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ABSTRACT
A SYNTHESIS OF LITERATURE AND UTILIZATION

OF A FUNCTIONAL STATUS ASSESSMENT TOOL
FOR THE OLDER BREAST CANCER PATIENT

By

Gail Madeline Bell

Breast cancer is the second most common cause of
cancer death in women in the United States. Breast cancer
will affect one in nine women in their lifetimes. In the
elderly, breast cancer carries a substantial mortality. Age
is identified as a negative prognostic factor.

Breast cancer and its treatment can negatively effect
a patient’s functional status. Assisting these patients in
the maintenance of their functional status is of great
importance to the health care profession. Once an older
patient’s functional status becomes altered, she is less
likely to return to her independent state after the
conclusion of treatment. The purpose of this scholarly
project is to complete a synthesis of literature and
develop a functional status assessment tool for older

breast cancer patients.
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CHAPTER 1
PROBLEM OVERVIEW

Introduction

Breast cancer is the second most common cause of cancer
death in women in the United States. The incidence of
breast cancer diagnosis has been rising steadily at an
annual rate of 1.2% since 1940 (Murphy, Lawrence & Lenhard,
1995) . Breast cancer incidence and mortality increase with
age (Morrow, 1994; Lickley, 1997), and will affect one in
nine women in their lifetimes. The women whose lives are
affected by breast cancer will live with this disease for
varying periods of time. These women will have to adjust to
the impact of breast cancer and to the consequences of its
treatments (Schag et al., 1993).

Conceptual Definitions

For the purpose of this project, breast cancer will be
defined as a malignant, solid tumor found in a woman’s
breast (Murphy et al., 1995). In the research compiled for
this scholarly project there is no definitive definition
for breast cancer. Therefore, it is difficult to identify
if the breast cancer is primary, metastatic, localized,

etc.



Older woman will be defined as those aged 55 years and
older. The chance of being diagnosed with breast cancer
increases by 15% at the age of 55 (Murphy et al., 1995).

Functional status will be defined as the ability to
perform activities and tasks within a social, cultural, and
physical environment that are basic to the fulfillment of a
person’s roles as a worker, parent, spouse or partner,
sibling, and friend to self and others (Baum & Edward,
1995).

In recent years, there have been many advances in the
treatment of breast cancer. Despite these advances many
breast cancer patients still do not receive the appropriate
treatment. These advances have not been translated into
better health outcomes for older women (Silliman, Balducci,
Goodwin, Holmes, & Leventhal, 1993).

Patients who are receiving outpatient chemotherapy,
radiation therapy, or both, experience negative
physiological reactions to treatment. These reactions may
include fatigue, nausea, vomiting, eye problems, shortness
of breath, diarrhea, and an array of other symptoms (Mor,
Masterson-Allen, Houts, & Siegel, 1992). As a result of
these reactions, the breast cancer patient’s functional
status can be altered, which can adversely affect the

patient’s life.



Patients receiving cancer treatment are encouraged to
relinquish daily responsibilities to family and friends if
possible. Normal daily activities can present a challenge
to a patient undergoing chemotherapy, radiation therapy, or
both. Activities such as bathing may become impossible
without assistance. The burden of care during recovery from
outpatient cancer treatment can be substantial. (Mor,
Masterson-Allen, Houts, & Siegel, 1992). An altered
functional status can impair a breast cancer patient for
the rest of her life.

Horton and Cox (1997) explain that in 1997 there was an
estimated incidence of 180,000 cases of breast cancer and a
mortality rate of 44,000. Morrow (1994) states,

Since 1960, the life expectancy of American women

of all races has increased from 73.1 years to 78.8

years, and the percentage of the population aged

65 and older has increased from 9.2% to 12.5%. The

combination of an aging population, a common

cancer, and an increase in incidence of the cancer

with advancing age, means that clinicians will

encounter increasing numbers of older women with

breast carcinoma in future years (p. 145).

Breast cancer in the elderly carries a substantial
mortality. Age is identified as a negative prognostic
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factor (Sillman et al., 1993). In many studies, it is
indicated that the pattern of care for a woman with breast
cancer is strongly influenced by her age. In addition to
age, the areas that influence treatment efficacy and
effectiveness are comorbidity, impaired functional status,
lack of social support, and differences in host physiology
(Silliman et al., 1993).

In a review by Bergman et al. (as cited in Morrow,
1994), of 2,268 breast cancer cases, women under the age of
75 received surgery 92% of the time, while only 81% of
older women received this intervention. Also, use of breast
conserving surgery decreased with increasing age. Goldberg
and co-authors (Morrow, 1994) reviewed data from the
Connecticut Tumor registry and Yale-New Haven Hospital to
find that the survival rate for approximately 4,000 women
over the age of 60 did not differ from that of women under
54 years of age. Therefore, it is recommended that breast
cancer therapy should be determined by a woman’s
physiologic age and psychological needs rather than her
chronological age.

Substantial variations in breast cancer diagnosis,
treatment, and care exist. These variations become greater
with the increasing age of the patient. The overall health
of the older patient plays an important role in the
decision-making process for optimal treatment of primary

4



breast cancer. The issue of multiple or comorbid conditions
in older women is of great significance to health care
professionals. It has been found that the presence of three
or more comorbid conditions increases the death rate by
28-fold in a 3-year time frame and was unrelated to the
cancer. The greater the number of comorbid conditions an
older woman has the greater the effect on her health and
treatment outcomes (Lickley, 1997).

