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GAYLE A. WELLS 
Effects of Structured Patient Education on Level of Hope in 
Cancer Patients 
(Under the direction of Sarah Gueldner) 

The purpose of this study was to determine the effect 

of patient participation in a structured education program 

on the level of hope in cancer patients. The sample 

consisted of 34 adult subjects diagnosed with cancer within 

the last five years. The control group (n = 17) consisted 

of patients receiving care at a private physician's office. 

The treatment group (n = 17) consisted of participants in a 

structured education program (I Can Cope) at three sites in 

the southeastern United States. The Nowotny Hope Scale 

(NHS) (Nowotny, 1989) was used to measure.hope. A quasi-

experimental non-equivalent control group pretest posttest 

design was utilized tb test the following hypothesis: Adult 

cancer patients who attend structured educational classes 

will score higher on a scale measuring hope than those 

patients who have not attended such a class. Both groups 

represent naturally occurring collectives and randomization 

was not possible. The groups were matched by type of cancer 

diagnosis. The analysis of covariance (ANCOVA) revealed no 

significant difference (p = .139) in the adjusted posttest 

scores of the two groups; therefore, the hypothesis was not 

supported. In this study, the level of hope for 
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participants in a structured education program did not 

differ from the level of a similar group not attending such 

a program. However, in view of the attention given to the 

concept of hope as a factor in facing the diagnosis of 

cancer it is important that research efforts continue to be 

directed to the discovery of effective interventions to 

foster hope. 

INDEX WORDS: Hope, Patient Education, Cancer Nursing 
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Effect of Structured Patient Education on 

Level of Hope in Cancer Patients 

Chapter I 

Hope is widely regarded as the activating force of the 

human spirit (Fromm, 1968) that saves us from the 

devastation of despair. Hope is hailed by some as necessary 

to life (Kubler-Ross, 1969; Stotland, 1969). It is 

generally held that hope must be fostered to provide meaning 

for and enhance quality of life (Weisman, 1979) for 

seriously ill patients such as those with cancer. In fact, 

McKhann (1981) stated that the highest priority need for 

individuals with cancer was hope. The investigator believes 

that the phenomenon of hope fosters reflection on the 

possibles, despite the implication of the probables. 

A century ago the diagnosis of cancer of any kind, in 

anyone, was essentially a death sentence. In the early 

1900s less than one in five persons diagnosed with cancer 

could expect to live 5 years (American Cancer Society, 

1990). Today, the 5 year survival rate for all types of 

cancer is about 50% (American Cancer Society, 1990). Today, 

cancer is more frequently considered to be a chronic disease 

than a terminal disease. Innovative nursing care is 

required in order to maximize quality and duration of life 
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for these patients throughout the acute and chronic phases 

of their disease. The nurturance of hope for cure and 

recovery, or for comfort and a peaceful death, is a nursing 

intervention that merits intensive investigation and 

delineation. 

Significance to nursing 

Nursing literature contains many references to the need 

to foster hope in all patients (Miller, 1983; 

Scanlon, 1989; Watson, 1979) and particularly in cancer 

patients (Dubree, & Vogelpohl, 1980; Mader, 1988; Vaillot, 

1970). Few studies have investigated the means by which 

patients become hopeful. 

Hinds and Martin (1988), using qualitative methodology, 

described the sequential psychological process through which 

adolescents move as they become more hopeful, and Miller 

(1989) qualitatively examined the conscious strategies to 

foster hope employed by a group of adults recently moved 

from critical care. Lillis (1985) found a significant 

relationship between some components of social support and 

level of hope in women with breast cancer. No empirical 

studies were found that described nursing interventions, or 

that quantitatively measured the effect of specific nursing 

interventions on hope. 

Because a large portion of the care required by cancer 

patients involves nurses in inpatient and outpatient 

settings, as well as, those involved in hospice care, nurses 
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are in a unique position to design and provide care that 

nourishes hope. 

directed toward 

Yet, minimal nursing research has been 

determining specific nursing interventions 

that directly foster hope in cancer patients. Patient 

education is one nursing intervention that has been 

suggested as a means to foster hope (Anderson, 1989; 

Johnson, & Green, 1981), but empirical support for the 

effectiveness of this intervention has not been.documented. 

Purpose 

The purpose of this study is to answer the following 

question: Will participation in a structured patient 

education program increase the level of hope in cancer 

patients? 

Hypothesis 

The hypothesis for this study is that adult cancer 

patients who attend structured educational classes will 

score higher on a scale measuring hope than those patients 

who have not attended the classes. 

Variables/Operational Definitions 

1. Hope is conceptually defined in this study as a 

state of being characterized by optimism and anticipation, 

personal goal setting, and active involvement in self-care. 

2. Hope will be operationally defined as a score on 

the Nowotny Hope Scale (NHS) (Nowotny, 1989). The range of 

possible scores is from 29, indicating hopelessness, to 116, 

indicating high hope. 



3. Structured patient education is operationally 

defined for this study as the planned, organized, and 

standardized cancer care education program designed to meet 

specific objectives for the cancer patient. This program is 

sponsored by the American Cancer Society and known as the "I 

Can Cope" program. This will consist of seven 90-minute 

sessions over a period of 7 weeks. The course will cover 

(1) living with cancer, (2) learning more about cancer, (3) 

dealing with daily health, (4) understanding emotions 

associated with cancer, (5) enhancing self-esteem and 

sexuality, (6) keeping active in mind and body, and (7) 

identifying support systems and resources. 

