15 .5 

9 14 10.9 

10 19 14.7 

11 22 17.1 

12 19 14.7 

College (Grades 13- 16) 20 15.6 

Total 129 100 

Mean= 10.233 Median= lC .uuu 
Valid cases= 129 Missing cases= 1 



The education profile of the subjects' parents was similar to the adolescents. The 

data is based on 123 reports from the subjects' mothers and 110 reports from the subjects' 

fathers. The mean of the mothers' education was 12.144 (12th grade), and 43% of this 

group completed some college education. The fathers' reported educational training was 

similar to the sample's mothers with a mean score of 12.155 (12th grade). 42.7% of the 

fathers had attended college. Seventeen percent of the parents reported an gth grade or 

lower educational level. The educational characteristics of the sample's parents are 

summarized in Table 10. 

Table 10 
Demographic Characteristics of the Sample: Highest Grade Completed by Parents 

Highest Grade 
Completed 

8 grade or less 

High school (9-12) 

College ( 13- 16) 

Total 
Mother's Education 

Mean=l2. l 14 
Valid cases = 123 
Missing cases = 7 

Number of Number of Fathers/ 
Mothers/ Percentage Percentage (n=123) (n=llO) 

19 (15.6%) 20 (18.3%) 

51 (41.4%) 43 (39.0%) 

53 (43%) 47 (42.7%) 

123 110 
.Father' s Education 

Mean= 12.155 
Valid cases= 110 
Missing cases = 20 

Average 
Percentage 

16.8% 

40.3% 

42.9% 

100 
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The data collected on the sample's household income was based on 110 reports 

with twenty missing cases. The average household income of the sample was between 

$20,000 and 29,999. Fifty- two percent of the sample earned less than $30,000 annual 

income. Twenty- percent of the subjects reported a household income ofless than 

$10,000, and nineteen percent earned greater than $60,000. Household income in this 

sample is summarized in Table 11. Because some of the currency was Canadian, the 

results found may not be a true representation of the sample household income. 

Table 11 
Demographic Characteristics of the Sample: Household Income 

1ssmg cases = 

Symptom Distress 

Symptom distress was defined in this study as" an individual's report of his or her 

awareness of one or more changes in normal function, sensation, or appearance that cause 

him or her some degree of physical discomfort, mental anguish, or suffering" (Hinds & 

et. al., 1992, pp. 84). The variable of symptom distress was measured by the Mc Corkle 

Symptom Distress Scale (SDS) which is a thirteen items 5- point likert scale (Mc Corkle 

& Young, 1987). This scale examined the data from 124 cases. The mean score reported 

was 18.58 with a standard deviation of 6.326. 



Functional Status 

Functional status was defined as the ability of the individual to perform personal 

and social activities in relation to his/ her expectations. To measure functional status, the 

Short-form Health Survey Medical Outcomes Study (MOS) was used (Stewart, Hays, & 

Ware, 1988). This 20-item scale measured health concepts, which are physical 

functioning, mental status, health perceptions, and pain. The possible range of the scale is 

0- 100. Based on 128 cases, the data collected from this scale reported a mean score of 

69.37 and a standard deviation of 14.50. 

Self - Esteem 

The variable of self- esteem was measured by the Rosenberg Self- Esteem Scale 

(SES) (Rosenberg, 1965). The definition of self- esteem incorporated in this study was 

based on Rosenberg's (1965) research and included concepts of self- worth and self-

respect. This instrument is a 10 items 4 point likert scale. The reported mean from the 

129 cases was 31.5581 with a standard deviation of 6.08. 

Variable Range 

Functional Status 0-100 

Symptom Distress 0-66 

Self-esteem 10-40 

Table 12 
Descriptive Data: Results 

Instrument Cases --

MOS 128 

SDS 124 

SES 129 

Mean/ --
Standard 
Deviation 

69.37 (14.5) 

18.58 (6.33) 

31.56 (6.08) 
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Research Findings 

Each research question was analyzed by using the Pearson's product- moment 

correlation coefficient. This method was used to determine whether significant 

relationships existed between each variable. Statistical significance was set at an alpha 

coefficient probability level of 0.05. The findings of each research question are discussed 

in the following paragraphs. Table 13 is provided to illustrate the findings. 

Correlation Coefficients 

SDS 
(Symptom Distress) 
MOS 
( Functional Status) 
SES (Self- Esteem) 

Research Question #1. 

