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Contextual Variables, Emotional State,
and Current and Expected Quality of Life
in Breast Cancer Survivors

Theresa A. Kessler, PhD, RN, CS

Purpose/Objectives: To determine the relationship be-
tween contextual variables, emotional state, and quality of
life (QOL) now and expectations for the future in survivors
of breast cancer.

Design: Descriptive and nonexperimental.

Setting and Sample: 148 volunteers and women with
breast cancer involved in a program by the American
Cancer Society. Most subjects were middle-aged (X = 52.4,
SD = 11.56), were married (72%), and had graduated high
school (38%). Time since diagnosis was 0.3-19 years (X =
3.54, SD = 3.61); 74% were diagnosed more than five years
ago, 54% were not receiving any treatment, and 66% had
localized breast cancer.

Methods: At home, participants completed a self-report
survey for personal and contextual variables, Positive and
Negative Affect Scale, QOL Measurement, and Global Life
Satisfaction Scale.

Main Research Variables: Time since diagnosis, extent of
cancer, emotional state, QOL, and global life safisfaction.

Findings: Women had high positive affect (X = 37.96)
and low negative affect (X = 17.13). QOL and life satisfac-
tion were high. Time since diagnosis and extent of disease
were related weakly to negative affect and QOL (p <
0.001). Positive and negative affect were related moder-
ately to QOL and life satisfaction (p < 0.001). Current per-
sonal life satisfaction was significantly greater than breast
cancer survivors’ estimates for *most people,” and survivors
expected life satisfaction to increase significantly in five
years (p < 0.001). Significant differences in QOL were found
between those who were diagnosed recently and those
who were diagnosed 10 or more years previously.

Conclusions: Despite breast cancer, women have posi-
tive affect, good QOL, and life satisfaction. Contextual
variables were related weakly to outcomes; emotions were
related more strongly fo outcomes. Survivors were more
satisfied with life than they estimated others to be and ex-
pected satisfaction to increase in the future.

Implications for Nursing: Nurses may use these findings to
encourage patients who are newly diagnosed with breast
cancer. Women with breast cancer adapt well despite
potential negative outcomes, and survivors even report
better QOL than they estimate for most people.

invasive breast cancer and almost 54,300 additional
cases of in situ breast cancer will be diagnosed (Ameri-
can Cancer Society [ACS], 2002). Breast cancer is the most
common cancer among women, excluding cancers of the skin,
and it accountsfor one of every three cancers diagnosed inthe

B y the end of 2002, an estimated 203,500 new cases of

Key Points. ..

O Despite the negative impact of treatment on day-to-day life,
women with breast cancer can have a positive outlook for
their futures and adapt to treatment with a good quality of life.

O Timesince initial diagnosis of breast cancer and extent of dis-
ease at diagnosis both are related to quality of life.

O Survivors of breast cancer estimate their personal life satisfac-
tion as significantly greater than most people and expect their
life satisfaction to increase significantly in five years.

United States. A woman in the United States has a 12.5%
chance (onein eight) of developing breast cancer in her life-
time (ACS, 2001). Because of advancesin early detection and
treatment, more and more women survive breast cancer. The
five-year survival rate for women after initial diagnosis of lo-
calized breast cancer is about 96% (ACS, 2001). If breast can-
cer spreads regionally, the survival rate after fiveyearsisal-
most 77%. Thus, understanding how women adapt and live
with breast cancer is key to helping them cope beyond initial
diagnosis and treatment. The purpose of this study was to
determine the rel ationship between contextual variables (i.e.,
time since diagnosis, extent of disease, and type of treatment),
emotional state, and quality of life (QOL) in survivors of
breast cancer.

Literature Review

Discovering a lump in the breast and the diagnosis of
breast cancer inevitably create the potential for extreme con-
cern and stress (Lierman, 1988) that may disrupt QOL. Defi-
nitions of QOL are numerous and have been inconsistent in
the literature (Farquhar, 1995; King et al., 1997). Experts
generally agree that QOL represents a subjective phenom-
enon that is multidimensional and involves physical, psycho-
logical, emotional, social, and spiritual well-being (King et
al.). Many measures of QOL assess overall daily functioning
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and psychosocial adaptation, which are key components of
surviving breast cancer. In addition, specific side effects of
treatment for breast cancer can affect overall psychosocial
functioning and QOL (Ferrell, Grant, Dean, Funk, & Ly,
1996; Nail & Jones, 1995; Wells, 1990).

