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CHAPTER l 

I NTRODUCTION 

The American Can c er Society (19 7 8) e stimated that in 

the 197 0s there we r e 3 . 5 million cancer dea t hs in the 

United States, over 6.5 million new canc e r cases, and 

more than 10 million people under medical care for cancer. 

The American Cance r Society (1978 ) further estimated that 

a pp r oximately 225,000 Americans, o r about one-third of 

all people who were diagnosed with cancer in 1979, will 

be alive at least 5 years after treatment. Despite sue-

cesses in treatment, cancer remains the second highest 

cause of mortality in the United States. In view of 

these statistics, cancer treatment, particularly treat

me nt that con tributes to a person's discomfort, has 

continued to be subject to controversy. 

Not only lay people but physicians, nurses, and ~ 

others in the medical profession may become antagonistic 

toward the use of active therapy. The past decade wit-

nessed a concern for the dying patient. This concern is 

often coupled with an antitherapy philosophy. There is 

an aura of hopelessness surrounding cancer and a dismal 

outlook for the patients involved. 

1 
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Deciding who s hould h a ve active tr ea t me nt a nd who 

should not have act i v e tre a tment is a comp lex decision . 

The medical litera t ur e docume n ts innume r a bl e s uccesse s 

d e spite the p r e s enc e of meta static d is e ase. Ye t t he s e 

s uccesses a re combatted with p leas for 11 death wit h 

di gnity " and 11 a mea n i ngfu l exi stenc e ." 

The q ue stion aris e s whether or no t a me aningful 

e x istence or me an i ng in life is incompatible with active 

cance r tr e a tme nt . If it is p rognosticated that the 

cance r ma y be f ata l despite t r eatme nt, the purpose of 

l i fe of t hose indiv iduals could be questioned. Answe rs 

to these questions would contribute in clarify ing this 

dilemma for phy sicians, nurses, medical personnel, and 

patients. However, these answers can only come from 

thos e persons with canc e r who are receiving active treat

ment. 

Pro blem of Study 

The problem of this study was: 

Is the r e a difference between active l y treated 

cancer patients' e xperience of the meaning and purpos e 

in life and the e xperience of meaning and purpose in 

life in the "normal" population? 
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Justificati on of Problem 

Despite a growing conc e rn in modern soc i ety with 

meaning and value in life, the stud y of me aning in lif e 

has con®only been i g nored b y empirically oriented social 

scientists. The work of Battista and Almo nd (1973) 

revealed that meaning 1n life is a legitimate psycho

logical dimension that can be studied 1n an empirical 

s oc ial scientific manner. They saw it necessary to 

a n al yz e the ques t ion, "What is the nature of an indi

vidual's experience of his life as meaningful?" (Battista 

& Almond , 1973, p. 409). 

The meaning of a person's life and his or her freedom 

to act are important concepts in Orem's (1971) theory. 

Orem not onl y viewed meaning in life as a legitimate 

psychological dimension, but also saw a relationship 

between that dimension and health care. In health care·, 

from this framework, the emphasis is placed on the per

son's responsibility to give meaning to life as well as 

to death. Meaning during treatment is included. 

Meaning in life is closely related to the concepts 

of existentialism. Travelbee (1971) has written exten

sively on the interpersonal aspect of nursing and assist

ing people to find meaning in their illness. She believed 

that the philosophical beliefs regarding illness and 
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suffering dete rmine the extent to which nurses are able 

to assist individuals and families to meaning in diffi

cult experiences. 

Vaillot (1966) also advocated the existential 

philosophy of nursing . She defined this existential 

philosophy as "a philosophy of commitment" (p. 500). 

Vaillot (1966) indicated that most existentialists stress 

the worth of the individual but recognize that each 

individual has the freedom to ". . make himself. Man 

is not, but is forever becoming" (p. 504). This philos

ophy requires man to face grief, anxiety, finitude, and 

even the prospect of his own death with honesty . Accord

ing to Vaillot (1966), this is everyone's responsibility . 

However, she specifically believes that basically nurses 

are intent on helping people get better. The function of 

nursing is primarily therapy. Like most existentialists, 

Vaillot (1966) believed that the human task which cdn

fronts each of us is to pass from existence to being. 

The passage from existence to being, from Vaillot's point 

of view, is affected through commitment. 

Commitment is acceptance of one's full share of 

life. It includes solitude, suffering, and death. Lack 

of commitment is a refusal to use one's freedom and to 

involve oneself witp the difficulties of life. Lack of 
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commitment involves a life of meaning less conformi t y --an 

unauthentic existence. 

Vaillot (1966) asked nurses to look at their own 

meaning in life. Her philosophy of commitment req u ires 

a nurse to be fully intent on helping people as well 

as acting as a therapist. According to Va illot, an un

committed nurse will remain emotionally detached from 

her patients' problems because they might cause suffer-

ing. In the e x istential sense, she is not a nurse. 

Travelbee (1971) and Vaillot (1966) have used e x is

tential concepts to view man and, in particular, to view 

nurses. If nurses do accept one's full share of life and 

are committed as Vaillot (1966) proposed, perhaps they 

are able to meet Travelbee's (1971) challenge of assist

ing people to find meaning in their illness. This chal

lenge is based on the philosophical beliefs about illness 

and suffering and determines the extent to which nurses 

are able to assist individuals and families in the dis

covery of meaning in difficult experiences (Stanley, 

1978). 

This challenge may be difficult in the case of cancer 

patients who ar~ r~ceiving active treatment. The limited 

success of antineoplastic drugs can breed defeatism, 

especially in a worfd used to the triumphs of antibiotics 
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(Marino & LeBlanc, 1975). As Marino and LeB lanc (1975) 

af f irmed, patient, physician, and nur s e can fa ll p rey to 

feelings of despai r because cure is still the exception 

rather than the rule. 

Krahoff (1979) recentl y asked that patient advocates 

recognize the more positive side of active tr e atment . He 

indicated that those members of the health team should be 

v iewed as havi n g a genuine interest in the patient--a 

human in te r e st. Active the r a py from hi s viewpoint does 

not ne g at e a pe rson's dignity. Krahoff (1979) has a valid 

p o int . Nevertheless, there are others who feel that the 

human skill and personal elements of caring have not pro

gre ssed as rapidly as science and technology in dealing 

with cancer patients (Abrams, 1974). The concern for the 

q uality o f life remains a major theme of intervention for 

the cancer patient (Peterson & Kellogg, 1976). 

Measurement of quality of life has provoked little 

interest in standardization. The American College of 

Surgeons Commission on Cancer has established Guidelines 

for Cancer Care which outlines a quality of survival data 

coll e ction format (Dugan, Minnich, Dailey , Jansen, Lohr

man, & Buel l, 1979). Quality of life and source of dis

ability data have recently been collected b y oncology 

nurses in a Midwest~rn community hospital (Dugan et al., 
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197 9 ). The efficiency of this record keeping has led t o 

t he proposal that quality of life data collection can 

y ield valuable information which can further improve 

cancer management. However, measurement and standardi

zation are not the only tools lacking. The percep tions 

of those persons with cancer who are undergo ing treatment 

are needed to assure the appropriateness of the data col

lection. 

Theoretical Framework 

The phenomenon under study was meaning in life. 

Ac cording to theorist Frankl (1963), man's search for 

meaning is the primary force in man's life. Frankl's 

theory provided the framework for this study. 

Frankl ~s a practicing psychiatrist and a professor 

of psychiatry at the University of Vienna Medical SchooY . 

His practice or therapy is referred to as logotherapy . 

Logotherapy is simply an application of the principles 

of existential philosophy to clinical practice (Frankl, 

1967). The composition of Frankl's theory consists of 

the principles of existential philosophy. 

The theory of logotherapy was conceived b y Frankl 

(1963) as he observed prisoners in the concentration 

camp s during World War II. Frankl himself was a prisone r 
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whose father, mother, and wife either died in the camp s 

or were sent to the gas ovens. In the concentration 

camp he learned what a human being does when he realizes 

he has "nothing to lose except his so ridiculously 

naked life" (p. x). The central theme of Frankl's (1963) 

existentialism is interpreted as 

to live is to suffer, to survive is to find mean
ing in the suf f ering. If there is a purpose in 
life at all, there must be a purpose in suffering 
and dying. (p. xi) 

Frankl's (1967) observations ln the concentration 

camp were the genesis of h is theory. His concept of 

existential frustration emerged from these observations; 

his theory defines existential frustration as a phenomenon 

that is different from depression or from the traditional 

n e urosis. Frankl's (1967) description differs from that 

of traditional existentialists and psychotherapists. 

However, the phenomenon Frankl described as existential 

frustration does resemble Korner's (1970) description--of 

hopelessness. 

Frankl's (1963) existential concept of man differs 

from many European existentialists. His viewpoint is not 

pessimistic or antireligious. Allport (cited in Frankl, , 

1963) believed that Frankl actually takes a surprisingly 

hopeful view of man's capacity to transcend his 
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predicament. On the contrary , Frankl would ask the same 

question that the traditionalist existentialist Neitzsche 

(cited in Frankl, 1963) as ked, and woul d answer the same 

wa y Nietzsche a nswe red. "He who has a why t o l ive can 

bear with a lmost a ny how" (p . xi). 