Table 13 
Relationships of the Study Variables 

SDS MOS 
(Symptom Distress) ( Functional Status) 
1.000 -0.6615 
(128) (124) : p=.000 
-0.6615 1.000 
(124): p=.000 (128) 
-0.4821 0.6301 
(123):p= .000 (127): p= .000 

SES 
(Self- Esteem) 
-0.4821 
(123):p= .000 
0.6301 

(127): p= .000 
1.000 
(128) 

The first research question asked if there was a relationship between symptom 

distress and functional status among adolescents with cancer. The research question was 

analyzed by the Pearson's product- moment correlation product. There was a significant 

relationship (r= -0.66; p= .000) between symptom distress and functional status. 

Research Question # 2. 

The second research question asked if there was a relationship between functional 

status and self-esteem among adolescents with cancer. A significant relationship (r= 
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0.63 ; p= .000) between functional status and self- esteem was determined. According to 

the results, the higher functional status scores positively correlate with higher reported 

self- esteem. 

Research Question # 3. 

The relationship between symptom distress and self- esteem among adolescents 

with cancer was examined in the third research question. The relationship between 

symptom distress and self- esteem was determined to be significant with a significance 

finding of p= 0.000 (r= -0. 4821 ). There is a negative relationship between these two 

variables. 

Summary 
The purpose of this research was to determine the relationships between 

symptom distress, functional status, and self-esteem. To collect the data, the Mc Corkle 

Symptom Distress Scale (SDS), Short- form Health Survey- Medical Outcomes Scale 

(MOS), Rosenberg Self Esteem Scale (SES), and a demographic questionnaire were used. 

Brief descriptions of these instruments and the variables in question were provided. The 

Pearson' s product-moment correlation found significant relationships between the 

variables. The relationship between symptom distress and functional status and the 

relationship between symptom distress and self- esteem were determined to be negative. 

There was a positive relationship between functional status and self- esteem. 



Chapter 5 
Discussion, Conclusions, and Recommendations 

Introduction 

The purpose of this study was to examine three relationships among symptom 

distress, function status, and self- esteem, that appear to impact quality of life among 

adolescents with cancer. The relationships among these concepts were investigated. In 

this chapter, the results of the data analysis will be discussed by the research questions. 

Limitations and strengths of the study will be discussed. Significance to nursing and 

recommendations for future research will also be addressed. 

Discussion of Findings 

The research questions and components of the conceptual model organize the 

discussion of the results. The components of the conceptual model include symptom 

distress, functional status, and self-esteem. The results of the data analysis demonstrated 

that self- esteem among adolescents with cancer is influenced by their self- reported 

functional status and symptom distress. 

Question 1. What is the relationship between symptom distress and functional status 

among adolescents with cancer? 

The findings demonstrated that symptom distress was negatively correlated with 

functional status of adolescents with cancer. Therefore, an increase in cancer and cancer 

treatment related symptoms was associated with a decrease in functional status in 

adolescent patients, which supports the hypothesis of the conceptual framework regarding 

the effect of symptom distress on functional status. 
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The literature strongly supports this finding that symptom distress related to 

cancer therapy negatively effects the adolescent's functional status (Alby, et. al., 1987; 

Fritz & Williams, 1988; Kazak, 1994; Zellter, 1992). According to the literature, the areas 

of functional status that appears to be most negatively effected by symptom distress are in 

social relationships and in school performance. 

Difficulties with maintaining and creating social relationships related to 

symptoms associated with cancer and its therapy is a common theme in the literature. 

The most common symptoms cited in the literature to negatively impact social 

functioning are behavior problems, fatigue, nausea, pain, dysmorphobia, and vomiting 

(Alby, et. al., 1987; Enskar, et. al., 1996; Kazak, 1994; Kurtz, et. al., 1994; Loescher, et. 

al., 1990; Mulhern, et. al., 1989; Zelter, 1992). Fritz and Williams ( 1988) found that 

adolescents with cancer overall had good adjustment, except in the areas of social 

relationships. Enskar and associates (1997) found that frequent and severe complications 

of therapy caused the adolescents to be unable to participate in activities, which therefore 

cause social isolation. 

In terms of school adjustment, it has been well documented that children and 

adolescents who have been treated with cranial irradiation have had difficulties related 

neurologic side effects of treatment (Lansky, et. al., 1986; Moore, et. al., 1987; Mulhern, 

et. al., 1989). Lansky and associates ( 1986) found that those individuals who received 

cranial irradiation had a two to four times greater risk of school problems. Some 
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literature found that school re- entry after treatment and increased absences were 

treatment related issues that also impact academic performance (Kazak, 1994). 