Contextual Variables

Studies examining the impact of breast cancer on emotional
state and QOL had varied findings. Contextual variables, such
astype of treatment, extent of disease, and time since diagno-
sis, have been examined in women with breast cancer.

Type of treatment: Women who received more conser-
vative surgical treatment for breast cancer had fewer over-
all psychosocial adjustment problems (Wolberg, Romsaas,
Tanner, & Malec, 1989) and better sexual adjustment over
time (Schain et al., 1983; Wolberg et al.). In a cross-sec-
tional, correlational study, McCarthy (1994) assessed 86
Irish women who were newly diagnosed with breast cancer
and were receiving first-time chemotherapy. Based on the
theoretical framework of Lazarus and Folkman (1984), the
study variables included appraisal, coping methods, social
support, and psychosocial adjustment. Thirty-eight percent
of the variancein psychosocial adjustment was explained by
emotion-focused coping strategies of control (3%), escape or
avoidance (22%), social support (9%), and time since diag-
nosis (4%). In another cross-sectional study, Graydon (1994)
examined factors influencing QOL in 53 women who re-
ceived lumpectomy or breast-conserving surgery followed
by radiation. The women were interviewed a mean of seven
weeks after radiation therapy. They reported few changesin
their usual activities, were not emotionally distressed, and
had few symptoms. Woo, Dibble, Piper, Keating, and Weiss
(1998) studied the effects of various cancer therapies (i.e.,
radiation, hormonal, chemotherapy, and combinations) on
cognition, mood, and fatigue in a cross-sectional survey
mailed to 322 women with breast cancer. Significant differ-
ences were found by treatment method in cognition/mood
and total fatigue scores. Those who received combination
therapies had greater alterationsin mood and overall fatigue.
Similarly, Ferrell, Grant, Funk, Otis-Green, and Garcia
(1998) found that the greatest area of psychosocial concern
in arandom sample of 298 survivors of breast cancer was
distress from initial diagnosis and treatment, specifically
surgery and chemotherapy.

Extent of disease: Two studies found that the extent of
disease involvement, defined as confinement to one breast
versus metastatic disease, was related to overall adjustment
(Derogatis, Abeloff, & Melisaratos, 1979; Friedman, Baer,
Lewy, Lane, & Smith, 1988). Women who had localized dis-
ease had overall better adjustment than women with meta-
static disease.

Time since diagnosis: Length of time since diagnosis or
initial treatment for breast cancer also has been examined as
a contextual variable influencing overall adjustment to the
disease. Hurny et al. (1996) studied 1,475 premenopausal
women and 1,212 postmenopausal women at frequent inter-
vals during adjuvant chemotherapy and cancer recurrence.
They found that overall adjustment and QOL improved over
time. Women who had survived longer had better overall ad-
justment. Derogatis et al. (1979) also found that length of sur-
vival was related to varying levels of psychological adjust-

ment in 35 women with metastatic breast cancer. But in that
study, survivors who had alonger length of time since diag-
nosis showed significantly poorer adjustment to the diagno-
sisthan survivors with a shorter length of time since diagno-
sis. This result supported the interpretation that women who
coped by expressing their negative emotions and distress ap-
peared to survive longer. In two other studies, time since di-
agnosiswas not related to adjustment to breast cancer. Fried-
man et al. (1988) found that time since diagnosis was not
related to psychosocial adjustment, which included daily
functioning and marital relations. Berglund, Bolund,
Fornander, Rutgvist, and Sjoden (1991) found similar results.
They studied the late effects of treatment, chemotherapy, or
radiation on QOL in women who were free of recurrence of
breast cancer for 2-10 years after treatment. Time since diag-
nosis was not related to QOL after treatment.