According to Frankl (196 3 ), the "how" one liv es has 

application not only in the meaning of life, but concerns 

the meaning of death, suffering, love, and work. Ex is-

tential anal y sis is particularly conc e rned with making 

men conscious of their responsibility , II . since be-

ing responsible is one of the essential grounds of human 

existence" (Frankl, 1973, p. 25). Frankl claimed that 

responsibility imp lies a sense of obligation which can 

only be understood in terms of meaning, s pecifically in 

mean ing of human life. Frankl studi ed the question of 

meaning of life ln the old, young, the prisoner, the 

terminall y ill, the mentally retarded, as well as the _ 

healthy . In this study he defined what meaning in life 

is not. For e x ample, Frankl (1973) stated, 

When we set up pleasure as the whole meaning 
of life, we insure that in the final anal y sis, 
life shall inevitably be seen as meaningless. 
( p . 37) 

In fact, from the perspective of existentialism there lS 

no one thing or one universal life task that defines 
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me aning. It is not up to man to question the exact 

d ef inition of meaning, rather he is questioned by lif e 

and has to respond by being responsible. 

to li fe b y answering for his own life. 

Man answers 

This responsibility must be unde rstood in terms of 

temporality and singularlity. For Frankl (1973) the mean-

ing of human existence is based upon its irreversible 

quality . "Temporality is therefore not only an essential 

charac t eristic of human life, but also a real factor i n 

its mea n ingfulness" (p. 64). 

For a clearer understanding of Frankl's (1973) con

cept of temporality and death, his classification of 

values is helpful. Most values are classified into three 

different categories. The first set of values is 

actualized by doing, the second set is realized passive l y , 

and the third set is realized whenever the individual is 

faced with something unalterable. Human life can be _ful

filled not only in creating and enjoying but also in 

suffering. The meaning of suffering and death can be 

portrayed by those who have experienced an inne r ful

fil l ment in spite of outward failure (Frankl, 1973). 

The meaning of work is also experienced and realiz e d 

uniquely for each person. Frankl (1973) gave an examp l e 

of the work of nurses. 
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They carry bedpans, change bedding, all highl y 
n e cessary acts, but scarcely enough in themselves 
to satisfy the human spirit. But when a nurse 
do e s some littl e thing beyond her mor e or less 
r eg imented duties, when say , she finds a personal 
word to s ay to a cri t ically ill person--then and 
only then is she giving meaning to her life through 
her wor k . (p . 11 9) 

The uniqueness d oes not come from the job, but from the 

pe rson . 

Finally, there is a meaning of lov e. Like life, 

death, s uffe r ing, and work, love is based upon the 

un i quen e ss of the individual. In the exist2ntial s en s e , 

love is best described as a living e xper ienc e of another 

person in all his uniquen e ss and singularity (Frankl, 

1973). 

Experiencing someone b y love, experiencing accomp -

lishment or achievement through work, and experiencing 

suffering are three wa y s Frankl (1973) proposed that man 

f inds meaning in life. Man's search for meaning is his 

primary force in life and can be fulfilled b y him alone . 

If this search is not successful, Frankl stated that 

man's will to meaning can be frustrated. This is t ermed 

e x istential frustration. Existential frustration c an 

r e sult in neurosis, more specificall y , noogenic neuro sis , 

in Frankl's terminology . This logo the rapy term denotes 

something pertaining to the spiritual core of man's 
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p e rsonality. Within the context of the the ory , spiritual 

is not primarily a religious term bu t refers to the 

specifically human dimension. 

Frankl (1 973) believed noogenic neurosis arises 

f rom conflicts between various values, no t f rom instincts 

or dr i ve s, and in a more general way , from s p iritual 

problems. His theor y of meaning in life is reflected 

in h is therapy which is called logotherapy . Logotherapy 

is a t herapy that enters into the spiritua l dimension 

of huma n e x istence (Frankl, 1973). Logotherapy seeks to 

combat exis tential frustration and noogenic neurosis. 

When noogenic neurosis is not combatted successfully 

there exists the feeling of total and ultimate meaning -

l e ssness. There i s a lack of awareness of what to live 

for, an experience or inne r empt iness, a void. This 

collective experience is what Frankl named the existen

tial vacuum. 

Frankl (1973) asserted that the existential v acuum 

is a widespread phenomenon of the twentieth century. A 

statis t ical survey of patients and nursing staff at 

Vienna Poliklinik Hospital r evealed that 55 % of the 

persons questioned showed a more or less marked de g re e 

of ex istent ial vacuum. More than one-half of those 
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surveyed had experienced a loss o f the feeling t hat lif e 

was meaningful. 

The exi stential vacuum a ppear s und e r many masks , 

according to Frankl. The frustrated will to meaning ma y 

be vicariously compensa t ed for by a will to power or a 

will to pleasure. The main manife station of the e x isten

tial v acuum is the state of boredom. 

The widespread p robl em that Frankl (1973) defined has 

since bee n studi e d by others. Possibly the greatest con

tribution to Frankl's theor y from another is the contribu 

ti o n of Crumbaugh (1968). Crumbaugh and Maholick (1964) 

"psychometricall y attacked" the question of the existence 

of Frankl's (1967) noogenic neurosis. The lack of per

c eived meaning or purpose in life was measured by an 

attitude s c ale. 

The sampl e studied by Crumbaugh (1968) supported the 

noogen ic hypothesis. Crumbaugh was able to demonstrate 

three important points. His instrument measured what 

Frankl wa s referring to b y noogenic neurosis or breakdown 

d u e to existential frustration. The second point is that 

Crumbaugh (1968) was able to show that noogenic neurosis 

differed from traditional pathology . Thirdly, the instru

ment measur ed differences between patient and nonpati ent 

populations. 
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The result of this con t r i but i o n is tha t the conc e p t 

of pu r pose in life has been o p e r ationall y def ined as what 

Cr umbaugh's (1 9 68 ) instrument mea sure s. Various g r o ups 

o f peop le hav e bee n stud i e d utilizing this too l. Fr a n k l 

(1 9 63 ) stated that "the existen ti a l v a c uum i s t he ma ss 

n e urosis of t he p res e nt time" (p . 204). 

Ther e are some who have e xperienced mea n i ng ln t he i r 

live s throug h f ind ing meaning in work, lov e, or suf fe ring . 

The r e ar e some who hav e a "why " to live and will f ind a 

"how 11 to liv e. Perhaps cancer patients who ar e rec e i ving 

treatment find a purpose in their liv es and mean i ng in 

their suffering. The question arises whethe r the ir 

e xperience of meaning in life is less than that o f the 

general population. If so, perhap s there are nurs e s who 

are committed in their work as the e x istentiali st Va il l ot 

(1966) proposed, committed enough to help other ind i

viduals find meaning in their lives as Frankl (1963) ' 

suggested. These questions can only be answered, accord -

ing to Frankl's theory, by the perception and exp eri e nc e 

o f those individuals themselves. 

Assumptions 

For the purposes of this study , the follow i ng 

a s sumptions wer e made: 
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1. Cancer is a feared disease that is often 

associated with suffering and death. 

2. Meaning in life exists. 

3. Meaning in life is a positive element. 

4. Meaning exists in s ufferi n g . 

Hypothesis 

There is no difference in the e x perience of meaning 

and purpose in life of cancer patients recei v ing activ e 

treatment and the experience of meaning and p ur p ose l n 

life in the "normal" population as measured by the 

Purpose in Life Test. 

Definition of Terms 

For the purposes of this study , the following terms 

were defined: 

1. Meaning in life and purpose in life--differs from 

man to man and from time to time and should be seen ' in 

terms of responsibleness; each man answers for his own 

life and responds by being responsible. Purpose in lif e 

is the significance of life from the point of view of 

the experiencing individual (Frankl, 1967). The concep t 

and meaning and purpose in life has been operationalized 

by the Purpose in Life Test. The Purpose in Life Test 
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is an attitude scale designed to measure the degree to 

which the subject experiences a sense of meaning and 

purpose in life (Crumbaugh, 1968). 

2. Cancer patients receiving active treatment -

outpatients with a confirmed diagnosis of can c e r present l y 

receiving radiation, chemotherapy, or immu notherapy as 

treatment for cancer. 

3. "Normal" population--a total of 230 success fu l 

business and professional personnel previously tested 

and described b y Crumbaugh (1968). 

Limitations 

For the purposes of this study, the following 

limitations may have applied: 

1. Sub jects ma y be uncomfortable with the type 

of personal questions asked. 

2. There may be a social desirability response 

set which refers to the tendency of some people to 

give answers which are consistent with prevailing social 

mores (Polit & Bungler, 1978). 

Summary 

Cancer is the second highest cause of mortality in 

the United States. Active treatment in cancer treatment 

is prolonging the lives of many patients. However, the 
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question arises whether active treatment may be in

compatible with a meaningful life. The problem of 

this study was to determine if there was a difference 

in the e xper ience of meaning and purpose in life in 

actively treated cancer patients and the "normal" 

popu lation. 

Despite the lack of standard measures of quality 

o f life nurses have shown a concern in this area 

(Dugan et al., 1970; Travelbee, 1971; Vaillot, 1970). 

Meaning in life is the major concept in Frankl's (1973) 

theory. Frankl stated that there is no one thing or 

universal task that defines meaning. Each person is 

responsible for finding meaning in his or her own life. 

Crumbaugh and Maholick (1964) designed an attitude scale 

to measure the degree to which a subject experiences a 

sens e of meaning or purpose in life. Nurses are responsi

ble for assisting others in the discovery of meaning 

while experiencing difficulty (Stanley, 1978; Travelbee, 

1971; Vaillot , 1 966) . Hence, measurement of the concept 

o f me aning in life is of importance to nurses. 

This stud y assumed that cancer is a feared diseas e 

that is often associated with suffering and death. Mean

ing e xists in suffering. Although the subjects may be 

unc omfortable with the type of personal questions asked 
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or tend to give socially acceptable answers, the study 's 

aim was to measure the experience of meaning in life in 

actively treated cancer patients and to compare their 

experience with that of a previously tested "normal" 

population. 