4. Attendance in the program will be determined 

through class enrollment records. 



Hope as a Construct 

Chapter II 

Review of Literature 

The concept of hope has been romanticized and sometimes 

even deified for centuries. The ancient Greeks took a 

fatalistic perspective of the term, considering hope as an 

evil illusion, as did many poets and philosophers that 

followed (Menninger, 1959). More modern exposes on hope 

view it as a central aspect of human life (Lynch, 1965) and 

an ever-present positive-future orientation (Stotland, 1969) 

that is action-oriented. 

Recent concept analyses of hope have identified several 

recurrent themes or critical variables. These include 

(1) interrelationships with others (Miller, 1988; Obayuwana 

& Carter, 1982; McGee, 1984; Nowotny, 1989); (2) positive 

future expectation (Herth, 1989; Miller, 1988; campbell, 

1987; Nowotny, 1989; Stoner, 1985); (3) action orientation 

(Herth, 1989; Miller, 1988; Nowotny, 1989; McGee, 1984; 

Campbell, 1987); (4) spirituality (Miller, 1988; Nowotny, 

1989; Obayuwana & Carter, 1982); (5) goal orientation 

(Nowotny, 1989; McGee, 1984; Campbell, 1987); and (6) 

cognition and pursuit of information (Miller, 198~; 

Obayuwana & Carter, 1982; McGee, 1984). 

A number of qualitative studies have been done to 
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determine the meaning and the nature of the construct "hope" 

(Dufault, & Martocchio, 1985; Hinds, 1984; Hinds, 1988; 

Owen, 1989). In a study of 47 termina11y ill adults, 

Dufault & Martocchio (1985) determined that hope can be 

either general or specific, and that it occurs as a result 

of thoughts, feelings and actions in six dimensions: 

affective, cognitive, behavioral, affiliative, temporal, and 

contextual. 

Hinds (1984) interviewed 25 well and hospitalized 

(substance abuse unit) adolescents to determine their 

definition of hope, which evolved as the belief that a 

personal future exists. The aspect of a.ffiliation or 

interrelationship with others was added to the framework 

(Hinds, 1988) in a later study that involved similar 

samples, with the addition of a group of adolescents with 

cancer. 

Nurses' perspectives of hope in cancer patients was 

explored by Owen (1989). Goal setting, positive personal 

attrlbutes, future redefinition, meaning in life, peace, and 

energy were identified as critical attributes. 

Effects of Hope on Health 

Health may be directly influenced by the presence or 

absence of hope (Jourard, 1?61). Dubree and Vogelpohl 

(1980) suggested that the absence of hope significantly 

jeopardizes the patient's ability to survive. The "giving 

up-given up" complex proposed by Engel (1971) suggests a 
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psychobiologic link between the occurrence of disease and a 

feeling of hopelessness. Likewise, Kubler-Ross (1969) 

speaks of the multiple patient cases where death occurred 

within 24 hours after the patient acknowledged giving up 

hope. Hope is suggested to bolster physical and 

psychological defense mechanisms (Gottschalk, 1985; McGee, 

1984). 

Education and Hope 

Obayuwana and Carter (1982) view education as a prime 

determinant of hope or despair. The findings of Hickey 

(1986) suggested that hope enhances quality of life for 

cancer patients, irrespective of life expectancy, and 

supported patient teaching as a method to encourage 

hopefulness. One of the primary objectives of education for 

clients with cancer should be to foster hope according to 

Johnson and Green ·(1981). In a study by Fredette and 

Beattie (1986), hope was listed as an expected objective and 

as an outcome by persons who participated in a structured 

educational program designed specifically for cancer 

patients (Fredette & Beattie, 1986). Fostering hope through 

education is viewed by Scanlon (1989) as a method to 

facilitate coping, thereby fostering hope within the context 

of palliative cancer care. 

Several different formats for educational efforts with 

cancer patients have been employed, all apparently 

successful in reaching stated goals. Derdiarian (1989) 
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measured the effects of an individualized program of 

information, referral, counseling, and follow-up on 

satisfaction with care. With this approach, patients were 

assessed through completion of an informational needs 

asses.sment instrument to determine what information is 

needed and wanted. Fredette & Beattie (1986) and Johnson 

(1982) completed descriptive studies of the beneficial 

effects of two structured participatory patient education 

programs. No research has been published that measures the 

effect of any specific teaching format on hope. 

Coping and Hope 

The utilization of hope to provide meaning in life is a 

coping behavior commonly used in adaptation to chronic 

illness (Miller, 1983; Craig, 1983). It has been shown that 

hope affects the outcome of therapy for cancer patients 

through the facilitation of more effective coping (Herth, 

1989; Weisman, 1979); or at least there is evidence that it 

may provide support for the patients as they cope with the 

declining health changes associated with the illness 

(Buehler, 1975; Dubree, & Vogelpohl, 1980). Hope is also 

purported to be an integral factor in the process of coping 

with stress (Obayuwana & Carter, 1982), and has been 

identified as a crucial factor in coping with a life

threatening illness such as a brain tumor (Hung, 1975). 

Herth (1989) found a significant positive relationship 

between level of hope and level of coping response in a 
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sample of 120 adult oncology patients. 