Given the current uncertainty about the relative
efficacy of treatments, the health care professional can
best serve the older patient with early stage breast cancer
by involving her in decision making and in individualizing
care on the basis of such factors as comorbidity, social
support, functional status, and patient preferences for
outcomes (Silliman et al., 1993).

As the elderly population and the probability of being
diagnosed with breast cancer increases, the more research
needs to be done in this area to expand the knowledge base.
Purpose

The purpose of this scholarly project is to do a
synthesis of the literature relative to functional status of
the older breast cancer patient. It is also the intent of
this project to identify the strengths, limitations, gaps,

and generalizations in the literature related to the



functional status and the functional status measures of
older breast cancer patients during and after treatment.
Objectives

This scholarly project is intended to synthesize
knowledge and understanding on the effects of treatment on
older breast cancer patients and their functional status, to
identify strengths, limitations, and gaps in existing
literature related to the functional status and functional
status measures of older breast cancer patients, to identify
what generalizations are made about breast cancer patients
during research studies, and to identify functional measures
that can be consistently utilized to assess the functional
status of the older breast cancer patient. It is also the
intention of this scholarly project to combine three
existing tools to assess the functional status of the older
breast cancer patient. This tool will be utilized by the

advanced practice nurse in the primary care facility.



CHAPTER 2

CONCEPTUAL FRAMEWORK

King (1981) states the “Theory of goal attainment
provides a theoretical base for nursing process as it
demonstrates a way for nurses to interact purposefully with
clients” (p. 176). King’s theory is based on the overall
assumption that nursing is individuals interacting with
their environment leading to a state of health, which is an
ability to function in social roles (Fawcett, 1995). The
domain of nursing includes promotion of health,
maintenance, and restoration of health, and care of the
sick, injured, and dying (King, 1981). King states (198%a),
“The focus of this theory is the interpersonal system
because what nurses do with, and for, individuals is what
makes the difference between nursing and any other
profession.” [The focus of this theory is on] holism—that
is, the total human being interacting with another total
human being in a specific nursing situation” (p. 154-155).

The theory of goal attainment is a theory of nursing
that deals with phenomena called process and outcome. The
process that is essential is mutual goal setting. The

theory defines outcomes in the form of goals to be
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obtained. The goals identified then become criteria by
which the effectiveness of nursing care can be measured
(King, 1989a). This theory also identifies thét decision
making is a shared, collaborative process in which patient
and nurse exchange information, identify goals, explore
means to attain goals, and each individual moves forward to
attain goals (King, 1989a).

As the life expectancy of women continues to rise, so
does the incidence of being diagnosed with breast cancer.
The diagnosis of breast cancer and its treatment regimens
can alter a woman’s ability to function. The application of
King’s Goal Attainment Theory can assist the advanced
practice nurse and the breast cancer patient in the
maintenance, restoration or improvement of the patient’s
functional status.

This theory utilizes the concepts of perception,
communication, interaction, growth and development, role,
self, space, stress, time, and transaction. The following
concepts are defined as: (a) Interaction—process of
communication and perception between person and environment
and between person and person identified by verbal and
nonverbal behaviors that are goal directed; (b)
Perception—each individual’s representation of reality; (c)
Communication—a process of exchanging information between
people either directly or indirectly; (d)

8



Transaction—purposeful interactions that lead to goal
attainment; (e) Role—a way a person is expected to conduct
their behavior when occupying a position in a social
system; (f) Stress—a dynamic state whereby an individual
interacts with the environment to maintain balance for
growth, development, and performance, which involves an
exchange of energy and information between the person and
the environment for regulation and control of stressors:;

(g) Growth and Development—constant changes in an
individual at the cellular, molecular, and behavioral
levels of activities; (h) Self-a composite of feelings and
thoughts which form a person’s awareness of his/her
individual existence and what he/she is (Tomey & Alligood,
1998); (i) Time—the sequence of events moving onward to the
future; and (j) Space—existing in all directions and is the
same everywhere (King, 1981).

The major concepts of this theory work together for the
purpose of achieving goal attainment (see Figure 1). When
the advanced practice nurse and patient come together for a
purpose, they are perceiving each other and the situation,
making judgments, taking mental action, or making a
decision to act. These two individuals react to each other
and to the situation. Communication in any form is the
means by which information is given and provided in nursing
situations to identify concerns and problems and to share
information. This information assists patients and

9
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caregivers in making decisions that may lead to goal
attainment. Communication is accomplished through verbal
and nonverbal signs and symbols by which patients also
express their goals.

Interaction is the act of two or more people in mutual
presence. Interactions reveal how one person feels and
thinks about another person, how each perceives the other,
what each person’s expectations are of the other, and how
each reacts to the actions of the other. Interactions are
observed in time and space as one person fulfills the role
that is helpful to another person and vice versa. A person
usually reacts to what another person thinks, feels,
perceives, and acts (King, 1981). Advanced practice nurses
and patients communicate information to each other so they
can engage in mutual goal setting and explore and agree on
means to achieve goals. The goal is to help the patient
maintain their health so they can function in their roles
(King, 1981) . Transactions are goal directed human
behaviors. Transaction is a process of interaction in which
human beings communicate with the environment to achieve
goals that are valued (King, 1981). The concepts,
perception, judgment, communication, and mutual goal
setting in a nurse-patient interaction are to lead to a
transaction. Transaction leads to goal attainment and
growth and development. Goal attainment leads to
satisfaction and effective nursing care. This theory

11



assists the nurse and patient by providing a systematic
approach to goal attainment. Health is not identified as a
concept but as an outcome variable. The outcome is an
individual’s state of health or the ability to function in
her roles (King, 1981).