CHAPTER 2 

REVIEW OF LITE RATU RE 

This study was concerned with documenting patients' 

experience of meaning and purpose in life while receiving 

active treatment for cancer. The available literature 

does not indicate that purpose in life in this particular 

population has been previously measured. The literature 

rev iewed in preparation for this investigation focuse d 

upon four major areas of concentration. The first area 

was concerned with the concept of meaning in life. The 

second area reported on the role of hope in the meaning 

of life. Thirdly, attitudes concerning active treatment 

of the cancer patient are considered. The fourth section 

is composed of research studies related to the concepts 

in these three areas: meaning in life, hope, and atti

tudes concerning cancer treatment. 

Meaning in Life 

Frankl's (1978) basic premise is that man's most 

elemental quest is to realize a meaning in life. His 

belief is that patients must be considered as human 

beings in a steady search for meaning. He warns against 

19 
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red ucing people to fak e values and con sider ing them i n 

terms o f "d e f en se mechan i sms" or "reaction forma tion s " 

(Frankl, 19 78, p. 19). He questions the value o f a 

patient who is beaut i full y adj u sted and functio n ing , 

b u t fin ds no meaning in life. Frankl's be lief is that 

pe op l e can be happy in the face of tragedy and l n s p ite 

of suffe ring if the r e is meaning. He states that the re 

is a he a ling f o r ce in meaning (19 78) . 

Frank l (1 97 8) is not alone in the belief tha t ma n ' s 

most basic dr ive is his search for meaning in li f e. 

Fe rlita a nd May (1 97 6 ) wrote: 

If one's esthesia is truly and full y human, art 
is definitely viewed as related to life; tradi
tionally , great art on one level at least has been 
considered an expression of man's hope--a celebra
tion of life's promise that transcends the ind i v i dual 
to r e ach ou t to and sustain the aspirations of 
o t hers. Cinema of all art forms, becau se of it s 
unique representation of action in time and s p ace 
is ideally suited to the portrayal of the most basic 
o f all human drives--the quest for meaning in one's 
personal life and for the meaning of existence as 
such. (p . 4) 

These authors believed that the search for meaning lS 

i mp licit in every man's life. They viewed man's searc h 

for meaning through three main dimensions. These dime n-

sions are personal, social, and religious. Their assump -

tion throughout analyses of meaning is best carried out 

in terms of the language of film itself. This assump tio n 
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lS not unlike Vaillot's (1970) belief that the nursing 

profession is unique in its role in assisting people to 

fi nd meaning in life. Vaillot views the nurse as the 

o ne professional who meets the multidimensional patient. 

Meaning in life must be f ound through the patient's 

personal, social, and religious quest, and the nurse's 

role is entwined in meeting these multidimensional 

needs. 

Man's quest for meaning in life as depicted 1n 

cinematography is often that of a pilgrimage. 

The image has temporal as well as spatial dimen
sions. The man who stays on the road hopes in 
time to reach his destination. The man who des
pairs of ever reaching it feels time like a weight 
upon his back, and he sits down by the side of 
the road . ( Fer l it a & May , l 9 7 6 , p . 5 ) 

The Role of Hope 

Hope has consistently been tied to man's quest for 

meaning through the image of a pilgrimage as previousl y 

described. 

The essence of man consists in a perspective and 
expectation rather than in a definable and fixed 
appearance. In hope, man recognizes every situa
tion in which he finds himself as a station on the 
way, which he must pass beyond and leave be hind in 
order to realize his humanity. This direction rules 
not only his spirit, but also his body. We are able , 
to diagnose it in the lines of his spirit as well as 
his body, for in this directness, he suffers and 
acts as a total and integral being. If man loses 
this direction of his total behavior, he becomes 
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sick; then his conduct becomes retrogressive. 
Me n die when they are suddenly struck with the 
impression that everything is without prospect 
for the m. They simply give up if there are no 
physical causes for their death. (Moltmann, 
1975, pp. 21-22) 

Moltmann (1975) cited numerous examples of a 

theology of hope in religious and historical context. 

He stated every theology undoubtedly has its historical 

context. Some examples include Catholicism and the 

Second Vatican Council arousing hope for a new church 

open to the world. The same decade witnessed a Kenned y 

era with a secular enthusiasm for hope which was politic-

ally active in civil rights and a Peace Corps. Marxism 

professed a new hope for socialism with a human force. 

Menninger (1959) described hope in the same terms 

of journey as does Frankl (1978), Perlita and May (1976), 

and Moltmann (1975). Menninger (1959) wrote, "Unconcerned 

with the ambiguity of past experience, hope implies pro-

cess; it is an adventure, a going forward, a confident 

search" (p. 484). Eleven years later, Korner (1970) 

published work based upon Menninger's (1959) found ation. 

Korner (1970) developed a conceptual framewo r k of hope as 

a method of coping. He wrote: 

Hope has been largely ignored by mental health 
practitioners or, at best, viewed as a mixed 
blessing due to its potential for decreasing 
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the individual's contact with reality . Hope 
is here defined as an essentiall y positive 
phenomenon necessary for healthy cop i ng, its 
key purpose be ing the avoidance of despair, 
with the second ary functio n of permitting the 
individual p s yc hologically to by pass the on
going unp le a san t a nd stressful situations. 
(Korner, 1970, p . 134) 

Nursing is the one profession which has attemp ted to 

meet Kor ner's (197 0 ) challenge in a clinical s e tti ng . 

Vaillot (1970) believed that inspiring hope is the 

nurse's s pecif i c task and can be achieved by assisting 

the patient to look fo r wa rd to some worthwhile life goal 

and through an expression of the nurse's caring. Lan g e 

(1978) defined helplessne ss and hopelessness and specific-

ally outlined six nursing actions in the maintenance and 

restoration of hope. The six th is stated as, "finding a 

general purpose or pattern of meaning in the course of 

events of the crisis, illness, treatment, and outcome" 

(p. 189). The patient, with the help of the nurse, finds 

encouragement in the belief that suffering may have some 

meaning or help others. The nurse is consistently found 

to be the health professional involved in the situation 

where hope is vital. Kubler-Ross (1969) noted in her 

studies of dying patients that hope is the only thing 

that persists through all stages of the death process. 
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Attitud es Concerning Tr e atme nt o f 
t he Cance r Pati e nt 

The a tt itude s of doctors, nurses, membe rs of the 

he alth team, the public, and the patient re garding canc e r 

tr e atme nt con tribute to the hop es realized by patient s 

u nd ergoing treatment. The literature was rev iewed in 

order to cite some of the attitudes and to see if the 

e xperience of the patients in the investigation were 

congruent with the literature published. The population 

studied was cancer patients rece iving active treatment . 

The problems associated with the side effects of 

cancer treatment are complex. These problems are so new 

that there is little objective knowledge, especially in 

the ps ychosocial area to provide guidance to the care-

givers or to the patients (Sinks, 1978). This underlines 

the need for study and clinical research. Although Sinks 

(1978) proposed that this need calls for clinical psychol-

ogists, he does indicate that it is often the nurse to 

whom the patient turns when hesitant to speak with other 

health team members. 

The attitudes and role of the physician have been 

examined in much of the literature. Dunphy (1977) indi-

cated the most important features of the physician role. 

He believed that one extreme is t he misguided cries for 
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e uthanasia and the othe r extreme is the theatrical suits 

for passive murder or neg lect. Dunphy (1 977) stated: 

Even in the a pparentl y most hopeless situations, 
arrest or remission ma y occur so that hope must 
never be completely taken awa y . Furthermore, be
cause the physician usuall y has been the brig ht 
hope of successful therapy , withdrawal imp lies 
disaster. (p. lll) 

This assurance that the physician would not abando n 

the patient was reiterated at the Conference on Human 

Values and Can c er in September 1977. Psy chological 

preparation for active treatment was deemed essential 

and must be based on the patient's personal reaction 

to treatment (Holleb, 1978). The author specified that 

the patient's consideration of how he wants to live had 

an utmost priority. He summed up the thrust of the 

conference in these words, "Give the patient a sense 

of hope, a sense of tomorrow, and the reassurance that 

he is not alone" (p. 64). 

The attitude of the physician in the maintenance . 

of hope is realistic. The hope inferred even in the 

terminal stages can be concerned with self-dignity, 

achieved by working through the difficult process of 

dying, just as one feels a sense of accomplishment by 

working through the equally difficult process of living 

(Schnaper, 1977). 
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Hildebrand (1978) summed up reactions and atti-

tudes toward cancer in her article entitled , "S ymposi um 

on the Nursing Management of the Canc e r Patient Recei v ing 

Chemotherapy ." Hildebrand (1978) wrote: 

It seems that ever yone, including hea lth profes 
sionals, reacts with high anxi e t y not only to the 
disea se cancer, but e ven to the wo r d "c a ncer." 
The concepts people associate with cancer are pai n , 
death, acute and prolonged suffering, and cachex ia. 
Almost anyone can tell stories of a loved one who 
is "fighting the battle" against cancer or who "ha s 
been lost" to cancer. Cardiovascular disease 
accounts for more deaths than all other diseases 
put together. Yet the word s "heart attack" and 
"cardiovascular disease" do not have the "dirty " 
connotations that the word "cancer" has. (p. 267) 

The question arises as to whether or not this is 

the perception of patients e x periencing cancer. Hilde-

brand (1978) found support in this view from Crile 

(1977). Crile's (1977) conclusion was that the hopes 

of surgeons and radiotherapists have not been fulfilled. 

Survival rates have not been effected. Crile (1977) 

questioned whether the next generation of patients will 

be subjected to all the toxic side effects presently 

known. 