Generally, women with breast cancer have some adjust-
ment problems as measured by disturbances in mood states,
and these disturbances tend to decrease over time since di-
agnosis and treatment (Graydon, 1994; Schag et al., 1993;
Schain et al., 1983; Wolberg et al., 1989). Hurny et al.
(1996) compared the self-rated, emotional well-being states
of the 1,475 premenopausal women and 1,212 postmeno-
pausal women with breast cancer identified previously in
this literature review. As both groups continued treatment,
they reported improved emotional responses. The research-
ers concluded that adaptation and emotional responsesto the
disease and treatment over time affected the women’s as-
sessments of their QOL. In contrast to these findings,
Derogatis et al. (1979) reported that long-term survivors of
metastatic breast cancer were more symptomatic overall.
They tended to have more negative moods and poorer QOL
than short-term survivors. Thus, these research findings
raise questions about the association between contextual
variables, emotional state, and adaptational outcomes. QOL
and emotional state following the diagnosis of breast cancer
may be influenced more by extent of disease, such aslocal-
ized cancer versus metastatic cancer, and treatment rather
than by length of time since initial diagnosis and type of
treatment.

Other Variables

An area of research that has received little attention in the
literature is the comparison of women with breast cancer with
other women. Ganz, Rowland, Desmond, Meyerowitz, and
Wyatt (1998) studied a cross-sectional sample of 864 survi-
vors of breast cancer. The women had more physical and
menopausal symptoms than healthy women. These same
women reported overall better health-related QOL and sexual
functioning despite their physical symptoms as compared to
other healthy, age-matched women. In other studies, per-
ceived QOL among women with breast cancer essentially has
been similar to that among healthy, age-matched control sub-
jects (Dorval, Maunsell, Deschenes, Brisson, & Masse, 1998;
Ganz et a.). These few studies did not make clear how QOL
in women with breast cancer compares to that of other,
healthy women.

Another area of research that has received little attention in
the literature is how women with breast cancer perceive their
expected future QOL and life satisfaction. What women with
breast cancer believe about their future health and survival
may be related to current QOL and ways of coping. Ferrell,
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Grant, Funk, Otis-Green, and Garcia (1997) studied 21 survi-
vors of breast cancer across three age strata (i.e., younger than
40, 40-60, and older than 60) through interviews and quan-
titative surveys. A specific assessment of expected future
QOL was not included, but concerns described by the women
included fears of cancer spreading, recurrence, impact on self-
concept, and fear of future tests. Concern about what may
happen in the future also has been measured by the concept of
uncertainty. Uncertainty is one of the major experiences that
survivors of breast cancer must face (Brandt, 1996; Kiebert,
de Haes, & van de Velde, 1991; Wonghongkul, Moore,
Musil, Schneider, & Deimling, 2000). Uncertainty has been
measured most widely as uncertainty in illness (Mishel,
1981). It isthe amount of ambiguity, complexity, lack of in-
formation, and unpredictability perceived during illness.
When illness uncertainty was measured in women with breast
cancer, long-term survivors (5-9.9 years) had low levels
(Wonghongkul et a.), whereas women who were newly diag-
nosed (Hughes, 1993) and women who had more invasive
surgery (Wong & Bramwell, 1992) had higher levels. These
methods of measuring future concerns did not measure future
QOL. Because a specific measure of future QOL or life sat-
isfaction has not been reported in the literature, researchers do
not know how survivors of breast cancer perceive their future
QOL and life satisfaction.

The study of contextual variables related to psychological
adjustment and QOL of women with breast cancer has re-
ceived considerable attention in the literature. However, how
the type of treatment, extent of disease, and time since diag-
nosis affect adjustment to breast cancer is not clear because
few consistent findings have been reported. Findings have dif-
fered because of the inconsistent ways QOL and psychosocial
adjustment were defined and measured and because of varia
tions in methodol ogic approaches. What was found is that
some women adjusted very well to the diagnosis of breast
cancer, whereas others had a great deal of difficulty adjusting
to breast cancer and maintaining an overall positive QOL.
Thus, researchers must examine further what variables are as-
sociated with improved QOL and future adjustment in survi-
vors of breast cancer.

Conceptual Framework

The theoretical framework for this study was the transac-
tional model of stressand coping (Lazarus & Folkman, 1984).
The model proposes cognitive appraisal and coping strategies
as mediators of apotentially stressful event (i.e., breast can-
cer) and adaptational outcomes. Asan individual experiences
apotentially stressful event, whether initia or ongoing, a cog-
nitive appraisal is formed by the mental operations of think-
ing and reasoning. During appraisal, unique personal and con-
textual characteristicsrelated to the event create the potential
for stress. In the case of breast cancer, contextual character-
istics may include extent of breast cancer, type of treatment,
and time since diagnosis. As an appraisal occurs, an individual
experiences affective responses to a stressor, including posi-
tive and negative emotions. Anindividual’ s ability to regulate
emotional responses reflects the degree of emotional distress
or discomfort with the event (Johnson & Lauver, 1989). Per-
sonal and contextual characteristics, along with emotional
responses, influence overall response and adaptation to apo-
tentially stressful event.