As a woman receives treatment for breast cancer, her
functional status can be altered. An altered functional
status affects not only the patient’s physical status, but
also her vitality, role functioning, social functioning,
mental health, general health perceptions, and ability to
cope with pain. The advanced practice nurse and patient
need to work together to identify mutual goals that can
assist this patient in the areas that are of concern.
Utilizing King’s Goal Attainment Theory in breast cancer
patient care can provide valuable information and guidance
during this difficult time.

King’s Goal Attainment Theory is an appropriate
theoretical framework to assist the advanced practice nurse
and older breast cancer patient in the maintenance,
restoration, or improvement of functional status before,
during, and after cancer treatment (See Figure 2). When the
advanced practice nurse and older breast cancer patient
meet for the first time, they each have their own
perceptions. At this time the assessment phase begins. The
advanced practice nurse brings special knowledge and skills
to this interaction. The patient brings knowledge of self,

12
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perceptions of the problem, concerns, and disturbances in
health (Tomey & Alligood, 1998; George, 1995). She also
contributes her perception of the situation and what she
sees as possible. Perception is the basis for gathering and
interpreting data and thus is the basis for assessment
(Tomey & Alligood, 1998). During this phase these two
individuals begin judging each other from the time they are
introduced. Communication is done verbally, nonverbally,
and through the functional assessment tool. Communication
is essential to verify the accuracy of perceptions. Without
communication, interaction and transaction can not occur
(Tomey & Alligood, 1998). Each individual involved in this
interaction brings personal knowledge, needs, goals,
expectations, perceptions, and past experiences that
influence this encounter (King, 1981). During this
interaction, information is exchanged, opinions verbalized,
emotions expressed, and expectations established. This step
moves the advanced practice nurse and older breast cancer
patient toward the planning phase. The concepts involved in
the planning process are decision making about goals and
exploring means to attain goals (King, 1981). Planning is
mutually setting goals and making decisions about how to
achieve these goals. This is part of transaction and
involves a mutual exchange with the patient (King, 1981).
Mutual goals cannot be established unless each person
involved is willing to move forward. Mutual goal setting

14



between an advanced practice nurse and patient is based on:
(a) the advanced practice nurse’s assessment of the
patient’s concerns, problems, and disturbances in health;
(b) the advanced practice nurse’s and patient’s perceptions
of the interference; and (c) the sharing of information
whereby each person functions to help the patient attain
the goals identified (Tomey & Alligood, 1998). Each
patient’s goal is individualized and established mutually
with the advanced practice nurse. Implementation occurs in
the activities that seek to meet the goals. Implementation
is a continuation of transaction. The concept involved is
the making of transactions (King, 1990a). Evaluation
involves descriptions of how the outcomes are identified as
goals are attained. Evaluation not only addresses the
attainment of the patient’s goals, but also the
effectiveness of nursing care. This process moves the
advanced practice nurse and patient towards transaction and
goal achievement. When transaction is achieved, the
evaluation of the mutual goals related to functional status
is completed. Was the goal achieved? Were the outcome
measures appropriate indicators of functional status?

Could this plan of care have been revised to provide better
assistance? Transactions are valued by the patient because
the goal is meaningful and worth achieving. Through this
whole process the advanced practice nurse and patient are
moving towards transaction. Many times the advanced

15



practice nurse and patient never achieve transaction. This
process can stop at any point due to impeding factors.
Impeding factors can be the patient’s unwillingness to set
mutual goals, poor prognosis, financial problems,
transportation issues, beliefs and values about the breast
cancer. When the goals of the advanced practice nurse and
the goals of the patient are incongruent, conflict can
occur. This situation can increase stress in both
individuals (King, 1981). Through the feedback system in
this theory, the advanced practice nurse and breast cancer
patient can continue to work towards the achievement of
their goal.

Theory is a construct that accounts for or organizes
some phenomenon (Barnum, 1998). Theory pulls out the
salient parts, separating the critical and necessary
factors or relationships from the accidental and
unessential factors (Barnum, 1998). King’s Theory of Goal
Attainment promotes interaction, assists the advanced
practice nurse and patient in mutual decision making, goal
setting, and goal attainment. Also, it gives the patient
control over her health problem, since every patient has
the right to participate in decisions that influence her

life and health (King, 1981).
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CHAPTER 3

LITERATURE REVIEW

Breast cancer is the second leading cause of death due
to cancer among women in the United States. Also, it is the
most common neoplasm in North America (Ganz et al., 1993).
Although the number of new cases diagnosed has increased,
mortality due to breast cancer has remained unchanged over
the last decade (Hynes, 1994). Women over the age of 55 are
more vulnerable to the development of breast cancer. The
risk of breast cancer increases with age (Murphy et al.,
1995) .

The reported incidence of breast cancer has increased
considerably over the last 50 years and will continue to do
so because of three major factors. These factors are: (a)
the reported incidence of breast cancer increases with age
and will continue to rise until at least the age of 85, (b)
the number of women in the older age groups of the U.S.
population is increasing rapidly relative to the number of
younger women, and (c) the reported age-adjusted incidence
of breast cancer is also increasing.

As people age, there is a increased likelihood of

functional disability and limited social resources,
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especially in those of family and friends (Sillman et al.,
1993).
Methodology

The literature review for this scholarly project was
completed on Medline. The years researched were 1990-1998.
These years were chosen because during the 1990s there were
significant advancements in breast cancer treatment and
patient options (Sillman et al., 1993). Utilizing the most
recent information was important in establishing an
effective functional assessment tool for the older breast
cancer patient. The literature review was guided by the
Medical Outcomes Study (MOS) SF-36 functional status
measures (Ware, Stewart, & Hayes, 1988). These measures are
physical functioning, role physical, bodily pain, general
health perceptions, vitality, social functioning, role
emotional, and mental health. Research has identified the
SF-36 as an appropriate tool to measure functional status
across diverse medical populations. The eight different
areas that this tool measures is affected by breast cancer
and its treatments. This tool also provided important
information on how the advanced practice nurse can assist
the older breast cancer patient maintain, restore, or
improve her functional status.