Question 2. What is the relationship between functional status and self-esteem among 

adolescents with cancer? 

According to the results, adolescents with cancer who did not have a decrease in 

functional status had higher self- esteem scores. The ability of the individual to perform 

personal and social activities positively impacts one's overall sense of well- being, self

esteem. This finding implies that functional status has a positive correlation to self

esteem. It also supports the conceptual framework's hypothesis that the ability to function 

within society has a positive effect on one's self- esteem. 

This result is both supported and contradicted in the literature (Hockenberry

Eaton, et. al., 1989; Kazak, 1994; Woodgate & Mc Clement, 1997). In a longitudinal 

study, Hockenberry- Eaton and associates (1989) found that those children and 

adolescents with cancer with decrease functional status had lower self- worth and self

image. However, a literature review of several studies from the late 1980's conducted by 

Kazak (1994) found that survivors of childhood cancer tended to have normal 

psychological adjustment, without a decrease in self- esteem. 
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Question 3. What is the relationship between symptom distress and self- esteem 

among adolescents with cancer? 

There was a noted negative correlation between symptom distress and self

esteem. Those adolescents who described an increase of symptom distress, such as pain, 

nausea, and fatigue demonstrated lower self-esteem scores. This result supports the belief 

of the conceptual framework that symptom distress negatively effects self- esteem. 

This result correlates to the findings of several research studies in pediatric 

oncology literature. In several studies examining symptom distress among adolescents 

with cancer, it was found that cancer treatment negatively effect the adolescent's sense of 

well- being (Alby, et. al., 1987; Kazak, 1994). Enskar and associates (1997) reported 

similar results in their descriptive study examining the effects of cancer therapy on 

adolescents with cancer. The study found that those adolescents who reported frequent 

and severe symptoms related to therapy had lower self esteem (Enskar, et. al. , 1997). 

In conclusion, the effects of cancer and its therapies have demonstrated varieties 

of impacts on the adolescents' overall self- esteem. A decrease in functional status and 

an increase of symptom distress have negative effects on the self- esteem of this study 

population. These findings are consistent with the conceptual framework of this study. 
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Conceptual Framework 

As mentioned in the above section, the research findings supported the conceptual 

framework. Each of the hypothesis proposed by the framework was proven to be correct 

by the findings. Figure 2 is provided to illustrate how the findings related to the 

framework. 

Symptom Distress 

(-0.66) 

Functional Status 

Figure 2 
Conceptual Framework 

(-0.48) 

Self- Esteem 

The results found that there are negative relationships between symptom 

distress, functional status, and self esteem. A positive relationship between functional 

status and self- esteem was found. These results support the framework ' s proposed 

relationships between these variables. 

Limitations and Strengths 

The strengths of the study include a sample with a variety of ethnic groups, 

geographical areas, and age groups represented. These factors and a sample size of 131 

increases the generalization of the findings . The high correlation coefficients suggest 

significant relationships to study variables and support the proposed conceptual 

framework. However, due to the complexity of the concepts, such as functional status, 
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symptom distress, and self- esteem, quantitative study of these concepts may not provide 

a thorough examination of their impact among this population. Therefore, an additional 

qualitative section to the methods of analysis may helpful to aid in the examination of 

these concepts and provide a better understanding of the subjects' individual definitions 

of these complex concepts. Although the variety of age groups was represented, the 

developmental issues and tasks were not fully evaluated. As discussed earlier, 

developmental issues among the pediatric and adolescent population is extremely 

important, and unfortunately this study was unable to examine specific developmental 

issues among this study population. 

Recommendations 

Implications for Nursing Practice 

With current medical advances in cancer diagnosis and treatment in children and 

adolescents, cancer is now becoming a chronic life threatening illness rather than a fatal 

disease. Due to the increasing number of survivors of pediatric cancer, health care 

providers, such as nurses and nurse practitioners, are faced with many challenges related 

to the acute and chronic effects of cancer treatment among this population. By examining 

these effects that impact the adolescents, health care providers can promote not only 

physical well being but also psychosocial well being. Because adolescents with cancer 

are at risk for developing psychosocial problems, nursing interventions should focus on 

identifying factor that negatively effect the adolescent's sense of self- esteem. By 

planning, implementing, and evaluating nursing interventions throughout the adolescent's 

57 



experience with cancer and its therapy, the adolescent's self- esteem may be maintained 

and his/ her overall quality of life may be improved. 