Depression and Hope 

Although many have confused the absence of hope with 

depression, it is a related but distinct concept. 

Hopelessness is viewed as one integral facet of depression 

(Beck, 1963). Hopelessness has been positively correlated 

with depression in college students (Procuik, Breen, & 

Lussier, 1976). Similarly, Schmale (1971) found a positive 

correlation between depression and cancer, and determined 

the psychologic experience of hopelessness to be the 

promotional factor. Conversely, hope was positively 

associated with self-esteem, a negative correlate of 

depression, in a study of multiple sclerosis patients 

(Foote, Piazza, Holcombe, Paul & Daffin, 1990). 
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Chapter III 

Theoretical Framework 

Watson's (1979) "Science of Caring" served as a guiding 

theoretical framework for this study. Watson views nursing 

as holistic, humanistic caring that focuses on assisting 

patients to improve their present level of health, or 

maintain it, or if need be, to die in dignity and peace. 

The ways in which nurses are to accomplish this goal are 

outlined in the caring factors. The ten carative factors 

that are identified in this theory are (1) the development 

of a humanistic-altruistic value system; (2) instillation of 

faith-hope; (3) cultivation of sensitivity to one's self and 

to others; (4) development of a helping-trust relationship~ 

(5) promotion and acceptance of the expression of positive 

and negative feelings; (6) systematic use of scientific 

problem-solving methodology; (7) promotion of interpersonal 

teaching-learning; (8) provision of a mental, physical, 

sociocultural and spiritual environment that is supportive, 

protective andjor corrective; (9) assisting the 

gratification of human needs; and (10) allowing for 

existential-phenomenological forces (Watson, 1979). Within 

the context of this theory, faith-hope is postulated to 

contribute to healing and positive treatment outcomes, and 

is thought to help the patient to adopt health promoting 
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behavior. The promotion of interpersonal teaching-learning 

contributes to the instillation of faith-hope and, in 

conjunction with interventions involving other carative 

factors, assists the patient in coping with stress. 

This framework proposes that one nursing intervention 

to foster hope is education. Provision of a structured 

patient education program for cancer patients, the" treatment 

under study in this investigation exemplifies the 

instillation of faith-hope through promotion of the 

teaching-learning process. 
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Chapter IV 

Methodology 

This chapter describes the methodology used in the 

conduct of this study. Specifically, the research design, 

description of the setting, sampling, limitations, 

instrumentation, procedure for data collection and human 

assurance will be addressed. 

Research Design 

A. quasi-experimental non-equivalent control group pre-

test posttest design was chosen for this study. The 

strength of this design lies in its practicality and 

feasibility with natural or field research, as well as in 

its generalizability (Polit & Hungler, 1987). Like a true 

experiment,, this design allows for manipulation of the 

independent variable or treatment, and utilizes the 

control/comparison group. This design also aids in 

controlling for the effects of history, maturation, testing, 

and instrumentation (Campbell & Stanley, 1963). A diagram 

of the design is presented in Table 1. Randomization was 

not possible because the "I Can Cope" program was open to 
' 

all\patients and self-selection was unavoidable. In the 
·~ 

absence of randomization, the treatment and control groups 
': 

were··,matched on the basis of type of cancer in order to 
'" . 

enhance pretesting equivalence. 

12 
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Table 1 

Diagram of research design: Effect of "I can Cope" classes 

on hope level of cancer patients as measured by the Nowotny 

Hope Scale CNHSl. 

adult 
cancer 

17 patients 

17 

(enrolled in 
class) 

adult 
cancer 
patients 

(control) 

0 
Dependent 
Variable 

(NHS) 

(NHS) 

13 

X 
Treatment 

Class 

0 
Dependent 
Variable 

(NHS) 

(NHS) 



In this design the treatment consists of the structured 

education program sponsored by the American Cancer Society and 

known as the "I Can Cope" program. "I Can Cope" is an 

education course for persons with cancer and their family 

members. In these series of seven classes, physicians, 

nurses, social workers, and other health care professionals 

and community representatives give factual, straightforward 

cancer information and answers to questions about (1) human 

anatomy and physiology; (2) diagnosis and treatment; (3) side 

effects; (4) nutrition; (5) emotions; (6) self-esteem; (7) 

sexuality; (8) communication; (9) community r~sources;and (10) 

research. 

A community health care facility usually agrees to provide 

meeting facilities and the professional facilitator for the 

program. Facilitators for these classes attend a special 

training program and receive written guidelines for week-to

week implementation of the program. Standardized audiovisuals 

and handouts are also available. 

These classes are advertised by the American Cancer society 

and the sponsoring health care facility for approximately 4 

weeks through the media, posters, and written advertisements, 

as well as through brochures provided to individual cancer 

care providers and facilities. There is no charge for these 

classes and preregistration, although encouraged, is not 

required. 
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Sample 

The target population for this study was adult cancer. 

patients who sought structured education programs at one of 

three sites in the southeastern United States. The sample 

treatment group consisted of adult individuals who enrolled in 

the "I Can Cope" educational program sponsored by the American 

Cancer Society at the. three sites in South Carolina: 

Greenville, Columbia, and Greenwood. This self-selected 

treatment group consisted of 17 subjects. The control group 

consisted of the same number of subjects who were concurrently 

under the medical care of a private oncologist but were not 

attending the classes. The subjects in this control group 

were matched to the treatment group on the basis of type of 

cancer. 