The journals that were available on Medline were

searched in relation to the functional status of older
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breast cancer patients. Certain journals were not excluded.
The array of journals that information was utilized from
were Medical, Nursing, Oncology, Advanced Practice, and
Occupational Therapy, to name a few. While researching the
literature, five common themes were identified that had a
great impact on the functional status of the older breast
cancer patient. These were treatment options, caregiver
assistance, age and stage of disease, treatment regimen, and
psychological effects on functional status. This provided a
more organized way for the reader to comprehend the
information and the significance of this problem.
Treatment Options

Cancer has evolved from a rapidly fatal illness to a
chronic condition. The cancer treatments that patients
receive can include modified radical mastectomy, node
dissection, lumpectomy, radiation, chemotherapy, hormonal
treatments, and potential reconstruction in the upper body.
As a result of cancer and the treatments received, a patient
is affected both physically and psychologically (Ganz et
al., 1993). Currently, the treatment of breast cancer is
being approached more aggressively over a longer period of
time. Primary therapy in breast cancer patients is often
being extended and no longer ends with the initial surgery.
Radiation and chemotherapy are two treatments that are used

for breast cancer. The optimal duration of
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chemotherapy treatment for metastatic breast cancer is more
than three months and likely greater than six months but not
more than a year (Murphy et al., 1995).

Radiation therapy is administered five days a week for
a total of six weeks. Primary therapy can continue for an
additional two to three months if breast conservation
therapy is used. The most common side effect of radiation
therapy is fatigue. Fatigue causes difficulty in
concentrating, tiredness not relieved by resting, decreased
motivation, change in sleep patterns, inability to carry out
normal activities, and constant feelings of exhaustion and
of hopelessness. The most common side effects of
chemotherapy are fatigue, insomnia, nausea, hair thinning,
and pain. These side effects can have immediate and
long-term effects on a patient’s functional status (Hoskins,
1297). Silliman, Balducci, Goodwin, Holmes, and Leventhal
(1993) state, “Breast cancer is a common and progressively
debilitating disease that can be readily treated if it is
diagnosed at an early stage. While considerable therapeutic
advances have been made, it appears that these advances have
not been translated into better health outcomes for older
women (i.e., those 65 years of age or older)” (p. 190). It
has been documented that when treated more aggressively,
older patients with cancer tend to respond comparably to

younger patients (Given, Given, & Stommel, 1994).
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Breast cancer treatment has become highly complex. A
vast majority of breast cancer treatment is provided in
ambulatory settings. Multidisciplinary cancer care is
needed. Twenty-five years ago, surgery was the only option
for breast cancer patients. At the present time, women
receive surgery (mastectomy or segmental resection with
axillary node dissection), chemotherapy, radiation,
hormonal therapy, or a combination of these as a part of
their primary treatment. Because of this, the
rehabilitation of these individuals has become more complex
(Ganz, 1995).

Caregiver Assistance

Treatment of patients with cancer is basically being
provided on an outpatient basis, which complicates and
strains the capacity of caregiver networks to meet patient
needs. This is especially true for patients who have
advanced disease. The amount of care that may be needed for
a patient may be considerable (Mor, Allen, Siegel, & Houts,
1992).

Family members are being called upon to assist in the
care of the cancer patient due to the strain on caregiver
networks. With little guidance and information from the
formal health care systems, families must assume
responsibilities for managing symptoms, administering

medications, utilizing equipment, monitoring for possible
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complications, and assisting patients with self-care needs
(Given & Given, 1994).

Breast cancer itself and treatment regimens can cause
altered functional status. Patients are no longer staying in
the hospital for their entire treatment regimens.
Professional home care organizations are operating at near
capacity and are unable to handle the increasing volume of
cancer patients who require care outside the hospital.
Family members or friends are needed to assist in this care.
To maintain a patient’s functional status, symptom
management, administration of medications, observation of
complications, and assistance in self-care are a must. Home
care can assist in some aspects and educate the patient,
family, and friends related to the care needed, but they are
unable to provide all the care directly.

Ongoing patient care is a family responsibility that
should be provided at home (Mor, Allen, Siegel, & Houts,
1992). Therefore, limitations in physical functioning and
mental health become important areas for health care
professionals and families. It has been shown that if
emotional care is not provided in the home, the attempts to
improve symptom distress and physical functioning may only
be marginally successful (Given & Given, 1994). Family and
health care professionals are the people who monitor and
evaluate the impact of disease and treatment, and formulate
strategies for continuing care, rehabilitation, and
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strategies for continuing care, rehabilitation, and
recovery following a course of therapy (Given et al. 1994).