Purpose

The purpose of this study was to examine the rel ationships
among the contextual variables (i.e., time since diagnosis,
extent of disease, and type of treatment), emotional state, and
QOL for women surviving breast cancer, both now and what
was expected in five years. Specific research questions in-
cluded
» What are the relationships between the contextual vari-

ables, emotional state, and QOL?

e What is the relationship between emotional state and a
woman' s perceived satisfaction with life now and what she
expects after five years of survival?

» How do women who have survived breast cancer compare
their life satisfaction to their estimates of life satisfaction for
“most people’?

Methods

Design

A cross-sectional design was used to obtain a sample of
women at various pointsin time after the initial diagnosis of
breast cancer. The sample represented different groups of
survivorsin regard to age, extent of disease, and type of treat-
ment. Women completed self-report instruments to assess
personal characteristics, contextual characteristics, emotional
state, current QOL, and QOL expected in five years.

Sample and Setting

The convenience sample consisted of 148 women diag-
nosed with breast cancer. The women were recruited through
ACS's Reach to Recovery Program in alarge north-central
city. Women who agreed to participate either were volunteers
making visits for the program or women who had been seen
during the past three years by the volunteers. The samplewas
selected because the women represented a popul ation not re-
ported in the literature and an initial contact by a Reach to
Recovery volunteer was standard practice in the area

Instruments

Four instruments were used to collect data. First, aself-re-
port questionnair e developed by the researcher recorded
both personal and contextual characteristics. Personal charac-
teristicsincluded age, marital status, ethnicity, and educational
level, whereas contextual characteristics included extent of
breast cancer, type of treatment, and time since diagnosis.
Each variable has been correlated with cancer survival and
represents a key factor that may influence adaptation.

Three instruments operationalized the main constructs of
emotional state and QOL. The Positive and Negative Affect
Scale (PANAYS) (Watson, Clark, & Tellegen, 1988) measured
positive and negative emotions. PANAS isa 20-item tool that
contains two 10-item scales, one measuring positive affect
and the other negative affect. Positive affect itemsreflect the
extent to which an individual feels enthusiastic, active, and
alert. Negative affect items reflect subjective feelings of dis-
tress, including anger, contempt, guilt, fear, and nervousness.
It asks subjectsto respond to items on afive-point Likert scale
and indicate their moods for a specific timeframe, such asthe
past few days, weeks, or months. For this study, subjectswere
asked to indicate their current emotional states. Scores for
both scales range from 10-50; higher scores represent greater
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positive or negative affect. In previous research, Cronbach’'s
alpha on PANAS ranged from 0.84—0.90. In this sample,
Cronbach’s alphawas 0.88 for the positive affect scale and
0.92 for the negative affect scale.

The QOL Measurement (QOLM) (Selby, Chapman,
Etazadi-Amoli, Dalley, & Boyd, 1984) was used to assess
physical, psychological, and social aspects of adaptation to
breast cancer. The tool consists of 28 items placed on 10 cm
linear analog scales to measure the perceived degree of dis-
ruption related to specific side effects and outcomes of breast
cancer treatment. The items assess outcomes related to emo-
tion regulation, problem regulation, and general QOL. These
outcomes fit theoretically with the transactional model of
stress and coping. The righthand side of each item describes
the normality or absence of the specific outcome being mea-
sured. Higher scoresindicate better health and less severe dis-
ease-related symptoms, reflective of higher QOL. Internal
consistency of the scale during initial scale development was
0.91, and test-retest reliability ranged from 0.63-1.0. In this
sample, Cronbach’s aphawas 0.94.

The third instrument was the Global Life Satisfaction
Scale (GL SS) adapted from Cantril (1965) for this study. The
scale consists of three itemsthat measure satisfaction with life
and uses the Cantril ladder. Research has indicated that life
satisfaction is the most crucial indicator of subjective QOL
(George & Bearon, 1980). GL SS asksindividuals to respond
to their global life satisfaction on each of three ladders for
“right now,” “in fiveyears,” and “compared to most people.”
The Cantril ladder is avertical, self-anchoring scale with 10
rungs. Scaling responses range from 0 (worst possiblelife) to
9 (best possiblelife). Higher scores on each ladder represent
the best possible life satisfaction. A more global scale without
items reflecting specific psychological and physiologic out-
comes was chosen to fit better with women who were beyond
invasive treatment and the five-year survival date. In addition,
the use of singleitems may measure important, single aspects
of illness perception that directly assess theoretically impor-
tant variables (Leventhal & Nerenz, 1985).