The following criteria for inclusion in both groups were 

utilized: 

1. 23 to 80 years old 

2. Medical diagnosis of cancer within 5 years 

3. Capable of understanding written or verbal 

instruction. 

Limitations 

Although matching was used in the attempt to control for the 

absence of randomization, the self-selected nature of both 

treatment and control. groups must be considered with respect 

to both internal and external validity. In addition, the 

relatively small sample size further limits generalizability. 
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Instrumentation 

Tools utilized for this study include the demographic data 

questionnaire (Appendix A} and the Nowotny Hope Scale (NHS} 

(Nowotny, 1989} (Appendix B). 

The demographic data form developed by the investigator for 

this study was designed to collect information concerning 

individual characteristics of the sample such as age, gender, 

race, marital status, household arrangements, educational 

level, previous hospitalizations, experience with cancer in 

friends or family, diagnosis (including single-site or 

multiple-site occurrence}, and date of initial diagnosis and 

treatment. 

The Nowotny Hope Scale (NHS} (Nowotny, 1989}, an interval 

level measurement tool, is a 29-item scale using a four-point 

Likert format with responses ranging from 4 (strongly agree}, 

to 1 (strongly disagree}. The overall score is_ obtained by 

summing the numbers for each item. The range of possible 

scores is from 29 to 116, with a higher score indicating a 

more hopeful state. Some items are written in a positive 

format such as, "I have a positive outlook." Others must be 

reverse-scored, such as, "I have difficulty in setting goals." 

During testing, the title, "Nowotny Hope Scale" was deleted 

from the top of the tool to avoid revealing the concept under 

study to the subjects. In addition, lines were added at the 

top right corner to allow subjects to record their birth date 

and the last four digits of their social security number. The 
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original Nowotny Hope Scale is displayed in Appendix B. 

The six subscales of the instrument focus on the following 

dimensions (1) confidence in outcome, (2) orientation to the 

future and its possibilit'ies, (3) relationship -to others, (4) 

religious faith, (5) coming from within, and (6) active 

participation. The instrument was developed and tested using 

a purposive sample of well adults (N= 156) and individuals 

with cancer (N=150), all of whom reported a recent stressful 

event. 

Construct validity for this tool was established through 

review by a panel of six experts on hope (Nowotny, 1989). 

Concurrent validity was established with the Beck Hopelessness 

Scale (r= -.47, p (.001) using the Pearson Product Moment 

Correlation (Nowotny, 1989). The internal consistency 

measurement for the 29 items as determined using the cronbach 

Coefficient Alpha was .90. The mean score was 82.7 (SD = 9.8) 

with a range from 49 to 104 (Nowotny,1989). 

Procedure 

In order to recruit subjects for the experimental group, the 

investigator attended the introductory "I Can Cope" class at 

each of the three designated sites. During this session the 

investigator addressed each class to briefly explain the 

study, and to invite individuals to participate. All of the 

persons agreeing to participate in the study (n = 17) were 

, given a consent .form to sign. They were then asked to 

complete the demographic data questionnaire and the Nowotny 
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Hope Scale (NHS). 

The final class at each site was again visited in order to 

obtain the posttest data. subjects were again asked to 

complete the Nowotny Hope Scale (NHS). After completion of 

the questionnaire, the subjects' responsibility to the study 

was considered fulfilled. Each subject was thanked for his or 

her participation, and comments or questions were received. 

Control group participation was obtained after determining a 

list of potential subjects from physician office records, 

based on the type of cancer diagnosis. These individuals were 

then approached in the physician's office and invited to 

participate during regularly scheduled treatment or office 

appointments. Each person agreeing to participate (n = 17) 

was given a consent to sign, then asked to complete the 

demographic data form and NHS. 

The posttest was completed by each control group subject at 

a regularly scheduled office or treatment visit in 6 to 8 

weeks. For individuals who had no appointment scheduled 

during this time, the posttest was mailed: The mailed 

posttests were returned to a research assistant who monitored 

the returns to ensure that all posttests were returned while 

maintaining the confidentiality of the testing process. 

Reminder letters were mailed as necessary and all tests were 

returned. 
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Human Assurance 

Permission was obtained from the American Cancer Society in 

South Carolina to work with their "I Can Cope" programs 

throughout the state. In addition, Reginald Brooker, M.D., 

agreed to allow his patients to be approached and invited to 

participate as control subjects. Approval of the Human 

Assurance Committee of the Medical College of Georgia was 

obtained. A copy of all letters of permission and approval 

are provided in Appendix C. 

Informed consent was obtained from each subject prior to 

their participation in the study. Confidentiality was assured 

by use of a coding system that included only a partial Social 

Security number and the birth date of the respondent on both 

questionnaires. Subjects were informed that they could 

withdraw at any time without penalty. A copy of the Informed 

Consent forms are included in Appendix D. 
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Chapter V 

Data Analysis 

This chapter presents the findings from the analysis of the 

descriptive data gathered during this investigation, as well 

as the results of hypothesis testing. The data collected was 

analyzed using the computer facilities of the University of 

Georgia. 

