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C
ancer presents a serious burden to 

society and is a life-changing diag-

nosis for millions of people in the 

United States. According to the U.S. 

Department of Health and Human 

Services, cancer is the second leading cause of death 

in the United States, exceeded only by heart disease 

(National Center for Health Statistics, 2016). The 

American Cancer Society (2017) reported that more 

than 15.5 million people were living with a cancer 

diagnosis in 2016.

As cancer treatments evolve, equal attention 

should be given to understanding the psychosocial 

health of patients with cancer. A response to psycho-

social health needs is highlighted in the Institute of 

Medicine’s (2008) Cancer Care for the Whole Patient: 

Meeting Psychosocial Needs. The report summarized 

individual, social, and biologic effects of distress, stat-

ing that “the failure to address these problems results 

in needless patient and family suffering, obstructs 

quality health care, and can potentially affect the 

course of the disease” (Institute of Medicine, 2008, 

p. 51). The report also highlighted the negative phys-

iologic effects that untreated distress can have on a 

person, as well as its effect on families and the larger 

community. 

Distress has been defined as

a multifactorial, unpleasant, emotional experience 

of a psychological (cognitive, behavioral, emo-

tional), social, and/or spiritual nature that may 

interfere with the ability to cope effectively with 

cancer, its physical symptoms, and its treatment. 

Distress extends along a continuum, ranging from 

common normal feelings of vulnerability, sadness, 

and fears, to problems that can become disabling, 

such as depression, anxiety, panic, social isolation,

PURPOSE: To measure the distress of hospitalized 

adults with cancer and identify strategies and 

behaviors to manage distress.

PARTICIPANTS & SETTING: 185 adults with 

cancer hospitalized in a large tertiary hospital in the 

Midwest.

METHODOLOGIC APPROACH: This study involved 

a one-time assessment using the National 

Comprehensive Cancer Network’s (NCCN’s) Distress 

Thermometer and two open-ended questions. 

Demographic data were reviewed, and responses 

to open-ended questions were analyzed by content 

analysis. A team approach was used to develop and 

validate themes. 

FINDINGS: Strategies used by patients to manage 

distress were categorized as taking charge and 

embracing help. Helpful strategies were related to 

quality of life and relationship with care teams. 

IMPLICATIONS FOR NURSING: Understanding 

of distress in hospitalized adults with cancer is 

limited, which warrants the attention of healthcare 

professionals. Study results have implications to 

enhance patient care and to address nationally 

established psychosocial care objectives and NCCN 

distress screening standards. 
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and existential and spiritual crisis. (National 

Comprehensive Cancer Network [NCCN], 2016, 

p. DIS-2)

The assessment and treatment of distress as related 

to the patient with cancer are well represented in 

the literature and recognized by the professional 

cancer community. The NCCN (2016) maintains 

guidelines for distress management, and since 2015, 

the American College of Surgeons ([ACOS], 2012) 

Commission on Cancer has required cancer centers 

to screen for psychosocial distress as a requisite for 

accreditation. The American Psychosocial Oncology 

Society also values and promotes the comprehensive 

care of individuals with cancer. 

The issue of distress has attracted serious atten-

tion for good reason. In a sample of 4,496 individuals 

with various cancers, overall prevalence of distress was 

35% (Zabora, BrintzenhofeSzoc, Curbow, Hooker, & 

Piantadosi, 2001). Higher levels of distress have been 

correlated with clinical depression (Akizuki et al., 2003; 

Hegel et al., 2008). Increased distress and depression 

can lead to unfavorable outcomes, such as decreased 

medical adherence, reduced quality of life, increased 

length of hospital stay, higher healthcare costs, greater 

desire for death, and shortened survival (Bevans et 

al., 2011; Grassi, Caruso, Sabato, Massarenti, & Nanni, 

2015; Han et al., 2015; Mergenthaler et al., 2011; Mitchell, 

2007). The ACOS (2012, 2015) Commission on Cancer’s 

requirement for distress screening underscores the 

value and need for assessing the psychosocial health of 

people with cancer. 

Although research aimed at understanding dis-

tress in patients with cancer is growing, most studies 

have been completed in the ambulatory setting 

(Agarwal et al., 2013; Blenkiron, Brooks, Dearden, & 

McVey, 2014; Jacobsen et al., 2005; Loquai et al., 2013). 