Implications for Nursing Research 

The findings of this study provided a general perspective on the relationships 

between symptom distress, functional status, and self- esteem among adolescent with 

cancer. Several future research studies could be proposed from these findings. One future 

study idea is to analyze whether age and developmental stage has any affect on the 

variables of symptom distress, functional status, and self- esteem. This study should 

possibly look at the relationship between age and each of the variables. Another future 

research idea would be to examine the relationship between gender and self- esteem. The 

relationship between types of diagnosis (i.e. Solid tumors versus Leukemia) and the 

development of self- esteem could also be important to analyze in future research, for the 

treatment for individual cancers vary and have different side effects which impact 

functional status. 

In recent years, the focus of research in pediatric oncology has been more 

directed towards examining quality of life issues rather than death and dying. Quality of 

life is a complex construct to define. Currently in the literature, there are countless 

amounts of definitions of quality of life in the literature. There is a need for a universal 

definition of quality of life. In the pediatric population, it is important that this universal 

definition encompasses developmental issues, for development adjustment has a great 

impact on physical, social, and psychological well being. This desire for the 

58 



development of a universal definition is well documented in the literature (Aaronson & 

Beckermann, 1987; Bradlyn, et. al., 1996; Hinds & Haase, 1998). 

More research is needed to address the effects of cancer on self- esteem in 

relation to development. Currently, there are many studies in pediatric oncology 

examining the effects of cancer on self- esteem. However, in general many of these 

studies fail to discuss the implications of cancer therapy on adolescent development 

issues that effect self- esteem. 

As mentioned in the implications for nursing, there is a need for the development 

of a nursing intervention to aid in the development of self- esteem among this population. 

Currently, there are a few suggested nursing interventions being developed and tested 

(Lauria, et. al., 1995; Haase, 1994). However, there is a need for a universally accepted 

intervention to help in the development and maintenance of self- esteem among 

adolescents with cancer. 

Summary 

In conclusion, this study examined the effects of symptom distress and functional 

status on self- esteem among adolescents with cancer. Symptom distress was shown to be 

negatively correlates both functional status and self- esteem. Functional status was noted 

to positively effect self- esteem. With these findings, the importance of nursing to 

develop and utilize interventions to decrease symptoms related to cancer therapy and 
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improve functional status is well supported. Several suggestions for future nursing 

research include examining the effects of cancer in terms of development, a development 

of an universal definition of quality of life, and the development and testing of nursing 

interventions to foster the adolescent with cancer's self- esteem. 
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APPENDIX A: 
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College of Nursing 
University of Arizona 
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(520) 626-6154 
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CLASSES OF FACTORS, VARIABLES AND MEASUREMENTS OF STUDY 
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Appendix B 
Classes of Factors, Variables, and Measurement of Study 

Class Factors Variables Measures/Instruments 

Individual Courageous Confrontive, -Jaloweic Coping Scale-
Protective Factors Coping Optimistic, and Revised Subscales: 

Supportive Coping Confrontive, Optimistic, 
Supportive 
- Being Courageous-
Adolescent Report 

Derived -Hope -Herth Hope Index (HHI) 

Meaning -Spiritual Perspective -Reed Spiritual Perspectives 
Scale (RSPS) 

Family Protective Family -Family adaptability, -Family Adaptability and 
Factors Atmosphere cohesion, and Cohesion Scale II (FACES 

communication II) 
-Perceived Social -Parent- Adolescent 
Support from Family Communication Scale (P-

AC) 
-Perceived Social Support-
Family 

Family -Family Strengths -Family Strengths 
Support/ -Network Size -Norbeck Social Support 

Resources -Selected Questionnaire (PSSQ) 
demographics -Demographics 

Questionnaire: household 
income, parent education, 
parent health status. 
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Class Factors Variables Measures/Instruments 

Social Protective Health Care -Participation and -Perceived Social Support 
Factors Resources Satisfaction with from Health Care Providers 

psycho social (PSS- HCP) 
programs -Adolescent Support Program 
-Characteristics of Participation and Satisfaction 
existing adolescent (ASP- PS) 
support programs. - Adolescent Support 
-Selected Program Site Description ( 
demographic ASP- SE) 
variables - Demographic 