Characteristics of the Sample 

The sample was composed of 34 adult subjects. No 

subjects withdrew from either the control or the experimental 

groups during the testing period. The sample consisted of 9 

(26%) males and 25 (74%) females. The treatment group was 

composed of 5 males and 12 females; the control group was 

composed of 4 males and 13 females. The age range of the 

subjects was from 38 to 71 years old, with a mean of 52 years. 

The mean age for the control group was 52 years, as compared 

to 53 years for the treatment group. A majority (22) of the 

subjects had a high school education or greater. Whereas 82% 

of the subjects in the treatment group were educated at the 

high school level or higher, only 52% of the subjects in the 

control group had attained t~at level of education. Almost 

two thirds of the subjects were married, and one-third of the 

subjects lived alone. 

Primary cancer diagnoses included: breast, lung, colon, 
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esophageal, prostate, bladder, myeloma, lymphoma, and melanoma 

(Table 2}. Twenty-one subjects were currently receiving 

treatment and another 13 had completed treatment regimens 

previously. Seventy-one percent of the subjects in the 

control group were in current treatment, as compared to 52% in 

the treatment group (Tables 3 and 4). 

Responses to the Hope Scale 

A summary of the actual scores on the NHS is presented in 

Table 5. The potential range of scores was 29 to 116. 

Hopelessness is indicated by scores of 29 to 50 and low hope 

is reflected by scores in the 51 to 72 range. Scores of 73 to 

94 indicate moderate hopefulness, and individuals scoring 95 

or above reflect hopefulness. 

The range of the treatment group's pretest scores on the NHS 

was 78 to 113, with a mean of 96.35. The posttest treatment 

group NHS scores ranged from 71 to 116, with a mean of 95.00. 

The range of NHS pretest scores recorded by the control group 

was 82 to 111, with a mean of 96.76. Posttest control group 

scores ranged from 78 to 116 with a mean of 99.76. Only one 

subject in the sample scored in the low hope range (posttest = 

71}. All other subjects scored as either moderately hopeful 

or hopeful on both tests. 

21 



Table 2 

Listing of primary cancer sites for total sample Cn-34) and by 

group (n-17) 

Primary Site # in total sample # in each group 

Breast 14 7 

Lung 4 2 

Colon 2 1 

Esophageal ~ 1 

Prostate 2 1 

Bladder 2 1 

Myeloma 2 1 

Lymphoma 2 1 

Melanoma 4 2 
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Table 3 

Description of Demographic Data of Sample 

Variable 

Age 
Range 
Mean 

Gender 
Male 
Female 

Race 
Caucasian 
Black 
Other 

Marital Status 
Married 
Divorced 
Widowed 
Separated 
Never married 

Control 
Group 

(n = 17) 

38-71 
52 

4 
13 

14 
3 

9 
4 
3 

1 

Household Arrangements 
Lives alone 6 
Lives with 11 

family/friends 

Educational Level 
Less than HS 9 
HS graduate 5 
1-3 yrs college 3 
4 + yrs college 0 

Treatment 
Group 
(n = 17) 

42-68 
53 

5 
12 

12 
5 

12 
2 
1 
2 

5 
12 

3 
6 
3 
5 

23 

Percentage 
% 

26 
74 

76 
24 

62 
17 
12 

6 
3 

34 
66 

35 
32 
18 
15 



Table 4 

Description of Health Data of Sample 

Variable 

Number of 
Hospitalizations 

0 
1 - 3 
4 - 7 
8 or more 

Cancer in friends 
/family 

Yes 
No 

Treatment 
Completed 
In progress 

Control 
Group 

(n = 17) 

10 
6 
1 

15 
2 

5 
12 

24 

Treatment 
Group 

(n = 17) 

9 
8 

17 

8 
9 

Percentage 

56 
41 

3 

94 
16 

38 
62 

% 



Table 5 

Distribution of scores on the Nowotny Hope Scale by Group 

Control Treatment 

Pre Post Pre Post 

Hopeful 10 12 9 10 

Moderately 7 5 8 6 
Hopeful 

Low Hope 1 

Hopelessness 
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Hypothesis Testing 

The purpose of this study was to ascertain if participation 

in a structured patient education program would increase the 

level of hope in adult cancer patients. The following 

hypothesis guided the investigation: Adult cancer patients who 

attend structured educational classes will score higher on a 

scale measuring hope than those patients who have not attended 

the classes. 

The statistical procedure chosen to test the hypothesis was 

the one-way analysis of covariance (ANCOVA). This method was 

chosen as a conservative method of statistical control to 

adjust for possible differences in the covariate, pretest 

(NHS) hope scores, which might confound findings of difference 

between the scores on the dependent variable, posttest (NHS) 

hope scores (Huck, Cormier & Bounds, 1974). This test adjusts 

the posttest scores on the basis of the means of the pretest, 

and then compares the means of the two groups on the posttest 

to determine if a significant difference exists. An alpha 

level of .05 was established to test the hypothesis. Results 

are displayed in Tables 6 and 7. 