The purpose of relating the attitudes found in the 

literature is to determine if such attitudes are repro-

duced in the current investigation. The concepts of 

meaning in life and hope are explained as they directl y 
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relate to the variable being me a sured. The fou rth area 

of concentration focuses solel y on research studi es 

related to these areas. 

Research Rev iew Regarding Meaning 
of Life in Actively Treated 

Cancer Patients 

The literature was specifically reviewed for re sea rch 

studies related to the concepts of the investigation. The 

research review revealed some studies particularly on the 

meaning or purpos e in life in various populations. The 

rol e of hop e a nd an attempt to study attitudes concerning 

active treatment in cancer patients, particularly from a 

psychosocial viewpoint, was found in the research review. 

A review o f these studies clarifies the present study of 

the cancer pat ient's own ex perience which was the basis 

of the inve stigation. 

Meaning or purpose in. life has been studied using 

the Purpose in Life Test on a number of groups. The 

scores for this test ranged from 20 (low purpose) to 140 

(high purpose). In a study by Crumbaugh (1968), the 

sample described as successful businessmen and profes-

sionals included 230 subjects with an average score of 

1 18.9. This is the normal group chosen for comparison 

in this pre s en t study . 
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Further "normal" groups studied i n clud ed 142 activ e 

and leading Protestant parishioners wit h a n a ve rage 

score o f 114.3. There were 417 college u nde r gr a d u ate s 

who scored an a v erage 108.5 while 16 indig ent hospi tal 

patien ts a v eraged 106.4. Psychiatric pat ien ts scor e d 

less well. Outpatient neurotics, 225 in number , scored 

an average of 93.3. Hospitalized neurotic s , 1 3 , scored 

95.3. Thirty -eight alcoholics a v eraged 85.4, 41 s c hi zo

prhenics ave raged 96.7, and 18 psychotics scored 80.5. 

These findings are similar to those o f Yarnell (1 97 1) 

who compar e d 40 Ai r Force men taking university courses 

to 40 male schizophrenics at a hospital. The Purpos e i n 

Life Test score for the normal group was 110.0 3 and 

81.88 for the schizophrenics. 

Research concerning attitudes concerning treatme nt 

of cancer patients indicated varied results. A multi

d isciplinary team involved in the care of patients with 

advanced cancer was studied over a period of 18 months . . _ 

Phy sicians, nurses, social workers, phy sical therapists, 

nutritionists, clergymen, enterostomal therapists, bio

stati st icians, and administrative personnel were studied. 

The study of staff attitudes and values about life, 

dis e as e , and medical care which focused particularly on 

cancer , cancer treatment, and cancer patients was 
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und ertaken. The instrumen ts us ed to measure attitud e 

were said to be very reliable. Of particular interest 

to this study is that a conclusion reached stated 

that: 

Discrepancies between patient and staff attitudes 
and staff resistance to accepting c er tain commonl y 
used treatments in cancer patients may be par ticu
larly important in terms of patient car e . (Mc
Kegney, Visco, Yates, & Hughes, 1 9 79, p. 337) 

The staff was asked to rate six treatment approaches to 

cancer on a Likert t ype scale from "accep t strongl y " to 

"accept not at all" in response to an i nstructio n which 

read , "If you had cancer and were given the following 

treatment options, judge each according to your degree 

of acceptance" (McKegney et al., 1979, p. 331). There 

were no significant differences noted among subgroups of 

profession, age, or sex at the time o f initial testing 

or 17 months later. However, comparing staff acceptance . 

of the five modes of active treatment, there was somewhat 

less acceptance of the more radical treatments associated 

with a higher 5-year survival rate, compared to more 

general acceptance of less radical treatment. The report 

continued: 

Two-thirds of the staff to some degree accepted 
the most extensive treatment of combination radical 
surgery, chemotherapy , radiation, though 30% did 
not sanction this report. The younger g r oup (20-
29) shifted toward preferring more conservative 
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treatment and the 30-39 age group moved toward 
greater accep tance of more radical treatmen t. 
(McKegney et al., 1979, p. 332) 

This study directl y evaluates staff attitude s o f 

sel f -acceptance of treatment for h ypothetical cancer . 

Of the 30 studied , two-thirds indicated accep tance o f 

aggressive treatment. The views were stable on retest 

of 17 months. 

A study utilizing psycholog i cal testing, including 

s e lf-rep o r t p e r sonality inventory , was conducted in 2 2 

patients with a variety of neoplasms, all of whom had 

had adv anced cancer at one time. As a result of treat-

ment, the cancer had disappeared completel y and no therap y 

had been given for at least 5 years and discontinuing 

therapy . Becau se this study directly studied patient 

attitud es, a summary of the results is repeated: 

The patients with advanced cancer apparentl y cured 
of the disease have a greater app reciation of time, 
life, people, and interpersonal reactions. The y 
are more relax ed and less concerned about the non
essentials of life. As a group, they are confident. 
Their overall attitude is very positive towards 
life. It appears that recovery from advanced cancer 
was a good e x perience for character development. 
(Ke nned y , Te llegen, Kenned y , & Havernick, 1976, p. 
2191) 

The g r oup was compared to three other populations includ -

ing a college student group, a non-diseased group, and 

patien ts with diabetes me llitus representing another a d ult 

chr onic dis e ase popul~tion. 
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In a study of patients currently rece i ving activ e 

treatme n t for cancer, 50 patients were interv iewe d. Al l 

p a t i e nts had cance r and 94 % were able to tel l this t o 

t he interviewer . Many were frightened o f the expe r i ence 

o f tr e atment and few felt prepared. The p atient atti

tude s toward ill n ess and toward the staff were anx iety , 

d e p ression, anger, and guilt. These were said to evoke 

d efense mechanisms such as identification manifested b y 

j o ining the doctor in the fight aga i nst cancer or in 

d epend e n c y wh ich included attributing supernatural powers 

to the doctors and therapies. Eighty -two percent ex

pressed the opinion that the referring physician and 

therapist were not the people to whom the y would bring 

emotion al problems. All the patients perceived that the 

s ta f f nurs e s were presen t to run the e x amining area a n d 

to h e lp the doctor. Although some of the patients as k ed 

t he nurses questions about side effects, all patients 

were said to believe that medical problems are for the' · 

doctors (Mitchell & Glicksman, 1977). 

In general, other studies have confirmed the p e rc ep 

tion that cancer patients and their doctors experience 

great difficulty in achieving effective communication. 

The attitudes of health care providers have been identi

f i e d as one of the barriers to effective use of the 
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cancer care system by patients. Some attitudes identi-

fied in the studies include the view that the patient 

with cancer is incurable and not deemed worthy of a 

medical student's full attention (Hayes, 1976). 

It is the belief of one author that the poor atti

tude and communication is not because of a paucity of 

literature (Spiegel, 1979). He believed the need for 

psychological assistance for coping with serious physical 

illness has been made known. However, the tas k of ass is 

tance to live in the face of that reality b y maintaining 

family and social relationships, continuing careers, and 

living resolutely with neither denial nor depressive 

preoccupation is difficult. This problem is compounded 

b y recent advances in treatment and multiple side effects 

with which to contend. Johnson, Rudolph, & Hartman (1979) 

in a recent study indicated that 69% of families with a 

child involved in cancer treatment described the side 

effects as particularly hard and 73% of the families 

found children's reactions to treatment presented major 

problems. 

A popular attempt to assist patients and their fami-

lies to better cope with the diagnosis of cancer is group 

counseling. A controlled study compared 30 newly d iag 

nosed adult cancer patients participating in a structured, 
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i n t e r d isciplinary counseling program to 30 patients who 

did no t under g o group counseling. Group counseling re-

sul t ed in a s ignificant improvement in patient perception 

a n d self-concept as demonstrated by scores in patient 

perception test, self-concept test, and a personality 

inv entory (Ferlic, Goldman, & Kenned y , 1979). 

Studies such as the Ferlic et al. (1979) research 

attempted to document patient attitude and perception. 

Recently a study documented that patients did perceive 

negative side effects associated with chemotherapy 

(Todres & Wojtiuk, 1 9 79) and that this has implications 

for nursing care. 

Friedman (1980) reviewed the literature in the last 

decade in order to provide an understanding of the ways 

in which cancer patients cope with the diagnosis. Ten 

major coping strategies were proposed. They were, in 

order: (a) seeking information, (b) seeking support, 

(c) following medical orders, (d) denying or escaping, 

(e) finding meaning for disease, (f) preparing for death, 

(g) returning to work, (h) coping as in past, (i) tension 

reduction, and (j) blaming. In regard to finding meaning 

in the disease, Friedman (1980) wrote: 

Trying to involve the individual in work and 
activity is important, to keep him immersed in 
living and fighting. As much or more attention 
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should be given to helping him maintain the 
quality of his life as to prolonging it. He 
needs to continue to live to the fullest in 
order to understand the disease and its suffer
ing, and fit it into his life. Emphasis is 
best placed on what the patient has and less 
on what he has lost. (p. 107) 

In this contex t, the concept of meaning ln life has 

been used as a coping mechanism. As Battista and Almond 

(1973) indicated, meaning in life is a psychological 

dimension worthy of the empirical social scientific study 

that Crumbaugh and Maholick (1964) attempted when they 

developed the Purpose in Life Test. Despite the interest 

in the concept, no phenomenological study of this concept 

could be found in the literature. With the exception of 

the studies built upon Crumbaugh and Maholick's (1964) 

work, there was little work utilizing the psychometric 

approach which is the basis for this study. For this 

reason, the literature review contains those studies 

including populations which have undergone the measur e -

ment of meaning in life. 