Questionnaire: distance from 
hospital and distance from 
available support services 

Social -Perceive social -Perceived Social Support 
Integration support from friends from Friends (PSS- Fr) 

- Influence of others -Influence of others in the 
with cancer Same or Similar Condition 
- Perceived social - Perceived Social Support 
support from health from Health Care Providers 
care oroviders (PSS- HCP) 

Individual Risk Defensive - Evasive, emotive, - J aloweic Coping Scale 
Factor Coping and fatalistic coping (JCS): Subscales of evasive, 

emotive, and fatalistic coping 

Illness- Related Illness -Uncertainty of -Mishel Uncertainty in Illness 
Risk Factors perception illness Scale- Revised (MUIS-R) 

Symptom -Symptom frequency -McCorkle Symptom 
distress/ -Social, emotional, Distress Scale (SDS) 
Severity of and physical -Short- form Health Survey-
illness functioning Medical Outcomes Study 

(MOS) 

Outcome Factors Resilience - Confidence or -Confidence Scale (CS) 
Mastery -Reed Self-Transcendence 
- Self-Transcendence Scale (STS) 
-Self- Esteem -Rosenberg Self- Esteem 

Scale (SES) 

Quality of Life -Well being -Index of Well Being (IWB) 
- Global QOL -LASA Uniscale 

Adapted from Haase, 1997 
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APPENDIXC: 

DESCRIPTION OF INSTRUMENTS 



Measure/Instrument 

J aloweic Coping Scale-
Revised (JCS) 
-8 subscales: confrontive, 
evasive, optimistic, fatalistic, 
emotive, palliative, 
supportive, & self- reliant 
coping styles 

Being Courageous-
Adolescent Report 

Herth Hope Index (Hill) 
-Abbreviated form of the 
Herth Hope Scale 
-Three factors: Temporality 
& Future, Positive Readiness, 
& Expectancy & 
Interconnectedness 

Reed Spiritual Perspectives 
Scale (RSPS) 

Appendix C 
Description of Instruments 

Description Number 
of Items 

-Self report 60 item 
-0-3 point rating 

-Self- report 17 item 
- 6- point Likert scale 
with one major factor 

-Likert format with 4- 12 item 
point forced multiple 
choice( I "strongly 
disagree" to 4 
"strongly agree" 

-6- point Likert scale 10 item 
one factor 
scale 
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ReliabilityN alidity 

-Cronbach alphas: .88 to .94 
overall use score & .81 to .94 
overall effectiveness score. 
- For subscales except fatalistic , 
Cronbach alphas were> .70. 

,j 

- Cronbach alpha .82 to .87 
-Significantly correlated (r=.38 to 
.60) with JCS subscales: 
optimistic, supportive, & 
confrontive coping 

- Internal consistency was 
assessed with well (alpha=.90), 
acutely ill (alpha=.94), & 
chronically ill adults (alpha= .97) 
adults. . . 

-With adolescents, reliability in 
the Being Courageous Model 
(BCM) pilot (alpha=. 91) & in 
Adolescents with Cancer ARM 
pilot( alpha=. 91) . 

-Reliability alpha coefficients in 
BCM pilot & Adolescent with 
Cancer ARM pilot were .95 & .92. 
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Measure/ Instrument Description Number Reliability/ Validity 

of Items 

Family Adaptability & -self- report 30 item -Cronbach alpha= . 90 for the full ( 

Cohesion Scale II (FACES -Likert format with scale; .87 for cohesion; & .78 for 

II) two factors reflected adaptability subscales. 

in title. 

Parent- Adolescent -5-point Likert, self 20 item -Alpha coefficient of .88 of the 

Communication Scale reported scale total scale, .87 for open I 

(P-AC) 
communication, & . 78 for 

Two subscales: Open Family problems in communication 

Communication & Problems subscales. 

in Family Communication -In ARM pilot, alpha coefficient 

was .95 for ratings of mothers ' & 

.96 for ratings of fathers' 

communication by the A WC. 

Perceived Social Support- Self report; 3-point 20 item - Alpha reliability on the ARM 

Family (PSS-FA) response scale pilot was .87 

Family Strengths (FS) 5-point Likert scale 12 item -In the ARM pilot, the alpha : 

that measures loyalty, coefficient was .93 for the total 

pride, & accord scale. 