The calculated F value (F (1,31,) = 2.309, p = .139) 

indicated that the groups were not significantly different; 

therefore, the hypothesis was not supported. Statistically, 

the subjects in the treatment group exhibited no increase in 
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levels of hope as compared to the control group. This finding 

was further confirmed by supplemental analysis of covariance 

using the subscale scores of the two study groups. 
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Table 6 

Mean Pre-test(NHSl & Adjusted Mean Post-test CNHSl Scores 

treatment 

control 

N 

17 

17 

Pre-test 

M 

96.353 

96.765 

SD 

10.764 

11.718 

28 

Post-test 

Obtained Adjusted 

M SD M 

95.000 

99.765 

11.619 

11.713 

95.147 

99.617 



Table 7 

Summary of Analysis of Covariance 

Source 

·conditions 

Covariate 

Error 

Total 

ss 

169.772 

2076.145 

2278.914 

4524.831 

df 

1 

1 

31 

34 

29 

MS 

169.772 

2076.145 

73.513 

F 

2.309 

28.242 

p 

.139 

.0001 



Chapter VI 

Discussion 

The problem under study in this research project was the 

investigation of the effect of participation in a structured 

education program on hope in a sample of cancer patients. The 

purpose of this chapter is to discuss the findings of the 

study and to draw conclusions from these findings. 

Implications for nursing practice and future research will 

also be explored. 

Conclusions 

Results generated from the analysis of covariance (ANCOVA) 

revealed no significant differences between the post test 

level of hope scores of the treatment and the control groups 

as measured by the NHS. The finding was clearly not expected 

in light of current literature and theoretical perspectives. 

Therefore, possible explanations for the failure to support 

the hypothesis should be reviewed and considered more closely 

in future studies. 

One possible explanation is that history and confounding 

treatment effects may have had an impact on the results .. 

Although the I Can Cope program is a standardized education 

program sponsored by the American Cancer Society, there is 

significant opportunity for individualization within the 

structure of each group. In a small treatment group utilizing 
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only three class sites, minor variation in treatment could 

possibly moderate the effect. Likewise, it is possible that 

the attitude and care routinely provided by the office staff 

could have produced a treatment-like effect that enhanced hope 

levels in the control group. A larger sgmple size for both 

study groups would assist in controlling for these threats. 

It is also important to note that all of the subjects in 

both the treatment and control groups enjoyed relative 

independence and self-care ability, as evidenced by their 

ambulatory outpatient status. This characteristic could 

explain, in part, the consistently high pretest hope scores 

among subjects in both groups. This independence and 

confidence in self-care may also explain the absence of 

attrition in both study groups. Since it is possible that 

only those individuals with more autonomous, motivated and 

hopeful attitudes elected to participate in the study. 

Finally, it seems noteworthy to mention that although the 

statistical analysis was not supportive of the hypothesis, the 

investigator did note some anecdotal evidence that the classes 

were meaningful to the subjects. In fact, two clients 

mentioned "hope" in their complimentary comments about the I 

Can Cope program. One subject stated, "Now I feel like there 

might be hope for me after all," and another stated, "Before 

these classes I had just about given up on myself, but now I 

believe there may be some hope." 



Due to the relatively small size of the sample and the lack 

of randomization, the findings of this study should not be 

generalized to other settings or other samples. Although the 

study was designed and tested with these threats in mind, the 

small sample size and self-selected convenience sample 

constitute significant threats to external validity. 

Future Research 

In view of the evidence in the literature that education 

affects level of hope, research efforts must continue on this 

topic in order to more clearly determine the impact of various 

types of education on hope in cancer patients. Additional 

quantitative studies can and should be designed to provide 

more stringent control of possible confounding or extraneous 

variables. Refined tools for quantitative research that truly 

reflect the components of hope are needed to assure that 

"hope" is clearly the construct being evaluated. A larger 

sample size might be studied using a treatment or educational 

program that lends itself to a greater degree of 

standardization, such as individualized instruction by the 

researcher. The sample should include both inpatient and 

outpatient subjects and, if possible, randomization should be 

employed. 

Qualitative studies are needed to enhance understanding of 

"hope" as it is actually experienced to better define the 

parameters of the phenomenon. Concurrently, researchers must 

continue to investigate other nursing interventions suspected 
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of impacting on the hope level of cancer patients and other 

chronically ill individuals. 

Implications for Nursing 

The findings of this study were not supportive of the 

hypothesis. However, the theoretical premise suggesting that 

hope is of vital importance to the sustenance of optimal 

health, and that nursing intervention can facilitate the 

maintenance or enhancement of that hopefulness deserves 

further investigative attention. 

In the face of convincing evidence in the literature, the 

nursing community, and other health care providers must 

acknowledge and value the assessment and nurturance of hope in 

their clients. They must jointly strive to determine the most 

effective therapeutic interventions to enhance their clients' 

capacity for hope in order to facilitate either a state of 

healthful wellness in life or a peaceful acceptance of death. 

It is therefore recommended that nurse scientists continue 

to search for salient relationships between potentially 

beneficial treatment modalities and hope. It seems especially 

important that such investigations continue to be conducted in 

samples of persons facing the diagnosis of cancer, which has 

been demonstrated to carry such a powerful threat to its' 

victims feelings of hopefulness. 
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Appendix A 



Birth Date____/____/ __ __ 
Social Security # 

( 1 a s 7t--;:f:-o_u_r----,d"i-g:-.i-;-t-s----:-o-,-n"""l"'"'y7) 

Demographic Data Questionnaire 

Please answer the following questions about yourself. 
Please circle the correct answer or answers, and fill in the 
blanks when appropriate. 