Summary 

A comprehensive review of the literature was con-

cerned with the concept of meaning in life, the role of 

hope in meaning in life, and attitudes concerning cancer 

patients receiving active treatment. Search for meaning 
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in life is considered by members of mu ltip le disciplines, 

such as film, religion, and psychology to be a basic 

human drive. The measur emen t of this psycholo g ical 

dimension was made possi b le by the Purpos e in Life Test. 

A related concept to meaning in life is hope. Ho pe 

a nd meaning are found in the most desperate of situations 

according to Frankl (1973), Menninger (1959), and Molt

mann (19 75). In the existential philosophy of nursing, 

Vaillot (196 6 , 1970) and Travelbee (197 1) contend that 

the role of nurses is to be able to assist ind i v iduals 

and families to discover meaning ln difficult e xperi 

ences. The literature reviewed gave credence to this 

belief that hope, which has been ignored by mental health 

practitioners, is an essentially positive phenomenon 

necessary for coping (Korner, 1970). 

A survey of attitudes concerning active treatment 

for cancer patients was included to indicate contrasting 

opinions. The negative connotations espoused by Hilde- -. 

brand (1978) and Crile (1977) are contrasted against the 

more ambivalent feelings found by Dunphy (1977). The 

most important aspect is that staff attitudes when actu

ally measured (McKegney et al., 1979) and patient 

measured attitudes (Kennedy et al., 1976) do not alway s 

indicate the negativity that is seen in the literature. 
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To present a broad spectrum, varied attitudes were re

viewed (Mitchell & Glicksman, 1977; Spiegel, 1979 ) . 

Of paramoun t importance to this study is the dete r 

mination of patient experience during the e v ent of 

active treatment. Decision making concerning treatment 

does not appear to be solely a medical decision. Atti-

tudes other than patient attitudes concerning treatment 

are included only because of their obvious effect on 

patients. 



CHAPTE R 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

The study was a descripti ve survey . Polit and 

Bungler (1978) stated that survey research focuse d on 

the status quo of some situation and normally collected 

information directl y from the group of members of the 

group tha t was the object of the stud y . Survey resea rch 

relies almost exclusively on the use of interviews and 

questionnaires. The questionnaires are self-administe red 

written forms (Polit & Bungler, 1978). 

The situation u~der study was determination of the 

degree to which cancer patients receiving active treat

ment e xperience a sense of meaning and purpose in life. 

The information was obtained directly from cancer 

patients receiving active treatment. A questionnaire 

(Appendix A) entitled Purpose in Life Test was ad

ministered. 

Setting 

The setting was a medical oncologist's office 

located in a Midwestern city with a population of approxi

mately 2 1/2 million people. Two medical oncologists 

37 
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were partners in this private practic e . Both onco log ists 

were chemotherapists. Questionnair e s we r e di stribu t ed 

within the confines of this office . 

Po pulati o n and Samp l ~ 

The population for this study was app roxima t e l y 

1,000 oncology patients of these phy s i cians. The patients 

were receiving active treatment for their cancer. The 

criteria that had to be met for an indiv idual to be an 

eligible subject were that there was a confirmed diag

nosis of cancer and the individual was willing to par

ticipa t e in the study. 

The method of selection used to obtain the sample 

was the accidental or convenience sample. This sample 

entailed the use of the most readil y available persons 

for use as subjects in the study (Polit & Hungler, 

1978). Thirty individuals who me t the criteria composed 

the sample. This sample was compared to a "normal" · 

sample as established in previous research utilizing 

the Purpose in Life Test. This "normal" sample consisted 

of a total of 230 successful business and professional 

personnel as described by Crumbaugh (1968). 
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Protection of Human Subjects 

In compliance with the curr e nt rules and regulat ions 

of the Texas Woman's University Human Research Review 

Committee, the following step s were taken: 

1. Prior to the initiation of the study , p e rmission 

was obtained from the Texa s Woman's University Human 

Research Review Committee (Appendix B). 

2. Prior to the collection of data, agenc y per-

mission was obtained from the physicians at t he propo sed 

locations of data collection (Appendix C). 

3. Prior to the administration of the question-

naire, written consent was obtained from each partici-

pating subject. Prior to the administration of the 

questionnaires, attention was given to the following 

basic elements of informed consent (Appendix D). 

(a) The subject read and received a verbal 

explanation of the procedure to be followed. The subject 

was asked to follow the directions on the test. The ~ -

directions read: 

For each of the following statements, circle the 
number that would be most nearly true for you. 
Note that the numbers always extend from one 
extreme feeling to its opposite kind of feeling. 
"Neutral" implies no judgment either way. Try 
to use this rating as little as possible. 
(Robinson & Shaver, 1969, p. 18 9 ) 



40 

(b) The subject read and received a verbal 

description of the associated discomfort or ris k s. A 

possible discomfort associated with the comple tion of 

this questionnaire was personal inconvenienc e . 

(c) The subject read and recei ved a ve rbal 

description of the benefits to be e xpected. Possible 

contributions resulting from this study may be made to 

the field of oncolog y as well as to the attempt to 

measure meaning and pur po se in li f e. The r esul ts of 

the study ma y contribute to the direction and quality 

of nursing intervention. 

(d) Subjects involved in this study were asked 

to answer the questions on one questionnaire. There was 

no alternative procedure or treatment to offer the sub

jects. Had an advantageous al ternati ve procedure become 

available, it would have been disclosed to the subject . . 

(e) The subject read and received a verbal 

offer to answer any inquiries concerning the procedure. 

(f) Each subject was instructed that he was free 

to withdraw his consent and discontinue participation at 

any time without penalty. Care of the patient was not 

affected by participation or refusal to participate in 

the study. 
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4. In compliance with the protection of anonymity 

and confidentiality guideline s, the subject was asked 

not to use his name on an y form e xcept the consent 

form. Data were reported as group data s o that no 

individual could be identified. Subjects were in f orme d 

of this right. 

Instrument 

There was one instrume nt used to me asur e the degree 

to which cancer patients recei v ing active treatmen t 

e xperience a sense of meaning and purpose in lif e . 

This instrument was the Purpose in Life Test (Appe nd i x 

A) established by Crumbaugh and Maholick (1964). They 

developed and tested the tool prior to publication in 

1964. The tool was s pecifically developed to q uanti f y 

Frankl's existential concept of "purpose" or "meaning in 

life." The tool has been considered by some (Battista 

& Almond, 1973) to have serious flaws, but these sam~ 

authors (Battista & Almond, 1973) indicated that there 

are only two tests that have been used as operational 

definitions of meaning in life and the Purpose in Life 

Test is the more satisfactory of the two. 

The Purpose in Life Test is a Likert attitudinal 

scale consisting of 20 items rated from 1 to 7 or 
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low-purpose to high-purpose. Crumbaugh and Maholick 

(1964) reported their findings following the testing 

of the tool. These findings are summarized and listed 

below. They are extracted from the article, "An Exper i -

mental Study in Existentialism: The Psychometric Appr o ac h 

to Frankl's Concept of Noogenic Neurosis," which appear ed 

in Frankl's (1967) book entitled, Psychotherapy and 

Existentialism. 

The Purpose in Life Test distinguishes between 

patient and nonpatient populations which "were consistent 

with predictions from the orienta t ion of construct valid-

ity" (Frankl, 1967, p. 192). The study of concurrent 

validity in correlating the test scores with therapists' 

ratings of "purposefulness" in patients yielded only 

very modest success. The high relationship between the 

test and the Frankl Questionnaire indicates that the 

instrument describes Frankl's (1967) "existential frus-

tration" (p. 192). 

The low relationship between the instrument and t he 

Allport-Vernon-Lindzey Scale of Values suggested that the 

purpose in life is not just another name for values. 

Frankl believed that purpose in life represents a basic ' 

motivating force best described as spiritual. The low 

relationship between the Purpose in Life Test and the 
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Minnesota Multiphasic Personality Inventory supported 

Frankl's hypothesis of a new t ype of neurosis and, the r e 

fore, different from the usual measure of pathology . 

Robinson and Shaver (1969) summarized t he reliabi l 

ity/homogeneity of the Purpose in Life Test b y stating 

that a split-half correlation of .85 was reported for 

120 parishoners which were part of the sample. No test-

retest data were reported (Robinson & Shaver, 1969) and 

it was believed that the average scor es reported did 

give some support for the scale's reliability . 

Normal and psychiatric samples were originall y 

studied by Crumbaugh and Maholick (1964). The normal 

population consisted of successful businessmen and pro

fessionals, parishoners who were active in their 

churches, college undergraduates, and indigent hospital 

patients. Those in the psychiatric group included 

neurotics, alcoholics, schizophrenics, and psychotic~. 

Other groups have also been tested using the Purpose in 

Life Test (Crumbaugh, 1972; Meier, 1974). 

Data Collection 

The data were collected in the setting previously 

described. Willing participants who composed the con-

venience sample were asked to respond to the questionnaire 
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(Appendix A) and the demographic data sheet (Appendix E). 

These participants were outpat i ents and responded by 

answering the 20 items on the Purpose in Life Test. 

Prior to the initial data gathering event, the in

strument was fi e l d tested. The function of this pilot 

study wa s to obtain information for imp rov ing the pro j ect 

a nd to assess its feasibility (Polit & Bungler, 1978). 

The pilot study was conducted in a Southwestern city 

comparable in size to the city of the proposed data 

col lection. 

The sample of the p ilot study was a convenience 

sample of 13 outpatien ts. The pilot study was also 

researcher conducted and p a rticipants were asked to 

respond to the 20 items of the questionnaire. All of 

the 13 subjects were receiving treatment for a known 

diagnosis of cancer. The patients were outpatients of 

a private medical oncologist. Six (46 %) of the patients 

were male and 7 (54%) were female. 