Information is limited regarding the distress of hos-

pitalized patients with cancer (Bužgová, Hajnová, 

Sikorová, & Jarošová, 2014; Clark, 2010; Rosselli et 

al., 2015; Swanson & Koch, 2010). The purpose of the 

current study is to measure the distress levels of hos-

pitalized adults with cancer, to identify the categories 

of distress they have, and to explore strategies and 

behaviors they use to manage distress. The long-term 

goals are to raise awareness by providing education 

to hospitals and inpatient healthcare staff about 

perspectives of distress among patients with cancer 

during hospitalization, to show the effect a provider’s 

interactions can have on a patient’s distress level, and 

to further explore and identify interventions to help 

patients manage distress during hospitalization. 

Methods

This cross-sectional descriptive study was approved 

by the Mayo Clinic Institutional Review Board. The 

authors used qualitative and quantitative methods to 

address self-reported distress of hospitalized adults 

with cancer. Data were collected for seven months 

(from November 2013 to June 2014) from 185 hospi-

talized patients with cancer. Participants completed 

the NCCN’s Distress Thermometer and a visual 

analog scale, and they answered two additional open-

ended questions once during hospitalization. 

The convenience sample consisted of adults aged 

18 years or older with cancer who were admitted to 

two inpatient oncology-hematology units at Mayo 

Clinic Hospital, Methodist Campus, in Rochester, 

Minnesota. Eligible participants were alert and ori-

ented to person, place, and time and could read and 

write in English. Participants were surveyed once 

during a single hospitalization; readmitted patients 

were ineligible to participate. Because they were a 

convenience sample, patients were not approached at 

a set time during hospitalization but rather when staff 

and participants were available to meet.

A member of the research team approached eligible 

patients during their hospitalization. Patients pro-

vided verbal consent and demographic information 

before study participation. They were asked to rate 

their level of distress in the past seven days with the 

Distress Thermometer on a scale from 0 (no distress) 

to 10 (extreme distress). The Distress Thermometer 

has a sensitivity of 77% and a specificity of 66% when 

used as a single tool to evaluate psychosocial distress 

(Mitchell, 2007). 

Two open-ended questions were asked of partici-

pants: “What are you currently doing to decrease your 

level of distress?” and “What would you find helpful 

during your hospitalization to decrease your level of 

distress?” Participants provided handwritten responses 

to each question, and responses were assigned to cat-

egories of strategies and behaviors used or preferred 

to manage distress. The current study focuses on the 

qualitative analysis of patient responses to these open-

ended questions. The goal was to describe the patient 

perspective regarding current behaviors intended to 

alleviate distress and to identify opportunities for 

healthcare providers to improve distress management 

during hospitalization. All data were collected in the 

patients’ rooms during their hospital stay. On the rare 

occasion when a patient was too ill to independently 

complete the survey or requested otherwise, study 

team members scribed the answers, striving to keep 

responses as close to verbatim as possible.
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All responses to the open-ended questions 

were transcribed and entered into a Microsoft 

Excel® spreadsheet. Principles of content analy-

sis (Graneheim & Lundman, 2004) were used to 

guide qualitative analysis. Two independent groups 

of two team members each provided preliminary 

coding lists, with all codes emerging from partici-

pant data. The coding lists were discussed with the 

entire research team, who achieved consensus with 

initial coding categories. Each item described by par-

ticipants was assigned a specific code by each team. 

Some participants described one item for each of 

the open-ended questions; some responded with 

several items. Only one code was assigned to each 

item. The research team placed all items into existing 

codes when logical but created new codes as needed. 

Overall categories for each open-ended question were 

then determined. Any discrepancies were decided on 

by group consensus.

The authors achieved credibility by sampling a 

wide range of patients to reflect depth and breadth 

in final themes and by engaging in rich discussions 

within the research team to achieve consensus. 

Findings are dependable in that data were extensive 

and analysis was discussed fully and openly among all 

team members. Data are transferrable to the extent 

of the authors’ full description of the culture and 

context for the study—namely, these data represent 

hospitalized adults receiving hematology-oncology 

care in the Midwest. 

Findings

In total, 255 patients were assessed for study eligibil-

ity, and 59 patients were excluded for various reasons 

(see Figure 1). Completion of all study procedures 

was accomplished by 185 participants.

Participants were predominantly male and married 

(see Table 1). The mean age was 60.6 years (range = 

19–95 years). About two-thirds of the patients had a 

hematologic malignancy; the others had solid tumors. 