1. Age 
1) 23 - 33 
2) 34 - 43 

2. Sex 
1) Male 
2) Female 

3. Race 
1)Caucasian 
2)Black 
J)Other 

4. Marital Status 
1) Married 
2) Divorced 

5. Household Arrangements 
1) Live alone 

3) 44 - 53 
4) 54 - 63 

3) Widowed 
4) Separated 

5) 64 - 75 

5) Never 
married 

2) Live with family or friend 

6. Educational Level 
1) Did not finish high school 3) 1 - 3 yrs college 
2) Finished high school 4) 4.or more years 

college 

7. Hospitalizations (after age 20, excluding childbirth) 
1) 0 3) 4 - 7 
2) 1 - 3 4) 8 or more 
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8. Have any of your close friends or family members ever 
been diagnosed with cancer ? 

1) yes 
2) no 

9. Describe your cancer diagnosis (in your own words): 

(Location, single or multiple sites, etc.) ____________ __ 

Date of initial diagnosis 
----------~~-----------monthjyear 

lO.If your physician has prescribed treatment, what kind ? 
(check all that apply) 

Completed treatment 

Surgery 

Radiation 

Chemotherapy 

Other: ________________ _ 

current treatment 

Radiation 

Chemotherapy 

Other: 

Date Completed (monthjyear) 

yes no 
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Appendix B 



Novotny Hope Scale@ A 

The purpose of this questionnaire fs to study your 
feelings after a stressful event. Pleaee think of a 
significant event or situation where you felt stressed or 
pressured because -of the necessary changes in your life. 
Imagine the event occurring right now. Place a check mark 
under the response that beet reflects your feelings. 
There are no right or wrong answers to the statements. 

lt:itrongly Agree· !J1eagree !Strongly 
Agree Disagree 

1. In the future I 
plan to accomplish 
many things. ; 

I I 
' 

2. I can take whateve. 
happens and make 
the best of it. 

I 
I 

3· I have_difficulty 
in setting goals. 

4· My family (or 
significant other) 
is always available 
to help me when I 
need them. 

5· I feel confident 
about the outcome 
of this event/ 
situation. 

6. I know I can make 
changes in my life 
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Strongly Agree Disagree Strongly 
, Agree Disagree 

7· I think I can learn 
(or I have learned) 
to adapt to what-
ever limitations I 
have (or might 
have). 

s. I am ready to meet 
each new challenge. 

9· I feel the 
decisions I make 
get me what I 
expect. 

10. My religious 
beliefs help me 
most when I feel 
discouraged. 

11 • I feel confident ir 
those who want to 
help me. 

12. Sometimes I feel I 
w:: all alone. 

13. I see a light at 
the end of the 
tunnel. 

14. I share important 
decision making 
with my family (or 
significant other) 
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Strongly Agree . Disagree Strongly , 
Agree Diea~~:ree f 

1 5. I use prayer to 
give me strength. 

1 6. I like to sit and 
wait for things to 
happen. 

17. I like to make my 
own decisions. 

18. I want to maintain 
control over my 
life and mY body. 

19- I expect to be 
successful il'! those 
tasks that concern 
me moat. 

20. I use scripture to 
give me strength. 

21. When faced with a 
challenge, I am 
ready to take 
action. 

22. I have confidence 
in my own ability. 

23. I know I can go to 
my family or 
friends for help. 
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strongly Agree Disagree Strongly 
Agree Disagree 

24. I look forward to 
the future. 

I 
I 

I like to do thi.ngs! 
-

25. 
rather than sit and 
wait for things to 
happen. 

26. I lack confidence 
in my ability. 

27. I have important 
goals I want to 
achieve within the 
next 10-15 years. 

28. I know I can 
accomplish this 
task. 

29. I have a positive 
outlook. 

i 
; 
I ' 



APPENDIX C 



Human Assurance Committee 
lnstilulional Review Board 

September 12, 1990 

BSN 

RE: "A Study of Structured Patient Education for 
Cancer Patients" 

APPROVAL DATE: September 12, 1990 

FILE NUMBER: 90-08-028 

Dear MS. Wells: 
( . 

The HUMAN ASSURANCE COMMITTEE has rev~ewed and approved the 
above referenced project by ·expedited procedure in accordance 
with the DHHS policy and the institutional assurance on file 
with the DHHS. 

( 

The Committee would like to call your attention to the 
following obligations as Principal Investigator of this study. 
Under the terms of our approved Institutional Assurance to the 
Department of Health and Human Services, you must provide us 
with a progress report at the termination of the study, or at 
the annual anniversary date of this approval, whichever comes 
first. If the study will be continued beyond the initial 
year, an annual review by the HUMAN ASSURANCE COMMITTEE is 
required, with a progress report constituting an important 
part of the review. The Committee will notify you of the 
anniversary report by sending you an HAC-107 form for 
completion. 

Georges. Schuster, D.D.S., Ph.D. 
Chairman 
HUMAN ASSURANCE COMMITTEE 

Augusla. Georgia 30912·4610 (404) 721-3110 



.· 
; 

~AMERICAN 
~']CANCER 
~SOCIETY" 

SOUTH CAROLINA DIVISION, INC. 

July 17, 1990 

BSN 

Dear Gayle, 

The American Cancer Society is pleased to be able 
to allow you to do research in the I Can Cope classes 
in Greenville and Columbia, South Carolina. 