The ages of t h e patients in the pilot study ranged 

from a minimum of 31 years to a maximum of 71 years. 

The mean age was 51.92 years and the median age was 

52.0 years. Between the ages of 31 to 40 years, there 

were 2 (28.6%) females and l (16.7%) male for a total of 

3 (23%) subjects. Twenty-three percent or 3 subjects 
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comprised the 41 to 50 year age group, and 61 to 70 year 

age group categories. In the latter two groups, there 

were 2 (28.6 %) females and 1 (16.7 %) male. Between the 

ages of 41 to 50 years, there was 1 (14.2 %) female and 

2 (33.3 %) males. There was 1 (16.7 %) male onl y in the 

71-80 year cate gory . 

This sample of the pilot study was compared to the 

normal sample as established by Crumbaugh (1968). The 

no rmal sample consisted of 230 persons described as 

successful businessmen and professionals and was obtained 

through a major service club of Columbus, Georgia which 

requested to remain anonymous. The group consisted of 

214 (93%) male and 16 (7%) females for a total of 230 

subjects. 

The hypothesis was: There is no difference in the 

experience of meaning and purpose in life in cancer 

patients receiving active treatment and the experience 

of meaning and purpose in life in the "normal" popula~ 

tion as measured by the Purpose in Life Test. The mean 

score of the normal sample was 118.9 for the 230 subjects 

with a standard deviation of 11.3 The mean score of the 

pilot sample was 118.8 with a standard deviation of 11.5~. 

There were 13 subjects in the pilot sample. The differ

ence between the experience and purpose in life scores in 
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the normal and pilot gro up s wa s tested for by utili z i ng 

the two sample t-test. 

The null hypothe sis in the pilot study was a ccepted 

as one could conclude with a high degree of c ertainty 

that the pilot study mean and t he normal mean wer e the 

same (~ < .975). The t-value of .0 3 was stati stic a l l y 

significant with the £ < . 975 and with 241 degrees of 

freedom. The med ian score for the p ilot group was 1 23 . 0 

with a mi n imum score of 92 a nd a maximum score of 1 32 . 0. 

The finding in the pilot study was that there was no 

significant difference i n the experience o f me aning 

and purpose in life in cancer patients recei v ing ac ti v e 

treatment and the experience of meaning and purpo s e in 

life in the normal population as measured by the Purpos e 

in Lif e Test. 

No adjustments were made to the final data procedur e 

following the pilot study. The instrument, data collec-

tion method, and treatment of data were not altered in 

any way . The present study was cond ucted utilizing the 

same methodology as was utilized in the pilot study . 

Treatment of Data 

The Purpose in Life Test consists of 20 items rated' 

from 1 (low purpose) to 7 (high purpose). Therefore, the 
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total scores range from 20 to 140 . The a v erage score of 

each participant was d e termined . These scores wer e 

compared to the aver a ge scores of the previous l y t ested 

normal samples. 

The basic parametric procedure for tes ting differ -

ences in group means was the t-te st (Polit & Bung l er , 

1978). The two sample !-test or !-tests for independent 

samples was the statistic used in this study . Thes e 

statistics were congruent with Crumbaug h and Maholick's 

(196 4 ) statistical procedures : 

The statistical formulas (Woolf, 1968) that wer e 

employed were: 

t x l x2 

I sp2 (l + l 
nl n2) 

variance Sp 
2 s2 + c2 

pooled = ,::)2 l 
2 

degrees of freedom = (n1 - l) + (n
2

- 1). 

The level of significance used was .05. The re sult of 

these computational procedures determined whether or not· 

a difference in scoring existed between the sample group 

and the previously tested "normal" group. 



CHAPTER 4 

ANALYSIS OF DATA 

A descriptive comparative study was condu cted to 

determine the d e g ree to which cancer patients rec e i v ing 

active treatment experience a sense of meaning a nd pur

pose in life. The information was obtained directl y 

from cancer pat ients undergoing active treatment by 

administering the Purpose in Life Test. This chap te r 

r e ports the anal ysis of the data gathered by the use of 

this instrume nt. The data from the sample of cancer 

patients were compared to a normal sample established 

in previous research (Crumbaugh, 1968) utilizing the 

Purpose in Life Test and is reported in this chap t e r. 

Description of the Sample 

The sample consisted of 64 patients of two medical 

oncologists in a private practice. All patients were --

receiving treatment for their cancer. The sample was a 

convenience sample consisting of 48 (75 %) females and 

16 (25 %) males. The ages of the subjects ranged from 

32 to 80 years with a mean age of 59.48 years and a medi~n 

age of 60.5 years. 

48 
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Between the ages of 31 - 40 years , there were 3 (6.3 %) 

females and 1 (6.3 %) male for a total of 4 (6 . 3 %) in the 

sample. Eight (12.5 %) s ubjects were betwe e n the ages 

of 41-50 years , 4 (8.3%) o f whi ch were female and 4 (25 %) 

male. Seventeen (35 .4 %) females and 3 (18.6 %) males com-

pr ised a total of 20 or 31 . 3% of t he sample between the 

ages of 51-60 year s. The greatest number of subjects, 

2 3 (35.9 %) were between the age s of 61-7 0 years. Sixtee n 

(33.3 %) were fema le and 7 (4 3 . 8% ) male. Eight (16 . 7%) 

females and 1 (6.3 %) male, for a total of 9 (14 %) subjects 

ranged in ag e from 71-80 ye ars. Table 1 summarizes the 

sample distribution by age and sex . 

Age Range 
(i n years ) 

31-40 

41-50 

51-60 

61-70 

71-80 

Totals 

Table 1 

Distribution of Cancer Subjects by 
Age Range and Sex 

Females Males 
Number % Number % 

3 6.3 1 6.3 

4 8.3 4 25 

17 35.4 3 18.6 

16 33.3 7 43.8 

8 16.7 1 6.3 

48 100.0 16 100.0 

Total % 

4 -- 6. 3 

8 12.5 

20 31.3 

23 35.9 

9 14.0 

64 100.0 
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The sample was compared to a normal sample as 

established by Crumbaugh (1968). The sample consisted 

of 230 persons described as success fu l businessmen and 

professionals and was obtained through a major service 

club of Columbus, Georgia which requested to remain 

anonymous. The group con sisted o f 214 (93 %) males and 

16 (7%) females, for a total of 230 subj ects. 

Findings 

The hypothesis was: Ther e is no difference in t he 

experience of meaning and purpose in life in cancer 

patients receiving active treatment and the e xper ienc e 

of meaning and purpose in life in the "normal" popula

tion as measured by the Purpose in Life Test. This 

hypothesis was treated by utilizing the basic p arame tric 

procedure for testing differences in group me ans. The 

two sample ~-test or t-tests for independent samp les were 

used in the analysis of data for this study . These · sta

tistics were congruent with Crumbaugh and Maholick's 

(1964) statistical procedures on the normal samp le. 

The mean score of the normal sample was 118.9 for 

the 230 subjects with a standard deviation of 11.3. The 

mean score of the cancer sample was 107.3 with a standard 

deviation of 15.73. There were 64 subjects in the cancer 
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sample. The difference between the e xperience or purpos e 

in life scores in the normal and cancer group s is shown 

in Table 2. The hypothesis was treated b y utilizi ng th e 

two sample !-test for testing the differenc e s in the 

group means resulting ln the rejection of the null 

hypothesis. There was a significant diff e rence in the 

experience of meaning and purpose in life in cancer 

patients receiving active treatment a n d the exp erience 

of meaning and purpose in life in the normal population 

as measured by the Purpose in Life Test at the 2 < .001 

level. The t-value was 6.62 with 292 degrees of freedom 

and the level of significance was .001. 

Group 

Normal 

Cancer 

Table 2 

Difference between the Experience of 
Purpose in Life Scores in the 

Normal and Cancer Samples 

Number of 
Subjects 

230 

64 

Mean 

118.9 

107.3 

Standard 
Deviaiton 

11.3 

15.73 

Confidence intervals were determined based on the 

cancer sample mean score. The confidence limits were 

103.4 to 111.2. Hence, the con£idcnc€ is 95% ~hat th2 
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cancer population mean is greater than or equal to 

103.4, but less than or equal to 111.2. 

The minimum score in the cancer samp l e was 41 . 0 . 

Because of the difference of this score from the me a n 

of 107.3, the scores were trimmed to dete r mine i f t he 

variance and standard deviation would be affected e nough 

to influence the results of the study . The scores we re 

trimmed by d e leting the extreme score on the high a nd 

low spectrum. The comparison of the cancer sample to 

the modified cancer sample is indicated in Table 3 

Group 

Normal 

Mean 

Median 

Variance 

Standard 

Minimum 

Maximum 

Table 3 

Comparison of Cancer Sample to the 
Modified Cancer Sample 

Cancer 
Sample 

64 

107.3 

109 

247.3 

dev iation 15.73 

score 41 

score 140 

Modified 
Cancer Samp l e 

62 

107.9 

109 

165.5 

12.86 

72 

136 
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Table 3 indicates that the cancer sample of 64 

subjects had a mean of 107.3, med ian of 10 9 .0, a variance 

of 247.3, and a standard deviation of 15.73 using the 

minimum score of 41.0 and the maximum score o f 14 0 . 0 . 

When the extreme scores were eliminated, the minimum 

score was 72 and the maximum score was 136.0. For the 

62 subjects in the modified cancer sample, the mean was 

107.9, the median was unchanged at 109.0, the variance 

was 165.5 with a standard deviation of 12.86. 

The hypothesis was again treated by utilizing the 

two sample ~-test for testing the differences in the 

modified cancer sample mean and the normal samp le mean. 