Almost half of the patients had a diagnosis of cancer 

less than six months prior to their participation in the 

study. Participants were categorized into two groups 

based on their reason for hospital admission: a cancer 

complication (e.g., symptom management) or cancer 

treatment (e.g., scheduled chemotherapy). 

Of the study participants, 52 completed the survey 

during the first day of their hospitalization and 83 

completed it during the last day of their hospitaliza-

tion. The other 50 participants completed the survey 

between the first and last day of hospitalization. Of 

note, as another descriptor of the sample, the mean 

distress score was 4.6, and the median was 5. 

Various themes were determined by analyzing 

responses to the two questions: “What are you currently 

doing to decrease your level of distress?” and “What 

would you find helpful during your hospitalization to 

decrease your level of distress?” Some participants 

reported multiple strategies for both categories.

Question 1 

Responses to “What are you currently doing to 

decrease your level of distress?” were represented in 

two categories: taking charge (n = 214) and embracing 

help (n = 101) (see Table 2). Of the 185 participants, 

168 offered a response assignable to at least one cat-

egory; some participants provided more than one 

answer to this question. Of note, 17 participants were 

categorized as responding “nothing” to this ques-

tion. Responses in this category were “nothing,” no 

response, or a report of no distress. 

Taking charge: An overarching category, taking 

charge, emerged from the data as self-initiated and 

self-directed strategies by patients to manage their 

distress. Responses in this category encompassed 

activities the patients initiated rather than depending 

on others to do the activities for them. 

FIGURE 1. Flowchart of Study Participants

Accrued (n = 196) Excluded (N = 11)

 ɐ Withdrew (n = 6)

 ɐ Duplicated  

(approached twice)  

(n = 5)

Completed and 

included in outcome 

analysis (N = 185)

Excluded (N = 59)

 ɐ Declined participa-

tion (n = 56)

 ɑ Not interested  

(n = 33)

 ɑ Too much going on 

(n = 12)

 ɑ Other (n = 11)

 ɐ Did not meet criteria 

(n = 2) 

 ɑ Did not speak 

English (n = 1)

 ɑ Unable to do it  

(n = 1)

 ɐ Unable to approach 

(n = 1)

Patients assessed for 

eligibility (n = 255)
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Subcategories of taking charge were self-care, 

distraction, self-talk, gathering information, and 

normalizing. Self-care encompassed activities that 

patients did for their own well-being and health pro-

motion and focused on nutrition, activity, and rest. 

Distraction included activities intended to take the 

focus off their illness. Self-talk was defined as positive 

reinforcement or encouragement to oneself, reflect-

ing attitudes participants had adopted. Gathering 

information consisted of collecting knowledge or 

resources related to disease or treatment with the 

intent of being prepared. Normalizing was never 

explicitly noted by respondents but was classified 

by the research team as engaging in typical activities 

of daily life not related to hospitalization, such as 

work-related activities. 

Embracing help: The embracing help category 

encompassed willingness of the patient to accept sup-

port from others and to look beyond him- or herself 

for help. This concept was reflected by interactions 

with others and included mutually beneficial activ-

ities that engaged and maintained relationships. 

Spirituality was included in this category as another 

means of support. 

The subcategory of people/support system was 

defined as allowing others to assist with physical or 

emotional needs. This category was composed pri-

marily of relationships with friends and family and of 

fostering communication necessary to maintain those 

relationships. Spirituality included activities intended 

to nurture the spirit. Reponses in this category were 

not exclusive to religious activities but included a 

broad range of activities related to an overall concept 

of spirituality.

Question 2

Responses to “What would you find helpful during 

your hospitalization to decrease your level of dis-

tress?” were assigned to the categories quality of 

life (n = 102) and relationship with care team (n = 

105) (see Table 3). Among the 185 participants, 144 

offered a response that could be placed in at least 

one of these categories. As with the first question, 

some participants provided more than one answer. 

Forty-one patient responses were assigned to the cat-

egory “nothing.” Responses in that category included 

“nothing,” remarks specifying nothing beyond what 

is already being done, comments indicating that the 

patient did not know what would be helpful, the state-

ment “can’t think of anything,” or no response at all.

Quality of life: Quality of life included responses 

that fit domains common to quality of life—physical, 

psychological, social, and spiritual well-being. Sub- 

categories of quality of life were psychosocial sup-

port, distraction, environment, physical activity, 

sleep/rest, symptom management, and integrative 

therapies. Psychosocial support involved any com-

ments directed at engagement in relationships with 

family and friends, with the engagement most often 

provided in person and intended to support the 

patient. Distraction included activities intended to 

shift patients’ attention away from their illness 

and were not hospital- or treatment-focused. 