In a study completed by Schag, et al. (1993)
rehabilitation needs were identified in the arm adjacent to
the operative breast. Patients complained of not being able
to dress, difficulty working, pain, difficulty with
recreational activities, and not being able to complete
activities of daily living. Problems with the arm were
weakness, swelling, lymphedema, and tightness, pulling, and
stretching in the chest wall, arm, and breast area. These
factors make it necessary for each breast cancer patient to
be assessed for functional limitations/deficits in relation
to rehabilitation requirements. While patients are
beginning their rehabilitation, the physiological stresses
are especially high. During this time the patient’s
functional status can be altered. This alteration can
continue with further scarring and restrictions.
Treatment Regimen

Hughes (1993) completed a study on the psychosocial and
functional status of breast cancer patients at the time of
diagnosis and during the initial phase of treatment. The
purpose of this study was to gain a better understanding of
the impact of diagnosis and treatment on a patient’s
physical state and psychosocial well-being. The sample size

for this study was 52 subjects. The sample group was one of

23



convenience at a breast clinic affiliated with a 1,000-bed
tertiary medical center. The inclusion criteria for this
study were patients had to have breast cancer in the early
stages of development, and the breast cancer was treatable
with either modified radical mastectomy or lumpectomy
followed by radiation treatment. The instruments utilized
in this study were Quality of Life Cancer II Version
Instrument (QLI) (Ferrans & Powers, 1985), Mishel
Uncertainty in Illness Scale-Community Form (MUIS-C)
(Mishel & Epstein, 1990), Medical Outcomes Study General
Health Survey-Short Form (GHS) (Ware et al., 1988), and the
Reaction to the Diagnosis of Cancer Questionnaire (RDCQ).
Patients were interviewed at the time of diagnosis before
treatment selection and approximately eight weeks after
surgery.

The results of this study identified overall
functional status scores from time 1 to time 2 unchanged,
but social functioning, role functioning, and physical
functioning were significantly decreased. However, pre- and
post-treatment mean scores for pain, mental health, and
overall health perceptions were not significantly
different. The study found that functional status declined
over the course of initial treatment. The ability to
function physically and meet normal role obligations was
significantly lower after surgery. The type of surgical
intervention was unrelated to functional status. A possible
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explanation for this is that radiation therapy leads to
greater functional impairment than is typically assumed.
Patients undergoing radiation therapy five days a week for
five to six weeks experience varying degrees of fatigue in
addition to pain in the shoulder and swelling in the arm.
This type of treatment can be disruptive to a woman’s
functioning while attempting to continue her regular
schedule.

A limitation in Hughes’s (1993) study is that caution
must be exercised when generalizing beyond this study. This
is because the subjects used in the study are not
representative of all breast cancer patients. Despite this
limitation, this study concludes that most breast cancer
patients are uncertain at the time of diagnosis that the
quality of their lives is not negatively affected by the
diagnosis and initial treatment, even though their
functional status does decline through the course of
treatment.

Being diagnosed with breast cancer can be threatening
to women on many levels. The woman’s life is threatened by
the cancer. The surgical intervention is disfiguring and
there are threats to the woman’s social and emotional well
being. The diagnosis of breast cancer represents a serious
crisis in the women diagnosed (Carver et al., 1993).

In 1992, Mor, Masterson-Allen, Houts and Siegel
completed a study on 629 patients with advanced cancer.
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This study researched the changing needs of patients with
cancer at home. One hundred forty-four of the individuals
in this sample had breast cancer. Three hundred
seventy-eight of these patients were over age 60.
Twenty-three percent of the subjects in this study had a
diagnosis of breast cancer. Patient selection was completed
by targeting those individuals who were likely to
experience functional decline as a result of a treatment
regimen or disease progression, but had a chance of
surviving six months. Inclusion criteria in this study were
aged 21 years or older, cancer had to be nonlocalized,
recurrent, or inoperable, primary disease had to involve a
solid tumor of the gastrointestinal tract, genitourinary
organs, breast, lung, or head and neck, and patients with
Hodgkins or non-Hodgkins lymphoma were eligible. These
individuals were investigated during a course of outpatient
chemotherapy, radiation treatment, or both, and again three
to six months after the treatment was completed. The tools
utilized for this study were Katz’s (1963) Index of
Activities of Daily Living (ADL) and the scale for
Instrumental Activities of Daily Living (IADL) (Lawton,
1971).

The results of this study were: (a) personal functional
status impairment was 7% at baseline and 16% at follow up
with a 13% new prevalence need, (b) instrumental impairment
(housework, shopping, and cooking) was 46% at baseline and
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12% at follow up with a 25% new prevalence need, and (c)
transportation impairment was 54% at baseline and 47% at
follow up with a 27% new prevalence need. Cumulative 60% of
patients that completed both interviews needed assistance
with instrumental tasks. Ninety percent of these people who
had an impaired functional status at baseline later had
their functional status issue resolved.

The results of this study suggest that a substantial
proportion of patients have some type of altered functional
status during their treatment. Impaired functional status
may cause considerable disruption in the lives of patients
and their families. The patient’s need to maintain
functional status is of great concern to oncologists
because impaired functional status may compromise a
patient’s compliance with his or her health status or
treatment regimen and may affect future quality of life
(Mor, Masterson-Allen et al., 1992).

Given, Given, and Stommel (1994) completed a
longitudinal study on 111 patients 50 years of age and
older with solid tumors. Twenty-seven percent of the
individuals in this study had breast cancer. These patients
were selected from a convenience sample of adult patients
diagnosed with solid tumor or lymphoma that were receiving
treatment on an outpatient basis. These patients received
chemotherapy, radiation, hormonal treatment, or a
combination of these. Questionnaires were completed at
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intake and at six months. The focus of the research was the
impact of age, treatment, and symptoms on the physical and
mental health of cancer patients. The tools utilized for
this study were ADLs, IADLs, and vigorous functioning from
the Medical Outcomes Study to measure physical functioning,
Center for Epidemiologic Studies Depression Scale (CES-D)
to measure depression, and a scale of 17 common symptoms
that measure symptom distress. The results of this study
explained that the number of symptoms experienced and the
changes of those experiences are variables explaining
patients’ levels of physical and mental health. The
patients’ symptom experience at intake and the change in
symptom reports over time explain why each had an
independent effect on physical functioning and interacted
with gender to predict changes in patients’ mental health.
Symptoms were found to play a significant role in
predicting changes in limitations of physical functioning
and mental health. The conclusion of this study was that
continuing care and rehabilitation professionals need to
develop strategies to focus on symptom management to
prevent an alteration in functional status in breast cancer
patients.