Again, the null hypothesis was rejected. There was a 

significant difference in the experience of meaning and 

purpose in life in the cancer patients receiving ~ctive 

treatment and the experience of meaning and purpose in 

life in the normal population as measured by the Purpose 

in Life Test at the E < .001 level. The t value was 6.61 

with 290 degrees of freedom at the level of significance 

of .001. The confidence is 95 % that the cancer popula

tion mean is greater or equal to 104.6 but less than or 

equal to 111.2 utilizing the modified cancer sample mean: 

The inference at this point is that it appears as though 
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the variable of active treatment may be having some 

effect on the mean scores. 

Summary of Findings 

1. There was a significant difference in the e xperi 

ence of meaning and purpose in life in cancer patients 

receiving active treatment and the experience of meaning 

and purpose in life in the normal population as measured 

by the Purpose in Life Test at the 2 <.001 level. 

2. The elimination of the two extreme scores ln 

the cancer sample resulted in maintaining the finding 

of a significant difference in the experience of meaning 

and purpose in life in cancer patients receiving active 

treatment and the experience of meaning and purpose in 

life in the normal population as measured by the Purpose 

in Life Test at the E <.001 level. 

3. The confidence is 95 % that the cancer population 

mean is greater than or equal to 103.4 but less than or 

equal to 111.2 on the Purpose in Life Test. Total scores 

on the Purpose in Life Test ranged from 20 (low purpose) 

to 140 (high purpose). 



CHAPTER 5 

SUMMARY OF THE STUDY 

This descriptive comparative study was de signed to 

determine if a difference between actively treated canc e r 

patients' experience of the meaning and purpose in l ife 

a n d the meaning and purpose in life in the normal popula

tion existed. A n u ll hypothesis was formulated which 

stated that no difference in the e x perience of mea ning 

in life existed between cancer patients receiving acti ve 

treatment and subjects in a normal population. A summary 

of the study as well as a discussion of the findings, 

conclusions, implications, and recommendations for further 

study are reported in this chapter. 

Summary 

The experience of meaning and purpose in life in 

an actively treated cancer subject sample and in a normal 

sample was psychometrically measured by an instrument 

called the Purpose in Life Test. The instrument was 

established b y Crumbaugh and Maholick (1964) to quantif y 

Frankl's (1963) existential concept of purpose or mean-

ing in life. The sample of interest in this study was 

comprised of outpatients with a known diagnosis of cancer 

55 
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and who were receiving cancer treatment. This sample's 

mean score was compared to the mean score of a normal 

population previously reported in earlier research 

(Crumbaugh, 1968). A two sample !-test was utilized to 

determine that a significant difference in the experi

ence of meaning and purpose in life did exist between 

the normal sample and the actively treated cancer sample. 

Discussion of Findings 

The finding of this study was that a significant 

difference existed between the experience of meaning and 

purpose in life of actively treated cancer patients and 

subjects in a normal population. The elimination of the 

extreme scores in the cancer sample resulted in the same 

finding. The confidence of 95% indicated that the cancer 

population mean was in a range of about 8 to 15 points 

below the normal population mean. 

The finding of this study and the pilot study was 

compared to the findings regarding meaning in life in 

other samples. Compared to normal populations, the 

treated cancer patients in the pilot study ranked second 

in mean score. There were 13 in the sample, with a mean 

of 118.8 and a standard deviation of 11.5. The sample 

of 230 successful businessmen and professionals was the 
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on ly sampl e with a higher mean, 118.9, standard deviation 

o f 11.3. 

In rank order, the 142 active and leading parishion

ers with a mean of 114.3, standard deviation of 15.3; the 

40 Air Force men with a mean of 110 . 0, standard dev iation 

o f 1 2 .7; and 417 college unde r graduates, mean of 1 08 .5, 

standard deviation of 14.0, were three normal groups 

with high e r scores than the study samp le of actively 

treated cancer patients with a number of 64 in the sample , 

mean of 107.3 and standard deviation of 15.7. 

Samples with lower scores included 16 indigent hos

pital patients, mean of 106.4, standard deviation of 

14.5; 41 hospitalized schizophrenics had a mean of 96.7, 

standard deviation of 16.1; 13 hospitalized neurotics had 

a mean of 95.3 and a standard deviation of 21.7; 225 out

patient neurotics had a mean of 93.3 and a standard devia

tion of 21.7; 38 hospitalized alcoholics had a mean of 

85.5 and a standard deviation of 19.4; 18 hospitalized 

psychotics had a mean of 80.5 and a standard deviation of 

17.5. This information, obtained from the work of Crum

baugh's (1968) and Yarnell's (1971) studies is summarized 

in Appendix F. The pilot study sample and the present 

study sample are described but not included in Appendix F. 

The differences between the mean scores of some of the 
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samples compared to the study sample were examined by 

the two sample !-test. There was no significant dif-

ference between the experience of meaning i n life b e -

tween the cancer sample and the college undergraduates . 

However, there was a significant difference between the 

alcoholic sample and the cancer samp le. 

The findings of the study indicated that, although 

the actively treated cancer sample scores were not as 

low as the psychiatric popula t ions, the scores were lower 

than most samples of normal populations. The question 

arises as to whether the variable of having cancer alone 

could be responsible for difference in scores between 

the study sample and the normal sample. In the cancer 

sample studied by Kennedy et al. (1976), the findings 

indicated that in cancer patients experiencing an apparent 

cure, their overall attitude is very positive toward life. 

In fact, the recovery from advanced cancer was a good 

experience for character development even when compared 

to college students and a non-diseased sample. 

The variable of active treatment is essential to the 

discussion of the findings. The views in the previous 

literature are varied. The findings of this study may 

be more congruent with the views of Hildebrand (1978) 

who believed that fighting the cancer battl e with 
I 
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chemotherapy has negative connotations for the cancer 

patient, and that of Crile (1977) who conc luded that 

the hopes of cancer surgeons and radiotherapi sts have 

not been f ulfilled. According to John son et al. (1979), 

reactions to treatment presented major problems f or 

73 % of the f amil ies stud ied which had a member being 

treated for cancer. Todres and Wojtiuk (1979) documented 

tha t patients did perceive negative side eff e cts associ-

ated with chemotherapy . 

It is very difficult to separate the effects which 

could be r e lated to the disease from the effects related 

to the treatment (Todres & Wojtiuk, 1979). As the re-

search literature indicated, attitude s concerning the 

acceptance of treatment have been measured as positive 

(McKegne y et al., 1979). In this particular study , the 

data were researcher collected. A frequent comment by · 

subjects responding to the Purpose in Life Test was .that 

they felt their general view of life was not particularly 

influenced by the cancer or the treatment. This was 

generally more true of the patients doing phy sically well. 

However, the patient with the lowest score, 41, emphatic-

ally made the point that she had a full and happy life 

despite her mastectomy and cancer treatment of greater 

than 3 years. During this time, she continued her career, 
I 
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had social relationships, and was not preoccupied with 

the disease or treatment. She recentl y was experiencing 

a family crisis for which she said was totally respon

sible for her pre sent and severe depression. 

The findings in the study do not differentiate 

between the role of health professionals and the rol e 

of cancer treatment. The physician is often the hope 

of successful therapy and his withdrawal imp lies disaster 

according to Dunphy (1977). The literature co n tinuall y 

indicates the role of the health professional and the 

maintenance of hope (Holleb, 1978; Lange, 1 978 ; Schnaper, 

1977; Vaillot, 1970). The degree to which active 

treatment is or is not associated with the health pro

fessional and hope is not determine d by this study, but 

the possibility of such influence is inferred in the 

literature. 

Conclusions and Implications 

Based on the findings of this study, the following 

conclusions and implications are derived: 

1. There was a difference in the experience of 

meaning and purpose in life in actively treated cancer 

patients and the experience of meaning and purpose in 

life in the normal population. The scores of the actively 
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treated cancer patients wer e generall y lower than vario us 

normal populations previously studied, althoug h not as 

low as the psychiatric samples previously s t udi ed . The 

imp lication is that there is a patient po pulation in 

need of assistance in the d iscovery of meaning while 

e xperie ncing difficulty . Philosop hicall y , this is the 

nurse's responsibility (Stanley , 1978; Travelbee, 1971; 

Vaillot, 1966). 

2. Active treatment may be the variable responsi b l e 

for the difference in scores measuring purpose in lif e 

between cancer patients receiving treatment and the normal 

population. Therefore, the provision of emotional sup-

port must become a primary considerat ion in the nursing 

care plan for these patients (Todres & Wojtiuk, 1979). 

3. The possibility e x ists that the finding that 

there is a difference in meaning in life between the 

treated cancer patients and the normal population is not 

related solely to the treatment. Thus, nurses are in 'a 

position to assist these patients to find meaning in the 

suffering due to the disease, b y assisting patients to 

use coping strategies b y supply ing information, findin g 

meaning for the disease, and utilizing hope (Friedman, 

1980; Korner, 1970). 
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4. The f i nd ing that a difference e x i sts between 

the experience of purpose in lif e between cancer patien ts 

and the normal populat ion may be infl u enced b y health 

professionals' attitude s. Therefor e , nurs e s must b e 

aware t hat their attitudes and the attitudes of 

physicians and other he alth t eam members may signifi-

cantly influence the attitudes of patients faced with 

the dilerr~a of cance r and treatment (McKegney et al ., 

19 79 ). 

Recommendations for Further 
Study 

Based on the conclusions of this study, the fo llow-

ing recommendations are made: 

1. A similar study be conducted using a larger 

sample. 

2. A similar study be conducted using a samp le 

of cancer patients not receiv ing active treatment. 