Procedure

Before the study began, the institutional review board ap-
proved the protocol. The ACS director agreed to provide ac-
cess to potential subjects according to agency specifications,
and the letter of informed consent indicated that the director
gave permission. Only the namesfor current Reach to Recov-
ery volunteers and women who were seen during the past
three years were provided. Two hundred and eight subjects
were sent acopy of theinformed consent letter explaining the
purpose of the study, the instruments, and a stamped return
envelope. If completed questionnaires were not returned after
two weeks, areminder postcard was sent. Receipt of com-
pleted questionnaires was taken as an indication of informed
consent. The overall return rate was 71% (N = 148).

Data Analysis

All data from the study instruments were coded, entered,
verified, and analyzed using version 8.0 of SPSS® (SPSSInc.,
Chicago, IL) for Windows® (Microsoft Corporation, Redmond,
WA). Descriptive statistics were used to analyze personal and
contextual characteristics. Pearson correlation coefficientswere
used to assess rel ationshi ps between contextua variables, emo-
tional state, and the outcomes of QOL and global life satisfac-

tion. In addition, after categorizing the variable of time since di-
agnosis, an analysis of variance (ANOV A) was used to assess
the relationship between it and QOL . Post hoc comparisons us-
ing Scheffe were cal cul ated to determine where the significant
differences between groups occurred if a significant overal F
ratio was generated. Statistical significance was set at p < 0.05.

Results

Sample Information

The subjects ranged in age from 28-80 years (X = 52.4
years, SD = 11.56) (see Table 1). The mgjority of the women
were married (n = 107, 72%), were Caucasian (n = 126, 85%),
and had attended at least trade school or college (n = 85,
57%). Thirty-seven percent (n = 55) of the women were vol-
unteers from the Reach to Recovery program, and the remain-
ing 63% (n = 93) were women who were diagnosed with
breast cancer and were seen by the volunteers.

Clinical characteristics of the sample included time since
diagnosis, which ranged from 0.1-19 years (X = 3.54 years,
median = 2.7 years, SD = 3.61). Seventy-four percent (n =
110) had not reached the five-year survival mark yet. Fifty-
three percent of the women (n = 78) initially were diagnosed
with cancer localized in one breast. Fifty-two percent of the
women (n = 77) currently were not receiving treatment. Of the
women who were receiving treatment (n = 71, 48%), almost
al were receiving hormonal therapy, such astamoxifen alone
or in combination with radiation or chemotherapy. More than
20 different forms of past treatment regimens were reported
(see Table 2), but inadequate numbers existed in each group
to test the relationships between types of past treatment and
outcome variables. Thus, the variable of type of treatment was
not included for further analysis.

Study Variables

Scores on PANAS ranged from 10-50, with 50 represent-
ing the most positive or most negative affect. Women in the
sample had high positive affect scores (X = 37.96, SD = 7.06)
and low negative affect scores (X = 17.13, SD = 7.57). QOL
measured by QOLM was high (X = 256.1, range = 47.5-280,
SD =29.58). Global life satisfaction also was high and ranged
from 0-9 for each descriptor on GLSS. The women viewed
their satisfaction “right now” (X = 7.14, SD = 1.54) and as
expected “in fiveyears’ (X = 7.85, SD = 1.65) ashigh. They
also believed that most people had lower life satisfaction than
they did (X = 6.25, SD = 1.18).

Time since diagnosis and extent of disease were assessed
for correlations with emotional state and QOL using Pearson
Product Moment Correlation (see Table 3). Time since diag-
nosis was related weakly to each outcome measure. As the
length of time since diagnosis increased, women had less
negative affect (r = —0.29, p < 0.001) and more positive over-
al QOL (r = 0.28, p < 0.001). Relationships between extent
of disease and outcomes of breast cancer were stronger in
magnitude than relationships between time since diagnosis
and outcomes of breast cancer. Asthe extent of the diseasein-
creased, negative emotional affect increased (r = 0.35, p <
0.001) and QOL decreased (r = -0.48, p < 0.001).