I anticipate the classes to provide you with twenty-five 
subjects or more. I would like to request from you, 
your findings from this study to help us better serve 
the cancer patients. 

Again, we look forward to working with you. 

Bridge 
President-Medical Affairs 

LSB/rs 
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!AMERICAN, 
WCANCER 
fSOCIETY" SOUTH CAROLINA DIVISION, INC. 

September 15, 1990 

The American Cancer Society appreciated your interest in ·the I Can Cope 

Program in South Carolina and continue to support your research with 

·the I Can Cope program. We are pleased to be able to allow you to work 

with an additional class this Fall in Greenwood, South Carolina. 

Upon completion of your research study, I would like to request from you 

your findings. 

I look forward to hearing from you about your results. 

Sincerely, 

Lynne G. Bridges 
Sr. Vice Pres.-Medical Affairs 

128 Stonemark Lane Columbia, S.C. 29210 
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HEMATOLOGY & ONCOLOGY ASSOCIATES, P.A. 

Cancer Treatment Center 
Greenville Memorial Hospital 

Reginald J. Brooker, M.D. 
Gerald W. King, M.D. 
Galen M. Gusler, M.D. 
W. Larry Gluck, ·M.D. 
Mark A. O'Rourke, M.D. 

July 18,1990 

. .. ~ .. ~~ : 

Dear Gayle, 

N 

P.O. Box 9108 
Greenville, SC 29604 

(B03) 242-7070 

St. Francis Medical Building 
St. Francis Drive 

Hematology 

Medical Oncology 

This is to confirm our conversation of July 10. We will be 
pleased to allow you to see our oncology patients in 
conjunction with your graduate thesis research. It is my 
understanding that we will provide approximately 25 patients 
for your treatment group. These patients will be selected 
on the basis of their diagnosis and consent to participate. 
You will be testi~g the subjects twice at an interval of seven 
weeks with an established 29-item Hope instrument. 

We look forward to working with you on this project .. 

Reginald J. Brooker, M.D. 
Hematology & Oncology Associates, P.A. 

RJB/ap 
DICTATED NOT READ 
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APPENDIX D 



Page 1 of 1 page 

Informed Consent 

Title of study: A study of structured Patient Education for 
Cancer Patients 

Investigator: Gayle A. Wells, R.N., B.S.N. 

I am being asked to voluntarily participate in a research study 
exploring a structured education program for cancer patients. I 
understand that I have been asked to participate in this study 
because I have or have had some form of cancer. Approximately 50 
other people also will be invited to participate in this study. 

If I agree to take part in this study, I will be asked to 
complete two questionnaires now. One questionnaire will ask 
questions about my age, occupation, education and health 
experiences. The other questionnaire will ask 29 questions about 
my thoughts and feelings regarding the stressful experience of 
having cancer. Approximately seven weeks from now I will again 
be asked to complete the questionnaire about my thoughts and 
feelings. Each testing session will take about 30 minutes. 

I understand that my name will not appear on any of the 
questionnaires. I will not be identified by name in any results 
of the study. 

I understand that I will receive no payment for my participation 
and there will be no benefits attained by me during my 
participation, however, the results of the study may help others 
with cancer. If I do not wish to participate or wish to withdraw 
from the study at any time, I may do so without penalty or loss 
of care of any kind. My participation in this study is 
voluntary. 

I have read this consent form and understand it. If I have any 
further questions related to this study, I may contact the 
researcher, Gayle A. Wells at lllllllllllllllafter 5 p.m. If I 
have any questions about my ri~ct, I should contact 
Dr. George Schuster at 404-721-2991. 

I consent to participate in this study. 

Subject's Signature Date 

Investigator's Signature 

Witness' Signature 
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Page 1 of 1 page 

Informed Consent 

Title of study: A study of Structured Patient Education for 
Cancer Patients 

Investigator: Gayle A. Wells, R.N., B.S.N. 

I am being asked to voluntarily participate in a research study 
exploring the effect of participation in an education program for 
cancer patients. I understand that I have been asked to 
participate in this study because I have or have had some form of 
cancer and am participating in a cancer education program. 
Approximately 50 other people also will be invited to participate 
in this study. 

If I agree to take part in this study, I will be asked to 
complete two questionnaires now. One questionnaire will ask 
questions about my age, occupation, education and health 
experiences. The other questionnaire will ask 29 questions about 
my thoughts and feelings regarding the stressful experience of 
having cancer. Approximately seven weeks from now I will again 
be asked to complete the questionnaire about my thoughts and 
feelings. Each testing session will take about 30 minutes. 

I understand that my name will not appear on any of the 
questionnaires. I will not be identified by name in any results 
of the study. 

I understand that I will receive no payment for my participation 
and there will be no benefits attained by me during my 
participation, however, the results of the study may help others 
with cancer. If I do not wish to participate or wish to withdraw 
from the study at any time, I may do so without penalty or loss 
of care of any kind. My participation in this study is 
voluntary. 

I have read this consent form and understand it. If I have any 
further questions related to th~'s stud I may contact the 
researcher, Gayle A. Wells at after 5 p.m. If I 
have any questions about my rig s as a su Ject, I should contact 
Dr. George Schuster at 404-721-2991. 

I consent to participate in this study. 

Subject's Signature Date 

Investigator·• s Signature 
Witness 
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