3. This study be repeated to compare scores of 

patients in a setting which utilizes nursing staff as 

patient educators and in supportive roles to patients 

in a setting which does not utilize nurses in these 

roles. 
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THE PURPOSE IN LI FE TEST 

For each of the foll ow i ng statement s, c i r c l e t h 
number that would be most nearl y true f or you. Note that 
the numbers alway s extend from on e extreme feel ing to its 
opposite kind of feeling. "Neutral r: implies no judgment 
either way. Try to use this rating as little as possible . 

1. I am usually: 

1 2 
Completely bored 

2. Life to me seems: 

7 6 
always exciting 

3. In life I have: 

1 2 
no goals or aims 
at all 

3 

5 

3 

4 
(neutral) 

4 
(neutral) 

4 
(neutral) 

4. My personal existence is: 

1 2 3 
utterly meaningless, 
without purpose 

5. Every day is: 
7 6 
constantly new 
and different 

5 

4 

(neutral) 

4 
(neutral) 

6. If I could choose, I would: 

1 2 
prefer never to 
have been born 

3 4 
(neutral) 

5 

3 

5 

5 

3 

5 

6 
exuberant, 
enthusiastic 

2 
completely 
routine 

6 

7 

1 

7 
ve ry clear goals 
and aims 

6 
very purpose-ful 
and meaningful 

2 
exactly the 
same 

6 

1 

7 
like nine more 
lives just like 
thi s one 
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7. After retiring, I would: 

8 . 

9 . 

10. 

11. 

7 6 5 
do some of the 
exciting things I 
have alway s wanted 
to 

4 
(neutral) 

I n ac h iev ing life goals I have: 

l 2 3 4 
made no progress (neutral) 
whatever 

My life is: 

1 2 3 4 
emp t y , filled only (neutral) 
with despair 

If I should die today , I would 
has been: 

7 6 5 4 
very worthwhile (neutral) 

In thinking of my life, I: 

1 2 3 4 
often wonder why (neutral) 
I exist 

3 

5 

5 

feel 

3 

5 

2 l 
loaf comp l e t e l y 
the rest of my 
li fe 

6 7 
progressed to 
complete ful f ill-· 
ment 

6 7 
runnin g ove r with 
e xc iting good 
things 

that my life 

2 l 
completely worth-
less 

6 7• 
alway s see a 
reason for my 
being here 

12. As I view the world in relation to my life, 
the world: 

1 2 3 
completely confuses 
me 

4 
(neutral) 

5 6 7 
fits meaningfull y 
with my life 



13. I am a: 

1 2 3 
very irresponsible 
person 

6 6 

4 
(neutral) 

5 6 7 
v e r y res po n sible 
person 

14. Concerning man's freedom to make his own choices, 
I believe man is: 

7 6 5 
absolutely free to 
make all life 
choices 

4 
(neutral) 

15. With regard to death, I am: 

7 6 
prepared and 
unafraid 

5 4 
(neutral) 

16. With regard to suicide, I have: 

1 2 
thought of it 
seriously as a 
way out 

3 4 
(neutral) 

3 

3 

5 

2 1 
comp letely bound 
by limitations of 
heredity and 
environment 

2 1 
unp repared and 
frightene d 

6 7 
never glven it a 
second thought 

17. I regard my ability to find a meaning, purpose, or 
mission in life as: 

7 6 
very great 

18. My life is: 

7 6 
in my hands and 
I am in control 
of it 

5 

5 

4 
(neutral) 

4 
(neutral) 

3 

3 

2 , l 
practically none 

2 1 
out of my hands 
and controlled 
by external 
factors 
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19. Facing my d ail y tasks is: 

7 6 5 4 3 2 1 
a source o f (ne u t r a l) a painfu l and 
p leasure and bo r ing ex perience 
satisfaction 

2 0. I have d i scove red : 

1 2 3 4 5 6 7 
no mission or (ne utral) clear-cut g o a l s 
purpose in life a nd a satis fying 

li fe purpo s e 

Robinso n, J. P., & Shave r, P. R . M-e asure s of So c i a l 
Psy cholog ical Attitudes. Ann Arbo r , Michig a n : 
The Universi ty of Mich iga n , 1969. 
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in regard to protection of the individual's rights. 

Please be reminded that both the Universit y and the 

Department of Health, Education and Welfare regulations 

require that written consents must be obtained fro m all 

human subjects in your studies. These forms must be 

kept on file by you. 

Furthermore, should your project change, an other 
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regulations. 
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~~~ 
Chairman , Human Re~earch 

Revi ew Committee 

at Dallas 
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(Form A -- Written presentation to subject ) 

Consent to Ac.t as a Subject for Research and Investigation : 

(The following information is to be read to or read by the subject ) : 

1. I hereby authorize Ba :r oara ~IJ . Grar:t 
(Namf of person (s) woo Wlll perfonn 
procedure(s) or investigat i on(s) 

to perlonn the following procedure(s) or investigation(s ) : 
(Describe in detail) 

Tr.i s i s a stuc~: con::er:-~2.r. g ca r:ce::- patier. :. s '-'':--,o a:::E 
r e c e 1 \ · 1 n g :. r ea t.r:o e ::---. ~ a n c t hE c e 9 r e e t c ""' r. i :: :--, t. he ~: e ::-:;:.. e ::: .:i -
e r:ce a se~ se of ~e a r. i r.g anc p~r po se in l1~e . Pleas e 
c o~~:e :. e :. he scale ~~ 1c l-: i s a t.~ac h ec . ThEre art: 2 ~ 

s:.at e~t er:t.s or. t he scal e . For eac ;-. o ~ t he : ol:i.o"'·ir: c: stc:o:. e 
me nt s, circ: e t he nu~ter t h a t ~o~l~ be ma s ~ n e a r:~ - tr ue 
f o r you . Note t ha t. t ::e nu.r:tbe:-s a l ·"·ays ex :. en:: :ror:-: o :~ e 

e x tr e;;:e feel~:1 ~ t o it s op r:·osi t e kir.d o: feel:rJg . " ~e~:.:-c.~ ,. 
impli es no jucs~e:~ :. either ~a y . Tr ~· t c use t his rat in g 
a s lit t le a s possible . 
-- Prior to circ l ing the n~~bers on t he sca le , please 
complet e a data s heet requesting t he follo~inc: ir.: ormati~r. : 

a ge, s ex , a pproximate date of di a gnos1s of ca nce r, a nd 
t ype of t r eatme nt you ar e p r e s ent.l y r ece.:.. \.i nc . 

Yo ·J ma y ta ke a s li t t le or a s m·Jcl-: tir:-te a s :_,· ou ne e::: t c:: 
con~lete t he s ca le . Pl e as e do no t pc:. your n a~ E or. a r. ~ · 

for r:- exce ;:..t t ~e c or. se nt : e rr . You r na~e ~il : i n nc ~ a ~ · 
be c onnect.e~ t o t he sca le ~ti c h you c o~~let e . 7tis stu ~ . 
~ ill Daint ai ~ you ::: a nony~it~· . The data ~il l be rep o rte~ 
a s grou; cata s c that nc in3i vi~ual ca n be i denti fie d . 
Pl e as e fe el fr e e t o di sconti nue par tici pat io n i n t his 
study a t a ny time . There will be no penalty . 

2. lhe procedure or investigation listed in Paragraph 1 has been 

3. 

explained to me by Barbar a ~i . Gr a r.t 
(Name ) 

(a) I understand that the procedures or investigations described 
in Paragraph 1 involve the following possible risks or 
discanforts: (Describe in detail ) 
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(Form A--Written presentation to subjec t) (continued) 

3. (a) I under s tand that the p rocedures or inves tiga tions 
described in Paragraph 1 involv e the following possible 
risks or d iscomf orts: (Desc r ibe in detail) 

( l ) A period of time will be taken to r e ad and comp l e t e 
t h e scale and this is a personal inconven ience. 

(2) Completing the scale may b e tiring. 
(3) Exp ressing personal attitude s may be embarrassing . 
(4) Although measures have been taken to control data, 

an improper release of data may occur. 

3. (b) I understand that the proced ures and investigations 
described in Paragraph 1 have the followin g potential 
benefits to myself and/or others: 

(1) Completion of this scale may actuall y be an enjoy 
able experience. 

(2) Knowledge of the experiences of cancer patients 
who are receiving active treatment may benefit 
physicians, nurses, medical personnel, and future 
patients. 

(3) The direction and quality of nursing care may be 
affected b y this study. 

4. An offer to answer all of my questions regarding the 
study has been made. If alternative proced ures are 
more advantageous to me, they have been explained. 
I understand that I may terminate my participation 
in the study at any time. 

Subject's Si g nature Date 
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DEMOGRAPHIC DATA 

Subject # -----------------------------

Age -------------------------------------

Sex 

Approximate date of diagnosis of cancer ---------------------

Please check t y pe of treatment you are presently 
receiving: 

Chemotherapy 

Radiation Therapy 

Immunotherapy 
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Comparison of Purpose in Life Scores 
Means in Various Samples 

Group 

Successful businessmen 
and professionals 

Active and leading 
Protestant parishioners 

Air Force men 

College undergraduates 

' 

Indigent hospital 
patients 

Schizophrenics, 
hospitalized 

Neurotics, 
hospitalized 

Neurotics, 
outpatients 

Alcoholics 

Psychotics, 
hospitalized 

Number Mean 

230 118.9 

142 114.3 

40 110.0 

417 108.5 

16 106.4 

41 96.7 

13 95.3 

225 93.3 

38 85.5 

18 80.5 

Source: Crumbaugh, 1968; Yarnell, 1971. 

Stand ard 
Deviation 

11.3 

15.3 

12.7 

14.0 

14.5 

16.1 

18.4 

21.7 

19.4 

17.5 
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