A study was completed by Mor, Allen, Houts, and Siegel
(1992) of 629 patients that had cancer and were receiving
radiation, chemotherapy, or both. This study describes the
physiological and social determinants of need and unmet
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need for assistance in cancer patients with advanced
disease. Areas of need were examined by personal care,
instrumental tasks (housework, shopping, and cooking), and
transportation. Physiological factors (metastasis, disease
stage, and functional status) were associated with need for
assistance in all three areas. Inclusion criteria for this
study were survival prognosis of six months, were likely to
experience functional impairment because of treatment
complications or disease progression, age 21 years or
older, cancer had to be nonlocalized, recurrent, or
inoperable, primary disease had to involve a solid tumor of
the gastrointestinal tract, genitourinary organs, breast,
lung, or head and neck, and patients with Hodgkins or
non-Hodgkins lymphoma were eligible. The tools utilized for
this study were Katz’s (1963) Index of Activities of Daily
Living (ADL) and the scale for Instrumental Activities of
Daily Living (IADL) (Lawton, 1971). Three hundred
thirty-nine of these patients were women. Two hundred
seventy were over age of 65 and 144 had breast cancer.
Three hundred forty-five of these patients were either
living alone, had three or fewer caregivers on whom they
could rely, or had low resiliency. The areas studied were
personal care, instrumental (housework, shopping, and
cooking), and transportation.

The study showed a patient’s impaired functional status
was primarily associated with lack of social support.
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Patients who had support systems that were not resilient
were twice as likely to have an unmet need for instrumental
activities and more than seven times as likely to have an
unmet transportation need. The percentage of patients who
verbalized impaired functional status related to these
three areas were personal 14%, instrumental 50.9%, and
transportation 58.3%. Identified impaired functional status
related to instrumental and transportation were 37% and 16%
respectively. Also, women were more likely to have
instrumental and transportation needs than men.
Instrumental needs (housework, shopping, and cooking) are
areas that cannot be left undone long term without
consequences. When the breast cancer patient is unable to
complete these tasks due to impaired functional status, it
is essential that she receive assistance to resolve this
problem. The patient cannot tolerate living with unmet
instrumental needs for an extended period of time.

Patients who had severe morbidity (three or more
symptoms, one or more days in bed, and restricted activity
every day) have increased odds of required assistance in
personal, instrumental, and transportation areas (Mor,
Allen et al., 1992). A patient with metastatic disease is
three times more likely to need help with personal
activities than a person with regional or local disease.
Morbidity is an important factor when predicting unmet
needs among cancer patients. The more the illness
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interferes with the patient’s ability to perform tasks
independently, the greater the possibility that some need
will go unmet.

The results of this study suggest that there are a
large number of cancer patients receiving outpatient
treatment who are also impaired in daily functioning. Also,
the number of impaired patients who have inadequate help in
meeting their needs is substantial, ranging from 16% to
33%.

Cimprich (1992) states,

Over one million people in the United States are

diagnosed with cancer each year. In dealing with a

chronic and life threatening disease such as

cancer, individuals must direct attention to

multiple, and often competing demands imposed by

both the illness and its treatment. Directed
attention is needed to deal with informational
needs, the reality of treatment, therapeutic
self-care, and a myriad of adjustments in daily
life. Intense mental exertion in response to
multiple demands for attention can lead to
attentional fatigue characterized by a decline in

the capacity to direct attention (p. 199).

Cimprich (1992) completed a study examining the
capacity to direct attention in the initial phase of
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treatment in a selected group of persons with cancer,
specifically women with breast cancer. Directed attention
is defined as the ability to focus attention on a task.
This study consisted of 32 women with newly diagnosed
breast cancer. All eligible women with Stage I or Stage I1I
cancer were recruited over a nine-month period. The
capacity for directed attention was measured by a battery
of tests that required inhibition of competing or
distracting stimuli, as well as a subjective measure of
perceived effectiveness in attentional functioning. The
battery of tests included Digit Span, Alphabet Backward,
Symbol Digit Modalities Test, and Letter Cancellation. The
patients received these tests on the day before discharge
in the hospital setting. These tests were completed in a
quiet setting. The battery of tests took 20 minutes to
complete. Attentional functioning can be affected by
uncertainty about the future and painful thoughts
associated with anticipated or actual losses. Also, illness
poses multiple limitations on normal functioning stemming
from physical discomfort and losses of privacy and domain.
The results of the Cimprich study indicate that women
with breast cancer experience decreased capacity for
directed attention following either mastectomy or breast
conservation surgery regardless of the extent of the
surgery. A possible explanation for lower scores is that
attentional fatigue may begin developing in the
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pretreatment phase of illness when intense and prolonged
exertion of attentional effort is required. The diagnostic
phase of breast cancer can be associated with uncertainty
and conflict about treatment options. In this present study
an average of about one month elapsed between confirmation
of diagnosis and surgical treatment. Attentional demands
can increase in the time period between the diagnostic and
pretreatment phases of the illness. The patient’s ability
to function socially, emotionally, mentally, and physically
can be greatly altered due to the inability to direct
attention and concentrate, thus altering the patient’s
functional status.