Environment centered on the hospital setting and 

what patients could change or would like to change 

within their room or patient care unit to alleviate dis-

tress. Physical activity went beyond the immediate 

environment to include a space to mobilize, as well 

TABLE 1. Sample Characteristics (N = 185)

Characteristic n %

Cancer diagnosis

Lymphoma 55 30

Leukemia 47 25

Gastrointestinal 20 11

Gynecologic 13 7

Multiple myeloma 10 5

Genitourinary 10 5

Lung 9 5

Head/neck 4 2

Breast 4 2

Melanoma 4 2

Bone 3 2

Other 6 3

Marital status

Married 124 67

Not married (widowed, separated, 

divorced, or single)

61 33

Months since cancer diagnosis

Less than 6 88 48

6–24 48 26

25 or more 49 26

Reason for admission

Cancer complications 95 51

Cancer treatment 90 49

Sex

Male 105 57

Female 80 43

Note. Because of rounding, percentages may not total 100.
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TABLE 2. Responses to “What Are You Currently Doing to Decrease Your Level of Distress?”

Category n Responses

Taking charge (N = 214)

Self-care 71  ɐ Eating better and more

 ɐ Exercising

 ɐ Going for walks outside

 ɐ Taking frequent naps and resting

 ɐ Sleeping

Distraction 62  ɐ Watching old movies

 ɐ Playing on laptop computer

 ɐ Playing video games

 ɐ Watching favorite shows, working on Kindle®, and playing games to take 

mind off things

 ɐ Coloring

 ɐ Playing cards

Self-talk 32  ɐ Taking each day one at a time

 ɐ Knowing that what will be, will be

 ɐ Looking for a hopeful future

 ɐ Self-talking; “things will work out.”

 ɐ Being optimistic

 ɐ Thinking positively; life is about the journey, not the destination.

Gathering information 26  ɐ Reading; studying medical condition

 ɐ Gaining as much knowledge as possible. The unknown can be concerning, 

and even if it is not good news, at least you know.

 ɐ Doctors discussing case and letting patients know where they are

 ɐ Being informed and organized

 ɐ Asking the nurse questions; writing down questions for the medical 

teams

Normalizing 23  ɐ Remotely keeping up with work as much as possible

 ɐ Trying to set up a routine

 ɐ Arranging so family is taken care of and things are getting done

Embracing help (N = 101)

People/support system 68  ɐ Communicating well with husband about current concerns; keeping in 

touch with kids, friends, and family at home

 ɐ Talking to family, spouse, and friends

 ɐ Having family and friends visit while at hospital

 ɐ Talking to family on the phone

 ɐ Having a good support system—family

 ɐ Socializing

Spirituality 33  ɐ Praying

 ɐ Reading inspirational writing and prayers

 ɐ Meditating on good in life; reading the Bible

 ɐ “I am Christian.”

 ɐ Praying; listening to uplifting Christian or meditation music

Nothinga 17  ɐ No response to the question

 ɐ No distress

a Does not count toward total
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as the ability to do so. Sleep/rest entailed any strategy 

intended to promote rest, such as fewer interrup-

tions by staff. Symptom management was defined as 

interventions aimed at alleviating symptoms like pain 

and nausea. Integrative or complementary therapies 

included treatments addressing overall well-being, 

such as massage and meditation. 

Relationship with care team: Relationship with 

care team was defined as the interaction or connection 

between the patients and the healthcare providers 

involved in their care during hospitalization. It did not 

single out any one discipline. Subcategories included 

communication/information, care compliments, care 

concerns, and nothing.

Communication/information included verbal 

and nonverbal information exchanged between the 

patient and the healthcare team; generally, more 

effective communication was desired. Care com-

pliments included praise or positive feedback from 

patients about care, caregivers, or overall satisfaction 

with their hospital stay and included concepts like 

safety, kindness, and caring. Care concerns encom-

passed patient feedback, such as complaints and 

recommendations for improvement (e.g., the desire 

for better coordination, continuity of care, and rest by 

way of less noise).

Discussion

In this cross-sectional descriptive study, the authors 

examined self-reported distress in hospitalized adults 

with cancer (N = 185) and identified overall levels of 

distress at one time point during the hospital stay. 