Norbeck Social Support Self- report NIA NIA 

Questionnaire (PSSQ) questionnaire asks to 

list members of their I 
network 

Perceived Social Support -Self report 3-point 20 item Alpha reliability in the ARM pilot 

from Health Care Likert scale was .94 

Providers (PSS- HCP) -Adapted from items 

on the PSS-Fr & PSS-

FA scales to 
correspond with HCP 

i 

relationships 
( 
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Measure/ Instrument Description Number Reliability/ Validity 

of Items 

Adolescent Support -3 part self report Part 1: -Reliability alpha coefficient fro 

Program Participation & questionnaire to 18 item the subscales were .89 & .88 
I 

Satisfaction (ASP- PS) identify: (4-point 

I .the importance of Likert) 

support program Part 2: 

topics among A WC 5 yes/ no 

2.the types of support items 

programs that the Part 3: 

adolescents participate 10 item, 4 

3. Satisfaction of the point 

AWC with the Likert 

amount, kinds, & scale 

availability of 
programs 

Adolescent Support -Used to evaluate 10 part NIA 

Program Site Description historical instrument 

(ASP- SE) development, 

-Developed from data philosophy, goals, 

obtained in the focus group staffing, funding, 

portion of the Factors leadership qualities, 

Effecting Quality of Life education/ publicity 
{ 

) 

Outcomes study materials management 

systems, program 
components, & 
populations served. 

Perceived Social Support -Self report, 3- point 20 items -alpha=.88 

from Friends (PSS- Fr) response -In ARM pilot, reliability was .89 

& all items were loaded on one 

factor. 

Influence of others in the -self report 6 item -Alpha score from the ARM pilot 

Same or Similar Condition was .87 
-The scale was significantly '. 

correlated with the courageous 

coping subscales of the JCS 

(r=.48- 52). 

Perceived Social Support -self- report, 3-point 20 item In the ARM pilot, the alpha 

from Health Care Likert; adapted from reliability was .94 & all items 

Providers (PSS- HCP) items on the PSS-FR loaded on one factor. 

& PSS-FA scales. 
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Measure/ Instrument Description Number Reliability/ Validity 
of Items 

Mishel Uncertainty in -5-point Likert scale -33 item -Alpha coefficient in the BCM ' 

Illness Scale- Revised consisting of 2 factors was .91 & in the ARM pilot was 

(MUIS-R) ( complexity & .94 
ambiguity) 
-a high score is 
indicative of high 
level of uncertainty 

Mccorkle Symptom -5-point Likert scale 13 item -In the ARM pilot the alpha 

Distress Scale (SDS) that assesses symptom coefficient was .92 among A WC. '. 

distress 
-eleven symptoms 
were rated (1 to 5) on 
based on severity, : 

distress, &/or intensity 

Short- form Health Survey- -self report 20 item -In the ARM pilot, the alpha 

Medical Outcomes Study -measures 6 health coefficient was .94 for total scale '1 

I 

(MOS) concepts (physical & .85 to .93 for the subscales 
functioning, mental 
health, health 
perceptions & pain) 
-scores ranged from 0 
to 100 

Confidence Scale (CS) -self report 8 item In the ARM pilot with A WC, the 

-sub scale of the Nowatny -4 point Likert format reliabili ty was .92 
Hope Scale of strongly disagree to In the BCM pilot the alpha was .75 

strongly agree ) 

Reed Self-Transcendence -4 point Likert scale 15 item -In the ARM pilot, the alpha was 
Scale (STS) .89 & in the BCM pilot the alpha 

was .70 
i 

Rosenberg Self- Esteem -4-point Likert scale 10 item Alpha coefficient was .92 in the 
Scale (SES) -measures attitude ARM study & .95 in the BCMpilot 

toward self 
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Measure/ Instrument Description Number Reliability/ Validity 
of Items 

Index of Well Being (IWB) -semantic differential -9 item Estimated reliability coefficient is 
-Composite of the Index of scale reported to be . 8 9 (Frank- I 

Overall Life Satisfaction & Stromborg & Olsen, 1997) 
the Index of General Affect. 

LASA U niscale -global quality of life one item: NIA 
-Adopted from the Southwest self report instrument "Please 
Oncology Group protocol -Five response score how '· 

categories ranging you feel 
from extremely your life 
unpleasant to normal has been 

affected by 
the state of 
your health 

i 
(any 
disease or 
treatment) 
during the 
last week" 

Adapted from Haase, 1997. 
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