A limitation of this study was that data was collected
only in the post-surgical period. Therefore, attentional
status in the pretreatment period was not assessed. Other
limitations were lack of a surgical control group, small
sample size, and the nature of the convenience sample.
Further studies need to be completed to understand better
the attentional deficits in diverse groups with cancer and

other illnesses.

Summary

Breast cancer treatment regimens can greatly alter a
patient’s functional status. Physical functioning was
decreased after initial treatment and surgical
intervention. Also, side effects such as fatigue, nausea,
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vomiting, and diarrhea caused an alteration in functional
status (Mor, Masterson-Allen et al., 1992).

Lack of social support can affect a patient’s
functional status (Mor, Allen et al., 1992). The lack of
health care resources and reimbursement issues require
family to assist these patients in conjunction with home
care. If patients do not have family or similar support
system, their potential to have impaired functional status
increases. Treatment regimens for breast cancer can
adversely affect a patient’s functional status. Symptom
management, strategies to cope with adverse treatment side
effects, and assistance from family, support systems, or
the health care system are essential if the patient’s
functional status is to be maintained during treatment.
Psychological Effects

A study was completed by Maunsell, Brisson, and
Deschenes (1993) on arm problems and psychological distress
after surgery for breast cancer. These patients were
interviewed at 3 months and 18 months after surgical
intervention. Two hundred thirty-three women participated
at the 3-month interview and 201 women participated at the
18-month interview. The decrease in subject number from the
first interview to the second was caused by 13 patients who
had died and 3 patients were too ill to complete the

interview. The criteria to be part of this study were
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patients who underwent surgery for unilateral disease of
the breast, no distant metastasis at the time of diagnosis,
and had the ability to be interviewed within the study time
frame. Questions were asked about personal characteristics,
interpersonal relationships, perceptions of social and
professional support, daily activities, work outside the
home, stressful life events, and a history of depression.
The tools utilized for this study were Diagnostic Interview
Schedule (DIS) (Robins, Helzer, & Croughan, 1981, as cited
in Wing, Bebington, & Robins, 1981) and Psychiatric Symptom
Index (PSI) (Ilfeld, 1976).

The results at 3 months identified that 82% of patients
reported at least one functional deficit in the operated
arm. Problems most repérted were loss of sensation (54%),
and pain (55%). Other problems identified were weakness
(26%), stiffness (40%), limitation in movement (24%), and
swelling (24%). At 18 months, 79% of patients reported at
least one problem in the operated arm. Once again loss of
sensation (49%) and pain (51%) were the most reported
problems. The other problems identified were weakness
(18%), stiffness (37%), limitation in movement (16%), and
swelling (27%). Patients who had axillary dissection had
significantly more problems than the women who did not
receive this surgical intervention. The proportion of women
with a high Psychiatric Symptom Index score increased with

the number of problems in the affected arm. At three months
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the results were (a) no arm problems—17% high distress, (b)
1 to 2 arm problems—27% high distress, (c) 3 to 4 arm
problems—34% high distress, and d) 5 to 6 arm problems—50%
high distress. At 18 months the results were (a) no arm
problems—17% high distress, (b) 1 to 2 arm problems—25%
high distress, (c) 3 to 4 arm problems—54% high distress
and (d) 5 to 6 arm problems—70% high distress.

The results of this study showed that the patient’s
overall quality of life was negatively affected by arm
problems 18 months after surgery (Maunsell et al., 1993).
The ability for these women to function independently has
been altered. Their overall quality of life is lower,
which causes psychological distress. Their lives have been
affected so it is difficult for them to function in their
social, cultural, and physical environments. It is also
difficult for these women to fulfill their specified
roles. Living with an altered functional status due to
surgical intervention and breast cancer greatly impacts a
person’s life.

A study was completed by Pascreta (1997) on the
nature and scope of depression and its relationship to
physical symptom distress and functional status among
women with breast cancer. The study consisted of 79 women.
Inclusion criteria for this study were English speaking,
first-time cancer diagnosis within the past 3 to 7 months,
and over the age of 21. Thirty-seven percent of the
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participants were over age 60. The tools used were
Depressive Disorders Sections of the Diagnostic Interview
Schedule, Center for Epidemiological Studies of Depression
(CES-D) (Radloff, 1977), Symptom Distress Scale (SDS)
(McCorkle & Young, 1980), the Enforced Social Dependency
Scale (ESDS) (Benoliel, McCorkle, & Young, 1980), and the
Organic Mental Impairment Scale (Jacobs, Bernhard, &
Delgado, 1977).

The results of Pascreta’s (1997) study identified
that women with elevated depressive symptoms had more
physical symptom distress and an altered functional
status. Two variables accounted for 35% of the variance in
functional status—symptom distress 28% and depressive
symptoms 7%. The functional deficits measured and affected
were eating, dressing, walking, traveling, bathing, and
toileting. Cancer therapies used to treat breast cancer
can cause severe and life threatening side effects. As a
result of this fact, the inability to tend to self-care
needs and sometimes to be totally dependent on caregivers
is not uncommon. The most frequently reported symptoms
were fatigue, poor outlook, pain, adverse feelings about
appearance, insomnia, and poor concentration. Fatigue was
reported as the most common symptom.