Because time since diagnosis varied greatly (range = 0.3-19
years) and the number of subjects for each value was low, the
variable of time since diagnosiswas collapsed into five catego-
ries for further analysis. This provided additional analysis for
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Table 1. Sample Characteristics

Table 2. Past Methods of Breast Cancer Treatment

Variable n %

Age (years)

28-39 16 11
40-49 31 21
50-59 50 34
60-69 37 25
70-80 14 9
Marital status
Married 107 72
Divorced 15 10
Separated 3 2
Widowed 16 11
Single 7 5
Ethnicity
Caucasian 126 85
African American 16 11
Hispanic 4 3
Other 2 1
Education
Less than 12th grade 7 5
12th grade 56 38
Vocational school or college 64 43
Graduate school 20 13

Doctoral degree 1 1

Time since diagnosis (years)

0.1-1.9 30 20
2.0-2.9 50 34
3.0-4.9 30 20
5.0-9.9 24 16
10.0-20.0 14 10
Extent of cancer
Confined to one breast 78 53
Both breasts 1 1
One breast and lymph nodes 45 30
One breast with distant metastases 23 15

Both breasts and lymph nodes 1 1

Current treatment

None 77 52
Chemotherapy 3 2
Hormonal 63 42
Hormonal and radiation 4 3

Hormonal and chemotherapy 1 1

N =148
Note. Because of rounding, percentages may not total 100.

the rel ationship between this variable and QOL asthe outcome
of breast cancer. The recoded categories were 0.1-1.9 years,
2.0-2.9years, 3.0-4.9 years, 5.0-9.9 years, and 10-19 years.
The categoriesfit with common time periods after initia diag-
nosis of breast cancer and more evenly distributed the subjects.
A one-way ANOVA of QOL by years since diagnosis was
completed to assesswhether typical survival time periods after
diagnosisresulted in differencesin outcome measures of QOL.
The ANOVA revealed significant differences between the
groups on QOL (F[4,144] = 4.26, p = 0.003). Post hoc analy-
sis using Scheffe revealed that the only significant difference
occurred between women most recently diagnosed (0.1-1.9
years) and those whose original diagnosiswas 10 or more years
previoudly.

Methods of Treatment n %
Simple mastectomy 3 2
Modified radical mastectomy (MRM) 25 17
Radical mastectomy 7 5
MRM and chemotherapy 27 18
MRM and hormonal 16 11

MRM and radiation 1

j—

MRM, chemotherapy, and radiation 4
MRM, chemotherapy, and hormonal 13 9
MRM, radiation, and hormonal 1 1
Lumpectomy and radiation 10 7
Lumpectomy, radiation, and hormonal 10 7
Lumpectomy, radiation, and chemo- 2 1
therapy, hormonal

Other combinations 27 18
N =148

Note. Because of rounding, percentages may not total 100.

Emotional state, QOL, and global life satisfaction (see
Table 3) formed another correlation matrix. Positive affect
was related positively to QOL (r = 0.32, p < 0.001), global
satisfaction right now (r = 0.50, p < 0.001), and satisfaction as
expected in five years (r = 0.34, p < 0.001). Negative affect
was related negatively to QOL (r =-0.66, p < 0.001), global
life satisfaction right now (r = —0.58, p < 0.001), and as ex-
pected in fiveyears (r = —0.52, p < 0.001). Negative affect was
related more strongly to each of the outcome variables of
QOL, global life satisfaction right now, and QOL as expected
infive yearsthan positive affect was. In addition, therelation-
ships between negative affect and the contextual variables of
time since diagnosis and extent of disease were stronger than
the relationships between contextual factors and positive af-
fect.

Women had significantly different perceptions of life sat-
isfaction right now compared to what they expected in five
years (f[147] = —3.74, p < 0.0001). Paired t tests also were
computed to compare women’ s responses about their life
satisfaction right now and what they perceived to be thelife
satisfaction of most people. The women believed most
people had significantly lower life satisfaction than they did
(t[146] = 6.66, p < 0.0001).