With a mean distress score of 4.6, and a distress score 

of more than 4 as a criterion for intervention, most 

responses met the threshold for further assessment 

to identify specific needs (National Cancer Institute, 

2015). In the current study, 115 of 185 participants 

(62%) reported a distress score of 4 or greater, com-

pared with 275 of 1,205 participants (23%) (VanHoose 

et al., 2015) and 163 of 380 participants (43%) 

(Jacobsen et al., 2005) in studies conducted in the 

outpatient setting. This outcome suggests that hospi-

talization and increased acuity may be associated with 

a higher level of distress experienced by patients with 

cancer.

Although the hospital environment appears to 

contribute to elevated distress, understanding patient 

perspectives can help with identifying global patient 

preferences and the role of healthcare providers as 

it relates to managing distress in the hospital. The 

authors not only measured the distress level of adults 

hospitalized with cancer, but also explored strategies 

and behaviors they used to manage their distress and 

interventions they desired. 

Patient responses were the foundation for this 

qualitative analysis and were represented in two 

categories for each question. Assigning individual 

responses to categories provides an opportunity for 

closer examination while patient behavior and pref-

erences, as they relate to alleviating distress during 

hospitalization, are explored. 

In response to the question “What are you currently 

doing to decrease your level of distress?” participants 

most frequently identified activities categorized as 

taking charge. These included activities that partici-

pants initiated themselves rather than depended on 

others to do for them. Kreitler, Peleg, and Ehrenfeld 

(2007) found that self-efficacy affects perceived stress, 

and when perceived stress is lower, quality of life 

improves for individuals with cancer. In the current 

study, participants specifically indicated that they were 

taking charge to decrease their level of distress. 

The concept of embracing help, which included 

engagement in relationships and spirituality, also 

emerged as an important strategy for participants to 

decrease distress. Participants knew they could not 

always manage distress themselves, and they turned 

to others for help. Faller et al. (2016) cited the role of 

psychosocial support among patients with cancer in 

relation to emotional distress. In addition, the role of 

spirituality as a mitigating factor in the experience of 

cancer-related distress has been explored in the liter-

ature (Alcorn et al., 2010; Piderman et al., 2014). 

Participant responses to the question “What 

would you find helpful during your hospitalization to 

decrease your level of distress?” have implications for 

even more direct influence by the healthcare team. 

Psychosocial support, distraction, environment, phys-

ical activity, sleep/rest, symptom management, and 

complementary and integrative therapies were iden-

tified as being important to quality of life. Managing 

pain, fatigue, and depression, as well as meeting 

psychological and spiritual needs, are important to 

address multiple domains of quality of life for hos-

pitalized patients with cancer (Bužgová et al., 2014). 

The physical hospital environment, the social inter-

actions between patients and staff, and the ability of 

family members to be present can also affect patients’ 

hospital experience (Robinson, Gott, Gardiner, & 

Ingleton, 2015) and is reflected by similar suggestions 

of participants in the current study. 

A second category, relationship with care team, 

was predominantly represented by responses pertain-

ing to communication and information. Swanson and 
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TABLE 3. Responses to “What Would You Find Helpful During Your Hospitalization to Decrease Your 

Level of Distress?”

Category n Responses

Quality of life (N = 102)

Psychosocial support 25  ɐ Human interaction and visits by people who have been through some-

thing similar

 ɐ Wonderful staff who take time to help with needs and to show an interest 

in health and personal life; accepting that you cannot do it all on your own 

and allowing friends, family, and healthcare providers to make the journey 

manageable

 ɐ Support groups

 ɐ “My family is extremely close, and I wish I could see them in person and 

not just over FaceTime.”

 ɐ “It would help if a family member could stay in the room 24 hours. It is 

very comforting to have someone with me.”

Distraction 19  ɐ Ability to set up personal video game systems brought from home

 ɐ Going outside

 ɐ Activities, entertainment available around the hospital

 ɐ Availability of light reading (e.g., magazines, books)

 ɐ Keeping mind busy with reading, games, or the Internet

 ɐ “I made wooden guardian angel pins and give to people as I do chemo.”