The limitations in this study were the use of a
homogeneous sample and despite the fact that a study
objective was to determine the impact of study variables
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on functional status outcomes, a cause-and-effect
relationship could not be assumed. This study suggests
that depression and symptom distress can affect functional
status. After being diagnosed with breast cancer, many
factors can affect a patient’s functional status. Health
care professionals need to be ready to assist these people
in their times of need. Nurses can teach management
strategies, such as how to schedule treatments, symptom
management, planning for periods of rest, and when to seek
support from family and friends (Hoskins, 1997).

In 1997 Jepson, Schultz, Luske, and McCorkle
completed a study examining the relationships between
survival time and enforced dependency in a group of
patients with cancer. The sample size for this study was
141 patients with solid tumors. Twenty-two of these
patients had a diagnosis of breast cancer. Measures
included medical history, demographic characteristics, and
five measures of psychosocial status, including enforced
personal and social dependency. Social dependency is
defined as help required from other people to perform
activities or roles that under normal circumstances could
be completed by the individuals themselves. Therefore,
social dependency is equivalent to functional status.
Inclusion criteria for this study were solid tumor
diagnosis, a complex nursing problem related to their
diagnosis at the time of discharge, a prognosis of
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survival greater than 6 months, and lived within 30 miles
of a participating hospital. The tools utilized for this
study were the Symptoms of Distress Scale (SDS) (McCorkle
& Young, 1978), the Enforced Social Dependency Scale
(ESDS) (Benoliel, McCorkle, & Young, 1980), the Health
Perceptions Questionnaire, and the Center for
Epidemiological Studies-Depression Scale (CES-D) (Radloff,
1977). Survival time was measured from the date of
diagnosis to the date of death or last follow up.

The results of the Jepson et al. (1997) study reveal
that significant associations with survival were found for
all five psychosocial variables. High levels of symptom
distress, enforced personal and social dependency, and
depression were associated with shorter survival. The
functional limitations of the patients were physical
dependency, social dependency, and depression. These
findings suggested that survival might be improved by an
intervention focused on functional status. Therefore, it
can be speculated that efforts directed at maintaining the
patient’s functional status may have positive outcomes,
including extended survival. This study supports the need
for outpatient staff to evaluate informal support systems
and care resources in addition to symptoms to determine
who should be referred for home care services. This study
suggests that survival rates may be directly related to
functional status. Creative strategies need to be
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developed to broaden the range of interventions that
maintain a patient’s desired level of independence, but
encourage dependence on others at appropriate times during
treatment.

A study completed by Polinsky (1994) was done on 223
breast cancer survivors 16 months to 32 years from their
original surgical intervention for breast cancer to assess
their current physical, psychosocial, and social
functional status. This study consisted of Reach to
Recovery Volunteers in southern California. The tools
utilized for this study were the 20-item Short-Form Survey
(SFHS) from the Medical Outcomes Study (MOS) (Stewart et
al., 1988), Breast Cancer-Specific Measure
(BCSM) (Polinsky, 1994), and Profile of Mood States (POMS)
(McNair, Lorr, & Doppleman, 1981). The results suggested
that physical functioning was high on the general
measures. The BCSM of long-term physical effects of
treatment identified many areas of change and concern.
These areas were uncomfortable clothing 59%, unattractive
body image 37%, caution with arm use 34%, arm weakness
43%, problems with blood drawing 40%, arm heaviness 36%,
and phantom breast syndrome 36%.

Social functioning was identified as high and less
than 5% identified a change in their social activities.
The areas that were avoided were traveling, visiting
people in the hospital, attending parties, staying
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overnight at other people’s homes, and engaging in sports
activities previously enjoyed (Polinsky, 1994).

General psychological function was quite high in this
group. The areas that patients thought the most of related
to their breast cancer were recurrence (89%), angry
feelings related to having breast cancer (50%), anxiety
related to breast cancer (64%), nervousness related to
follow up appointments (58%), nervousness when having
diagnostic tests (72%), and nervousness when awaiting test
results of routine check-ups (74%). Also, there were
treatment-related problems that continued for many women.
These areas were conditioned nausea, vomiting, or both
from chemotherapy (39%), breast changes caused by
radiation treatment (57%), increased sensitivity to sun
due to radiation treatment (39%), and sensations such as a
tight band around the chest, severe itching, and muscle
twitching (20%) (Polinsky, 1994).

Sexual activity also was altered in Polinsky’s (1994)
study. Forty-four percent identified dissatisfaction with
the level of sexual activity and lubrication, 55% with
orgasm, and 66% with being sexually aroused. Many studies
are completed on shorter term survivors, but it is
apparent that many of the short-term problems continue for
long-term survivors. Although breast cancer survivors
generally do well, there are concerns related to the
physical, psychological, and social effects. These
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patients continue to have problems because of surgical
intervention, chemotherapy, or radiation treatment. It
appears that their functional status is permanently
altered because of breast cancer. They continue to have
physical problems, sexual problems, increased anxiety, and
symptoms caused by treatment. These patients are able to
function, but the problems identified in Polinsky’s (1994)
study should be of concern to the health care profession.
The ability to identify these problems will facilitate
compliance and provide a basis for educating breast cancer
survivors and health care professionals. This education
could possibly limit these issues and help develop
problem-solving strategies. It will also facilitate
patient compliance with appropriate comprehensive
follow-up care.

Tasmuth, von Smitten, and Kalso (1996) completed a
study on 93 patients who underwent radical and
conservative surgery for their breast cancer. This study
assessed the pain, neurological symptoms, edema of the
ipsilateral arm, anxiety, and depression in women treated
for breast cancer, as well as the impact of these symptoms
on daily life and how they evolved during the one year
follow up. The patients who participated in this study
underwent modified radical mastectomy with axillary
clearance (MRM) or breast-conserving surger<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>