Discussion

Thefindings of this study were consistent with the transac-
tional model (Lazarus & Folkman, 1984). Despite the stress
and negative outcomes that may result from the diagnosis and
treatment of breast cancer, the women in this study reported
more positive than negative affect. They also believed that
their overall QOL was quite high (X = 256). Thus, despite the
reality of living with and surviving breast cancer, the women
were coping positively. Thesefindings closely resembled the
results of studiesin which emaotional disturbances decreased
over time (Graydon, 1994; Hurny et al., 1996; Wolberg et d.,
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Table 3. Correlations Among Contextual Variables,
Emotional State, Quality of Life, and Life Satisfaction

GLSS
Affect -
Right In Five

Variable QOLM Positive Negative Now Years
Time since 0.28* 0.11 -0.29* - -
diagnosis
Extent of -0.48 *0.14 0.35* - -
disease
Affect 0.32* - - 0.50* 0.34*
positive
Affect -0.66" - - 0.58* -0.52*
negative
N =148
*p <.001

GLSS—Global Life Satisfaction Scale; QOLM—Quality-of-Life
Measurement

1989). Other studies have demonstrated that symptom distress
from the side effects of treatment was correlated negatively
with QOL (King et a., 1997). When women experienced high
symptom distress from breast cancer treatment, overall day-
to-day functioning and adaptation decreased (Ferrell et al.,
1996; Nail & Jones, 1995; Wells, 1990).

In other studies, emotional state improved astime continued
after treatment (Graydon, 1994; Hurny et al., 1996; Wolberg et
al., 1989). In this study, women had an overall positive affect
and the contextual variables of time since diagnosis and extent
of disease were related weakly to negative affect but not to
positive affect. The presence of certain contextual characteris-
ticsrelated to breast cancer may lead to more critical negative
emotiona states because of theimpact that contextual charac-
teristics have on day-to-day life. Thisfinding may be similar to
that of Derogatiset al. (1979), who found that long-term survi-
vors of metastatic breast cancer had more negative moods.
Additionally, other unmeasured varigblesfrom the transactiona
model, such as cognitive appraisal, may influence emotional
state more than clinical characteristics.

Time since diagnosis was related positively to QOL, and
extent of disease was related negatively to QOL in this study.
Thesefindingswere similar to other studiesin which timefrom
initial diagnosis of breast cancer was correlated positively with
overall QOL (Hurny et a., 1996; Wolberg et & ., 1989). Also,
other researchers have found that women with more localized
breast cancer have better adjustment and QOL (Derogatiset d.,
1979; Friedman et al., 1988). However, the weak correlations
inthis study further supported theideathat other variables must
account for overall adaptation to breast cancer. Because QOLM
included side effects of treatment, the current study’s author
was not surprised that the magnitude of the correlation between
extent of disease and QOLM was stronger. Women with greater
extent of disease require moreinvasive trestment and cope with
more daily symptoms that negatively affect functioning and
QOL. Overadl, the findings of this study demonstrated weak
relationships between contextual variables and QOL. Further
research is needed in this area because of the inconsistent find-
ings reported in the literature.

Global life satisfaction was strong in this sample. This
singleitem measured acritical attribute of coping in aconsis-
tent manner with the multi-item QOLM. The women in this
study even saw themselves as having significantly greater
global life satisfaction as compared to most people. In the
work by Ganz et al. (1998), women reported better overall
health-related QOL than other healthy, aged-matched women.
Even though this study found similar results, further research
should address this relationship in other samples. Researchers
should examine how women with breast cancer perceive their
QOL compared to how women without breast cancer perceive
theirs. In addition, researchers should examine further the
impact that estimates of others QOL might have on personal
QOL and psychosocial adaptation.

The women in this sample believed their global life satis-
faction would improve in five years. Other studies have not
reported findings on this topic. When concern about the future
was measured, short-term survivors of breast cancer (Hughes,
1993) and those who had invasive surgical treatment (Wong
& Bramwell, 1992) had high levels of illness uncertainty. Be-
cause the majority of women in this sample were not newly
diagnosed, had |localized breast cancer (n = 78, 53%), or had
breast cancer confined to local lymph nodes (n = 45, 30%),
they may have had amore optimistic view of the future based
on what is known about survival ratesfive years after diagno-
sis. Thiswas similar to thefinding of uncertainty in long-term
survivors of breast cancer (Wonghongkul et al., 2000). Long-
term survivors (5-9.9 years) had low levels of uncertainty and
perceived less ambiguity, complexity, and unpredictability in
the future. Studies should examine thisfinding further in other
samples of women with breast cancer, especially samplesin-
cluding more women with metastatic forms. In addition, the
validity of measuring future life satisfaction should be exam-
ined further.