Environment 19  ɐ Larger rooms so visitors have more room; visitors’ lounge closer to patient 

rooms

 ɐ Light and sunlight

 ɐ More walking space, larger rooms

 ɐ Physical activities; having a workout room

 ɐ More windows

 ɐ Classes within close proximity to room

Physical activity 14  ɐ More physical and occupational therapy

 ɐ Ability to move around/walk around more

 ɐ Walking

 ɐ Encouragement from staff to continue to be independent and do chores 

on own when able

 ɐ More activity

Sleep/rest 11  ɐ More time to rest

 ɐ Less interruptions, more sleep

 ɐ Getting better night sleep; being woken up less in middle of night

 ɐ Being able to sleep better

Symptom management 7  ɐ Ending neuropathic pain

 ɐ Nausea and pain control

 ɐ “They are going to start me on some medications to treat depression.”

 ɐ Not having to feel nauseated and not having a bad headache

Integrative therapies 7  ɐ Massage therapy

 ɐ Meditation

 ɐ Integrative medicine referral plus support (e.g., reflexology, psychology, 

acupuncture)

 ɐ “I love the volunteers’ hand massage.”

Continued on the next page
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Koch (2010) found that distress scores were lower 

at hospital dismissal when an oncology nurse navi-

gator facilitated communication and understanding 

among patients, families, and the interprofessional 

team, providing a consistent message from the 

healthcare team—a strategy that participants in the 

current study would likely endorse. This relationship 

with the care team also can be enhanced by genuine 

face-to-face contact. The quality of connection with 

staff could “make or break a patient’s stay” (Shattell, 

Hogan, & Thomas, 2005, p. 161).

One unanticipated subcategory that emerged 

was care compliments. The authors speculated that 

participants may have seen the survey as an opportu-

nity to compliment the care team. Other participants 

took the opportunity to voice appropriate care 

concerns. 

In addition, the authors noted several interesting 

connections between categories and subcategories 

for the two questions. For example, the distraction 

subcategory emerged as important for current and 

desired strategies to decrease levels of distress. This 

finding demonstrated the importance of access to 

and availability of resources and entertainment 

strategies, such as watching television, playing video 

games, reading, and having Internet access, which 

TABLE 3. Responses to “What Would You Find Helpful During Your Hospitalization to Decrease Your 

Level of Distress?” (Continued)

Category n Responses

Relationship with care team (N = 105)

Communication/ 

information

39  ɐ Good communication among staff and with the patient

 ɐ More information about the next step of care. Is the patient really under-

standing what the provider is saying?

 ɐ Healthcare providers who listen and are more responsive to patient’s view 

of what is going on in his or her body, based on symptoms

 ɐ Having more explanations of what is going to be done before it is started 

and ensuring that the patient understands

 ɐ Updates on all medical decisions and test results

 ɐ Opportunity to ask questions later

Care compliments 37  ɐ “I feel comfortable and safe here.”

 ɐ “Distress at hospital is minimal; everyone is wonderful.”

 ɐ “Everyone here is so cheerful and supportive always.”

 ɐ “Distress level when in a situation like this is very high. I don’t feel 

anything can decrease that feeling. However, [the institution] has done 

a great job with the nurses, aides, and so forth. They must be the most 

accommodating, friendly, caring group I have had opportunity to be 

associated with.”

Care concerns 29  ɐ Improve continuity of care (e.g., same nurse and medical team more than 

one day).

 ɐ Noisy nurses at night

 ɐ More timely schedule; get treatment closer to home; lying in bed waiting 

for decisions to be made

 ɐ More consistency in treatments (nurses sometimes contradict one 

another’s treatment)

 ɐ More physical and occupational therapy; a more set schedule for care

 ɐ Constant interruption causing exhaustion

Nothinga 41  ɐ Nothing

 ɐ Nothing beyond what is already being done

 ɐ No response to the question

a Does not count toward total
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KNOWLEDGE TRANSLATION

 ɐ People with cancer experience levels of distress during hospital-

ization that warrant attention.

 ɐ Hospitalized patients with cancer have identified independent 

activities to manage distress, some of which include the support 

of others.

 ɐ Communication with the interprofessional healthcare team is an 

important factor that affects patients’ levels of distress. 

nonhospitalized people may take for granted. The 

authors also noted that the relationship with the 

care team can affect a person’s ability to take charge; 

basic human contact with the healthcare team can 

increase personal security and power for patients in 

an environment that often can seem uncaring, con-

fusing, and not to be trusted (Shattell et al., 2005). 

Although similarities were observed between cate-

gories and subcategories for the two questions, the 

category names emerged from the responses given 

by participants. Therefore, they differ slightly, which 

is congruent with qualitative methods, in which data 

analysis uses language provided by the respondent.

Strengths and Limitations

This study adds actionable findings to the literature 

that address distress in hospitalized patients with 

cancer. The authors not only obtained a numerical 

reading of distress and sought to understand the 

patient perspective and actionable items to manage 

distress, but also identified categories of distress 

management strategies used by patients, as well 

as opportunities for the inpatient healthcare team 

to support management of distress, through data 

collected directly from patients in the hospital envi-

ronment. Patients with various hematologic and 

oncologic diagnoses were included in this study, 

adding to the generalizability of the findings. 

The current authors assessed distress at a single 

time point during a patient’s hospital stay. Because 

distress can occur at any point during the cancer trajec-

tory, screening should be conducted at more than one 

time point (Institute of Medicine, 2008). However, it 

can be argued that the current hospitalization encom-

passed one episode of care in the entire continuum of 

cancer care. In addition, distress was assessed without 

correlation to length of stay. For example, an assess-

ment of distress on day 3 of a hospital stay could reveal 

different results than an assessment on day 30, and 

individuals could identify different distress manage-

ment strategies depending on how long they had been 

in the hospital. The sample in the current study was 

drawn from one Midwest hospital, which may limit 

the generalizability of the results to other geographic 

areas. A cross-cultural understanding of distress could 

be facilitated by associating scores with various racial 

and ethnic backgrounds and including patients who do 

not speak English. 

Implications for Nursing

Findings in this study suggest that adults with cancer 

have higher levels of distress during hospitalization 

than in the ambulatory setting. These levels warrant 

further attention. Nurses are vital in the coordination 

of patient care and are positioned to identify and assess 

patient distress early and often. Nurses can directly 

provide support to help patients manage distress 

while hospitalized (Swanson & Koch, 2010). Practical 

applications from this study suggest that cultivation 

of an environment where patients are empowered to 

take charge can be meaningful, particularly in a set-

ting with frequent interruptions, inflexible schedules, 

limited space, and diminished patient independence. 

Nursing staff can also be instrumental in facilitating 

communication to identify specific patient needs and 

elicit the support of the most appropriate member of 

the healthcare team. The role of the inpatient nurse to 

assess and respond to the distress of individuals with 

cancer presents an opportunity for further examina-

tion and research. 

A healthcare team that empathizes with patients 

regarding the challenges of the hospital setting allows 

for an opportunity to intentionally engage patients 

in identifying meaningful ways to maintain a sense 

of autonomy within the hospital setting. Taking 

charge can be empowering for patients during the 

cancer experience, when personal control is limited. 

This opportunity may translate to providers simply 

communicating that they have time for the patient 

to ask questions or arranging protected time for the 

patient to rest during the day after a sleepless night. 

The taking charge category may be represented in 

behaviors independent from the healthcare team. 

Healthcare professionals can support and help facil-

itate patients’ ability to influence their environment 

and care, which can be personally empowering and 

affirming of the specific needs of patients. 

The embracing help category also may be inde-

pendent of the healthcare team. Assistance for 

patients to navigate potential barriers to stay con-

nected with other people while hospitalized should 

not be underestimated. From a practical standpoint, 
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this assistance may translate to helping patients 

access technology to stay in electronic or video 

contact with family, making accommodations for a 

loved one to spend the night, or helping to celebrate 

a special day. The many benefits of responding to the 

spiritual needs of patients affected by cancer are well 

documented (Alcorn et al., 2010; Piderman et al., 

2014) and should entail an interprofessional effort 

among nurses, social workers, chaplains, physicians, 

and other members of the healthcare team to meet 

patients’ spiritual needs.

Conclusion

Healthcare professionals care for people with cancer 

in the acute hospital setting (when distress levels may 

be higher than in the ambulatory setting) during a 

distinct and often pivotal time of illness. In a man-

aged healthcare system that increasingly promotes 

brief hospital stays, the need to quickly identify dis-

tress and use a focused treatment approach is more 

important than ever. 

In the current study, hospitalized adults with 

cancer told the authors about the strategies they were 

using and the strategies they would find helpful to 

decrease distress. Results may assist healthcare pro-

fessionals in helping patients target effective strategies 

to manage distress in the hospital. Understanding 

distress and its management may help guide future 

psychosocial needs assessments and interventions to 

improve patient satisfaction during hospitalization, 

as well as promote patient quality of life. 
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