This study’ s findings offer further support for the transac-
tional moddl (Lazarus & Folkman, 1984). Multiplefactorsare
related to adaptation to stressful situations. WWomen diagnosed
with breast cancer must respond daily to treatment outcomes
that affect QOL and their futures. Despite the potential nega-
tive outcomes, women report positive affect and overall posi-
tive QOL. Women even believe that their life satisfaction is
greater compared to most people and expect that their future
life satisfaction will improve.

Limitations

These findings should be viewed with the study’s limita-
tionsin mind. The convenience sample limited generalizabil-
ity of the findings; however, the characteristics of the women
did vary for age and contextual characteristicsrelated to time
since diagnosis. In this sample, 68% of the women were older
than 50; each year in the United States, 77% of women newly
diagnosed with breast cancer are older than 50 (ACS, 2001).
In addition, the contextual characteristic of extent of disease
was comparable to national statistics for breast cancer inci-
dence (ACS, 2001). The majority of women (84%) in this
study had breast cancer that had not spread beyond the local
lymph nodes.

Another limitation was that the sampling technique may
have led to differencesin responders and nonresponders. The
high return rate (71%) limited this source of bias. The sample
was drawn from volunteers and women seen by ACS's
Reach to Recovery program. Therefore, the results cannot be
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generalized to populations other than similar women. Also,
because almost 40% of the sample volunteered for the Reach
to Recovery program, they may have had more positive
emotional states and perceptions about QOL than the re-
mainder of the sample. Additionally, the Reach to Recovery
program may haveintroduced bias in the sample because the
program offers a potential source of social support.

These women were survivors of breast cancer, and their re-
sponses reflect an important part of the population that should
be studied. Few consistent findings in the literature support
what specific factors help women cope and adjust to breast
cancer. Multiple factors affect QOL and how women with
breast cancer define social support.

Lastly, one measurement of global life satisfaction was based
on women’s expectations for their futures. Whether these ex-
pectations accurately reflected their futuresis not clear. How-
ever, these expectations were based on the women's percep-
tions of their future life satisfaction. People perceive what they
want to or need to in order to manage apotentially stressful situ-
ation (Lazarus & Folkman, 1984). Thus, the personal meaning
of astressful situation isimportant to overall appraisal.

Nursing Implications

Nurses must be aware of the impact that breast cancer has
on emotional state and QOL. More and more women survive
breast cancer because of earlier detection. Women may have
feelings of sadness, anger, fear, and guilt asaresult of breast

cancer, but these emotions may not predominate the women’s
views of the future. Despite potential negative outcomes,
women can have a positive outlook for the future and adapt to
treatment with good QOL. Nurses should use these findings
to encourage women who are newly diagnosed with breast
cancer as they cope with diagnosis and treatment. Women
adapt well despite the potential negative outcomes of breast
cancer, even report better QOL than they estimate most
people have, and expect their lives to improve over time.
Results of this study indicated that other variables also may
explain QOL and global life satisfaction. Some that should be
considered include cognitive appraisal, social support, uncer-
tainty, and coping strategies. The importance of family sup-
port and maintaining usual roles during cancer treatment has
been reported in other studies. Perceived uncertainty about
symptoms, diagnosis, treatment, and prognosis have been re-
ported in the literature. Future research is recommended to
determine how women'’s appraisals and responses to breast
cancer and outcomes change over time. A longitudinal study
from the time of diagnosis through treatment and beyond may
provide answers to these questions. Until breast cancer is
eliminated, women will continue to face diagnosis and treat-
ment. Understanding survival and how women adapt will
continue to be an important issue for nurses to address.

Author Contact: TheresaA. Kessler, PhD, RN, CS, can be reached
at terry.kessler@val po.edu, with copy to editor at rose_mary@
earthlink.net.
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For moreinformation . ..

O International Society for Quality of Life Research
www.isogol.org

0 Qudlity of Life Research Center
www.glrcnet.org

O Quality of Life Instruments Database
http://195.101.204.50:443/

These Web sites are provided for information only. The hosts are re-
sponsible for their own content and availability. Links can be found
using ONS Online at www.ons.org.
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